JYSTER CREEK NUCLEAR GENERATING

Forked River, New Jersey U8

Licensee Event

Report Occurrence No.

:(O:PO Lt Date

December 21, 1983

occurrence Date

December 20, 1983

[dentification of Occurrence

After attending the INPO sponsored "Valve an Motor Operator )L KShOJ
conducted from November 16 through 18,

the INPO Significant Operating Event Repor

Inoperability caused by Motor Operator Fail

"Assessment of Motor Operated Valve Failures
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. Licensee Event Report
Reportable Occurrence No. 50-219/85-2

Apparent Cause of Occurrence

Ihe gpparent cause of occurrence 1s attributed to lack of sutficient Knowleage

concerning setpoint design basis and how the setpoints affect safety system
functioning. It shorld be pointed out that during our review we discovered
that no formal setpoint specification or documentation identifying the
importance of torgue switch settings currently exists.

Anaiysis of Occurrence

Pre-operational testing and subseguent surveillance/maintenance tes
apparently conducted under zero diffential pressure conditions.
SW1itcCh settings were reduced to prevent applying a force that would
valve to jam in the closed position and possibly damage the motor
valve during periodic surveillance., Because diffential pressure is a

contributor in determining the amount of forcc necessary for full closure,

potential exists that som: valves may not fully close or open under design

basis accident conditions.

The actual design basis will vary with each valve operator in different

systems and these bases are presently under investigation with General
Electric Co., the valve manufacturers, and valve operator manufacturer. At
thlis time, due tO various unspecified conservatism in chosen setpoints added
Dy either Limitorque or each valve manufacturer, we have not been able
getermine that any valve would not have operated during accident conditions
with setpoints lower than originally identified.

corrective Action

Immediate corrective action was initiated to investi > the design basis c¢f
each valve operator in different systems This \ tigati 1S continuing
with General Electric Co., the valve manufacturers,
manufacturer. Specific corrective action for each

atfected will be 1initiated upon completion
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