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ESTIMATED BURDEN PER RESPOVSE 1O COMPLY WITH THil INFORMATON
COOLECTION REQUEST 500 HAS FORWARD COMMENTS REGARDING RURDEN
ESTIMATE TO THE RECORDE AND REROATS MANAGEMENT BHANGH (P830) U S
NUCLEAR REGULATORY COMMISSION. WASMINGTON, DC 20688, AND TO ThE
PAVERWORK REDUCTION PROJECT (3180.0104). OFFIGE OF MAKACEWENT AND
AUDGET, WASHINGTON DU 20503
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North Anng Power Station Units 1 & 2
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TIEW  MISSED SURVEILLANCE ON TWO CONTAINMENT ISOLATION INSTRUMENT AIR SUPPLY VALVES AND FOUR LEAKAQE MONITORING
CONNECTION VALVES DUE TO PERSONNEL ERROR RESULTING IN INADEQUATE THST PROCEDURES
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ontinuing evaluation of surveillance regquirements was being performed as a
corrective action reported under LER 50-338,339/52-007-00, During this
review, it was determined that two containment isolation instrument air
supply trip valves had not been tested in accordance with Technical
: fication (78) 4.6.3.1.2.(a). Subseguently, T8 4.0.3 cas entered and the
) @8 were tested asuccessfully. the action was cleared at 1305 hours, on
feptember 25, 1992, Further review identified four leakage monitoring
connection (LMC) valves that had not been verified closed and capped every 31
days as required by T8 4.6.1.1.(a). The LMC valves were verified closed and
capped. These events are reportable pursuant to 10CFRS0.73 (a) (2) (1) (B).

The cause of the missed surveillance for the instrument air supply trip
valves was personnel error due to failure to follow procedure. The cause of
the missed surveillance for the LMD wvalves was personnel error due to an
inadeguate evaluation during a prior T8 surveillance requirement review,

Wo significant safety conseguences resulted from these events because
sptainment integrity was verified by confirming that the containment
|aslation instrument air supply trip valves and the purge exhaust penetration
IMC valves were in thelr required closed position, Therefore, the health and
safety of the publi¢ were not affected av any time during this event.
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on Septenber 2%, 1992, with Unit 2 at 100 percent power (Mode 1), a

ont inuing evaluuLiJn of surveillance requirements was being performed as &
corre-tive action for missed surveillance's reported under LER 50-338,338/92~
007-00, .xing this review |t was determined that two containment isclation
instrument air supply trip valves (EIIS System ldentifier LD, Component
ldentifier 1I8V) had not koen teasated in accordance with Technical
Specafication (T8) 4.6.3.1.2.(a). Subsequently, the 24 hour missed
surveillance action statement wf T6 4,0.3 was entered and “he valves were
tested suocessfully., The action was ¢cleared at 130% hours, on September 25,
19902,

pericdic Test Frocedure 2-pT-57.4, Bafety Imjection (81) (EII§ System
1dent ifler BQ) Functional Test, was revised on February 19, 1992 to add steps
te teat the 81 transfer to the cold leg recirculation mode on a simulated
refueling water storage tank (E118 System ldentifier BE, Component Identifierx

T¥) Lo=Lo level. 1t was during this revision process that 2-IA=-TV-201A and
2~TA=TV=201R were inadvertently deleted. The two trip valves are located on
a cortainment penetration (EIIS Component ldentifier PEN) that is not used

and has a blind flange (E1I§ Component ldentifier PSF)installed on each end.

On GQeoteber 7, 1982, further T8 surveillance review determined that four
jeakage monitoring connection valves (1MC) 1-HV=1000, 1-HV-1001, 2-HV-2000,
and 2-HV-2001, (EI1§ System ldentifier VA, Component ldentifier VTV) on the
purge/exhaust piping were not being verified clused and capped every 31 days
as reguired by T§ 4.6.1.1.a. The LMC valves were verified closed and capped.
These events are reportable pursuant to 10CFR50.73 (a) (2) (1) (B),

2.0 Significent Safety Consequences and lmplications

No significant safety conseguences resulted from these events because
containment integrity was verifiec by confirming that the containment
isolatiat instrument air supply trip valves and the purge exhaust panetration
LMC valves were in thelr reguired closed position. Therefore, the health and
safety of the public were not affected at any time during this event,

““. ] Sﬂl S8 gt lt!‘ E}':a“:

The cause of the instrument air supply trip valvée missed surveillance was
personrel error dJue to failure to olinw procedure. During the last
procedure revision, on February 1%, 1982, the (wo trip valves were
inadvertently removed. The proced.re governirg r+cedure process control
requires a technical review and vulidation of any procedure being revised.
The wvalidation methods used on 2-P7 %7.4 Revisisn 17 included Table Top and
Simulator reviews. During the simulatcr valitation the valves in question
were noted as a discrepancy sinee th. ceatrol room simulator is modeled
jdentical to Unit 1 and the trip valves ars urigue to Unit 2, Personnel were
aware that the penetration existed on Un.t ¢ but was abandoned (blind flanged
on -both sides). The valves wére inrdierteatly deleted from the procedure
without a proper validation of wvalve status.
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