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cc/ John F. O'Leary,,4
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1. Report Number: 50-247/4-2-16 

2a. Report Date: May 13, '1974 

2b. Occurrence Date: May 10, 1974 

3. Facility: Indian Point Unit No. 2 

4. Identification of Occurrence: 

This occurrence is the type defined by Technical 
Specification 1.8.d and relates to a malfunction of No.  
21 and No. 23 safety injection pumps.  

5. Conditions Prior to Occurrence: 

Prior to the occurrence, Unit No. 2 was operating 
at approximately 72% of rated power.  

6. Description of Occurrence: 

On May 10, 1974, at approximately 3:00 A.M., No.  
23 safety injection pump was started in order to add 
water to No. 21 safety injection accumulator. Immediate
ly upon starting the pump, it was noted that the indicated 
discharge pressure in the control room was approximately 
700 psig, as a result, the pump* was then shutdown. No. 23 
pump was then restarted following verification of correct 
valve lineup and the local pressure indicator was checked 
to verify the low pressure condition. The local gage also 
read approximately 700 psig so the pump as a result was 
shutdown. Venting of the pump was then attempted, however, 
no water flowed from the vent point. Consequently, No. 23 
safety injection pump was declared inoperable at 3:15 A.M.  

No. 22 safety injection pump was then started and 
used to add water to the accumulator. During filling, 
the discharge pressure and recirculation flow were found 
to be normal (approximately 1500 psig and 30 gpm, respect
ively).  

At 3:20 A.M., No. 21 safety injection pump was 
started to verify its operability. The discharge pres
sure developed was approximately 400 psig and the pump 
was immediately shutdown. No. 21 pump was then vented 
and restarted at 3:25 A.M. The discharge pressure and 
recirculation flow were now normal at approximately 1.500 
psig and 30 gpm, respectively. No. 21 safety injection 
pump was then shutdown.  

At 5:00 A.M., to verify continued operability, 
both No. 21 and No. 22 safety injection pumps were 
operated in accordance with their periodic surveillance 
test. Results of the test verified continued operability.



7. Description of Apparent Cause of Occurrence: 

Leakage of concentrated boric acid into the suction 
of the safety injection pumps has been determined to be 
the apparent cause of this occurrence.  

8. Analysis of Occurrence: 

Analysis of the safety implications of this occur
rence is not complete at this time.  

9. Corrective Action: 

Following the findings of inoperability of No. 23 
safety injection pump, the piping (elbow) on the suction 
of the pump was removed. Prior to the removal, it was 
noted that the insulation on No. 23 pump suction piping 
was loose. It was also discovered that 2 of 4 strip heaters 
on the elbow were not operating. By design, heat tracing 
stops at the suction of the pumps. It is believed that 
the two heater strips inoperability did not directly con
tribute to this occurrence. The suction elbow and the eye 
of the pump were found plugged with boron crystals. The 
elbow and suction eye were cleared and flushed clean.  
Water was then injected into the pump and flowed unob
structed through the pump and out a vent on the discharge 
of the pump, indicating that the pump and associated piping 
were clean.  

In addition to the above action, samples were taken 
and analyzed for boron concentration on the common suction 
header to the pumps; the individual discharge lines and the 
four accumulators. The results were 6,000 ppm on the suc
tion, 2,160 and 2,190 on the discharge and 2,000, 2,075, 
2,470 and 2,145 for the four accumulators.  

The boron injection tank was checked for leakage 
past the two normally closed parallel motor operated dis
charge valves and it was found that the valves were leak
ing. A review of boron injection tank level readings 
taken prior to the occurrence indicated that leakage had 
probably started following a spurious safety injection on 
May 4, 1974. The valves were stroked several times and 
flushed clear. Leakage through the valves was then found 
to have been stopped.  

Following the return of No. -23 safety injection pump 
to service, the suction piping of No. 21 pump was removed 
for inspection, however, no boron blockage was observed.  
The suction piping for all three pumps was flushed and 
sampled until the high concentration of boron was removed.



As an immediate means for preventing recurrence, 
a requirement to insure that there is no leakage past 
the boron injection tank normallyclosed outlet valves 
o-nce they have been opened and re-closed is being fac

tored into plant operating procedures. Further inves
tigation with regard to what additional measures are 
appropriate is continuing.  

10. Notification: 

Mr. Bert Davis of the Region I Regulatory Opera
tions Office was notified of this occurrence by Michael 
F. Shatkouski at 10:30 A.M. on May 10, 1974 by telephone.


