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On May 22, 1992, Operations (OPS) pervonnel unsuccessfully performed a valve stroke timing
test on valve 2NC-3u (Pressurizer Power Operated Relief Valve). Valve 2NC-36 wae declared
inoperable and logged in the Technical Specification Action Item Logbook (TSAIL) beca ee the
valve failed the surveillance testing. OPS personnel issued work reguest 143126 to
investigate and repair valve 2ZNC-36., Inetrumentation and Electrical (IAE) persornel
investigating the problem on June 3, 1992, discovered that valve 2VI-1753 (VI [.i.strument
Air, Supply To 2NC-36), wae closed. IAE pers.annl subsequently returned valve 2VI-1753 to
the opened position. The last verification of the position on valve 2VI-1783, showed the
valve to be open. This verification took place on March 14, 1992, when Tagout Record Sheet
(ReR) 22-328 was cleared by a Non Licensed Operator (NLO), restoring the valve te the open
position. At the time of this event, Unit 2 wae in Mode 4 (Hot Shutdown)., PORV 2NC-36 was
succeastully stroked and timed on June 20, 1992, The investigation into this event was
unable to det..mine why valve 2VI-175) wae mispositioned, This event has, therefore, been
classified as an Unknown., The circumstances as stated in this report willi be evaluated by
the HPES working group reviewiny mispositioned devices, and appropriate recommendations will
be made to aid In preventing component mispositionings.
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EVALUATION :
Backgiound

Vulves 2NC-32, 2NC-34, 2NC-36, Power Operated Relief Valves (PORVe) (EIIStRV], are
designed to limit pressurizer [(El1IS:PEZR) prespure to a value below the fixel high pressure
reactor trip setpoint. This will prevent actuation of the fixed high vressure reactor
Lrip during a large power mismatch. These valves are also used for an automatic actuation
to protect against inadvertent overpressurization of the reactor (EIIS:RCT) vessel
(B118:VBL] at water solid, low temperature conditions. The valves are normally supplled
by the Insirument Air (VI) eystem [EIIS:LD), while nitrogen from the Cold Leg Accumulators
[E118:ACC) provides the assured supply to the PORVs.

Technical Specification (7T8) 3/4.4.4 states all PORVe and their associated block
(EX18:BLK) valves [EIIS:V] shall be coperable in Modes 1, (Power Operation), 2 (Start up),
and 3 (Hot Standby). With one or more PORVs inoperable, within one hour either restore
the PORV(s) to cperable status or close the associated block valve(s) and remove power
from the block valve(u); otherwige be in at least Hot Scandby within the next & hours and
it Cold Lhutdown within the following 30 hours.

The VI system supplies oil free, dried aiv to all instrumentution, diaphragm operated
valves, piston operated valves, and any other eguipment, where required.

T.8, 3,4.9.3 regquites that as part of the Ovecpressure Protection System, two PORVs with a
lift setting of </= 400 psig be operable in Mode 4 (Hot Shutdown) when,the temperatur. of
any Reactor Coolant (NC) celd leg is </= 300 degrees Fahrenheit, Mode § (Cold Shvtdown)
and Mode 6 (Refueling) with the reactor vesse! head on. The two PORVe used to meet the
requirement are valves 2ZNC-32 and 2NC-34 Valve 2NC-~36 is also tested ag a good operating
practice.

Description of Event

On May 22, 1992, with Unit 2 in Mode 4, Performance and Operatione (OPS) personnel were
performing procedure PT/2/A/4151/03B, NC Train B Valve Stroke Timing Using Accumulator
Pressure, Shutdown, on valve 2NC-36. The procedure, along with procedure P1/2/A/4151/03A,
NC Train A Valve Stroke Timing Using Accumulator Pressure, Shutdown, satisfies T.S.
3.4.9.3.a requirement for Overpressure Protection Systems by stroking and timing PORVs
2NC-32 and ZNC-34. Valve stroke timing was also being performed o1 valve 2NC-36 as good
operating practice. Stroking and timing had been successfully performed on valve 2NC-32
pricr to this event. However, valve 2NC-30 would not open when stroked by OPS personnel,
Valve 2ZNC-36 was decleved inoperable and logged in the Technical Specification Action Item
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“ogbook (TSAIL) as item number 18464 because it did not meet the surveillance
requirements. OPS personnel generated work reguest 143126 Lo investigate and repalr valve
2NC+-36. On Junc 3, 1992, Instrumentation and Electrical (IAE) personnel investigating the
problem discovered valve 2VI-1753 (VI Supply to 2NC-36) was closed. This valve supplies
the motive force to PORV 2nC-36., Valve 2VI-1753 was a new valve and hLad been inetalled
under MrGuire Exempt Variation Notice (MEVN) -2879 during the End Uf Cycle (EOC) 7
refueling outage. Valve 2VI-1753 was opened by the investigating JAE personnel, after
receiving permission from OPS personnel, and valve 2NC-36 was successfully stroked and
timed on June 20, 1992, and cleared from the TSAIL.

Conclusion

Thie event has been aseigned a cause of Unknown because it cannot be conclusively
determined why valve 2VI-1753 was in the closed position. In Septembeyr, 1991, MEVN-2879
was generated to install a new I inch VI isolaticn valve [EIIS:18V] and branch tee in the
2 inch VI eupply header upetream of valve 2VI-264, (formally B Header Containment 733' 6
Inch V1 Connection). Va.ve 2VI-264 now supplies VI to PORV 2NC-32 and the new 2 inch VI
valve (2VI-1753) supplies VI to PORV 2NC-36 (see one line diagram on page 7). The work
was scheduled for the Unit 2 EOC 7 refueling outage and clearance to begin work was given
to CGeneration Services Department (GSD) IAE Modification personnel by OPS personnel on
February 6, 1992. The valve was installed in early February.

During the outage, and after receiving permiseion from the IAE Modification personnel
respunsible for implementation of MEVN-2879, OPS personnel issued Tagout Record Sheet
(R&R) 22-328 for valve 2VI-1753, on February 15, 1992, in support of establishing
Containment integrity. Since vork related to the PORVe was still in progress downstream
of valvn 2VI-1783, the "Removed Position" on the R&R for valve 2VI-1753 wase in the closed
poeition, Norn Licensed Operator (NLO) A sent to verify the position of the valve,
stated the valve was already closed, however, he backed it off of the seat to make sure it
was actually closed and not stuck in an intermediate position, and then reclosed the
valve.

On March 14, 1992, Rék <2-328 was issued to NLO B for clearance , as part of the unit
startup process. The NLO B, charged with clearing the R&R; stated he realized the
importance of restoring the valve in the open position and proceeded to complete thie taek
early in the shift. When interviewing NLO B, he remembered climbing to the top of the
PILR, where the valve was located and opening the valve, When guestioned concerning the
valve, NLO B stated the -alve wae located at an angle and he had to reach up to operate
it, however, NLO B feels certain he opened the valve. When questioning the IAE pereonnel
who discovered the valve closed, they also stated the valve was at an angle, or sidewsys,
however, there was no difficulty determining which way to turn the valve handle ‘o close
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breakers/valves/nauipment. Of the seven reportable events, two were due to Unknown
causes. LER 369/91-14 involved the inopeiability of Train A of the Containment Spray (NS)
system (E1IS.BE| because of + epositioned valve. LER 370/92-0%5 involved the
inoperability of the Containment Pressure and Control System (CPCS) because of a
mispositioned valve. The corrective actions for LER 369/91-14 included ensuring the -alve
stem lock nute are tightened on all Unit 1 and 2 throttled Nuclear Service Water (RN)
system [EIIS:BI| flow balance related valves; revising Station Directive 3.1.5, Activities
Afecting . :ation Operations or Operating Indications, to add a requirement for station
personnel to notify the Control Room [E1IS:iNA|] Senior Reactor Operator if a plant device
is found mispositioned or misaligned; and having Maintenance personnel cover the event
with Malntenance Techniciane streesing the importance of notifying OPS Control Room
personnel if a plant device (s found mispositioned or misaligned. The corrective action
for LER 370/92-0% involved the establishment of a working groun that uses Human
Performance Enhancement Syetem (HPES) methodologies to investigate, track, determine
causes of, and develop solutions to component mispositioning events at McGuire Nuclear
Station,

When vaive 2VIi~1783 was found mispositioned by IAE personnel while investigating why vaive
2NC~36 would not vpen (work request 143126), the IAE personnel involved did notify OPS
Control Room personnel of their discovery, however, that did not prevent this event from
cecurring. The working group using HPES methodologies has jusy recently been established
and will evaluate thie event.

The remaining corrective actions were specific to the particular event and would not have
prevented this event from cccurring. However, mispositioned valves/breakers is a
recurring problem at McGuire Nuclear Station,

A review of the OEP database for events with a cause of Inappropriate Action attr.buted to
& lack of attention to detail revealed eight reportable events and one non-reportable
event. Of the reportable evente, four iavolved the Operations group. A review of the
correctiva actions for these events revealed that none of these corrective actions would
have prevented this event from occurring. T8 violations attributed to a lack of attention
to detail is, however, considered to be a recurring problem.

There were no personnel injuries, radiation overexposures, or uncontrolled releases of
radicactive material as & result of this event,

CORMECTIVE AC. (ONS:
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Imediata: 1) Work request 143126 wae lssued by OPS personnel to investigate and
repair valve 2NC-36,

Subseguent: 1) Valve 2VI-1763 wau opened by I1AE personnel on June 3, 1992,
2) Valve 2NC-36 was successfully etroked and timed on June 20, 1992,

Flanned: 1) Thie report will be forwarded to the HPEE working group reviewing
mispositioned devices, for furthe ' evaluation and recommendation.

2) Operations Management will revise the Unit 1 and Unit 2 controlling
procedures for unit starstup to reguire the actual outstanding R&Rs to be
referenced. These procedure changes will be communirated to Senior
Reactor Operators in the form of a reading package.

SAFETY ANALYSIS:

The isolation of valve 2VI-1753 rendered PORV 2NC-3€ inoperable for some unknown period of
time from March 14, 1992, until disecovery on May 22, 1992. From May 72, 1992, until June
20, 1992, the valve was logged incperable becauvee it failed to meet the survelllance,

Even though the valve was loyged inoperable during this time frame, May 22, 1992 to June
20, 1992, when it was succeesfully tested, it was not required by TS® until Unit 2 reached
Mode 3 on June 25, 1992.

The pressurizer PORVe limit system pressure for a large power mismatch and thus prevent
actuation of the fixed high pressure reactor trip. 1In the event of a Reactor trip and NC
system preesure continues to increase, the PZR code safety valves will open to limit NC
system pressure to a valve lees than the design pressure to ensure NC system integrity ie
not breached,

In the event of a complete loss of heat sink, prevention of the NC system against
overpressure je afforded by pressurizer and steam generator [EIlS:8G] safety valves along
wita any of the following reactor trip functions: a reactor trip on turbine [EI1IS:TRB)
trip, high pressurizer pressure reactor trip, overtemperature delta temperature reactor
trip, low feedwater flow reactor trip, or low steam generator water level reactor trip.

The upper limit of overpresmure protection is based upon the positive surge of the reactor
covlant produced ae the resv!i of a turbine trip under full load, assuming the core
continues to produce full power. The self actuated safety valves are sized ou tie basie
of steam flow from the pressurizer to acouvmmodate this surge to a setpoint of 2500 psia
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and a total accumulation of three percent. No credit is taken for the PORVe during this
furge. but credit is taken for the self actuated steam generator s2fety valves.

Puring the suspected time valve 2NC-36 was inoperable, the Unit 2 PORVE were not
challenged.
The health and safety of the public were not affected by this event,
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