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EVENT DESCRIPTIGN AND PROBABLE CONSEQUENCES 10
IZ1_Z  10n 2/3/83, while in mode 1 at 86% full power, the hydraulic pump for the operator for emergency feedwater (EFW)|

IIIII Icontro. valve 2CV-1075-1 was determined to need repiacing during performance of preventative maintenance (PM) |

IZ0 11 lon _the valve. On 2/4/83, and on 2/17/83, while in mode 3, 2CV-1075-1 failed to close while attempting to I

I 151 Ireduce flow to ‘B' steam generator. 2CV-1075-1 is the control vaive between EFW pump 2P-78 and valve [

10181  12Cv-1036-1 in the EFW train to '8' steam generator. The vedundant EFW pump 2P-7A and its associated train |

10171 |were operable during each occurrence. In all three cases, 2CV-1075-1 was returned to service within the time |
IO 18 |limits of T.S. 3.7.1.2. This occurrence is reportable per T.5. 6.9.1.9.b. Previous occurrences regarding |
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CAUS DESCRIPTION AND CORRECTIV. ACTIONS 27
I 1 IThe cause of the occurrence of 2/3/83, was thought to be end of service life of the hydraulic pump. Corrective|

I laction taken at the time was pump and motor bearing replacement. The hydraulic pump failed again on 2/14/83

IIIII IA failure analysis identified the following problems: (1) The mounting for the override switch in the |

|:1:|:§:| Ihydraulic control system was inadequate to allew the switches to stay in adjustment, thereby, causing the |
IIIIl |hydraulic pump to run continuously. (2) The hydraulic pump was highly susceptible to failure when subjectedﬁl
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LER No. 50-368-83-007/03L-0
Occurrence Date: 02/03/83

Event Description and Probable Consequence (Continued)
hydraulic problems were reported in Unit 2 LER's 79-043, 79-088, 79-089, 79-090, 79-092, 80-003, 81-032, 82-019 and 83-005.

Cause Description and Corrective Actions (Continued)

to running continuously or with contaminants in the oil supply. (3) The valve block assembly is susceptible to failure when
pump wear or failure contaminates the oil supply. A design change was implemented which replaced the original design gear
pump with a piston pump which vendor testing has demonstrated to be more reliable, and a modification was made to the
override switch mounting bracket to prevent it from coming loose. In addition, the hydraulic system was flushed per vendor
instructions and filled with oil that was filterec as it was installed. The occurrence of 2/17/83, was a result of
improperly set manifold block relief valves. The vendor had oreviously stated that the relief valve settings were factory
set at 1000 psi. As a result, per vendor recommendations, the relief valve settings were not confirmed prior to the
occurrence on 2/17/83. Investigation later revealed that the actual settings were low (600 psi) causing the relief valves
to be challenged by normal hydraulic system operating pressure. The relief valves were set to the recommended 1000 psi
setting, and the control pressure switch setting was adjusted to allow optimum hydraulic system operation. Valve 2CV-1075-1
was proved operable and returned to service. As stated in previous LER's, replacement operators for 2CV-1075-1 and its
similar valve 2CV-1025-1 are being sought. The valve operator is manufactured by the Nuclear Vaive Division of Borg-Warner
Corporation. Nuclear Valve Division was formerly known as Weston Hydraulics.



