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Centerior Energy
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Suite 1500

1100 Circle 75 Parkway
Atlanta, GA 30339

Mr. Robert Barkanic

Department of Environmental Resources
P.O. Box 2063

16th Floor, Fulton Building

Harrisburg, PA 17120

Director, Safety Evaluation & Control
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Richmond, VA 23261
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The Westinghouse Electric Corporation recently notified Duguesne
Light Company of an issue related to supplying sufficient flow
to the reactor coclant system to maintain adequate core cooling
following a postulated loss of coolant accident (LOCA). A
Duguesne Light engineering evaluation of +this information
determined that inadequate core cooling could exist due to the
postulated single failure of a motor operated valve (MOV) in the
low head safety injection (LHSI) system. Approximately fourteen
(14) hours following a large break LOCA, the safety injection
system is transferred from the cold leg recirculation mode to
the hot leg recirculation mode. This is performed to terminate
boiling and to prevent boron piecipitation in the core. During
the realignment of the LHSI system, failure of the discharge MOV
te open would prevent LHSI flow to the hot legs. If the
operators did not restore the LHSI flow to the cold legs, and if
the break was located on a hot leg (such that full high head
safety injection (HHSI) flow did not reach the core) then
adequate core ccooling could not be assured. 1In order to prevent
this situation, the emergency procedures have been revised to
direct the operators to immediately restore cold leg
recirculation flow from the LHSI system if hot leg flow can not
be established.
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escription of Event:

The Westinghouse Electric Corporation recently notified Duguesne
Light Company of an issue related to supplying sufficient flow
to the reactor coolant system to maintain adequate core cooling
following a postulated loss of coolant accident (LOCA). A
Duguesne Light engineering evaluation of this information
determined that inadequate core cooling could exist due to the
postulated single failure of a motor operated valve (MOV) in the
low head safety injection (LHSI) system. Approximately fourteen
(14) hours following a large break LOCA, the safety injection
system is transferred from the cold leg recirculation mode to
the hot leg recirculation mode. This is performed to terminate
boiling and to prevent boron precipitation in the core. During
the realignment of the LHSI system, failure of the discharge MOV
to open would prevent LHSI flow to the hot legs. If the
operators did not restore the LHSI flow to the cold legs, and if
the break was located on a hot leg (such that full high head
safety 1injection (HHS1) flow did not reach the core) then
adequate core cooling could not be assured. In order to prevent
this situation, the emergency procedures have been revised to
direct the operators to immediately restore cold leg
recirculation flow from the LHSI system if hot leg flow can not
be established.

Cause of The Event

This event was caused by inadeqguate analysis of the affect of a
failure of the LHSI hot leg discharge MOV. The single failure
of the LHSI hot leg discharge MOV was previously analyzed and it
was believed that the system would still meet the required level
of performance for core cooling. Recent Westinghouse analysis
indicates that this is incorrect.

Corrective Actions

Immediate: The appropriate valves were administratively
controlled to prevent realigning the LHSI system
to the hot 1leg recirculation path until the
emergency procedure could be revised.

Long Term: The emergency procedure which controls the
transfer toc hot leg recirculation was revised to
direct the operators to immediately restore cold
leg recirculation flow from the LHSI system if hot
leg flow cannot be established.
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Previous Similar Events

There have been no previous reportable events similar to this
one.

Reportability

The single failure of the LHSI system hot leg discharge MOV is
an event or condition that alone could have prevented the
fulfillment of the safety function of a system needed to
mitigate the consequences of an accident. As such, this report
is being submitted in accordance with 10CFR50.73.a.2.v.D.

Safety Implications

The potential for inadeguate core cooling during the hot leg
recirculation phase of a LOCA was increased due to this event.
If the LHSI hot leg discharge MOV failed to open when aligning
for hot leg recirculation, and if the operator did not restore
cold leg flow, and if the break existed on a hot leg such that
full HHSI flow was not available to the core, adeguate core
cooling could not be assured. However, the transfer to hot leg
recirculation occurs fourteen hours after the LOCA, at which
time the Technical Support Center staff would be available to
evaluate the situation and advise the operators. Additionally,
the core exit temperatures are monitored and the function
restoration procedures would be 1implemented to correct an
inadeguate core cooling condition.
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