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PHILADELPHIA ELECTRIC COMPANY

PEACH BOTTOM ATOMIC POWER STATION
R. D. 1, Box 208
DELTA, PA 17314

(717) 456-7014

February 23, 1993

Docket No. 50-278

Document Control Desk
U. S. Nuclear Regulatory Commission
Washington, DC 20555

This LER concerns the High Pressure Coolant Injection system being inoperable when
the discharge valve would not open due to a misaligned relay.

Reference. Docket No. 50-278
Report Number:  3-83-001
Revisicn Number: 00

Event Date: 01/25/83
Repert Date: 02/23/93
Facility: Peach Bottom Atomic Power Station

RD1, Box 208, Deita, PA 17314

This LER is being submitted pursuant to the requirements of 10 CFR 50.73(a)(2)(v).
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required. No previous similar events have been identified.

On 01/25/83, the High Pressure Coolant Injection (HPCI) system was declared inoperable
when the HPCI pump discharge valve (MO-3-23-20) failed to open during vaive stroke
time testing. This condition would have prevented the HPCI system from injecting per its
intended design. An investigation has revealed that a misaligned relay contact in the MO-
3-23-20 control logic prevented the valve from opening. A minor adjustment was made
to the relay contact which allowed the system to be available for system operation.
Foliowing relay adjustment, MO-3-23-20 was tested satisfactorily. The cause of this event
has been determined to be a misaligned relay contact. This occurred when the movable
relay contact arm became dislodged from the stationary alignment pin. This aliowed the
relay contact alignment to slowly change with each relay operation. This condition was
reproduced, however, it has not been determined yet how the movable relay contact
became dislodged from the stationary alignment pin. All other DC Motor Control Centers
were immediately inspected which ensured that other similar type relay contacts were
aligned and the alignment pins were properly inserted. An evaluation will be performed
for this and other similar type relays to identify what additional corrective actions are
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This report is submitted to satisfy the requirements of 10CFR50.73(a)(2)(v) describing
conditions that alone could have prevented the fulfillment of a safety function.

Uit Congit Time of Di

Unit 3 was in the "RUN" mode at approximately 1C0% of rated thermal reactor (ElIS:EA)
power. There were no systems, structures, or compenents that were inoperable that
contributed to the event.

Description of the E

On 01/25/93 at 2020 hours, the High Pressure Coolant Injection (HPCI) system (EilS:BJ)
was declared inoperabie following the performance of a quarterly Surveillance Test (ST)-
0-023-301-3 "HPCI Pump Valve Flow", when the HPCI pump discharge vaive (MO-3-23-
20) (ENS:V) failed to open during valve stroke time testing. The purpose of this ST is to
confirm that the HPCI system and associated vaives are operable as specified in the
Technical Specifications (Tech Spec) and the Updated Final Safety Analysis Report.
During valve stroke testing, HPC! MO-3-23-20 failed to stroke open. This condition would
have prevented the HPCI system from injecting per its intended design. Therefore, the
applicable Tech Spec Limiting Condition for Operation (LCO) was entered. An
investigation has revealed that a misaligned relay (TA) (ENIS:RLY) contact in the MO-3-23-
20 control logic prevented the valve from cpening. This relay is located in the valve's
Motor Control Center (MCC). At 2135 hours, a minor adjustment was made to the relay
contact which allowed the system to be available for system operation. The NRC was
notified via ENS at 2156 hours. Following relay adjustment, MO-3-23-20 was tested
satisfactorily and the associated Tech Spec LCO was exited on 1/26/93 at 1745 hours.

Cause of the Event

The cause of this event has been determined to be a misaligned relay contact in the MO-
3-23-20 controi logic. This condition prevented MO-3-23-20 from opening. This occurred
when the movabie relay contact arm became disiodged from the stationary alignment pin.
This allowed the relay contact alignment to siowly change with each relay operation. This
condition was reproduced, however, it has not been determined yet how the movable
relay contact became dislodged from the stationary alignment pin. This relay is located
in the valve's MCC and these relays are Cutler Hammer model number 673. These and
other similar HPCI and Reactor Core isolation Cooling (RCIC) system (EIS:BN) relays are
periodicaily inspected under a Preventive Maintenance task to clean the relay contacts.
This relay was previously inspected in 1989 and a dislodged alignment pin would have
been identified as part of this inspection. Therefore, the moveable relay contact became
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dislodged from the stationary alignment pin sometime after that task.
Analysis of Event

No actual safety consequences occurred as a result of this event.

if a design basis accident or transient would have occurred pricr to MO-3-23-20 stroking,
the HPCI system would have performed its intended function since the valve is normally
maintained in the open position. However, if a design basis accident or transient would
have occurred while the valve was failed closed, the Automatic Depressurization System
(ENS:RV) was operable, if required, to reduce reactor (EllS:RPV) pressure to allow the
Low Pressure Coolant injection (EIIS:BO) Systems to inject. The RCIC system was also
operable to provide core cooling. In addition, the valve was last tested satisfactorily on
01/02/83 during the performance of an ST.
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Following relay adjustment, MO-3-23-20 was tested satisfactorily and the associated Tech
Spec LCO was exited.

All other DC MCCs were immediately inspected which ensured that other similar type
relay contacts were aligned and the alignment pins were properly inserted.

An evaluation will be performed for this and other similar type relays to identify what
additional corrective actions are required to assure continued proper operation of the
HPCI and other systems which utilize these type relays.

revi imilar Ev

There were no previous similar events identified which involved alignment pin concerns
on these type relays.
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