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Docket No. 50-277

SUBJECT: Licensee Event Report,
Peach Bottom Atomic Power Station-Unit 3

This LER concerns the High Pressure Coolant Injection system being made
inoperable when its Steam Supply Valve was closed to stop a packing leak.

Reference: Docket No. 50-278
Report Number:  3-84-004
Revision Number: 00

Event Date: 09/24/94
Report Date: 10/07/94
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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On 09/24/94, it was identified that Drywell (DW) pressure and temperature were
increasing. It was expected that a valve inside the DW had developed a packing leak.
A systematic approach of closing DW valves to locate the leak was utilized. The High
Pressure Coolant Injection (HPCI) system Steam Supply Valve (MO-3-23-15) was closed
and both DW pressure and temperature started to decrease. The electrical power was
removed from this valve to prevent it from automatically opening on a HPCI initiation
signal. On 9/28/94, MO-3-23-15 was coasted into its back seat to isolate the leak. This
method of back seating a valve was performed to prevent damaging the valve in any way.
Verification that the valve was coasted into its back seat was ensured using Valve
Operation Test and Evaluation System (VOTES) data. DW parameters were monitored
to ensure that the valve was sufficiently back seated to stop the leak. This returned the
HPCI system to an operable status. In addition, the valve was stroked from the back
seated condition to ensure that the valve was operable for isclation purposes. The cause
of this event is believed to be a packing leak on MO-3-23-15. The exact cause of the
packing failure can not be determined until the unit is shutdown and an inspection is
performed. MO-3-23-15 will be repaired as necessary at a future shutdown. Corrective
actions will be implemented as appropriated following identification of what caused the
leak. One previous similar event has been identified.
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Requirements for the Report

This report is submitted to satisfy the requirements of 10CFR50.73(a)(2)(v) describing
conditions that alone could have prevented the fulfilment of a safety functicn.

ni ndition Time of Discov

Unit 3 was in the "RUN" mode at approximately 100 % of rated thermal reactor (EIIS:EA)
power. There were no systems, structures, or components that were inoperable that
contributed to the event.

Description of the Event

On 09/24/94 at approximately 1520 hours, it was identified that Drywell pressure and
temperature were increasing. The Drywell cooling system was maximized causing
pressure and ternperatures to stabilize. At 1655 hours, Drywell pressure started to
increase again. It was expected that a valve inside the Drywell had developed a packing
leak. A systematic approach of closing Dryweill valves to locate the leak was utilized. At
1709 hours. the High Pressure Coclant Injection (HPCI) system (EIIS:BJ) Steam Supply
Valve (MO-3-23-15) was closed and both Drywell pressure and temperature started to
decrease. The electrical power was removed from this valve to prevent it from
automatically opening on a HPCI initiation signal. Having MO-3-23-15 closed and de-
energized, would have prevented HPCI from being able to automatically inject per its
intended design. Therefore, the applicable Tech Spec Limiting Condition for Operation
(LCO) was entered. The NRC was notified of this condition at 1937 hours. On 9/28/94
at 1630 hours, using an electronic timer in conjunction with a valve stroke calculation,
MO-3-23-15 was coasted into its back seat to isolate the leak. This method of back
seating a valve was performed to prevent damaging the valve in any way. Verification that
the valve was coasted into its back seat was ensured using Valve Operation Test and
Evaluation System (VOTES) data. Drywell parameters were monitored to ensure that the
valve was sufficiently back seated to stop the leak. This returned the HPCI system to an
operable status. In addition, the valve was stroked from the back seated condition to
ensure that the valve was operable for isolation purposes. The associated Tech Spec
LCO was exited.

Cause of the Event

The cause of this event is believed to be a packing leak on MO-3-23-15. The exact cause
of the packing failure can not be determined until the unit is shutdown and an inspection
is performed.
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Analysis of Event

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

Prior to closing the MO-3-23-15, HPCI was operable to inject per its design. After the
HPCI system was manually secured, if a design basis accident or transient would have
occurred, the Automatic Depressurization System (EIIS:RV) was operable, if required, to
reduce reactor (EIIS:RPV) pressure to allow the Low Pressure Coolant Injection (ElIS:BO)
Systems to inject. The Reactor Core Isolation Cooling (RCIC) system was also operable
to provide core cooling.

Following discovery of the cause of the leak, MO-3-23-15 was coasted into its back seat
to isolate the leak. This returned the HPCI system to an operable status. In addition, the
valve was stroked frori the back seated condition to ensure that the valve was operable
for isolation purposes. The associated Tech Spec LCO was exited.

MO-3-23-15 will be inspected and repaired as necessary at a future Unit 3 shutdown.
Corrective actions will be implemented as appropriated following identification of what
caused the leak.

revi imilar Event

One previous similar event (LER 2-91-33) has been identified which involved excessive
seal leakage on MO-3-23-15. The cause of this event was that the valve stem had an
excessive gouge. This was due to a combination of a reversed packing configuration and
the valve operator being horizontally mounted. This combination changed the load
supporting characteristics of the valve which resulted in the valve bonnet area gouging
the valve stem. The corrective actions associated with that event involved repairing the
valve, correcting the packing configuration on this and other similar vaives, and the
generation of a maintenance procedure to address similar type configurations in the
future. It is not possible at this time to determine if these corrections should have
prevented this event.
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