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DUKE POWEll May 1, 1992

U.S. Nucioar Regulatory Commission |

Document Control Dusk !

Washington, D.C. 20555

Subject: McGuire Nuclear Station Unit 2
Docket No. 50-370
Licens=0 Event Report 370/92-05

|

|
Gentiomons i

1

Pursuant to 10 CFR 50.73 Sections (a) (1) and (d), attached is |

Licensee Event 3eport 370/92-05 concerning the inoperability of
-the Containment Pressure Control system. This report is being
submitted in accordance with 10 CFR 50.73 (a) (2) (1). This
event is considered to be of no significanco with respect to the
health and safety of the public.

Very truly yours,

WNe'I/$
C. McMee in

TLP/bcb

Attachment
,

I

xc Mr. S.D. Ebneter
Administrator, Region II
U.S. -Nu:: lear Ryulatory Commission
101 Marietta St., NW, Suite 2900
Atlanta, GA 30323

'

INPO Records Center
Suite 1500
1100 Circle 75 Parkway
Atlanta, GA 30339

Mr. Tim Reed
U.S. . Nuclear Regulatory Commission
Office of Nuclear Reactor Regulation
Washington, D.C. 20555

Mr. P.K. Van Doorn
NRC Resident Inspector
McGuire Nuclear Station

9205050328 920501 7PDR ADOCK 05000370 / j, hi ;e/
,

S pyg j' 9 t
,i, _ . .

,

- w.y . .. egis t e. - - - _ ,
__ .m

-

v2-- ,4.-- .r,. . - - - . , . . . . . , . , , - - - . . . - ~ -



_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ - _ - _ - _ _ _ _ _ - _ - _ _ - - _ _ _ _ _ _ _ _ _ _ _ _ _.___

e
, e , _ ,. . _ ..._ u _ _.-.-.... - _ _ _ _ _ - - . .

LICENSEE EVENT REPORT (LER) ;

A

FMIAIN"K1) m mT N 8W 3 "MU

McGuire Nutlear Statier, Unit 2 05000 370 1 OF 6,

itfu g 41 Cont a i ttme nt Pressure Control System Was Inoforable Due To An Unknown Cauce
_

tw r* r A7 t % > tlH r'MFrutti MP *T W!1f71 GP F A^11 IT! U t wM ve.p l

f at C H ;P ius s*- n w9 m **1,MSN Ay i LAlt Yi p 5 F WI NT I A.; ut is a

VM 5 T R v wH E i nq700

4 1 92 92 05 0 | 5 1 92 05000

OM MTING 1 W 18 Ml"*T 15 w 'w t **rit l'W C.ia rt W ki p ! *M r'T M I TTP [ &<. e en e r p a s, o f t * e f a N ggt ].

|

n oti9) 2 0,4 02 ( t. ) 20,4Mic) 50.7)lalli)(tv) 13.71(b)

I swim 1001. 20.4?t'i)(1)(1) '. 0. )t-( c ) ( 1 ) so.r3(a)(2)(v) r 'i . 7 : r e s t

Ilvri.f 101 20.4 05 (a )( 1)( t 1) M .)(.(e)g2) %,7 3{ a)( 2 )( v11) . .n ; p
; e: ty in

20. 4 M t a )( 1)( 1 * i ) X to.13ta)(2)(L) E 7)(a)(2)(vill)(A) Atet. w. . ,
+

ar a .n :sc i ,

23.404(a)(1)(lv) $0.73(a)(21(11) $0.13(a)(2)(v111)(B)
'

20.40siai11)(vi 20.73(all2pttin) W 71(a)(2)(m)
Li. ts a r * v'A 7 D+ w. l i <rptIsy

Tr' rl'towy W W) p
h AMit

Terry L. Pedersen, Supervisor, Safety Peview Group Ou as

704 875-4497
NeWir 5 OII~Liu ):* Lact * Kn urt i n i t 16 ilM k! ht :r IN ? tTS fo is vr [ 13 )

CA'it !YS!1M 2 N SDiT PAF T ACT$T 9 F AIUTAR E CLJI M Cl? QPtKNENT MAN;7ACT M k H ) ; FI Alit {J
!r. m tr *~ vi re *

t
,

i

|

Mfort 1NI1,TA1. Rt Pm F XTEf*Tfit 14 ) EM LE!1D M"HW tAy Y!Ap

|
f.;'b M.153 I O N

I
I Ylw (I f we, werlet e fMEc!TD KbMIS5!;a BA!T I X 89 CATilli) !

l

ABSTRACT ( 1.1tri t to 1400 spaces, 1.e. a(T rculutely *1f t een sitgle-space ty)*wt itteh lit.ee (16)

on April 1, 1992, at approximately 1530, Operations (OPS) Support personnel had
finished performing procedure PT/2/A/4200/28A, Train A Slave Relay Test. Tho OPS

'

| Support personnel were discussing a leak rate test that had been performed during Unit ;

2 End Of Cycle 7 (2EOC7) refueling outage. During this discussion, OPS Support

Technician (OST) A was pointing out transmittern of interest to OST B, when OST A
noticed the handle on the isolation valve for Containment Pressure Control System
(CPCS) transmitter 2NSPT5390 was not. fully extended in the open direction. Suspecting

|
'transmitter 2NSPT5390 reay be isolated, osT A attempted to inove the transmitter

isolation valve in the closed d:.rection and found the valve closed. With the

transmitter isolation valve in the closed position, the CPCS for Containment Air Return
Exchange and Hydrogen Skinner (VX) system Train 2A is inoperable. This event is

assigned a cause of Unknown because no reason could be determined as to how, why, or
when the isolation valve to transmitter 2NSPT5390 was closed. The appropriate station

personnel were notified and the CPCS for VX Train 2A was returned to operable status.
111 cther Unit 1 and 2 CPCS transmitter isolation valves were verified open. Unit 1

and 2 were in Mode 1 (Power Operation) at 98 and 100 percent power, respectively, at
the t me of the event.
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EVALUATION: i

Usekground
!

The Containment Pressure Control System (CPCS) is part of the Engineered Safety Featuren
Actuation System (ESFAS) (EIIS JE) ard is provided to prevent exceeding the negativo design
pressure of the containment ut r .a c t u r e . The systems permiasive and termination features are
redundant and are accomplished by ' Hependent pressure switches (EIISIPS) (2NSPT5360 and
2NSPTS390) which provide inteclo a to ~'r., to prehlbit Containment Spray (NS) sys%m |

[EIIS BE), ad the Containment Air Pec . 'n >; 9A a Hydrogen Summer (VX) system [EIISt Bli)

operation w,en containment pressur, a,o> of W. The system is designed such that no i

single f ai bre can prevent proper NS or ' a ,ntem initiation nor can it allow NS or VX system- ,

operation when not required. The 0.3 psit permissive termination f eature is automatically i

reset such that under accident condition', NS and YW system operation H automatically i

terminated upon pressure decay to 0.3 peig, thereby, controlling Containment poenure. |

The VX system is designed to rapidly return air to lower Containment after initial loss of ,

coolant blowdown. This is accomplished by the use of air return fans (EIIS FAN). A

secondary f unc ion of this system is to prevent the build-up of hydrogen in dead ended
compartments resulting f rom a Loss Of Coolant Accident (LOCA). This is accomplished by

cent inuou sly drawing air out of the dead ended compartments at a rate that limits the I

hydrogen concentration to less than 4 percent.

The VX system contains two 100 percent capacity air return fans, each with a capacity of ,

30,000 cubic feet per minute (cfm). Both fans are automatically started when containment |

pressure reaches 3.0 psig and a CPCS start permissive signal is received. The f ans force the (
air from upper to lower Containient, thereby, returning the air which was displaced by the j

blowdown. An isolation damper (EIIS DMP) is provided on the discharge of each fan and acts ,

|
r

as a barrier between upper and lower containment to prevent the air flow f rom bypassing the
Ice Condenser (EIIS COND] during initial blowdown phase of a LOCA.

The VX system also contains two 100 percent capacity hydrogen skimmer (EIIS SKR) fans, each
with a capacity of 3,000 cfm. A normally closed, motor operated inlet valve (EIIS V) on the
hydrogen skimmer header prevents the air flow f rom bypassing the Ice Condenser during initial
blowdown. It remains closed until the end of initial blowdown. After initial blowdown, a

start permissive from CPCS and Phase B (Sp) signal open the inlet valve. After the inlet

valve has fully opened, the hydrogen skimmer tan will start.

Description of Event

.On April 1, 1992, at approximately 1530, Operations (OPS) Support personnel had finished
i
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performance of procedure PT/2/A/4200/28A, Train A Slave Relay Test, and were exiting the
electrical penetration [E!IS: PEN) room loceted on the 750 elevation of the Auxiliary Du tiding
(E!IS NF] (AB). While exiting the electrical penetration room, OPS Support Technician K>ST)
A and B were discussing a leak rate test that had teen performed during the last Unit 2

ref ueling outage. During this diset.ssion, OST A was pointing out ecce transmitters [E!!S:PT)
of interest to OST B when OST A noticed the valve handle for transmitter 2NSPT5390 did not +

appear to be extended to the fully open posiLion. Suspecting transmitter 2HSPT5390 was ,

isolated, OST A attempted to move the isolation valve f or transmitter 2NSPT5390 in tne closed '

'

direction. The handle of the isolation valve rotated approxinately 0.5 to 0.75 inches in the

closed direction and stepped, indicating the valve was closed. Not knowing if tha valve had
been intentionally closed for maintenance or some other reason, OST A and a left the valve
closed and proceeded to the Centrol Room (CR) [EIISsNA). At approximately 1535, OST A and
B arrived in the CR and informed CR parscnnel they had finished procedure PT/2/A/4200/26A.
While in the CR area, OST A talked to a CR Operator (CRO) about the status of transmitter f

2NSPT5390. The CRO told OST A that the transmitter supplied pressure indication to the CR.
- At approximately 1545, OST A and B reported to their work area and informed the OPS Support
Supervisor thal the isolation valve f or transmitter 2NSPT5390 had been f ound closed. The OPS |

Support Supervisc.x talled the CR Senior Reactor Operator (SRO) and informed the SRO that !

t ransmittrar 2NSPT5390 had been found isolated. The CR SRO contacted Instrument and
Electrical (IAE) personnel and requested they verify the position of transmitter 2NSPT5390
isolation valve. IAE personnel proceeded to the electrical penetration room and verified
transmitter 2NSPT5390 isolation valve was closed which made VX Train 2A inoperable. Upon

reporting this to the CR SRO, IAE was directed to open the valve and place the transmitter
in service. At 1600, on April 1,1992, transmitter 2N$PT5390 was piaced in service returning
the CPCS for VX Train 2A to operable. IAE personnel then verified all other CPCS transmitter j

isolation valves were open on Unit s 1 and 2. OPS personnel subsequently wrote work requests
147283 and 147284 to verify isolation valves on Units 1 and 2 were positioned properly on the |

following systems for instruments without continuous indications
Auxiliary Feedwater.

Residual Heae Removal.

Chemical Volume and Control.

Nuclear Service Water.

| Containment Air Addition and Release.

| Liquid Waste.

r

:

.All valves inspected were found to be positioned properly and this inspection was completed
by April 8, 192.

Conclusion

This event is assigned a cause of Unknown because of a possible inappropriate action. This

i
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investigation could not determine when, why, or how the isolation valve for transmitter
,

2NSPT5390 was closed. During normal operation, CR 11.dications from pressure transmitter
2NSPT5390 are at zero psi. Theref ore, routine CR instrument checks would not have ident .fied ,

that the isolation valve for pressure transmitter 2NSPT5390 was closed. |

l

This investigation did reveal that the last time the valve was closed was on May 22, 1991,
when IAE personnel perf ormed preventive maintenance on transmitter 2NSPT5390, as documented
on work request 06510C. Procedure I P/0/ A/ 3 0 5 0,'0 5 A , containment Pressure Control Loop j

Calibration, enclosure 11 1 docurrents the valve as being opened and independently verified i .

open by a second indivio sal. No documentation of other maintenance perf ormed on transmitter ,

I2NSPT5390 was found until the date of discovery. On February 18, 1992, OPS Support personnel
performed procedure PT/2/A/4200/01g, Penetration Leak Rate Test. At this time, the valve was
verified open by OPS Support personnel but no independer,t verification was required. The ;

normal trethod used by OPS Support personnel to verify a transmitter isolation valve open is ,

'

to turn the valve approximately 1/4 turn in the closed direction and reopen the valve to the
fully open position. There are three other transmitters that are leak tested at the same !

time transmitter 2NSPT5390 is tested. The transmitters are spaced approximately three f eet
apart and each one has a single isolation valve and all four valves are oriented in the same
direction. Each valve must be rotated in the closed direction 5 to 6 turns to fully close

'

the valve. Therefore, it is very unlikely the valve - was inadvertently closed during
penetration testing. These valves are located on the 750 elevation of the AB in the
electrical penetration room approximately 6.5 feet above tne floor. They are in a well

lighted, low traffic area and are properly labeled; therefore, it is very unlikely that the
isolation valve to transmitter 2NSPT5390 was bumped closed or positioned as a wrong
component. !

Technical Specification 3/4.3.2 requires CPCS to be operable in Modes 1 (Power Operation),
2 (Startup), 3 (Hot Standby), and 4 (Hot Shutdown) . Technical Specification 3.0.4 prohibito

for theentry into an operational mode or other specified condition where the conditions
limiting condition for operation are not met and the associated action requires a shutdown
if they are not met within a specified time interval. Unit 2 entered Mode 4 on March 12,

w th the CPCS ' for VX Train 2A inoperable,41992,.at 0125. When Unit 2 entered Mode 4
Technical Specification 3.0.4 was violated. Assuming the isolation valve for transmitter

2NSPT5390 w4s closed at some time after February 18, 1992, Technical Specification 3/4.3.2
was violated from March 12, 1992 until April 1,1992 at which time CPCS for VX Train 2A was
returned to operable status.

On March 28, 1992, VX Train 2B was inoperable for one hour, and on April 1, 1992, VX Train

2B was inoperable for one hour and twenty minutes. This technically placed Unit 2 in

Technical Specification 3.0.3, which states that when a limiting condition of operation is
not met, except as provided in the associated action requirements, within 1 hour action shall

l
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be initiated to place the unit in a condition in which the limiting condition does not g ply.

However, the inoperability of VX Train 2 A was unknown and Technical Specification 3.0.3 no

not entered. Because the tire VX Train 2B was inoperable was lose than the total t i:te

allowed by the action statement for Technical Specification 3.0.3, Technical Specifica*aan

3.0.3 was not violated.

This event did not cause any signtf icant crerational problem or daf ficultica. The VX syst em

only operates during accident conditions when Containnent preurt.re is 3.0 poig or greator.

At no time during this event wat the VX system actuated or required to actuate to mitigate

the consequences of the acciden:.

A review of the Operating Experience Program (OEP) data base f or the twenty-f our months prinr
to this event revealed two LERs concerning corrponent misposition events which resulted in

Technical specification violations with a cause of Unknown due to a possible inappropriat o
action. LER 370/90-10 documents an event in which the inlet vnive to 2 EMF 38, 39, and 40 was

found partially opened. LER 370/91-02 documents an event in which a sliding . ink to valve

2CA-ll6 was found open. Therefore, Technical specification violations due to mispositioned |
i

devices because of a possible inappropriate action is considered recurring. The corrective ,

actions documented in LERs 370/91-02 and 370/90-10 would not have prevented this event.

1

This event is not reportable to the Nuclear Plant Reliability Data System (NPRDS). j
,

!

There were no person'1el injuries, radiation overexposures, or uncontrolled radioactive |

releases as a result of this event. !

|
i

I
t ICORRECTIVE ACTIONS:'

I Inmediate 1) IAE fersonneA verified the isolation valve to transmitter 2NSPTS390 was
| isolated.

2) IAE personnel returned transmitter 2FSPT5390 tt operable status.

3) IAE personnel verifled all CPCS transmitter isolation valves were open on
Units 1 and 2.

Subsequent: 1) Isolation valves were verified positioned properly on the following

systems for instruments without continuous indication
|

Auxiliary Teodwater.

Residual Heat Removal.

Chemical Volume and Control j.

!
i
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Nuclear Service Water.

Containment Air Addition and Release.

Liquid Waste.

Plannod 1) A working group that uses Human Performance Enhancement System (HPES)

methodologies will be estabitshed to investigate, track, determine causes i

ef, and develop solutions to component mispoditioning events at McGuire

Nuclear Station. !

SAFETY ANALYSIS
,

!

During this event, VX Train 2A was inoperable. CPCS transmitter 2NSPT5390 provides a start
jpermissive and termination signal to VX Air Return Fan 2A and Hydrogen Skimmer Fan 2A. The

CPCS start permissive allow the VX f ans to automatically start upon receipt of an SP signal
of 3.0 psig i r. Containment after a 10 minute time delay. With transmitter 2NSPT5390
isolated, the YX Air Return Fan 2A and Hydrogen Skimmer Fan 2A would not have automatically
started. In the event VX Train 2A had bean required to perform its design function and had

not automatichlly started, emergency operating procedures require CR personnel to verify
proper operation of the VX system. Failure of VX Train 2A to start would have been detected

.Fj CP personnal and would have been started manually as directed by the emergency operating
procedures.

VX Train 2B was technically inoperable on two occasions for a brief period of time during

this event. During the times VX Train 2B was inoperable, the CPCS for VX Train 2B was placed

in the start permissive mode, therefore, VX Train 2B was capable of performing its design
function d> ring this event. One train of the VX system is sufficient to mitigate the

cot. sequences of a LOCA. The required ESFAS components were operable during this event.
Thereforer the inoperability of VX Train 2A would not have adversely af fected the ability of
the ESFAS and OPS personnel to mitigate the consequences of an accident.

|

This eveat did not affeet the health and safety of the public or onsite personnel.
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