mmiss

FNNESSEE

|

ri“‘




b

wmmi s

Ferry Ros
7. 14

y 1
' LenNnNeseet




!

J

'rt'n:-s)w T U NUCTEAR REGUUATORY COMMISSION T Approved OME No . TYRACHYOA

(6-89) Lapires 4/30/02
LICENSEE EVENT REPORT (LER)

ACTLITY NiME (1) T ookt wmeek (2) | PAGE (3)

Sequoyah Nuclear Plant, Unig 2 S o lolslololols (2 s 11lof] ola
PITLE (4) Improper test of & therms) our’ud hnur on Valve 2« 'tv-m-?? mu\m in an operation prohibited by

Aechnical specifications,

LVENT DAY (8) | . AR NUMDER (6) | REPOK! DAL (1) | OTMER FACILLTIES INVOLVED (8)
| | | | [SEQUENTIAL | lmmml | | | FACILITY NAMES [DOCKET NUMBER(S)
h"mjl DAy {rm %rm} %mu _%‘{mu }mm% m\_r,\}me'Jumm...um 1 'w.mmlmmz.
thalzlzlglelelol lotoalsd L ootolizlalzlelol N _delslelelel 1|
OPERATING | | THIS REPORT 1§ SURMITTED PURSUANT 10 THE REQUIREMENTS OF 10 CFR ;
L | _(Check one or more of Ahe L00Vowin@) ()
A9 L 120 an2ib) | . |20.40%(¢c) | lso ML) hy) [73.71(b)
rowER | | 120 408(a)(1)tty | |50.86(c)(1) | |50.73(8)(2)(¥) [78.71(¢)
LeveL | | 10408 a) (1) (44) | __ |50, a6(e)(2) |
|

(00 Lol al 2l |20 a08(a)yin)(idt) | KIS0 73¢a)t2)(1) |80 73¢a)(2) (viii)(A) Abstract below and in
| 120 . 408ca) ity | |80, 78 c2) ey | |50 78 (a)(2)(vitiyim) Text, NRC Form 3664)
i — L..izmnmuum__l 50, 280002008880 | 180 23RO o
F . S A . AICENSEE CONTACY FOR TMIS Ll.lltm I - oI
Mt

|
|
|50.73a) (2 (vit) | |OTHER (Specify in
|
|

E— --YILL"MQMML!
[ AREA CODE |
Me)isse D, Meade. Compliance Ligensing Ergineer Lelarlslelalals=121l21616
L GOMPLETE ONE LINE F o JACH mﬂt mum. DESCRIBED. IN THIS REFORY (13) . .

| | (REPORTABLE | | | | | |momm|
}imm; cmut_%mmma{.,mwum{ —— -J‘m}mun% mulh%mmmlmu{,m u!!m%_._...
PSR R B R S B or e SN SO | WO TR 51 M| A S S e e G
| | I | | | | | | | |
ll‘llljlllll.-.l J .L.-l.,l..llLJIlll IRl S
-l ] _SUPPLEMENTAL REPORT LXPECTED nu i EXPECTED |mnmi m 1_mn~
| | SuBMISSION | | |
J YES (1! yes. complete EXPECTED SUBMISSION DAYE) | x 1w L oate (&3 0 L L L L |

NITM(I (Limit to 1400 spaces, {.e., approximately fifteen sinpie~space typewritten lines) (16)

On November 27, 1990, with Unit 2 in Mode 1, during review of an October 31, 1990,
performance of §1-251,2, 1% wae determined that the thermal overload heater (TOLH) on
2-FOV~63-72 was improperly tested after replacing the valve motor and overload.
§1-251.2 was performed as the postmodification tegting (PMT), but the procedure was not
updated to incorporate the new motor data prior to the performance., 100s 3,8,3.2,
3.6.2.1, and 3.5.2 were entered on November 27, 1990, at 1048 EST. The 81 was revised
and performed without requiring adjustment on the TOLH, The LCOs were exited at

2245 EST on November 27, 1990, This event is attributed to a lack of attention to
detal! in that the review cycle of the workplan change that added the TOLH replacement
did not include all required plant sections., Ae corrective action, training on Al-19,
Parts IV and V1, emphasieing the requirements for the workplan change form (WCF) review
process has been conducted, The AI-19 WCF will be revised to include the Maintenar:e
Planning and Technical section in the review cycle when applicable. As a result of an
incomplete review of deficiencies identified during the performance, a training session
wag held with degign engineers to ensure reviews are conducted utilizing relevant
design output documents.
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Description of Eveut

On November 27, 1990, at 0900 Eastern standard time (EST), with Unit 2 in Mode |

(32 percent power, 555 degrees Fahrenheit, 2235 pounde per squere inch gage), the
system engineer discovered during review of a Surveillance Instruction (£1) 251.2,
“Channel Calibration of Class 1E Motor Operated Valve Overload Relay Meaters,"
performance package, that the thermal cverload heater (TOLH) on Valve 2-FCV-63-72 was
improperly tested on October 31, 1990, after a modification., During the Unit 2 Cycle 4
refueling outage, the motor for the valve was discovered to be damaged. An exact
replacement was not readily available; therefore, it was replaced with & larger motor,
Because this was emergent work during the outage, the replacement was an expedited
design and installation process. An advance authorication of the design change notice
(DON) wae issued on October 7, 1990, to allow work to proceed replacing the motor, The
workplan (WP), implementing the design change was approved on October 9, and the motor
was replaced on October 10, The final DCN was iseued on October 26, including
additional scope of replacing the TOLH., A workplan change form (WCF) wae iesued to
incorporate the final DON on October 28, This W°F included a postmodification test of
81-251.2 to verify calibration of the new TOLH. .. the original WP approval cycle,
6§1-251.2 wag identified as requiring revision to incorporate the new motor data, but
did not require the procedure to be revised prior to declaring the valve operable., The
review on the WCF did not include the Maintenance Planning and Technical (MP&T)
section, the responsible section for the 81-251.,2 procedure. If the WCF had been
reviewed by MPAT, the required revision would have been identified prior to declaring
the valve operable. On October 31, the TOLH was replaced and tested using the previous
motor's running current of 13.8 A and locked rotor current of 118.5 A, rather than the
running current and locked rotor current values for the new motor, 18.4 A and 146,68 A,
respectively.

During the performance of the 81, the test performers recorded three deficiencies that
ghould have identified the problem, The first was that the heater number of the
installed heater differed from the number in the procedure. The other twe were that
trip times exceeded the allowable band in the procedure. The deficiencies were
evaluated by Nuclear Engineering (NE) and determined to be acceptable as the
differences were in the conservative direction, with respect to allowing the valve to
perform its safety function prior to a trip by the thermal overloads (TOLe),

Limiting Conditions for Operation (LCOs) 3.8.3.2, 3,6.2.1, and 3.5.2 were entered on
November 27, 1990, at 1048 EST upon discovery of the event. The S§]1 was rzvised and
successfully performed without requiring adjustment. The LCOs were then exited at
2245 EST on November 27, 1990,
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Cause of Event

The cause of this event has been attributed to a lack of attention to detail on the
part of the modifications enginesr responsible for the WP in that he did not obtain
proper reviews on the WCF, Had MPLT been included in the WCF review cycle, the
required revision would have been identified. A contributing cause for the omission of
the MPLT section from the review cycle is they are a relatively new organization and
have not been added to the WCF form as a review section.

An inadequate design review of the test deficiencies ie another contributing cause of
this event, The depign engineer did not research the cause of the discrepancies,
rather he evaluated the acceptability as the differences were congervative,

Analysie of Event

This event is being reported in accordance with 10 CFR 50,73(a)(2)(1) as an operation
prohibited by technical specifications (TSs) because the operability of the TOLH wae
not verified in accordance with T8 SR 4.8,3.2 before returning the valve to service.

TOLHe are installed in motor-operated valves to protect the motor in the event of a
fault, The TS SR ensures the protection device will not prevent the valve from
performing its safety function. In this event, the operability of the TOL was not
verified because the test performed used nonconservative values for running current and
locked rotor current. However, the overloads would not have prevented the valve from
performing its safety function because the overloads were sized correctly, and when
retested using the correct motor current values, they performed properly without
adjustment, Therefore, this event caused no adverse affect on the health and safety of
the public.

Corrective Action

As immediate corrective action, the S1 was revised and performed using the correct
motor current valuea, To prevent recurrence, a training session on Administrative
Instruction (A1) 19, Part IV, "Plant Modifications: After Licensing," and Part VI,
"Modifications: Permanent Design Change Control Program," have been completed with
modifications engineers emphasizing the requirements for the WCF review process.
Al-19, Parts IV and VI, will be revised to include MP&T as lead in a review section on
the WCF form by March 1, 1991, Additionally, because the design engineer's evaluation
of the test deficiencies was not as detailed as expected, a training session was held
with design engineers to ensure reviews are conducted utilizing relevant design output
documents .

Additional Information

Two previous LERs were issued regarding TOLHs. LER 50-327/84069 described an event
where a TOLH was not reset after testing. LER 50-327/87049 provided details of a
degign error of incorrect sizing of TOLs. Neither of these events are related to the
occurrences described in this report,
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Additional Informetion (Continued)

LER 50-327/90023 described an event regarding an %1 being improperly revised after a
modification resulting in not properly verify'ng containment {utegrity., This event is
similar to the one described in this report in that both res .ced from personnel
oversight regarding procedure revigions after modifications. However, the event in
this report is an administrative oversight in that the WCF did not receive adequate
review, and the event in LER 50-327/90023 was a technical oversight of a procedure
revigion, Accordingly, the corrective actions resulting from the event in

LER 50-327/90023 could not be expected to prevent this event,

Commitments

Ly AT«19, Parts IV and VI, will be revised to include MPLT ag a review gection on the
WCF by March 1, 1991,
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