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

Subjects McGuire Nuclear Station Unit 2
Docket No. 50-370
Licensco Event Report 370/91-09

Gentlemen:

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)(1). This
event is considered to be of no significance with respect to the health and

safety of the public.

Very truly yours,

)/8)Edwl[
T. L. McConnell

ADJ/cb1

Attachment

xc Mr. S. D. Ebneter
Administrator, Region II
U.S. Nuclear Regulatory Commission
101 Marietta St., NW, Suite 2900
Atlanta, GA 30323

1NPO Records Center
Suite 1500
1100 circle 75 Parkway
Atlanta, GA 30339

Mr. Tim Reed
U.S. Nuclear ^9gulatory Commission
Office of Now. ear Reactor Regulation

Washington, D.C. 20555

Mr.-P. K. Van Doorn
NRC Resident Inspector
McGuire Nuclear Station
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On September 16, 1991, Operations Pe M ocic Test Group personnel were performing
procedure PT/2/A/4400/02C, Nuclear Service Water Valve Verification. During the

performance of the procedure, Operations Periodic Test Group personnel noticed valve
2RN-279B, Auxiliary Building Ventilation Return Isolation, was not listed in the
procedure, further investigation also revealed that valve 2RN-299A, Auni)tary Building
Ventilation Return Isolation, had not been listed in pro.edure PT/2/A/4400/02c from
December 16, 1985 until May 31, 1988. The ot..ission of valves 2RN-299A anct 2RN-279B
free procedure PT/2/A/4400/02c resulted in a missed Technical Specification
surveillance. This event is assigned a cause of a Possible Inappropriate Action. The

actual cause could not be determined f rom the available iMormation. Operations
Periodic Test Group personnel initiated a procedure change to add VMve 2RN-279B to
procedure PT/2/A/4400/02c. Unit 2 was in Mode 1 (Power Operation) at 100 percent. power
at the time of discovery.
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EVALUATION '
i

Background

'The Nuclear Service Water (RN) System [EIIStBI) provides assured cooling water for various*

g Auxiliary Building [E!!SINF) and Reactor [EIIS RCT) Eu11 ding heat exchangers [EIIS:HX)
during_ all phases of station operation. Each unit has two trains of RN. Each train is '!
comprised of one~pamp [EZISIP), one auction strainer [EIISISTR), associated valves
(EIIS V), piping,,and instrumentation necessary to ensure proper operation of the system. ;

EcchLunit.also has two redundant essential headero nerving two trains of equipment |

n:cessary for safe statica shutdowr, and a non-essential header serving equipment not ,

required for safe station shutdown. In conjunction with the Ultjuate Heat Sink [EIID BS),
comprised of ' Lake Norman and the Standby Nuclear Service Water Pond (SNSWP), the RN System !

in designed to meet flow rates and heads for normal stacion operat. 9 and also those flow
-re.tes and heads requireu for Jafe statAon shutdown normally or as a esult of a postulated
.Lons of Coolant Accident (LOCA). The system is further designed to tolerate a uingle .

failure following a LOCA, seismic event causing lose of Lake Norman, ant'or a station 4

. blackout. .The RN System also provider an assured water source for the Spes.t Fuel Pool
!(SFP), Component Cooling Water gEC) System [EITS CC), Diesel Generator Engine Cooling

-Water =(KD)' System [EIIS LB), and Auxiliary Feedwater (CA) System [EIIStBA).

'

Description of' Event

On-the morning of.Septerber 16, 1991, Operations (OPS) Periodic Test Group (PTG) personnel
w3ra performing;the RN System valve verification procedures on Units 1 and 2.- While
performing-Unit 2 procedure P*i/2/A/4400/02C, Nuclear Service Water Valve Verification, OPS
'FTC Person A noticed that val've 2RN-279B, Auxiliary Building Ventilation Return Isolation,
was not' listed'on,the procedure. ' OPS PYG Person A compared procedure PT/2/A/4400/02C to
the. Unit-1-procedure and found that valve 1RN-2798 was listed on the Unit 1 procedure.

= OPS'PTG Person A finished performing proceduro PT/2/A/4400/02C and initiated a procedure
ichange to have valve 2RN-279B added to procedure PT/2/A/4400/02C. Upon returning to the.

. OPS PTG area, OPS PTG Person A reportea the omission of valve 2RN-279B to the OPS
:Coordine. tor in charge of procedures.-'The OPS Coordinator instructed OPS PTO Person A to
sinvostigate the omisalon and determine if' valve 2RN-2798 had been omitted during a recent
Ercwrite 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. NSM'HG-2-

~420 had changed vslves 2RV-151A and 2RV-152B co 2RN-299A and 2RN-2798, respectively. NSM

HG-2-420 was implemented to more-accurately reflect the true fur.ction of valves 2RV-152B
'and 2RV-1EIA 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 valve 2RN-279B had never

I
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been added to the procedure.

On September 18, 19S1, OPS PTG Person A reported these findings to the OPS Coordinator and
wrote an Operation Incident Report (OIR) for resolution of the problem. OPS PTG Person A
then delivered the OIR to the OPS Shift Supervisor for review and it was determined that a

Problem Investigation Report (PIR) should have been written. OPS personnel contacted
Compliance personnel and confirmed a PIR should be written. On September 19, 1991, OPS
PTG Person A wrota PIR 2-M91-0157. The subsequent investigation of PIR 2-M91-0157 by the
McGuire Safety Review Group (MSRO) determined both trains of the RN System had been
technically inoperable from November 1, 1985 i stil May 31, 1988. This was reported to

Compliance personnel and the appropriate NRC notification was made et 1445 on September
24, 1991.

Conclusion

Procedure PT/2/A/4400/02C is required to be performed once every 31 days to encare
compliance with Technical Specification (TS) 3.7.4. TS 3.7.4 surveillance requirement

4.7.4a requires each valve (manual, power-opSratoa, or automatic) servicing safety-related
cquipment that is not locked, scalad, or otherwise secured to be verified in its correct
position at least once per 31 days. Valves 2RN-299A and 2RN-279B receive a safety signal

'

to automatically assume their safety positienc; therefore, only their power supplies need
to be verified available by procedure PT/2/A/4400/02C to meet the intent of TS
curveillance 4.7.4a. G7ntrary to the requirement 01 TS surveillance 4.7.4a, valves 2RN-
299A and 2RN-279B power supplies were not verified available from December 16, 1985 until
May 31, 1988. Failure to comply wi.th TS surveillance 4.7.4a rendered both trains of the
RN System technically inoperable during this time. On May 31, 1988, procedure

PT/2/A/4400/02C was performed by OPS personnel. A recent rewrite of procedure

PT/2/A/4400/02C had added valve 2RN-299A to the procedure checklist but valve 2RN-2798 had
not been added. Therefore, the TS surveillance requirement for RN Train A was satisfied
on May 31, 1988 which made RN Train A operable. No documentation could be found as to why

valve 4RN-299A was added to procedure PT/2/A/4400/02C. The OPS PTO person that prepared
the procedure rewrite was contacted but cot.ld not remember any details of the rewrite.
Because valve 2RN-279B had not been added to procedure PT/2/A/4400/02C, RN Train B
remained technically inoperable until September 16, 1991 at which time it was added to
procedure PT/2/A/4400/02C,

This event is assigned a cause of Possible Inappropriate Action because the need to add
valves 2RN-299A and 2RN-2798 to procedure PT/2/A/4400/02C was not recognized or the
requirement to add valves 2RN-299A and 2RN-279B was omitted. The actual underlying cause

could not be determined from the information available. This investigation revealed that

on December 9, 1985, Projects personnel issued a memorandum to OPS personnel. The

-. ___
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memorandum requested' OPS personnel to review NSM slo-2-420_and to revise any procedures j
and/or station directives the NSM may effect. A review of the memorandum revealed |

procedure OP/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 ccild not be determined if the OPS person that verified the )
. review had actually evaluated the Periodie Test procedures for.the required revisions or -

,

if this responsibility had been given to the P10 Supervisor. The PTG Supervisor is no

longer employed by Duke Power and could not be contacted to give any additional
sinformation._ ;

, c

.

On September 16, 1991, procedure PT/2/A/4400/02C was being performed for the first time |
Tsince a-recent rewrite. The procedure rewrite had rearranged the valves in procedure

PT/2/A/4400/02C so the valves were now checked on the main control board (EIIS MCBD) in a r

horizonal direction instead of a vertical direction. This change in direction lead OPS ;

PTG Person A to notice valves 2RN-299A and 2RN-2798 were in series on the main control
'

-board and only valve 2RN-299A was 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 '

ovent revealed 10 events involving TS violations in which the cause was an Inappropriate

Action. :Two of the events identified were due to missed TS surveillances. The events
,

wore documented'in LER 369/90-21 and-LER 369/90-19. LER.369/90-21 documented one event inL
.

which 'a TS surveillance was missed because the wrong procedure was used to perform the

|h
rcquired'eurveillance. LER 369/90-19 documented one event in-which-a TS survelliance was
missed because.a procedure step had been omitted during a procedure rewrite. The
corrective actions identified in LER 369/90-21 would not have prevented this event from '

occurring. The corrective actions identified in LER 369/90-19 may have prevented valve
,

2RN-279B from being omitted during the rewrite of procedure PT/2/A/4400/02C in May, 1988, i

tif:they had been in place at the time. None of the cor;ective actions identifind would

'have| prevented the omission of-valves 2RN-299A and 2RN-179B in December, 1985 when NSM MG-
2-420 was implemented. No LERs were identified in which a TS.nurveillance was missed due

- to-the~ implementation of an-NSM.- Therefore; thim event is considered not recurring. .

,

' Prior LERs and an Inplant Review have identified-NSM reviews as a weakness in the NSH
,

process and corrective measures are currently being evaluated by station management.

_This event: caused.no significant operational problems or difficulties.
s

x This event is 'notLNuclear Plant Reliability Data System (NPRDS) reportable.
.

There were no personnel injuries, radiation _overexposures, or uncontrolled releases of

:
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rcdioactive material as a result of this event.
f

CORRECTIVE ACTIONS: i

Isunodiate: 1) OPS PTG personnel verified power was available to valve 2RN-279B.

2) OPS PTG personnel changed procedure PT/2/A/4400/02C, Nuclear Service
! Water Valve Verifacation, to add valve 2RN-279B to the power

availability checklist.

Cu> sequent : 1) OPS personnel notified the NRC in accordance with procedure

RP/0/A/5700/10, NRC Immediate Notification Requirements.

2) OPS PTG personnel verified the same problem did not exist in Unit 1

procedure PT/1/A/4400/02C, Nuclear Service Water Valve Verification.

Plcnned: 1) OPS PTG personnel will review all periodic test procedures, used to

verify valve position for TS surveillance, to ensure all required valves

are listed in the procedure valve checklist.

!

CAFETY ANALYSIS:

Motor [EIIS:MO) operated inolation valves [EIIS ISV] 2RN-299A and 2RN-279B close on a

ccfety injection 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-cafety relate: portion of the RN Systein. Both of these valves power supplies were not

v0rified as a result of this 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 NA) Ope,rators walk down the main

control boards to check for burned out light bulbs each 12 hour shift. If one or both of

the 3 valves had been de-energized, it would have been detected and corrected by thn

Control Room Operators. Additionally, these valves are stroke time tested by Performance

personnel on a quarterly basis. If there had been a problem with either of these valves,

_it would have been detected daring performance of the quarterly tests.

At no time.was the health and safety of the public or McGuire personnel affected as a

rocult of this event.
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