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Re: 10CFR50.73(a)(2)(i)
March 35, 1992
MP-92-326

U.S. Suelcar Regulatory Commission
Document Control Desk
Washington, D.C. 20555 g

Reierence: Facility Operating License No. NPF-49
Docket No. 50-423
Licensee iivent Report 92-004-00

Gentlemen:

This letter forward < Licensee Event Repcrt 92-004-00 required to be submitted within
thirty (30) days pur3uant to 10CFR50.73(a)(2)(i) any operation or conda;on prohibited
by the plant's Technical Specification.

Very trut) yours,

NORTilEAST SUCLEAR ENERGY COMPANY ,

FOR: Stephen E. Scace
Director, Millstone Station

-

/
G'y w J. &vt4~_

BY: 361 1 S. Kre na ,
Ddistone Unit 2 Director

SES/RJM:ljs

Attachment: LER 92-004-00

cc: T. T. Martin, Region 1 Administrator
W. J. Raymond, Senior Resident inspector, Millstone Unit Nos 1, 2 and 3
V' Rooney, NRC Project Manacer, Millstone Unit No. 3
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LOn February 24,1992, at 0020 hours unh the plant in Mode 1. at 100% power, the B Train Control Room
; Pressurization bottles were foumi isolated by swa eaanual sahes. The ,ahe3 uere found closed during
performance of the monthl) Control Room Ernelope Pretsuruation Sptem Vah'c Lineup. The immediate
corrective'actica was :o opeo ue vahet The A fram sahes were inspected and found to be aligned properly.

The most probable cause of this event is personnel error associawd with irnproper selMerification. ' in support
of hlEng the B Train Control P.com pressuruation air boules, it is behesed that the two vahres were inacnertently
closed.: The valves are the same t3pe as and are located near the air bottle fill valves.

. To prevent recurrence, a commitment has been opened with the Operations Departmem to dscuss uitt shift,

. operators the importance of elMerification when opetating plant components New- s.be identincation tags
base been instaUed which are easil) read from the operating platform.
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1. Desengtwn of hem

On February 24,1992, at 0020 hours with the plant in Slode 1 at 100G power (2250 psia and M6
degrees Fahrenheit), the B Train Centro! Ruom Pressuritation boules v me found islated b3 two manual
iwlanon vahes. The dscovery was made dunng the monthl3 performance of Survet!!ance Procedure
3614Fa Control Buildmg Envelope Pressunzanon Sptem V:he I.meup, The two s ahes. 311VC'V704
and V721 are the manual isolation vahcs for the solenoid operated vohe (3HVC'SOV748) located -
downstream, This cc ahgu;auen rendere ! the B Tram of the Control Buildmg Emelope Pressuraauen
Sy., tem inoperable. In the esem c; a Control ht.!dmg 1solauon (CBI) signal, the B train would not have
been asailable to pressunie the Control Room.

As immediate correcthe action the mbpoutioned vahes were opened and mdependent!> venhed open.
The A Train vahes were ako verihed to be open.

11. Cause of, htm

The root cause of this esent is most probably personnel error asso;iated with improper self-verihcation.
Ducing blung of the Train B air bottles on f ebruary 7,1992, it appeais ti'e operator d.d not senfy the
identincation labels for the correct sahes to be opsrated and sttsequently closed the s.rong vahes Two
vahes (3HVC'VM2 and V683) of amilar size and configurauon are closed after hllmg the bottles unh
compressed air. They are lo:ated near the mispositioned valves which ako could hase cantributed to the
wrong valves being dosed. Since the uhes were not wpposed to be operated during the procedure,
there was no mechanism in place to check the posinon of the vahes at the conclusian of the filbne
operation. This resuhed ia 3tiVC'V704 and 3HYC* V721 remaming clmed.

III. Ar&P d fam

The event is being reponed in accordance with IUCFR50.73(a)(2)(ih as a condmon prohibued by the
plant's Technical Specthcations. Techmcal Specthcation 3.7.6 requires ;he moperable Contrei Room
Ermelope Pressurization System to be returned to operable status within 7 days, or the pLmt oe in llot
Standby within 6 hours and Cold Shutdown within the next 30 hourt The moposmoning of vahes
3HYC'Y704 and 311VC*V721 probably occurred on February 7,1992, which was the date of the brst B
Train Air Bottle hl! after the valves were senfied open dunng the performance of the monthly vahe
hne-up surveillance on January 27, 1992. Smce shift personnel were unaware of tiie valve mnpositioning,
no compensatory measures were taken.

The tu0 trams of the Control Room Emelcpe Pressurnation Sptem are each de3igned to pre 3suno the
Control Room Enveloue in the esent of a CBI for one hour. After one hour the Emergney Filtration
System is starte;! anc' prosides filiered outside air to ine Control Room Envelop and ako mamtatm a '

shght postthe pressure within the envelope.

The A Train Control Room Pressurhauon Sptem remained operable durine the pened that the B Train
was itudvertently isolated. The Comrol Room Emergency Fihration Sptem was aho operable dunng this
penod. In the event of a CBI, the A wam of the pressun7 anon system would hate automatically
aethated to pressurue the control room for up.to one hour. At that time the emergency hhration system
could be put into operationc Therefore, this evet t posed no sigmficant safety consequence 3
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As immediate correcthe action the mkpositioned sahes were opened and independently verified open.
The A Train valves were abo venhed to be open

F94C Wtm ',M

|
4~84)

1

_ _



, . . -. . , . - -- -- .-- ~ . - .---

- W
-

ma rum urA u s nuctem mwtuar comsoN eme ow No mem
(ab60) tKPAE5 4 30 T4

Est&ated be en ret rm,co%e to wwy eth tn s
*" : ** *" WDN * a'LICENSEE EVENT BEPORT (LER) m - m" m"a. w t - u r m w'in,n. m .

TEXT CONTINUATION m w iww.m unaw m us e. a.
% wy cmis# a cco oc ms ec to
t% Famuu fleducW drofeet :311 bo1041 Off ee r4f

Wap av wm rs eget W a sNecter- D*20Et

F4ClulY N SW (1; DX W E t N#Gt h 21 iM Ni WH A d r IM G 8

loraxwrA smm% _[ _ MAept MEen

Milhtone Nudear Power Stauon
Cmt .

o| 5| 0|] 0|4 |2 |3 9|2 0| 0| 4 0|0 0| 3 OF 01 -l
no u m ire. 3 %,.c vie .wa: m: forun aon

To prevent securrence of this esent, a comrmitment has been opened for the Operauons Depanment to
d;ssue wuh shdt creraton the importance et self-verihcation when operators are manipulatine plant
componentL Additianalh. new tags has e been imtalled on the vahes m the area. The new tags are the
e!ccua-mark type and aie larger than the embossed metal tags. The sah e numbers ate punted in black
bold face type on a uh.te backgrour'd and the ta;s are hung such that they are eauh read from the
operating platforu. At presem. a program is in place at Muktone 3 to mstall these tap on sahes
requirmg operator manmulanon b) the end of lW5.

V. MdtuntnUnformaliJn

Lwensee Event Reports submitted which discuss related e enn are as folkms:

11F N,anM Lk

91-021 Unlocked and open Manual Containment holanon Vahr Due to
. Improper Task Venhcanon

90-021 Unlocked and Open Manual Contamment kolanon Valve Due to
Personnel Error

90-017 Loss of Both Trams of lbgh Prewure Safety injectwn Due to Personnel
Error

50-026 Turbme Drhen Auxikary Feedumer Purnp Open Dr.un Vahe Due to
Personnel Error

59-001 Eteam Generator Sample Comamment Penetration Yahes Found Open
Due to Personnel Error

LER 89-001 discusses an eunt where an inoperabic containment isolauon *.alve was left open for longer
than the 4 hours allowed by Iechmeal Specificanons. The toot cause was personnel erar in : hat
mid-shift operators did not turnover to dayslutt opecaiors the status of the vahe, and the daphift Shift
Supervisor miued the Limiting Coadition of Operauon m the Slaft Superwun log Correcove acuon was
to counset the mdhidua$ on the need for attention to detad and communications during sinft turnover 3.

LER 59-026 documenu ar, esent where a Turbine Dnven Ausihary Feed Water Pump drain vahe was
locked-1.5 turns open imtead of cloced. causing the room to become fdled with steam riuring a ,

suncillance test. The toot caust was operator inattention to detail m not cloong the vahe completch.
Correcthe action was cournelling and procedure change to require mdependent venhcanon of valve
position.

LER 90-017 dncusses an event where a Safety injection Cold Lep Mester Isoh. tion sahe was closed to
hit an accumulator and not reopened following the fi!hng esolution causing both twins of thph Pressure
Safety injection to be inoperable. The root cause was cocmthe fatiure on the part of the operator for
using a procedure that was nm authonted for the ewtmg plant condmont Correcute acuan was
counselhng and procedure change.

LER 90-021 documents an event w here a containment isolation vahe was inadsertently left unlotsed
and open. The vahe had been opened to support a containment entry. The root cause of this esent t"as
mis-use of a procedure for a nonrouune eso:ution ampounded by failure to note the abnormal sahe
position in the Shift Turnover Report. Correcove Acuen was to counsel the Shift Supenisor on

j procedural asage and communicauon3
I
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LER 4021 docuracnis an event uhere a containment isolanon vahe was found unlocked and open.
1 he root cause af this event was improper task serthcanon. Both the inude and outude coritaniment
tsolition Ghes had been opened to >upport contamment uo:k esolunans At the compkuon of the work,

only the ouuide isolanon sc.he was closed an:i locked. The Correcuve Acuun was to stress throuch
- discmsions and trammg the importance of trackm; abnormally poutioned sahes m accordance with the

ammg department instruct.on$

These esents are <ufnacoth different in root cause so that their correcuw acuans would not h;ne

presented ihn esent.--
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[ Control Roem Enselop e Isoianon Yahe (Manual) ISV
Pressuruanon Spiem-VI
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