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U.S. Nuclear Regulatory Commission
Document Control Desk

_

Wauhington, D.C. 20555

Subjects McGuire Nuclear Station Unit 2 i

Docket No. 50-370
Licensee Event Report 370/92-08

Gentlemen:

Pursuant to 10 CFR 50.73 Sections (e) (1) and ( 1) , attached is
Licenseo Event Report 370/92-08 concerning Lbo inoperability of Power

"

Operator Relief Valve 2NC-36. 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,
,
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"C McMeekin.
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Attachment

xc: Mr. S.D. Ebneter INPO Records Center
Administrator, Region II Suite 1500
U.S. Nuclear Regulatcry Commission 1100 Circle 75 Parkway
101 Marietta St., NW, Suite 2900 Atlanta, GA 30339
Atlanta, GA 30323

Mr. Tim Reed Mr. P.K. V'.n Doorn
U.S. Nuclear Regulatory Commission NRC Resident Inc,pector
Office of Nuclear Reactor Regulation McGaire Nucleer Station
Washingto.;, D.C. 20S55
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! on May 22, 1992, operatione (OPS) peruonnel unsuccessfully performed a valvo otroke timing

test on valve 2NC-3U (Pressurizer Power operated Helief Valve). Valve 2NC-36 was declared

inoperable and logged in the Technical Specification Action Item Logbook (TSAIL) beca"ce the

valve failed the surveillance teating. OPS personnel issued work requent 143126 to

investigate and repair valve 2NC-36. Inotrumentaticn and Elcetrical (IAE) percornel

investigating the problem on June 3, 1992, diocovered that valve 2VI-1753 (VI [ 1.a s t rument

Air, Supply To 2NC-36), wr.o clooed. IAE perau nni subsequently returned valve 2VI-1753 to

the opened position. The last verification of the pooltion on valve 2VI-1753, showed the
valve to be open. Thio vo ification took place on March 14, 1992, when Tagout Hecord Shoot

(R+R) 22-328 wan cleared by a Non Licensed Operator (NLO), rootoring the valve to the open
position. At the time of this event, Unit 2 wart in Mode 4 (Hot Shutdown). PORV 2NC-36 was
succeanfully stroked and timed on June 20, 1992. The investigation into thin event was

unable to det < c.r.ine why valve 2VI-1753 wan miopositioned. This event has, therefore, been

clansitled an ao Unknown. The circumstances an atated in this report will be evaluated by |
the f(PEG working group reviewing mispositioned devices, and appropriate recommendations will

| be made to aid in preventing component minpositionings.
|

- . - . _ . _ .

m__ _

_

_- _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ - _ _ _



- _ _~ ~. _ -. .- - - - _

, [.,, e - -p,p me --e- __
-

m.___-

*

LICENSEE EVENT REIV)RT (LEH) TK,XT cnNTINIATION,

FACI Ity N W [1) locsTT NWG6 B( 2) 1 F st MIMPI' R ( 6 ) s' AGt ( 3 )

n'AR $ tQUIEr1 A!, kEVISION

N]MH NtHPTR

McCulte Nuclear Station, Unit 2 05000 370 92 OS 1 2 m a
;

| !

,

EVALUATION:

110ckgr ound

Velves 2NC-32, 2NC-34, 2NC-36, Power Operated Relief Valves (PORVs) (EIISRV), are

designed to limit pressurizer (EIIS:PER) presoure to a value below the fixert high pressure

reactor trip setpoint. This will pr6 vent actuation of the fixed high pressure reactor

trip 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

(EIIStVSL] at water bolid, low temperature conditions. Tho valveo are normally supplied

by the Instrument Air (VI) system [EIIS LD], while nitrogen from the Cold Leg Accumulators

(EIIS ACC] provides the asoured supply to the ?ORVs.

Tcchnical Specification (TS) 3/4.4.4 states all PORVa and their associated block

[EIIStBLK] valves (EIIS V) chall be operable in Modes 1, (Power Operation), 2 (Start up),

and 3 (Hot Standby). With one or more PORVs inoperable, within one hour either rootore

the PORV(a) to operable status or close the associated block valve (s) and remove power

from thu block valve (u); otherwise be in at least Hot Standby within the next 6 hours and,

its cold Shutdown within the following 30 houro.

The VI system supplies oil free, dried air to all instrumentation, diaphragn operated

valves, piston operated valves, and any other equipment, where required.

T.S. 3.4.9.3 requit es 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 temperaturn of

cny Reactor coolant (NC) cold leg is </= 300 degrees Fahrenholt, Mode 5 (Cold Shetdown)

and Mode 6 (Refueling) with the reactor vossa} head on. The two PORVo used to meet the
requirement are valves 2NC-32 and 2NC-34 Valve 2NC-36 is also tested as a good operating

practice.

D:acription of Event

| On May 22, 1992, with Unit 2 in Mode 4, Performance and operations (OPS) personnel were

| perfcrming procedure PT/2/A/4151/03B, NC Train B Valve Stroke Timing Using Accumulator
Presoure, Shutdown, on valve 2NC-36. The procndure, along with procedure PT/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 2NC-34. Valve stroke timing was also being performed ot. valve 2NC-36 as good

operating practice. Stroking and timing had been successfully performed on valve 2NC-32
prior to this event. However, valve 2NC-36 would not open when stroked by OPS personnel. ;

Valve 2NC-36 was declered inoperable and logged in the Technical Specification Action Item |
|

_
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Logbook (TSAIL) as item number 18404 because it did not meet the surveillance

requiremento. OPS personnel generated work request 143126 to investigate and repair 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 2hC-36. Valvo 2VI-1753 was a new valve and had been installed

under McGuire Exempt Variation Notice (MEVN) -2879 during the End Gf Cycle (EOC) 7

refueling outage. Valve 2VI-1753 was opened by thu 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

Thid event has been assigned a cause of Unknown because it cannot be conclusively

determined why valve 2VI-1753 was in the closed position. In September, 1991, HEVN-2879
was generated to install a new .' inch VI isolation valve (EIIS ISV) and branch tee in the

2 inch VI supply header upstream of valve 2VI-264, (formally n Header Containment 733' 6

Inch VI Connection). Valve 2VI-264 now supplies VI to PORV 2NC-32 and the new 2 inch VI

valve (2VI-1753) supplien VI to PORV 2NC-36 (see one line diagram on page 7). The work
was scheddled for the Unit 2 EOC 7 refueling outage and cicarance to begin work was given

to Generation 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 permission from th6 IAE Modification personnel

responsible 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 uork related to the PORVs was still in progress downstream

of valvo 2VI-1753, the " Removed Position" on the R&R for valve 2VI-1753 was in the closed

position. Non 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, R&h 22-328 was issued to NLO B for clearance , as part of the unit

startup process. The NLO E, charged with clearing the R&R, stated he realized the

importance of restoring the valve in the open position and proceeded to complete this task

early-in the shift. When interviewing NLO B, he remembered climbing to the top of the

PZR, where the valve was located and opening the valve. When questioned concerning the

valve,-NLO B stated the falve was located at an angle and he had to reach up to operate j

it, however, NLO B feels certain he opened the valve. When questioning the IAE personnel |
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 to close j

!
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or open the valve. In fact, one of the IAF personnel stated there was an indication on

tho valve body indicating the direction to turn the valve for the opon position. R&R 22-
328 was logged ao cleared in the Reactor Operators (Hos) logbook at 1842, on March 14,

1)92.

Since HLO D stated that ho feels certain he left the valve in the open position, it can

only bu speculated that the possibility exist s that valvo 2VI-1753 was accidentally
--

knocked or brushed up against during the performance of the containment walkdown, whore

OPS, Maintenanco, Quality Assuranco, and IAE personnel access containment in search of

post maintenance syntom leaks. Tbo containment walkdown took place on the same day NbO D
cleared R&R 22-320. The I AE personnel who discovered valvo 2VI-1753 closed, stated it
would be easy to bruch up against, knock closed (or open), or even stand on the valve to

access other equipment due to the location of the valve in the P7R cavity. However, it

cannot be proven that thin was the cause.

It must be amoumed that valve 2VI-1753 was closed sometime after NLO D opened it, on March

14, 1992, thereby, caucing PORV 2NC-36 to bo inoperable from come timo on March 14, 1992,
while Unit 2 was in Modo 3, until when it was discovered on May 22, 1992, during

curveillance testing and Unit 2 was in Mode 4 for the SG Tube Inspection (In8B). This

resulted in a violation of TC 3/4.4.4 during that period of time. The circumstar,ces ao

stated in this report will be evaluated by the HPES working group reviewing mispositioned
devir s, and appropriato recommendationo made to aid in preventing componert ]
min pouitioning.

This event in also aceigned a cause of Inappropria'- Action due to an inadequate

ovaluation performed on R&R 22-328. The PORVs are required, by TS to be operablo during

Modos 1, 2, and 3. During the investigation, it was learned that Unit 2 entured Mode 3 on
!

March 12, 1992, at 2243. The clearance of R&R 22-228, which returned VI supply to PORV

2NC-36, old not occur until March 14, 1992, and was logged in the Unit 2 RO logbook at

1842. This in approximately 44 hours afto- Unit 2 entered Mode 3. Therefore, 2NC-26 was

technically inoperable during thin time. When 1.nterviewing OPS perronnel to determine the
process used to evaluate outstanding R&Rs, it was learned that there are various

evaluation methods e.nployed, therefore, Operationa Management aill provide guidance to
Senior Reactor Operators on performing adequate R&R evaluations during modo changon. This

investigation was unable to determine why the P&R in question was improperly ovaluated-

since personnel involved do not recall the circumstances surrounding this event.

f'

A review of the Operating Experience Program (OEP) database for twenty-four months prior

to thin event revealed seven reportable events .tnvolving mispositioned valven and i

seventeen ncn-reportable events (Problem Investigation Reporto) involving misposit ioned

bmuw- . u ,_ _ _ _ _ _ _ , .
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breakers /valvon/oquipment. Of the savon reportable events, two were due to Unknown
causes. LER 369/91-14 involved the inoperability of Train A of the containment spray (NS)
system (ElIE;DE) because of r. tisponitioned valvo. LER 370/92-05 involved the
inoperability of the containment Proesure and control System (CPCS) because of a
mispositioned valvo. The corrective actions for LER 369/91-14 included ensuring the <s.tve

stem lock nuto are tightened on all Unit 1 and 2 throttled Nuclear Service Water (RN)

system (EIIS 01) flow balance related valves; revising Station Directivo 3.1.5, Activities

Af fecting i :ation Operations or Operating Indicatione, to add a requirement for station

personnel to notify the control Room (EIIS NA) Senior Reactor Operator if a plant device

is found mispositioned or misaligned; and having Maintenance personnel cover the event
with Maintenance Techniciane streening the importance of notifying OPS Control Room

personnel if a plant device la found mispositioned or misaligned. The corrective action

for LER 370/92-05 involved the establishment of a working group that usco Human
Performance Enhanecment System (HPES) methodologion to investigate, track, determine

causes of, and develop nolutions to component mispositioning evente at McGuire Nuclear

Station.

When valve 2Vl-1753 was found mispositioned by IAE personnel while investigating why valve

2NC-36 would not open (work roquest 143126), the IAE personnel involved did notify OPS
I control Room personnel of their discovery, hnwever, that did not provent this event from

cecurring. The working group using HPE9 muthodologies has just recently been established

and will evaluate this event.

The remaining corrective actions were specific to the particular event and would not have

prevented this event from occurring. However, mispooltioned valves / breakers 10 a

recurring problem at McGuire Nuclear Station.

A review of the OEP databaco for evento with a cause of Inappropriate Action attributed to

a lack of attention to detail revealed eight reportable events and one non-ruportable

event. Of the reportable events, four involved the Operationn group. A review of the

correctivo actions for those events revealed that nono of these correctivo actions would

have prevented this event from occurring. TS violations attribut<*d to a lack of attention

to detail'is, however, considered to be a recurring problem.

Thore were no personnel injurion, radiation overexposures, or uncontrolled releases of

radioactive material as a result of this event.

CORRECTIVE ACilONS

! _ |._
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Iomuodiatu t 1) Work request 143126 was iunued by OPS personnel to investigate and
ropair valvo 2NC-36

Subnoquent: 1) Valvo 2VI-1753 wau opened by IAE personnel on June 3, 1992.

2) Valve 2NC-36 was nuccessfully stroked and timed on June 20, 1992.

Plannod 1) This report will be forwarded to the HPES working group reviewing

n.ispositioned devices, for furthr? evaluation and recommendation.,

2) Operations Management will reviso the Unit I and Unit 2 controlling

procedures for unit startup to require the actual outstar. ding R&Rs to be

referenced. These proceduro changen will be communicated to Sonior

Reactor Operatoro in the form of a reading packago.

SAFETY ANALYSIS:

The toolation of valve 2VI-1753 rendered PORV 2NC-36 inoperable for some unknown period of

time from March 14, 1992, until discovery on May 22, 1992. From May ?2, 1992, until June

20, 1992, the valve was logged inoperable because it failed to meet the surveillance.

Even though the valve was logged inoperable during this time frame, May 22, 1992 to June

20, 1992, when it was successfully tested, it was not required by TSs until Unit 2 reached

Mnde 3 on June 25, 1992.

The preocurizer PORVa limit system proseure for a large power mismatch and thus prevent
!actuation of the fixed high pressure reactor trip. In the event of a Reactor trip and NC

oystem prosauro continues to increase, the PZR code safety valves will open to limit NC

| system pressure to a valvo less than the design precoure to oneuro NC nystem integrity 10 !

not breached.

In the event of a comploto loss of heat sink, provention of thn NC system against

overpronourn ja afforded by prosaurizer and steam generator [EIIS:SG) safety valves along

witn any of the following teactor trip functions: a reactor trip on turbino [EIISITRB]

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 overpreacure protection is based upon the positive surge of the reactor

coolant produced as the roseli of a turbino trip under full load, ausuming the core

continues to produce full power. The self actuated safety valves are sized on tuo basis

| of steam flow from the pressurizer to accommodate this surge to a setpoint of 2500 poia
|

|
._ , -
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and a total accumulation of three porcent. No credit is taken for the PORVs during this

surge, but credit in taken for the self actuated steam generator sefety valveo.

During the suspected timo valve 2NC-36 was inoperable, the Unit 2 PORVo were not

challenged. |
1

The health and safety of the public were not affected by this event. ;

j

>
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