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| Rescripuon ol Exen
On Match 30, 1991, with the plant in Mode 1 at 100% power, it was determined that Surveillance
Requirement Section 4.0.5 was not performed within the required 02 day time interval and that
Surveillance Requirement 4.0.2.a, “the maximum allowable extension not to exceed 2% ol the
surveillance time interval,” was niot satishied. The missed surveillance was performed immediately, met
the acceptable criteria, but was 7 days past the maximum allowable extension
Survelllance Requirement Section 4 0.8 states: " Inservice inspection of ASNE Code Class |, 2, anel 3
components and inservice testing ASME Code Class |, 2. and A pumps and vilves shall be performed in
accordance with Section X1 of the ASME Boiler and Pressure \essel Code :
The specific survelllance missed was the quarierly 181 stroke testing of the Facility I LPSI system
procedure SP 21136, The valves were 2-81-451, LPSI Pump B minimum flow check valve, o=8l=h35,
and 2-81=<hds, LPSI to Loop 2A snd 2B stop valves, respectively

I Causel Eyvent
The root cause of this missed surveillance was Inadequate planning and supervisory review in that the test
was not performed By Operations as scheduled by the IS1 Depariment. A weekly IS1 pump and valve
testing schedule (which included the specific surveillance) was submitied (o the Opetaiion' dengriment
While all other scheduled vaive testing was completed that week, this particular surveillance was
overlooked.
The actual determination was made during the monthly Department Head review in preparation for the
monthly Engineering 181 report. However, (the review (and subsequent report) were not tUmely enmigh to
provide an early warning.

1 Analysis ol Exent
This event is being reported pursuant to the requiremenis of 10CFRSO T3:aHDDH(B). “any operalion ot
condlition prohibited by the plant's Technical Specifications ’
There are no safety vonsequences as a resuli of this event because the surveillance was performed
immediately and successfully met the acceptance criteria after the omission was cdiscovered  In addition,
the vaives had rot undergone any modifications or maintenance since the last successiul survelllance on
November 29, 1090

I\ Correclive Asuon
The immediate corrective action was to complete Surveillance Procedure 21136 by verifying the stroke ol
2.81-635 and the stroke times of the two isolation valves in guestion. This was completed on March 30,
1991, seven cdavs after the expiration of the maximum allowahle extension. To prevent recurrence. the
mechanics of preparation, review, issue and use of the weekly 181 pump and valve test schechile have
heen enhanced. The schedule is now ENG. Form 2110110, 11, In addition, EN 21101 was revised (o
ensure the Engineering 181 group verifies that within two working days of the end of the surveillance
period, documentation for all required tests has been received. NNECO is evaluating additional
adminisirative controls for other non-181 surveillances to ensure a similar event does not oceur in these
areas

V. Addivonal lolormauen
Similar Events: LER 91007, 90-020, 90-007, 90-001
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