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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES

During normal operation, V13-18 failed to close while performing a valve
lineup for surveillance testing. While performing troubleshooting to
determine the cause for the valve not closing, the door for the cubical in
the Motor Control Center was observed to be binding the interlock mechanism.
Looking at other cubicals revealed that they could potentially have the

same problem if the covers are tightened. This was suspected to be a generic
problem with the D. C. Motor Control Centers and was reported per T. S.
6.7.B.1.i. There were no significant consequences as a result of this event.
There were no adverse affects to public health or safety as a result of this
event. There have been no similar occurrences.

CAUSE DESCRIPTION AND COI'RECTIVE ACTIONS

On March 5th, additional troubleshooting was performed to further evaluate the
failure of February 25th. The troubleshooting attempted to reproduce the
suspected cause of the failure of V13-18 and to determine if the failure could
be common to other cubicals.

The testing on March 5th failed to reproduce the failure of February 25th.
Failure of the contactor to pick up was achieved only by misaligning and
tightening the interlock mechanism against each contactor such that the con-
tactors were not free to move. This procedure created binding whether the
cubical door was loose or tight. The testing concluded that the failure has
no relation to whether the cubical door was tight or loose but was related to
the position and tightness of the mechanical interlock.

Inspection of the interlock mechanism on other cubicals showed that they were
correctly aligned.

Based upon the above testing, we have concluded that the failure of V13-18 on
February 25th was caused by the mechanical interlock mechanism being out of
adjustment, therefore, causing the contactors to bind which in turn prevented
valve operation. We now believe this to be an isolated event and not indica-
tive of a generic problem with the D. C. Motor Control Centers.




