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On December 28, 1993, during review of Technical Staff Surveillance (TSS) 15,6.20V-P, "In Service Testi
Valve Surveillance, Power Operated Valve Testing", it was noticed that the stroke time from JU1%552' 1993.
for valve 2MOV-CSQ002 [BE], had increased by 26.3% compared to the previous stroke time. The ASME code
reauires that the test frequency be increased to monthly whenever the stroke time of the valve increases by
25% or more. The required increased testing was not performed in August or Semptember.

The cause of the missed surveillances was personnel error. The IST coordinator failed to identify the 25%
increase in stroke time, and thus did not place the valve on increased surveillance contrary to the
requirements of 1SS 15.6.20V-P, step 4.4,

The Safety Analysis maximum stroke time limit was not exceeded during the surveillance. The safety
significance of this event was minimal.

Corrective ctions include reviewing this event with the appropriate personnel to stress attention to detail,

reviewing the 1993 [ST ?rogram surveillances for additional deficiencies (one additional deficiency was
found) . revising the IS
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procedure, and increasing review of the program until the new program is instituted.
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On July 29, 1993, valve 2MOV-CS0D002 {BE] was stroked in accordance with Periodic Test (PT)
6A-ST. "Containment Spray Pump A System Tests and Checks”. The valve stroked in 60.5
seconds, which was less than the 65 second maximum stroke time., Once the PT was completed.
it was forwarded to the Operating Engineers for their review and then o~ to the (ST
Coordinator for review per Technical Staff Surveillance TSS) 15.6.20V ¢, "In Service
Testing Valve Surveillance, Power Uperated Valve Testing”. ODuring the IST Coordinator's
review, data was transferred from the PT to a graph for each valve in the PT which was
covered under the ST program. As part of the review. the IST coordinator also calculated
the percent increase in stroke time for each valve.

On December 28, 1993, during review of 1SS 15.6.20V-P. 1t was noticed that the 60.5 second
stroke time for valve 2MOV-CS0002 was 26, 3% greater than the previous stroke time of 47.9
seconds on May 3, 1993. The 1ST program, as required by Technical Specifications 4.0.5, is
based on the 1980 ASME Section X1 code with the Winter 1981 Addenda. The code requires
that test frequency be increased to monthly whenever the stroke time of a valve increases
by 25% or more for valves with full-stroke times greater than 10 seconds. Unit 2 shut down
in September for a planned outage, with the required testing due during August and
September having been missed. This was a violation of Technica) Specifications, 4.6.1.A.2,
which requires that this valve be tested per Technical Specifications, 4.0.5.

Upon 1dentification of this event, the [ST coordinator reviewed the valve stroke data for
the year of 1993, The review found that the stroke time for valve 2ZMOV-RHB700B also fell
into the alert range. On August 15, 1993 the valve increased by 30% over the last stroke
time by stroking at 87.1 seconds as compared to 67.2 seconds. Within 12-24 hours the test
was performed again and the stroke time returned to 67.2 seconds. The testing frequency
was not increased from quarterly to monthly. so no testing was gerformed in September or
October 1993. An evaluation was written in November 1993 and the discrepancy in the stroke
time was determined to be anomalous.

APPARENT CAUSE OF EVENT

The cause of the missed survetllances was personnel error, The IST coordinator failed to
identify the 25% increase in stroke time, and thus did not place the valve on increased
surveillance contrary to the requirements of TSS 15.6.20V-P, step 4.4,

A contributing cause of the missed surveillance was procedural deficiency. TSS 15.6.20V-P
required that the percent increase in stroke time be calculated but did not provide a
worksheet or log sheet for documenting this value and the pass/fail of the trending
acceptance criteria.

A contributing cause was management/QA deficiency. Technical deficiencies in the IST

procedures were previously 1dentified, but sufficient resources were not available to
ensure that suitable priarity was placed on performing the changes in a timely manner.

SAFETY ANALYSIS OF EVENT

The Safety Analysis maximum stroke time 1imit had not been exceeded during the
surveillance, There was no increase 1n the significance of any accident on the health and
safety of the public,
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F. PR

This event has been reviewed with the Results Engineering Group in order to stress the
importance of attention to detail and self-checking,

The IST procedure 1s in the procss of being cunpletely revised to incorporate the
noted deficiencies and meet the requirements of the Third 10 Year Interval. The Third
10 Year Interval program will be based on the 1989 revision of the ASME Section XI
code. The new code does not have the increased frequency requirement based on the 25%
increase of stroke time, In place of the increased frequency requirement will be an
acceptance band on the stroke time of valves. This acceptance band will allow for
identification of problem valves, at the time of valve stroke. ZMAP 01208 is tracking
implementation of the third 10 Year Interval Program.

The System Engineering/Results Engineering Group Leader will review TSS 15.6.20V-P and
1SS 15.6.20P, "IST Pump Surveillance”, on a bi-weekly basis unti] the new procedure is
implemented. (304-180-93-00701)

The 1993 [ST program survetllances was reviewed and one additional deficiency was
found. Valve ?MOV-RHB700B missed two months of increased frequency testing. Ne
further discrepancies with the 1993 IST program were found.

Valve 2MOV-CS0002 was evaluated on 02/25/94 and was retested satisfactorily per the
applicable section of PT 6A-ST prior to startup of Unit 2.

System Engineering/Resuits Engineering Group has hired a contractor to coordinate
implementation of the third 10 Year Interval Program,

I

A Nuclear Tracking System database search was performed on the sub{ect containing "CS0002",

“In Service Test”, "Stroke Tme". "Surveillance" or "Missed Survei

lance" and no similar

events were located.
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