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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES ‘
[6T7) |¥ith the unit in cold shutdown, while performing MSIV leakage confrol |

(system LSFT per HNP-2-3016, bleed valve 2E32-F001B indicating lights |

(6Ta) (went out. This valve is essential for "B" system operability. The red-]

[6]5) (undant outboard system was found to be operable. This is a nonrepetii- |

[6]z) Live occurrence. This event posed no threat to public health or safety. |
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS
["T7) LThe cause _of this event was an undersized thermal overload switch., A |

GCI7] Lcircuit overload caused a trip of power supply breaker. The switch was |

[F17] Lreplaced, and the valve functioned properly. A1l other similar valves |

(T3] Lin this system functioned properly. N
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LER #: 50-36611080-NK4

Licensee: Georgia Power Companv
Facility Name: TRdwin T. Wateh 7
Docket #: 50-366

Narrative Report
for LER 50-366/1980-064

With the wnit in cold shutdown, the MSIV lea%age control

system LSTT was being performed per ®WYP-2-3016, After
successful'® cycling inhoard bleed wvalve 2FE32-F001R per
procedure, the position indicating lights went out, pon
investigation, it was found that the thermal overload switch
in the wvalve's motor control center was undersized,. Thisg

caused a circuit overload and a trip of the circuit hreaker,
The switch was replaced an? the motor was retested, The valve
was ‘ouand to function properly after repair was complete, AN
sther valves of this tvpe in the system were cycled during
per formance of MNP-2-3016 and were found to “e functianing
properly,

This valve is essential to operahilitv of the "B" part of the
inboard system which serves main steam line "A". ‘1owever, the
entive outhoard svstim was frand to be opershle and would have

been capahla of serving main stzam line "A" had this event
occurred during power operation. Since this event oceurrod
and was resolved during unit shutdown, no tireat was posed to
public health or safetv, This is a non-repetitive

occurrence., Unit 1 does not have this systeam, and this event
is not generic.



