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In accordance with the requirements of the Technical Specifi-
cations to Facility Operating License DPR-26, the attached
report of an Abnormal Occurrence is submitted.

Walter Stein, Manager
Nuclear Power Generation
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Regulatory Operations
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Report Number: 50-247/5-2-5

Report Date: April 4, 1975
Occurrence Date: March .25, 1975
Facility: - Indian Point Unit No. 2

Identification of Occurrence:

This abnormal occurrence was the type identified by Tech-
nical Specification 1.8.d and relates to a malfunction of
valve 822A which is a motor operated valve in the compo-
nent cooling system on the outlet of residual heat ex-
changer No. 22.

Conditions Prior to Occurrence:

At the time of the occurrence, Unit No. 2 was in the cold
shutdown condition for a planned outage which began on
February 28, 1975.

Description of Occurrence:

During the outage, Valve 822A had been operated several
times to provide cooling water to the residual heat re-
moval system. However, on March 25, 1975, when the valve
was signalled to open, it did hot respond. To provide
cooling water the operator utilized the alternate path

to residual heat exchanger No. 21l.

Designation of Apparent Cause of Occurrence:

The investigation conducted to determine the cause of
the malfunction revealed that a bronze worm gear in the
limitorque operator was partially stripped. The gear
teeth also showed excessive wear on both sides such that
the edge of the teeth were reduced to a sharp edge. It
was also noted that foreign material in the form of dirt,
lagging dust and pieces of string were between the drive
nut and the valve stem lead screw.

It was concluded that the bronze worm gear was heavily
loaded, due to the foreign material on the valve stem
lead screw, on both the open and close direction to the
point where the gear teeth were stripped.

Analysis of Occurrence:

Valve 822A is a motor operated valve in the component
cooling system and is located on the outlet of residual
heat exchanger No. 22. Valve 822B, which is a redundant
valve, is associated with No. 21 residual heat exchanger.
This redundant valve operated satisfactorily following
the occurrence. In the event safeguards actuation occurs,
only one of these two valves are required to open and
provide cooling water to its associated heat exchanger.:
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Since valve 822B was operable and would have provided the
required cooling water had safeguards actuation been in-
itiated, the safety implications of this occurrence are
considered slight.

Corrective Action:

The stripped bronze worm gear was replaced. In addition,
the valve stem lead screw was cleaned. Following reassem-
bly, the valve was tested satisfactorily. Redundant valve
822B was also inspected and found to be in satisfactory
condition.

Failure Data:

Valve 822A Operator

Philadlephia Gear Co.
Limitorque Division
Model No. SMB-00-10
Serial No. 87676A

A previous malfunction of a limitorque operator (A.O.-
5-2-4) was reported to the Commission by letter dated.
March 28, 1975. This previous malfunction involved a
cracked operator casing and was not similar to this oc-
currence.

Notification:

An initial report of this occurrence was provided the
Region 1 Office of Inspection and Enforcement by tele-
phone on March 25, 1975 followed by letter dated March
26, 1975. '



