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On 6/11/85, IMOV-SI8806 (refueling water storage tank isolation
to safety injection pump suction) failed to close during testing. Unit
1 was in hot shutdown, at 0% power.

The ensuing investigation revealed pinched leads in the valve operator
motor compartment. Motor current was found high on 2 phases before
the motor burned out. The failure was due to a single phase surge,
probably the result of pinched leads.

It is believed that the leads were pinched following maintenance
work performed during the 1985 Unit 1 refueling outage. This valve
fs oriented such that work space is very limited, and therefore mainte-
n=nce activities were hampered.

To prevent recurrence, all Electrical Maintenance crews will be
trained, reemphasizing the need to ensure all leads are properly routed
prior to reassembly.
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on 6/11/85 at 1000 hours, IMOV-SI8806 (refueling water storage tank
isolation to safety injection pump suction) failed to close during testing.
The motor control center tripped repeatedly when operators attempted
to close the valve. Unit 1 was in mode 3, hot shutdown at 0% power.

The ensuing investigation revealed high current on the motor. The
motor / operator was then removed from the valve for further testing. At
this time evidence of oil and pinched leads were found in the motor
compartment. The motor was retested in the presence of a representative
from Limitorque Corporation. Motor current was found high (8 amps; 2
is normal) on 2 phases before the motor burned out. The motor was sent
offsite for repair to National Electric Coil where it was determined
that the motor failed due to a single phase surge. This failure mode
is consistent with the previously discovered pinched leads.

IMOV-SI8806 was found to be operating satisfactorily during an en-
vironmental qualification inspection performed during the Unit 1 1985
spring refueling outage. It is believed that the leads were pinched
upon reassembly aftet the EQ inspection. This valve is oriented such
that work space is very limited, and therefore maintenance activities
are hampered.

IMOV-SI8806 is normally in its safeguards position, open, but is
closed for testing on a quarterly basis. If the motor had failed when
the valve was closed, safety injection trains A and B would have been
momentarily inoperative if required during the initial injection phase
of a LOCA. Manual operation of the valve was not affected, and could
have been used to open the valve.

A similar occurrence is documented in DVR 22-1-83-120. However,
the apparent cause of the 1983 failure was dirty contacts in the MCC.

To prevent recurrence, all Electrical Maintenance crews will be
instructed, reemphasizing the need to ensure all leads are properly routed
prior to reassembly. The instruction will be tracked by station commit-
ment #295-180-85-022.

NAC postu 3een

(9 83)
_



.
*

Commonwe:lth Edison
, Zion Gen: rating Station

Shiloh Blvd. & Lake Michigan
Zion, Illinois 60099
Telephone 312/746-2084

July ll, 1985

U. S. Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

References: 10CFR50

Dear Sir:

The enclosed Licensee Event Report from Zion Generating Station
is being transmitted to you in accordance with the requirements of
10CFR50.73 (a)(2)(vii) which requires a 30 day written report when
a single cause or condition caused two independent trains or channels
to become inoperable in a single system designed to shutdown the
reactor and maintain it in a safe shutdown condition, remove residual
heat, control the release of radioative material, or mitigate
the consequences of an accident.

This report is number 85-022-00, Docket No. 50-295/DPR-39.

Very truly yours,

Nb. t

K. L. Graesserg
p' Station Manager

Zion Generating Station

KLG/rmm

Enclosure: Licensee Event Report No. 85-022-00

Attachment

cc: J. G. Keppler, NRC Region III Administrator
M. Holzmer, NRC Resident Inspector
INPO Record Center
CECO Distribution List
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