
y

V e nco VIRGINIA ELECTRIC AND POWER COMPANY

NORTH AN N A POWE R S TATION

P O. B O X 4 02

MIN E R AL, VI4OINi A 23117

10 CFR 50.73
June 13,1991

U. S. Nuctear Regulatory Commission Serial No. N-91-013
Attention: Document Control Desk NAPS: WCil
Washington, D.C. 20555 Docket Nos. 50-338

50-339
License Nos. NPF-4

N PF-7

Dear Sirs:
!

The Virginia Electric and Power Company hereby submits the following Licensee Event
Report Revision applicable to North Anna Units I and 2.

Report No. 91-013-00

This Report has been reviewed by the Station Nuclear Safety and Operating Committee and
will be forwarded to the Corporate Management Safety Review Committee for its review.

!
'

Very Truiy Yours,

| f% __ _ f
i . E. Kane
| Station Manager

Enclosure:

| cc: U.S. Nuclear Regulatory Commission
101 Marietta Street, N.W.
Suite 2900
Atlanta, Georgia 30323

| Mr. M. S. Lesser
| NRC Senior Resident Inspector
'
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On May 22, 1991 with Unit 1 in Mode 2 at 3 percent power and Unit 2 in
Mode 1 at 100 percent power it was determined during a :eview of the Inservice
Testing (IST) Program ireplemer.tation procedures that stroke time sur"eillance
requirements for closed direction testing of four quench spray pump discharge
motor operated valves had not been performed. This .s a violation of
Technical Specification 4.0.5 and therefore reportable pursuant to 10CFR50.73
(a) (2) (i) (B) .

The cause of the event was persennel error resulting in the requirements
of the IST Program not being adequately implemented. The current test
procedure requires testing of the subject valves in the open direction only.
Upon determination that the surveillances were not met, the affected valves
were successfully tested.

These incidents posed no significant safety implications because the
valves were capable of performing their intended safety function. Therefore,

the health and safety of the public was not affected at any time during this
events.
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1.0 Descrintion of the Event

on May 22, 1991 with Unit 1 in Mode 2 at 3 percent power and Unit 2 in
Mode 1 at 100 percent power it was determined that stroke time surveillance
requirements for closed direction testing of four quench spray (QS) pump (EIIS
System Identifier BE, Component Identifier P) discharge motor operated valves
(MOV) (EIIS Component identifier V) in the Inservice Testing (IST) Program had

~

not been performed. A review of Generic Letter 89-04, IST Program Revision 6,
and implementing test procedures was being made in accordance with the action
plan of LER N1-91-009-00 to ensure no other deficiencies exist. During this
review, it was determined that the requirements for stroke time testing of the
QS pump discharge MOVs in the closed direction was not incorporated into the
applicable test procedures. This requirement has been in the IST Program
since Revision 4 submitted January 16, 1989. Since the IST Program is
developed to maintain compliance with ASME Section XI, this incident is a
violation of Technical Specification 4.0.5. Therefore, this event is
reportable pursuant to ICCFR50.73 (a) (2) (1) (B) .

2.0 Significant safetv consecuences and Trolications

This incident posed no significant safety implications because the
valves were capable of performing their intended safety fur.ctions of opening
to allow flow - to the spray arrays and closing to isolate the system.
Therefore, the health and safety of the public were not affected at any time
during this incident.

3.0 Cause of the Event

The cause of the event was personnel error associated with
interpretation of ASME XI stroke time requirements. Revision 4 of the IST
. Program submitted January 16, 1989, specified that the quench spray pump
discharge MOVs were to b e' stroke time tested in both the open and closed
directions. During an NRC inspection in January of 1990, the NRC audit team
expressed a concern that valves which are required to function in both
directions to mitigate the consequences of an accident should be stroke timed
in both directions. At that time the ISI position was that AC powered MOVs
typically do not exhibit appreciable dif ferences in stroke time between the
open and closed direction, and thus degradation could be determined by stroke
timing in one direction. The NRC audit team concluded that this method of
stroke timing was satisfactory; however, as a result of the NRC concern, ISI
Engineering pe r f o rmed an investigation in the form of a utility survey on
interpretations of ASME Section XI stroke timing requirements. The conclusion
of the investigation was that " stroke time acceptance ranges in both stroke
directions has led to the detection of valve problems that stroke timing in

j- one direction would not have detected." A cited example was gear damage which
affects only one direction of valve actuation. This resulted in the internal
ISI position that valves should be stroke timed in both directions. This
requirement was not incorporated into the QS pump discharge MOV implementing
procedures which specified timing the valves in the open direction and
exercising them in the closed direction.
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4.0 Tr=adiate correct _1ve Actieng

i
The QS pump discharge MOVs were successfully stroke time tested in the

'

closed direction, and the ASME XI stroke time requirements were incorporated
into the implementing procedures on May 22.

5.0 Additional Cerrective Acticqa

None.

!

6.0 Acticns to Prevent Recurrence

I
A review of Generic Letter 89-04, IST Program Revision 6, and '

implementing test procedures will continue to ensure no other deficiencies=

exist in accordance with the action plan of LER N1-91-009-00. IST Program
requirements will be enhanced to ensure future revisions to the program and/or I

impacts from regulatory correspondence are compared and implementing test
procedures revised as necessary.

7.0 SimLlar Events

Similar recent Licensee Event Reports (LER) involving missed
surveillances due to personnel error were as follows:

LER N1-90-010-00 Failure to perform monthly and quarterly IST
Surveillances of Auxiliary Feedwater Pumps and
Valves as well as monthly surveillance channel
checks for Auxiliary Feedwater Flow Rate

j Accident Monitoring Instrumentation.

LER N1-91-006-00 Failure to perform the eight hour surveillance
for cperability of the A.C. Off-site Poweri

j Sources.

LER N1-91-009-00 Failure to perform IST Surveillances of three
main steam check valves, one safety injection
trip valve and six seal water supply valves
to the control room chilled water pumps.

9.0 Additional Information

None
;
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