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Document Control Desk
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Subject: McGuire Nuclear Station Unit 2
Docke: No. 50-370
Voluntary Special Report
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Attsched is a Voluntary Special Report concerning the Unit 2 Boron Thermal
Regeneration System being placed in the recirculation mode which resulted in a
300-350 gallon leak from the Unit 2 Chemical and Volume Control System, This

report is being submitted as a Voluntary Special Report.

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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Mr. 8.D. Ebneter

Administrator, Region 11

U.8. Nuclear Regulatory Commission
101 Marietta St., NW, Suite 2900
Atlanta, GA 30323

INPO Records Center
Suite 1500

1100 Circle 75 Parkway
Atlanta, GA 30339

M&M Nuclear Consultants
1221 Avenue of the Americas
New York, NY 10020
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Mr. Tim Reed

U,8, Nuclear Regulatory Commission
Office of Nuclear Reactor Regulation
Washington, D.C, 20555

Mr. P.K. Van Doorn
NRC Resident Inspector
McGuire Nuclear Station
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stopped. The pressure in the letdown piping would also have
decreased, thereby, slowing/stopping the leakage from valve 2NV=350,

Total water loss from the NV system was estimated to be between 300
and 350 gallons. The spill was contained primarily within the Unit 2
valve gallery.

When the letdown piping upstream of valve 2NV-347 was pressurized by
Chemistry personnel, using the Spent Resin Sluice Pump, the leak
reappeared. The leak was identified by RP and MM personnel as valve
2NV=350. The bonnet bolts on valve 2NV-350 were retorqued and the
leakage rate was reduced to approximately one drop every two seconds.
The diaphragm for valve 2NV-350 was subsequen®., replaced.

OPS personnel issued procedure changes for procedure OP/2/A/6200/02,
Enclosure 4.7, which requires the opening of valve 2NV-347 prior to
placing the NR system in recirculation.

OFS and Projects personnel ar> evaluating the permanent isolation of
the air supply to valve 2NV-347, to fail the valve ‘o the open
pesition. The: NR system chilled waterloop has now been drained.
Removal and Reotoration (R&R) 01-193 was issued by OPS personnel on
March 2, 1921 to remove from service the power supplies for the NR
system pumps aad compressors.

A review of the Operating Experience Program (OEP) data base for the
previous twenty=-four months prior to this event revealed no other
examples in which a Possible Equipment Failure resulted in a spill
from the NV system. This incident is not considered to be recurring.

There were n nersonnel injuries, radiation overexposures, or
unmonitouic. -eleases of radiocactive material exceeding legal limits

as a result of this ‘ncident.
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The leakage from the NV system through valve 2NV-350 was contained
primarily in the Unit 2 valve gallery. However, at the time of the
spill, there was approximately 75 square feet of floor area outside
the valve gallery which was contaminated. This spill area was
promptly contained and initial cleanup reduced this area to
approximately 20-30 square feet. The contaminated area was
subsequently reduced to the area of the Unit 2 valve gallery,

This incident did not affect the health and safety of the public.

5.0 CORRECTIVE ACTIONS

Immediate: 1) OPS personnel opened valve 2NV-347 and VCT level

decrease stopped.

2) OPS personnel were dispatched to the Aux Building to
look for leaks.

3) RP personnel collected and analyzed airborne samples
in the area of the spill. No airborne particulate
activity was identified.

4) OPS personnel performed NC syscem leakage
calculations. The unidentified leak rate was
determined to be .460 - .448 gpm.

5) OPS personnel revised procedure OP/2/A/6200/02 to
require that valve 2NV-347 be manually opened prior to
recirculation of the Unit 2 chilled water loop.

Subsequent : 1) OPS personnel identified leakage in the Unit 2 valve

gallery.

2) RP and MM personnel removed shielding in the Unit 2
valve gpallery.
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3)

4)

5)

6)

7)

1)

Chemistrv personnel pressurized the letdown piping and
the leakage source was identified as valve 2NV-350.

Bonnet bolts on valve 2NV-350 were retorqued by MM
personnel and the leakage rate was reduced.

MM personnel replaced the diaphragm for valve 2NV-350
on March 21, 1991.

The Unit 1 and Unit 2 NR Chilled water loops were
drained.

Removal and Restoration 01-193 was issued, which
removed the power from the Unit 1 and Unit 2 N system
pumps and compressors.

OPS and Projects personnel are evaluating the
permanent isolation of the air supply to valve
2NV=347, to fail the valve to the open position.
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