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“ March 29, 1992
by DUKEPOWER

U.S. Nuclear Requlatory Commission
Document Control Desk
Washington, D.C. 208555

Subject: McGuire Nuclear Station Unit 1
Docket No. 50-769
Licensee Event Report 369/92-05

Gentlemen:

Pursuant to 10 CFR 50.73 Sections (a) (1) and (d), attached is
Licensee Event Report 369/92-05 concerning Essential Trains A and
B being inoperable due to a missed Technical Specification. 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,

e

T.C. McMeekin
TLP/bcb
Attachment

x¢: Mr., S8.D. Ebneter
Administrator, Region II
U.8. Nuclear Regulatory Commission
101 Marietta St., NW, Suite 2300
Atlanta, GA 30323
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Atlanta, GA 30339
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Office of Nuclear Reactor Regulation
Washington, D.C. 205553
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«

EML a1 DOCKET WUMRER(2) | FAGR())
Mojuire Nuclear Station, Unit 1 05000 369 1.0F 13
fliweie) Eseential Trains A and § were inoperable due to a miseed Technic . Specification
requiremen: caused by Inappropriate Actions and a Procedure Deficiency
(3] 18] i QTHER FPACILITIES [NVOLVED(®)
MONTH DAY YEAR YEAR SEQUENT 1AL REVIEION MONTH UAY TEAR FACILITY NAoES DOCRET NUMBER(S
HUMBER NUMBER NA 05000
02 18 92 92 05 0 03 29 92 05000
OFERATI NG 1 mmmm_:w 1 NS 32 JOCPR (Shagh one of gefe of the following)(ll)
MO (9) 20.402(%) 20.408(¢) $0.13(a)(2)(4v) 73.71{®)
POWER 978 20.408(a)(1) (1} 50.36(c}{1) SG. 73 a)(3)(¥) 73,71 (¢}
LEVEL(10) 20408 (@) {1) (4] 50.26(¢) (2} 50.73(8)(2)(vi1) THER
20.405(a)(1}(144) X 50.73{4)(2)(4) $0.73(8)(2)(vail)(A) L::::::Z ;:¢uv
20.408(a)(1)(dv) 50.73(a)(3)(14) $0. 73 (a) (2} (vidi)(B) pihed ictic
| 20 . 408(a1(1)(v) 50.73(a)(2)(141) 50.73(a)(2) ()
TI% B e 3
RAME
Terry L. Pedersen, Supervisor, McGuire Safety Review Group
. B875-4487
CAUSE | SYSTEM | COMPONENT MANUFACTURER | REPCORTABLE
IS NRKOS IO SPRDS.
I -
snmmm mpscred L nowiH LAY LXEM
SUBMISS ION
I—-— YRS (1f yes, cumplete EXPECTED SUBMISS' N DATE) X o DATE( 13)

activities.

Specifications.

out of service,
wag in Mode § (Cold Shutdown) at the time of discovery.
were returned to FOST 1lA.
Procedure Leficiency.

for pertormance testing and wmaintenance activities.
components being inoperable during the time periode when the B train components were
Unit 1 was in Mode | (Power Operation) at 97 percent powser and Unit 2
The 5,000 gallons of fuel oil
This event is assigned causes of Inappropriate Actions and a

ABSTRADT (Limit %o 1400 spaces, {.e. approximately fifteen single wpace typewritten lines (16)

Diesel Generator 1A was technically inoperable from appiroximately 1830, February 26,
1992 until approximately 1900, February 28, 1992, due to the fuel oil level in Fuel 0il
Storage Tank (FOOT) 1A being below 39,500 gallons as required by Technical
Approximately 5,000 gallons of fuel oil had been inadvertently
transferred from FOST 1A to POST 1B by Chemistry personnel during fuel oil sampling
Unit 1 Train B components were also inoperable during certain times from
1830, \"ebruary 26, through 1522, February 27, 1992, due to being renoved from service
Thie resulted in Train 1A and 1B




)
L
TR T , . " BRIV ' W " " ¢ T N " {
i R [CENSKR FVENT REDAET (T ER) TRXT CONTINUATION |
’ » " ¥ . - - '
il | |
{ |
’ » als {
M s & t ) |
p- - A u i
|
|
{
|
EVALUATION: l
|
f
i}
| Background |
N
! The e8¢ € t £ ¢ v (3] £ \
| |
Yol ate fue ) ' g ) f the By ¢ v e f a »
y 5 @it ¢ € . ” . A 5 t 81 ve ,l
El ar } ) |
!
{
‘\
ec! ica e $ < § £ at M e )\ rowe:? perat & !
. \
tart ' t A - - t Ara 3 18 pe 1€ t . J E
' |
I eac! th & separate fus : @ Byste ! , f 39 Al e of |
|
fue D& D€ 3 e N ‘ res t 1 ¢ Pt DL€ A regqu.ired syvlems §
tra K X £ ente na e D e ema D€ Die a8 a4 source f emerge Y POwer '
, |}
f
are a.s B Ab Lé A 3 g ! fi04Q Th itiate ¢ LAOwW saque € within i
"J
i.
Eact e req i 1 t t len ptrated operabls part k erifying the fuel level |
|
\ fue : tora 8 F 1 t eas!t € ever laye, ar by sampling fuel
' i) ! rdance w ASTM D b least e ever iavs Standard practice at
Jpm fuel il recircula F EIl F wit ass iated valves, fillter El 1 ana
sample < nect re provicded t recir LAtE Leanug and sample the fuel ©il in each 'O8T.
The suct and scharge header f the fue i & ation pump are common to both A and

i iati 3 pling syste ¢ £ iual trol f hemist: HM and |
!
perat £ f M peres el may anipulate eee I entes afte:x btaining permission !
i
|
fron 3 X R H El NA pers e. |

Deacriprion nf EBviint

F2bruar F 1994 HM Te i ane A and B were assigned the task of obtaining samples oOf |
tuel il from Uni i and ¢ S5T8 ] g Lasx ned approximately every 28 days and |
. - Nty ¥ L o lle MM t o) » W v ~ "y - . ¢ .
3 +480 DY | edures ‘ v : : € re r sampld ) 6 i8 f | i
and t 2 & require that fuel i ie each FOST be recirculated at least
4 hours prior t gamg ng
At O8 HM Technician A nctacted OF pers ne and was granted permission to manipuliate
egu t necessar t btail the 1@ iired samples B g CHM Technicians A and B8 then
L w— S TE— — o— : S
\ - ’ # .




Gy iy e

LICENSEE EVENT REPORT (LER) TEXT CONTINUATION

FRCILITY NAME()) DOCKET NUMBER( ¢ LER NUMBER/6) FAGE( 1)
YEAR SEQUENTIAL REVISION
NUMBER NUMBE R
McGuire Nuclear Station, Unait 1 05000 369 92 0 0 3 ar 11
proceeded to the Unit 2 FOST location. Appropriate valve alignments were made by CHM

Technicians A and B and FOST 7A was placed in recirculation mode as directed by procedure
CF/2/A/8600/41,

At approximately 0845, OPS Non-Licensed Operator (NLO) A was performing the first of two
inspections normally performed according to shift of the Service Building (E1I1S:MF] and
Outside Egquipment per Operations Management Procedure (OMP) 2-8; Unit 1 and 2 Service
Building/ Outside Checklist. NLO A documented 43,000 gsllons of fuel olil in FOST IA in the
appiopriate block in OMP 2-8, Attachment 3, Unit 1/2 Service Building Rounds Sheets.

At 0900, the CHM Technicians proceeded to the Unit 1 FOST location., CHM Technician A then
unlocked and opened valves 1FD~-118, FOST 1A Recirculation Line isclation, and 1FD-119, FOST
1A Recirculation Line Isclation, in the discharge header of the FOST 1A recirculation pump.
CHM Technician B unlocked and opened valves 1FD-84, FOST lA Recirculation Line Isclation, and
iFD-98, FOST 1A Recirculation Line Isolation, in the suction header of the FOST 1A
recirculation pump. Other appropriate valve alignments were made ae procedurally directed
and, at 0930, POST 1A was placed in the recirculation mode . CHM Technicians A and B then
returned to other duties while they waited for the fuel oil in the tanks to cecirculate.

At 1300, CHM Techniciane A and B proceeded to the Unit 1 FOST location to obtain a sample
trom FOST LA and place FOST 18 in the recirculation mocde. CHM Technician B obtained the fuel
oil samples for FOST 1A as directed by procedure steps 4.1.12 through 4.1.26. CHM Technician
A then unlocked and opened valves 1FD-120, FOST 18 Recircuiation Line lsolatioen, and 1FD-121,
FOST 1B Recirculation Line Isolation, in the discharge header of the FOST recirculation pump,
while CHM Technician B unlocked and copened valves 1FD-97, FOST 18 Recirculation Lline
tsolaticn, and 1FD-107, FOST 1B Recirculation Line Isclation, in the suction header of the
FOST vecirculation pump, as directed by procedure step 4.1.27, Discharge valves 1FD-118 and
19D~119 for POST 1A were then closed and locked. The FOST Recirculation Pump was then
energ.zed and CHM Techniciane A and B returned to a chemistry lab for other duties while they
| waited for FOST 1B to recirculate for the required 4 hours. CHM Technicians A and B did not
realize that suction valves 1FD-84 and 1FD-95 had been left open and the procedure did not
specify an individual eign off for the valve position. Therefure, during the 4 hour
recirculation period, the Unit 1 FOST Recirculation Pump had suction on both FOST 1A an. 1B
but was discharging to FOST 18 only.

At approximately 1330, NLO A left work early (his assigned ghift was acheduled to work until
1930 that day) and was unable to complete the second round ae specified by OMP 2-8. However,
NLO A did turn over the duty to perform the second round to NLO B. Plant parameters observed
during the second NLO round are not required to be documented. It is expected that any out
of normal equipment status is corrected on that shift or brought to the attention of the next
shift during turnover discussion.
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At approximately 1500, NLO B was performing & routina test of portabple radio egquipment and
pe -ied by the Unit 1 FOSTs. t that time, he cbserved that the level in FOST 1A and FOST 1B

wag slightly above 40,000 gallons.

At 1800, CHM Techniciane A and B proceeded to the Unit 1 POST location to obtain a sample
from FOST 1B. CHM Technicians A and B did not realize that suction valves 1FD-85 and 1FD-9%

were still open.

At 1830, CHM Technician B obtained the fuel 0il samples for FOST 1B as procedurally directed.
The FOST Recirculation Pump was secured and valves lFD~97, 1FD-107, 1FD-121, 1FD-120, and
1FD-115, Fuel Oil Recirculation Sample, were closed and locked, CHM Technicians A and B then
raturned to a chemistry lab with the fuel oil samples to be analytzed.

At approximately 2030, OPS NLO C was performing the first night shift inspection of the
Service Building and Outside Fguipment per OMP 2-8. He observed that the FOST 1A level was
38,000 gallons., He noted this value in the appropriate block in attachment 3 to OMP 2-8.
At the conclusion of his rounds, NLO C informed Assistant Shift Supervisor (SRO) A that the
level in POST 1A was down. SRO A acknowledged the comment and stated he would look into it,
At the time, SRO A believed the FOST IA luvel was within T8 limite. The T¢ required value
was increased from 28,000 to 39,500 in December 1991, However, the FOST level had been
administratively controlled at 39,500 gallons since July 16, 1991 when OPS Special Order 91-
03 was approved. SRO A stated he did not remember the exact value and did not verify the
required value in TS, NLO C did not show the completed rounds sheet to SRO A since SRO A was

not the person assigned to review it.

SRO B was subsequently given the rounds sheet, since he was aesigned the rounds sheet review
for the night shift on February 26, 1992. The ncrmal practice for SRO review of rounds
gheets is to focus primarily on values that arve flagged as out of normal with an "E1"
designation. NLO C completing the rounds sheete had not flagged any out of normal values for
the FU system even though the values that were recorded ware less than 40,000 gallons. NLO
€ did not flag the out of normal level because he had informed SRO A of the problem and
believed the FOST 1A level was within T§ limits. Since the out of normal values were not
flagged, they were not detected during SRO 8's review of the rounds sheet. Therefore, at
that tima, no action was taken by SRO B to increase the fuel oil level in FOST 1lA.

At 0730, on Pebruary 27, 1992, OPS NLO D, SRO C and Shift Supervisor (SS) A came on duty.
NLC D was assigned to perform the OMP 2-8 rounds for that shift. NLO D made the rejuired
rounde and subsequently observed 37,5C0 gallons in FOST lA. He noticed that 38,000 gallona
was written on rounds sheet from the shift before. He did not lock at the required value of
"greater than 40,000" gallons listed on the rounds sheet. Therefore, he did not flag the out

W
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of normal value with the required “El" designation on the rounds sheet. §RO C subsequently
reviewed the rounds sh et. There were no "E1" designations on the round iwheet and,
therefore, SRO C did not notice the 38,000 value listed for FOST 1A, Therefore, at that
time, noc action was taken by SRU C to increase the fuel oil level in FOST 1A.

At 0920 through 1254, on February 27, 1992, Train B of the Containment Air Return Exchange
and HRydrogen Skimmer (VX) system ([EIIS:8B] was inoperable due to running procedure
PT/1/A/4450/06B, VX system Train 2B performance test,

At 1342 through 1522, on February 27, 1992, Train B of the Contsinment Spray (NS) system
(EII8:BE) system was inoperable due to running procedure PT/1/A/4208/02B, NS Train B System
Quarterly Valve Stroke Timing.

At 1930, NLO C and SRO D came on duty. NLO C was assigned to perform the OMP 2-8 rounds for
trat shift. NLO C made the required rounde and subsequently observed 37,500 gal in FOST 1lA.
NLO ¢ remembered that he had already brought the low level to SRO A's attention on his
previous shift. Because of this, NLO € saw no reason for concern arnd did not notify SRO D
that the FOST 1A level wase s8till low. For the same reasons, NLO € did not flag the ocut of
normal value the rounde sheet for February 27, 1992, Later, close to the end of the ehift,
SRU D reviewed the rounds sheet. There were no "El" designations on the round sheet and he
did not notice the 37,500 value listed for FOST 1A. Therefore, at that time, no action was
:aken by SRO D to increase the fuel oil level in FOST 1A,

At 0730, on February 28, 1992, OPS NLO D, SRO C and Shift Supervisor (88) A came on duty.
NLO D wae assigned o perform the OMP 2-8 rounds for that shift. NLO D made the requirea
rounds and subseguently ocbserved 37,500 gallons in FOST 1A; however, again he did not look
at the "greater than 40,000 gallons" and did nct flag the out of normal value on the rounde
sheet. B8RO C was arssigned to review tie rounds sheets for that shift but he had to leave
early. Therefore, SRC C asked S5 A to perform the rounds sheet review. At approximately
1800, S8 A reviewed the rounds sheet per SRO C's request., S8 A had not performed this review
in a leng time and was not as familiar with rounds sheet review. Therefore, he was very
thorough in looking at data. At first glance, he did not think there was a problem with
37,500 gallone in FOST 1A. After studying the zounds sheet more, 55 A realized that FOST lA
wag outside of TS limits. He initiated an inveetigation to doteimine why the level was low
and sent an NLO to transfer fuel from FOST 1B to FOST lA.

At 1830, OPS CR personnel contacted CHM personnel on duty and inguired if any CHM personnel
had recently sampled, transferred, cor added any fuel oil to either Unit 1 FOST. The OPS
person informed the CHM duty person (CHM Technician C) that FOST 1A had recently locat 5,000
gallons and FOST 1B had gained 5,000 gallons of fuel oil. CHM Technician £ informed the OPS
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person that a sampling procedure had been performed on February 26, however, perforrence of
that procedure should not have esulted in a fuel ©il transfer from one tank tc another. At
1850, CHM Technician C decided to perform a visual inspection of the fuel oil unloading pad ‘
where the subject FD system eguipment (é located. He discovered that valves 1FD-84 and 1FD~- |
95 were unlocked and in the open pesition. He inspectud all other FD system valves at that ‘
location and found them locked and closed as expected., CHM Techrician C then telephoned OPS ‘
CR personnel and informed them that he had found the sucntion valves from FOST 1A to the Fuel ‘
0il Recirculation Pump in the incorrect (open) position and unlocked. A% the direction of |
OFPS personnel, CHM Technician C subsegquently closed and locked the valves. CHM Technician

C then inspected the Unit 2 fuel oil unloading pad and verified that the fD system valves at
that location were closed and locked.

At 2000, the level in FOST 1A was recorded at 43,800 gallons.

Conclusion

This event is assigned a cause of Inappropriate Acticon due to inadequate self checking by CHM
Technicians A and B. On February 28, 19%2 CHM Technicians A and B performed the sequence of
placing a FOST in recirculation and taking a sample { separate times. Three of these tasks
ware performed correctly. However, the task was performed incorrectly on FOST 1A, CHM
Technicians A and B did not self check as they proceeded *‘hrough the valve alignment process.
Conseqguently, they did not realize that suction valves 1FD-84 and 1FD-95 were left cpen and
unlocked. Therefore, during the 4 hour recirculation period for FOST 1B, the FOST
Recirculation Pump was taking & suction on both FOST 1A and 1B. This resulted in |
approximately 5,000 gallons of fuel oil being transferred from FOST 1A to FOST 1B. At 0BaS,
February 28, FOST 1A contained approximately 43,000 galions of fuel oil. By 1830, the level
in FOST 1A had been reduced to approximately 38,000 gallons. This resulted in Train A being
technically inoperable since TS 3/4.8.1.1 requires, during Modes 1 through 4, that each FOST
contain a minimum volume of 139,500 gallons of fuel to be Operahle. During the timo, Train
A was coneidered to be cperable by OPS CR personnel. sSince OPS CR personnel were unaware of
the inoperability of Train A they granted permission for performance and maintenance
activities to be performed on Train B. This resulted in certain components in both Trains
A and B being inoperable simultaneously during several periods from 1830, on February 26
r through 1522, February 27, 1992.

Both CHM Technicians believed that all valves had been placed in the rejuired position during
performance of the sampling procedure and that al. affected valves had been returned to the
locked and closed position at completion of the procedure. All valves on the FD eystem pad
are well labeled and the flow path from each tank is marked on the piping. However, during

w
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investigation of the event, it could not be proven that valves 1FD-84 and 1FD-95 were closed
when regquired by procedure CP/1/A/8800/41., Neither CHM Technician A nor B could remember
whether all valves were left locked closed. There was no eviaence found that CHM Techniciane
A and B had made an effort to verify corrvect valve alignment before proceeding with the next
procedure step.

A cause of Defective Frocedure is also assigned because procedure CP/1/A/B600/41 did not
require recording verification of individual valve alignmente. The procedure specifies that
valves associated with the fuel oil recirvulation path for both tanks be verified locked in
the correct position prior to, and after, initiating the sampling procedure. However, the
sign off blank on Enclosure 6.1, Visual Check For water And Particulate Contamination In Unit
1 FOSTs, includes only 1 signoff blank for position of all valves agsociatad with the fuel
oil recirculation flow path.

A cause of Inappropriate Action is aseigned due to lack of attention to detail by NLOs C and
0 which resulted in failure to flag out of normal parameters on the rounds checklist. The
rounds etandards instructions in OMP 2-8 specifies for any out of normal value or value
parameter that is noted on the enclosure, the person performing the rounds i~epection shall
write "ELl" in the parameter space along with the parameter value. The accepted practice for
8RO review of rounds sheets is to focus primarily on values that are flagged as out of normal
with an "E1" designation. NLOs C and D had not flagged any out of normal values for the TD
gystem when they completed the rounds sheets on February 26, 27, and 28 even though the
values that were recorded were less than the 40,000 gallon requirement lis:ed on the rounds
sheet. Since the out of normal values were not flagged, the out of normal values were 4ot
detected during the SRO review of the rounds sheets. Therefcre, at these times, no action
was taken by the duty SROs to increase the fuel oil level in FOST 1A.

A review of the Operating Experience Data Base for the previous 24 months revealed 4 events
which involved a TS violation and the Diesel Generator with a cause of Inappropriate Action
or Defective Procedure. Theee previous events are documented in LERe 369/91-08, 369/90-17,
370/90-03, 370/91-08. The corrective actions addressed in the these events were not
applicable to this event, and would not have prevented occurrence of this event. T8
viclations because of lack of attention to detail is 2 recurring problem, and a eearch
conducted for eguipment mispositioning revealed several examples. Therefore, this problem
is considered recurring.

This event is not Nuclear Plant Reliability Data System (NPRDS) reportable.

There were no personnel injuriee, radiation overexposures, oOr uncontrolled rc.eases of
radicactive material as a result of this event.
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CORRECTIVE ACTIONS:
lmmediate: None
Subsequent: 1. FOST 1A valves 1FD-84 and 1FD-95 were closed ard locked by CHM persannel,
35 OPS personnel returned 5,000 gallons fuel ©il from FOST 18 to FOST 1A.
3. Procedure CP/1/A/B600/21 was revised by CHM staff personnel to require
8ign offs on individual valve alignments.
4. Procedure CP/2/A/B600/4) was revieed by CHM staff personnel to require
#ign offs or individual valve alignme-
§. CHM Management personnel discussed . event with the CHM techniciane
inveolved,
6. CHM personnel resampled FOST 18,
Planned: > 48 OPS Management Personnel will evaluate the current NLO rourds turnover
» pelicv and initiate changes to the policy if necessary.
2. The importance of NLO rounds sheets, management 's expectations of how to

complete rounds sheets, proper rounds turnover, and Proper rounde
techniques will be re-emphasized in NLO training.

- OPS personnel will revise rounds sheets to highlight TS related items.

4. OPS personnel will evaluate how out of normal values are flagged on rounds
sheets and make changes as apprupriate,

5. OPS Management peresonnel will devise an Equipment Training and
Qualification Standard (ETQS) that incorporater having an ops sBupervisor
accompany each NLO and Reactor Operator (RO) during rounds activities at
least once every 2 years,

e ———————————————— ]
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6. OFS and CHM pervsonnel will evaluate the interface process for operation of

plant squipment wh.och L8 under the dual control of OPS and CHM and enhance
gurrent practices ag appropriate,

¥ CHM Management personnel will cover this event with appropriate CHM
perronnel .,
H 8. CHM personngl will review all procedures under their contrel that are

digectly involved with state;, federal, or NRC regulations and assure that
component ¢anfiguration control is adequately addressed,

9. CHM peraonnel will evaluate the practice of locking open valves during
tank recirculation activities and revipe this policy as appropriate.

10, CHM Management will revise the task of obtaining fuel oil eamples during
routine menthly sampling of T087s so that Train A tanks will be sampled on
a different day than Train B tanks,

114 procedure CP/L/A/B600/41 will he revised by CHM staff personnel to require
notification of the 4duty SRO (not just CR pecrsonnel) prior to FOST
recirey ation and sanmpling activities.

12, Procedure CP/2/A/8600/4) will be révieed by CHN staff personnel to require
notificatior of the duty SRO (not just CR personnel) prisr to FOST
reciroulation uand sampling activities.

SAFETY ANALYSIS:

DG 1A wae technically inocperable from February 26, 1992 until approximately 900, February
28, 1992 dua to the fuel oil level in FOST 1A being below TS limits., The 39,500 gallon T8
limit im weed to aseure that an adegquate supply of fuel ¢il o available for each DG engine.
The actual amount =f fuel oil in POST 1A was never below 35,700 gallons during the time
period of the event. Therefore, DG 1A was capable of providing ite intended safety function
for a sustained duration, During thie period, ample tira would hav: been available for OPS
parsonnel to obtain more fuel oll from off site sources or pump fuel oil from ¥OST 1B.

Unit 1 Train B components were aleo !noper.: . . during certain timee from 1600, February 26
through 1522, February 27, 1992 due Lo being removed from service for perfoimance testing.
Thie resulted in both Trains 1A and 1B being inoperable during the time periods the B train |
components were out of service. Although DG 1A wae technically inoperable, offsite power was '
available to Unit ) Train A components for the entire tima through the normal 4160 volt bus
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supply.
In the event of an accident, the uUnit 1 Train B DG was available and wae capable of

performing its intended safety function., The Unit | Train B components that were out of
pervice due to performance tedting and maintenance activivies, i{.e. VC/YC, VX, NS, EMFeIB
e uld have been restored to an operable status in a short period of time.

During the time period of this event, the ability to safely shutdown Unit 1 and mitigate the
consvquences of an accident was maintsined. No events ccourred which required the actuation

of emergency electrical power,

Therefore, the health and safety of the public were not affected by this event.
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