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Subject: Licensee Event Report (LER) 3-05-01

This LER reports a loss of safety function involving the High Pressure Coolant Injection
System (HPCI) resulting from an inoperability of the system flow controller. In
accordance with NEI 99-04, the regulatory commitment contained in this
correspondence is to restore compliance with the regulations. The specific methods that
are planned to restore and maintain compliance are discussed in the LER. If you have
any questions or require additional information, please do not hesitate to contact us.

Sincerely,

Joseph P. Grimes

Plant Manager
Peach Bottom Atomic Power Station
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SUMMARY OF EXELON NUCLEAR COMMITMENTS

The following table identifies commitments made in this document by Exelon Nuclear.
(Any other actions discussed in the submittal represent intended or planned actions by
Exelon Nuclear. They are described to the NRC for the NRC's information and are not

regulatory commitments.)

Commitment

Committed Date or "Outage"

In accordance with NEI 99-04, the
regulatory commitment contained in this
correspondence is to restore compliance
with the regulations. The specific methods
that are planned to restore and maintain
compliance are discussed in the LER.

In accordance with the Corrective Action
Program
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ABSTRACT (Limit to 1400 spaces, l.e., approximately 15 single-spaced typewritten lines)

On 3/3/05, at approximately 1825 hours, during the performance of routine Main Control Room
panel walk downs for the High Pressure Coolant Injection (HPCI) system, Licensed Operations
personnel discovered that the HPCI system flow controller faceplate had a blank indicator reading.
Subsequently, the flow controller was determined to not be able to perform its HPCI flow control
function. Therefore, HPCl was declared inoperable. The inoperability was discovered promptly since
the faceplate had been observed to have proper indication approximately 10 minutes prior to
discovery. Troubleshooting of the HPCI system confirmed that the HPCI system flow controller was
inoperable resulting in the HPCI system not being capable of developing sufficient flow rates if it had
been required for a design basis event. The flow controller was promptly replaced. HPCI was
satisfactorily tested and returned to an operable status on 3/4/05 by 1800 hours. The flow controller
had previously been dedicated for safety related usage by a qualified off-site vendor in December
2002 and was installed in March 2004. The preliminary failure analysis report has determined that
the internal power supply of the flow controller failed. Additional corrective actions are being
evaluated in accordance with the corrective action program including the need to ensure
appropriate rebuilding of components sent to off-site vendors for dedication. There were no actual
safety consequences associated with this event. This event was not considered to be risk
significant.

NRC FORM 366 (6-2004)

PRINTED ON RECYCLED PAPER




-
-

Py

NRC FORM 366A U.S. NUCLEAR REGULATORY COMMISSION

(1-2001)

LICENSEE EVENT REPORT (LER)

FACILITY NAME (1) DOCKET (2) LER NUMBER (6) PAGE (3)

Peach Bottom Atomic Power Station, Unit 3

SEQUENTIAL REVISION
NUMBER

YEAR NUMBER

05000278 05 - 01 - 00 2 OF

NARRATIVE (If more space Is required, use additional copies of NRC Form 366A) (17)

Unit Conditions Prior to the Event

Unit 3 was in Mode 1 and operating at approximately 100% rated thermal power when the event
occurred. There were no structures, systems or components out of service that contributed to this
event.

Description of the Event

On 3/3/05, at approximately 1825 hours, during the performance of routine Main Control Room panel
walk downs for the High Pressure Coolant Injection (HPCI) (EIIS: BJ) system, Licensed Operations
personnel discovered that the HPCI system flow controller faceplate had a blank indicator reading.
The flow controller was determined to not be able to perform its HPCI flow control function. Therefore,
HPCI was declared inoperable. The inoperability was discovered promptly since the faceplate had
been observed to have proper indication approximately 10 minutes prior to discovery.

This condition was reported to the NRC on 3/3/05 at approximately 1950 hours pursuant to the
requirements of 10CFR 50.72(b)(3)(v)(D) (Event Notification # 41458).

Subsequent troubleshooting of the HPCI system confirmed that the HPCI system flow controller (ElIS:
FIC) was inoperable resulting in the HPCI system not being capable of developing sufficient flow rates
if it had been required for a design basis event. The flow controller was promptly replaced. HPCl was
satisfactorily tested and returned to an operable status on 3/4/05 by 1800 hours.

Analysis of the Event

There were no actual safety consequences associated with this event.

The HPCI system is part of the Emergency Core Cooling System (ECCS) network that provides
cooling water to the reactor vessel for certain design basis events. The HPCI system is designed to
provide core cooling for a wide range of reactor pressures. Upon receipt of an initiation signal, the
HPCI system valves align as necessary, the turbine accelerates, and the appropriate flow rate is
achieved. As the HPCI system flow increases, the turbine governor valve is automatically adjusted to
maintain design flow. As a result of the failed controller, HPCI would not have been able to provide the
necessary flow to the reactor core had there been a design basis event.

HPCI was known to be Technical Specification inoperable from 3/3/05 at approximately 1825 hours to
3/4/05 at approximately 1800 hours. Main Control Room panel walk downs are done hourly by
licensed Operations personnel. Interviews with licensed Operations personnel revealed that the flow
controller had been observed with a normal indication approximately 10 minutes prior to the 3/3/05,
1825 hours detection time. Therefore, the duration of inoperability prior to discovering the condition on
3/3/05 at 1825 is minimal. During the inoperability time period, other core cooling systems (Automatic
Depressurization System (ADS) (EIIS: RV), Core Spray (EIIS: BM) and Low Pressure Coolant Injection
(ENS: BO)) were fully operable. The Reactor Core Isolation Cooling (RCIC) system (EIIS: BN) was
also operable during this time period. This event is not considered to be risk significant.
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Cause of the Event

Troubleshooting of the HPCI system determined that the HPCI system flow controller was
inoperable and therefore, would not able to perform its HPCI flow control function. The preliminary

failure analysis report has determined that the internal power supply (ElIS: JX) of the flow controller
failed.

The flow controller is a Moore Controller, Model # 352EA21NNF and had previously been used in
a non-safety related application. The controller was removed from this application and was
dedicated for safety related usage by a qualified vendor in December 2002. The flow controller
was installed in the Unit 3 HPCI application in March 2004.

The cause investigation determined that the internal power supply was not replaced when the flow
controller was dedicated in December 2002, resulting in exceeding the expected service life of the
power supply. Additional underlying causes including the process for procurement / dedication of
spare parts are being further evaluated in accordance with the Corrective Action Program
requirements.

Corrective Actions

The flow controller was replaced. HPCI was satisfactorily tested and returned to an operable status
on 3/4/05 by 1800 hours.

Additional corrective actions are being evaluated in accordance with the corrective action program
including the need to ensure appropriate rebuilding of components sent to off-site vendors for
dedication.

Other similar flow controllers (e.g. HPC!l and Reactor Core Isolation Cooling) on Units 2 and 3 were
evaluated and determined to remain operable. Additional extent of condition evaluations

concerning the dedication of used components are being performed in accordance with the
Corrective Action Program.

Previous Similar Occurrences

LER 3-04-01 reported a failure of the previously installed HPCI flow controller. This previous flow
controller had been in service since 1994 and failed in March 2004. The cause of the previous flow
controller event was due to an internal power supply failure as a result of exceeding its service life.
Corrective actions planned as part of LER 3-04-01 included updating the preventive maintenance
template to specify a shorter periodicity for routine maintenance of flow controller internal power
supplies. Although significant extent of condition corrective actions were taken as a result of the
eventreported in LER 3-04-01, the flow controller installed in March 2004 was not replaced since it
was assumed that the controller had been refurbished when it was dedicated for safety related
usage.




