
L
._. _ . _ _ - . .

F
- rr.

, . .w

' 9BORTHEAST ITV1LITIES o= ='o"ica S a n$ ~ t Sancoaa"" cut

3 - W sfr$"t[UsfenYs ttIE e rYeo
*

P.O. box 270
No[nea:* I $$tI[ r$Ec*o"mpany HARTFORD. CONNECTICUT 06414-0270g ' No"tneast Nuclear Energy company (203)665-5000

'

September 29, 1989
MP-13561

Re: 10CFR50.73(a)(2)(iv)

U.S. Nuclear Regulatory Commission
'

Document Control Desk
Washington, D.C. 20555

Reference: Facility Operating License No. DPR-65
Docket No. 50-336
Licensee Event Report 88-003-01

Gentlemen:

This letter forwards update Licensee Event Report 88-003-01 required to be submitted
pursuant to 10CFR50.73(a)(2)(iv).

Very truly yours,

NORTHEAST NUCLEAR ENERGY COMPAhT

/

}& cece. -
Ste n E. Scace

Station Superintendent
Millstone Nuclear Power Station

:

SES/JMB:mo

. Attachment: LER 88-003-01

cc: W. T. Russell, Region I Administrator
W. J. Raymond, Senior Resident Inspector, Millstone Unit Nos.1, 2 and 3
G. S. Vissing, NRC Project Manager. Millstone Unit No. 2
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NRC Form 366 U S. NUCLE AR REGULATORY COMMISS.ON APPROVED OMB NO. 316D-0104
15-89f EXPIRES 4!30/92,

Est#matsd Duroen per response to comply with this,

information cohection roouest; 50 0 hrs. Forward,

LICENSEE EVENT REPORT (LER) anEe*"Ets'%*a'$"ge n""r t Ea'nSEDI*U * [[leisar
*

Regu;atory Commission. Wasnington DC 2055E. and to
the Paperwork Recuction Profect (3150-Ot04L Offico of
Management and Buopet. Washington. DC 20503.

F ACILrry NAME (1) DOCM1 NUMBER RJ W''
. Millstone Nuclear Power Station Unit 2 0| sj o| o| oja |3 |s 1|OF| 0| 3

IllLE I4;

Spurious Engineered Safeguards Actuation
EVENT DATE (6) LER NUMBEA 161 REPORT DATE f71 CTHER F ACILITIES INVOLVED f 6)

MONTE DAY YEAR YEAA MLN MONTH DAY YEAR F ACILITY NAMES

D|5|0|0|0| | |
~ ~

0 1 3|0 8 8 8|8 0|0|3 0| 1 0 |9 2|9 8|9 01 Sl 01 01 01 | |
- OPERATINo THfS REPORT IS BEING SUBM;TTED PURSUANT TO THE REQUIREMENTS OF 10 CFR i: (Check one or more et the followingM11)
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LICENSEE CONTACT FOR TH!S LER 112:

NAME TELEPHONE NUMBER

ARIA CODt
Joseph M. Bergin, Engineer. Ext. 5352

2|0|3 4;1|7|-|1|7]9|1
COMPLETE ONE LINE FOR E ACH COMPONENT FAILURE DESCRIBED IN THIS REPORT f 23:

Nhk*
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ABSTRACT (Limit to 1400 spaces, a e , approximately titteen singse-space typewritten lines) (16)

On January 30,1988 at 1527 hours with the unit in Mode 6, an inadvertent automatic loss-of-normal
power (LNP) actuation occurred on facility two (Z2) of the Engineered Safeguards Actuation System
(ESAS). Additionally, several Auxiliary Exhaust Actuation Signals (AEAS) were precessed by ESAS
earlier in the day. At the time of these actuations, the Z2 facility was out of service for maintenance.
The immediate cause of the actuations was not apparent, it was later determined that an improperly
identified wiring problem due to human error coupled with a properly applied electrical jumper resulted in
175 VDC being applied to the common bus of the Z2 ES AS facility. Given the mode of the unit and the
state of equipment actuated by the LNP and AEAS signals, all equipment responded as expected. Upon
discovery of the actuations, operators took appropnate actions to restore the affected equipment to a
normal lineup. There were no safety consequences as a result of these events. Once the winng error was
identified, it was corrected and all the associated ESAS voltage sensitive equipment was tested and verified
operable.
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NRC Form 3bEA . U.S. NUCLEAR REGULATORY COMMISSION APPROVED OMB NO. 3150 -D10a.

,f6 69) . EXPlRE S: 4/30/92
Estimated Duroen per response to comply witn tnis

LICENSEE EVENT REPORT (LER) ;"jL"g,g,'jt ongg5g,5&f,fr,$ gor *8|g,,,g,
.

TEXT CONTINUATION ano Reports Management Branen tp-530). u.S. Nucisar
| Regulatory Commission. Washington. DC 20555. and to

- ine Paperwork Recuct on Project (3150-0104i. Oviece of
Management anc Buopet. Wasnington. DC 20503.

FACUTY NAME (1) DOCKET NUMBER (2) L F(-t NUMBFA #6i PAGE (3i

YEAR
'

Millstone Nuclear Power Station
' Unit 2 - 0|S|0|0|0|3|3|6 $|8 0| 0| 3 0|1, 0| 2 OF Oj 3

TEXT tif more space is reawreo, use addttional NRC Form 366A's) (17)

1. . Deccrintion of Event

On January 30,1988 at 1547 hours with the unit in Mode 6, an inadvenent automatic
loss-of-normal power (LNP) actuation occurred on facility two (Z2) of the Engineered Safeguards

. Actuation System (ESAS). Additionally, several Auxiliary Exhaust Actuation Signals (AEAS) were
processed by ESAS earlier in the day. At the time of the actuations, the Z2 facility of ESAS was
out of semce for maintenance. The immediate cause for these events was not apparent and the
events were subsequently investigated by the Instrument and Contnis (l&C) Department. Smce the
Z2 diesel generator (D/G) was tagged out for the routine outage maintenance, this LNP resulted in
a complete loss of power to the Z2 facility (Bus 24D). The LNP was discovered by direct operator
observation of the control boards. Upon discovery of the actuations, operators took actions in
accordance with normal procedures to restore the affected equipment to a normal lineup,

11. Cause of Event

Investiganon by the I&C Department found that the root cause of the LNP and AEAS actuations
was due to a human error involving an improper repair of the ESAS circuitry. The Z2 facihty of
ESAS was removed from service for routine maintenance. During scheduled relay replacement, an
I&C technician incorrectly identified a wiring problem with the Z2 ESAS circuitry. The technician
misread the pin to wire connection numbermg scheme as a mirror image of the actual connection
r.cheme . The technician proceeded to correct this apparent wiring problem. This improper repair
coupled with a jumper properly installed by Production Test personnel to support testing, caused

.125 VDC power to be applied to the common bus of ESAS. This resulted in electronic faihtres in
the AEAS actuation module (AM 613), in the LNP actuation module (AM 628) and in the D/G
sequencer,

III. Annivcic of Event

This report is being made pursuant to 10CFR50.73(a)(2)(iv), an event or condition which resuhed
.in an automatic actuation of an Engineered Safety Feature. The LNP actuation was initially
reported pursuant to 10CFR50.73(b)(2)(ii). However, further investigation has determined that this
LNP actuation was not reportable in accordance with NUREG 1022 Supplement 1. This is based
on the fact that although an LNP ESAS actuation occurred on the Z2 facility, this facihty was not
operable and in fact the Z2 D/G was tagged out for routine outage maintenance. The AEAS
actuations were not reported based on the 22 facihty actuation equipment being inoperable. In this
case however, these actuations should have been reported pursuant to 10CFR50.72(b)(2)(ii) in
accordance with NUREG 1022 Supplement 1. Although the Z2 facility ESAS was inoperable, all
AEAS actuated equipment was operable and did assume a normal AEAS accident lineup.

At all times during this event the Z2 facility of ESAS was out of service. Prior to placing the Z2
facihty of ESAS in service, a preoperational test was to be performed. This tesung would have
identified the improper repair of the ESAS circuitry. However, the problem was identified and
corrected prior to performmg this testing. Upon performance of the simulated LNP testing all
equipment functioned as required.

At no time during these events was the safety of the unit compromised. All facihty one (Z1)
safeguards equipment required for this mode was in service or operable. Therefore, there were no
safety consequences as a resuh of the LNP. The safety consequences as a resuh of the AEAS
actuations was also none, as all AEAS actuated equipment responded as required.
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ACILITY NAME (t) DOCKET NUMBER (2) LF A NUMPFA (fn PAGE (3)

YEAR N N
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Millstone Nuclear Power Station
Unit 2 -
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~
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TEXT (ft more space is reouired, use additions; NRC Form 266A's) (17)

IV. Corrective Action

The wiring errors which resulted in these events weJe corrected. All ESAS actuation modules were
inspected and tested to ensure that all voltage sensitive components were operable. This testing was
performed by special test T88-21. All work was performed during the time period in which the Z2
facility actuation equipment was h. operable for maintenance and testing. To prevent the recurrence
of the misinterpretation of the pin connector numbering scheme, the I&C Department has changed
the affected procedures.

. V,:- Additionn! Information

Manufacturer: Actuation Modules: Vendor: C560
Model: 6N90-2

Sequencer: C560
Model: 6N93-1

Similar LERs: None
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