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Dube Power Compuny
«MoGaire Nuclegr Station
12700 Hagers Forry Road
Hunterspille. NC SM0ITN 885

October 16, 1991

U.§. Nuclear Regulatory Commission
Document. Control Desk
Washington, D.C. 20555

Subject: McGuire Nuclear Station Unit 2

Docket No, 50-370
Licensee Event Report 370/91-09

Gent lemen:

{TOINTS 400

Pursuant to 10 CFR 50.73 Sections (a)(1) and (d), attached is Licensee Event
Report 370/91-09 concerning a missed Technical Specification Surveillance.
This report is being submitted in accordance with 10 CFR 50.73(a)(2)(i). This
event is considered to be of no significance with respect to the health and
safety of the public,

Very truly yours,

/7;;5,1/’15C}\mA1/
T. L. McConnell

ADJ/cbl

Attachment

XC?

Mr. §. D. Ebaeter

Administrator, Region 11

U.8, Nuclear Regulatory Commission
10] Marietta St., Nw, Suite 2900
At lanta, GA 30323

INPO Records Center
Suite 1500

1100 Circle 75 Parkway
Atlanta, GA 30339

Mr. Tim Reed

U.8. Nuclear sgulatory Commission
Office of Nu..ear Reactor Regulation
Washington, D.C, 20555

Mr. P. K. Van Doorn

NRC Resident Inspector
McGuire Nuclear Station
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EVALUATION:

Background

The Nuclear Servics Water (RN) System [EIIS:81) provides assured cooling water for various
Auxiliary Building (EIIS:NF| and Reactor [E118:KCT) bullding heat exchangere (EIIS:HX]
during all phases of station operation. Each unit has two trains of RN, Each irain is
comprised of one pomp (EIIS:P)], one suction strainer [EIIS:STR), aseociated valves
(E118:V], piping, and ins.rumentation necessary to ensure proper cpsration of the eystem.
Bach unit aleo has two redundunt eesential headery nerving two traine of eguipment
necessary for safe stati 1 shutdowr, and a non-essential header rerving equipment not
required for safe station shutdown. 1In conjunction with the Ultiiate Heat Sink [E118:B8),
comprised of Lake Norman ard the Standby Nuclear Service Water Fon' (SNSWP), the KN System
ie Zesigned to meet fiow rates ard heads for normal staction opecat. = and aleo those flow
cetes and heade requiiteu for ja‘e stat.on shutdown normally or as a “esult of a postulated
Lons of Coolant Aucident {(LOCA). The syetem is further designed to tclerate a wingle
fallure following a LOCA, seismic event casusing losr of Lake Norman, anc’or a station
blackout. The RN Eyutem 8aleo provider an assured water source for the Spe.t Fuel Pool
(SFP), Component Cooling Water (KC) System [EI76:CC), Diesel Generator Engine Conling
Water (KD) System [E1IS:LB), and Auxi’iary Feedwater (CA) System |[EIIS:BA].

Description of Wvent

On the morning of Septerber 16, 1991, Operations (OPS) Periodic Teet Sroup (PTG) personnel
were pe:forming the RN System valve verification proceduree on Unite 1 and 2. While
parforming Unit 2 procedure Pi/2/A/4400/02C, Nuclear Service Water Valve Verificatien, OPS
FIC Person A niticed that valve Z2RN-279B, Auxiliary Building Ventilation Return Isclation,
was ;ot listed on the procedure. OPS PUG Person A compared procedure PT/2/A/4400/02C to
the Unit 1 procedure and found cthat valve 1RN-2798 was listed on the Unit 1 procedure.

OPS PTG Person A finished performing procedure PT/2/A/4400/02C and initiated a procedure
change to have valve 2RN-279B added to procedure PT/2/A/4400/02C. Upon returning tu the
OPS PTG area, OPS PTG Person A reported the omiesion of valve 2RN-279B to the OPS
foordinator in charge of procedures. The OPS Coordinator .netructed OPS PTC Person @ to
investigate the omisaion and determine if valve 2RN-2798 had been cmitted during a recent
cowrite of procedure PT/2/A/4400/02C or if it had ever been listed in procedure
PT/2/A/4400/02C, A review of master file records by OPS PTG Person A revealed Nuclear
Station Modification (NSM) MG-2-420 had been implemented on November 1, 1985. NBSM MG-2-
420 had changed valves 2RV-151A and ZRV-152B co 2RN-299A and 2RN-279B, respectively. NSM
MG-2-420 was implemented to more accurately reflect the true furutica of valves ZRV-152B
and ZRV-1¢1A as part of the RN System. Valve 2RN-299A had been added to procedure
PT/2/A/4400/02C on May 31, 1988, during a procedure rewrite, but vaive 2RN-2798 had never
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memorandum requested OPS personnel to review NSM 16-2-420 and to revise any procedures
and/or station directives the NSM may effect. A review of the memorandum revealed
procedure OF/2/A/6400/06, Nuclear Service Water was the only procedure revised.
PT/2/A/4400/02C was not revised at this time. When the OPS person that verified the
review was contacted, it cc¢ :ld not be determined if the OPS person that verified the
review had actually evaluated the Periodic Test procedures for the required revisions or
if this responsibility had been given to the PIG Supervisor. The PTG Supervisor is nu
longer employed by Duke Power and could not be contacted to give any additional
information.

On September 16, 1991, procedure PT/2/A/4400/02C was being performed for the first time
gince a recent rewrite. The procedure rewrite had rearranged the valves in procedure
PT/2/A/4400/02C 80 the valves were now checked on the main control board [EIIS:MCBD] in a
horizonal direction instead of a vertical direction. Thie change in direction lead OPS
PTG Person A to notice valves 2ZRN-299A and 2RN-279B were in series on the main control
board and only valve 2RN-299A wae listed on procedure PT/2/A/4400/02C. This lead to the
identification of the event. This action should be pointed out as an example of attention

to detail.

A review of the Operating Experience Program Data Base for the 24 months prior to this
event revealed 10 evente involving T8 viclations in which the cause was an Inappropriate
Action, Twe of the events identified were due to misged TS surveillances. The events
were documented in LER 369/90-21 and LER 369/90-19. LER 369/90-21 documented one event in
which a 18 surveillance was missed because the wrong procedure wae used to perform the
required surveillance. LER 369/90-19 documented one event in which a T§ surveillance was
missed because a procedure step had been omitted during a procedure rewrite. The
corrective actions identified in LER 369/90-21 would nut have prevented this event from
occurring. The corrective actions identified in LER 369/90-19 may have prevented valve
ZRN-2798 from being omitted during the rewrite of procedurr PT/2/A/4400/02C in May, 1988,
if they had been in place at the time. None of the cor. ective actione identifiad would
have prevented the omission of valves 2RN-259%A and 2RN-?79B in December, 1985 when NSM MG~
2-420 was implemented. No LERs were identified in which a T§ surveillance wae missed due
to the implementation of an NSM., Therefore, this event is considered not recurring.

Prior LERs and an Inplant Review have identified NSM reviews as a weakness in the NSM
process and corrective measures are currently being evaluated by station management.

This event caused no significant operational problems or difficulties.
This event is not Nuclear Plant Reliability Data System (NPRDS) reportable.

There were no perscnnel injuries, radiation overexposures, or uncontrolled releases of
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radicactive material as a result of this event.

CORRECTIVE ACTIONS:
Inmediate: 1) OPS PTG personnel verified power was availlable to valve 2RN-2798.

2) OPS PTG personnel changed procedure PT/2/A/4400/02C, Nuclear Service
Water Valve Verifi.cation, to add valve ZRN-279B to the power
availability checklist,

S.osequent: 1) OPS personnel notified the NRC in accordance with procedure
RP/O/A/5700/i0, NRC Immediate Notificstion Reguirements.

2) OPS PTG personnel verified the same problem did not exist in Unit 1
procedure PT/1/A/4400/02C, Nuclear Service Water Valve Veriflcation,

Planned: 1) OPS PTG personnel will review all perlodic test procedures, used to
verif{y valve position for TS surveillance, tc ensure all required valves
are listed in the procedure valve checklist.

SAFETY ANALYSIS:

Motor [EIIS:iMO)] coperated ieolation valves [EIIS:IS8V) 2RN-299A and 2RN-279B close on a
safety injecticn or blackout signal to divert flow to the Containment Ventilation Coolers
[EIIS:CLR| and prevent run out of the RN pumps. These valves isolate the rafety from the
non-safety relats portion of the RN System. Both of these valves power supplies were not
verified ae a result of thie event which made both trains of the RN System inoperable. At
no time were these valves incapable of performing their design function as a result of
this event. As a routine practice, Control Room [EIIS:iNA| Operators walk down the main
control boards to check for burned out light bulbe each 12 hour shift. If one or both of
these valves had been de-energized, it would have been detected and corrected by the
Control Room Operators. Additionally, these valves are stroke time tested by Performance
personnel on a guarterly basis. If there had been a problem with elther of these valves,
it would have been detected during performance of ths quarterly tests.

At no time was the health and safety of the publlic or MoGuire personnel affected as a
result of this event.




