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Plant and System Identification:

Westinghouse 4-loop Pressurized Water Reactor = 90Q MwWe.

Identification of Occurrence:

Two out of two independent manual channels in the Safety Injection System
were tested and found inoperable.

Event Date:

Janvary 17, 1986

Reference:

Significant Occurrence Report No. 86-27

Past Similar Occurrences:

None.

De ec riﬁion of Occurrence:

Unit 2 wae at cold shutdown for a refueling outage that bhegar Janvary 14,
1986. The test, "PT-R-13 - Safety Injection System", was in progress on
Janvary 17, 1986 (Technical Specification 4.5A.1.0.) when manval safety
injection Train B would not actuvate. During cont.nuation of the test,
manual safety injection Train A aleo failed to actvate despite several
previouse successful actuatione., Train A - Phase A containment isolation
did not maintain the Train A - Phase A valves closed when safety
injection wae reset. The valves opened instead of remaining closed as
designed.

Before the test there were no existing indicatione of inoperability that
could have contributed to these test failures.

Avtomatic safety injection pump breakerse tested eatisfactorily. Valve
sequencing and timing tested eatisfactorily for those valves which were
operable. Valves which were inoperable were in the fail-safe poesition.

Non-actuation of both manual safety injection traine and Train A - Phare
A containment isolation is attributed to failure of the latching
mechanism on Westinghouse MG-6 relaye.
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Analyeis of Occurrence:

Thie occurrence is a reportable event hecaure the gondition of the
Westinghouse MG-6 relay caused two manual trains to become inoperable in
the Safety Injection System (emergency core cooling eystem). Thie
condition developed during the test as described above. Automatic
operation of the system was available if reaquired. Even in the ahsence
of one automatic train, minimum engineered safety featuree would still
have bheen available and the inoperable train could have been restored by
procedure on a component by component basis. System operation ie not
required at cold shutdown. The public health and safety were not

affected.

Cause of Occurrence:

Examination of the latching mechanism of the relayse indicated that wear
of the pivoting surfaces had reduced the clearance between the latch
ecrew and latch plate which prevented the relays from latching after
actuation. Adjuitment of the clearance to specification restored normal
operation of the relays, confirming the cause of the malfunction.

The failure of the Train A - Phase A containment isolation relay to
maintain ‘the Train A - Phase A valvee clored involved the failure of
contacts within the relay's coil circuit to actuate, latch and
de-energize the coil. Although the coil had appeared to latch, it had
not latched, and the coil only de-energized when safety injection Train A

war reset.

Corrective Action:

The reduced clearance hetween the latch ecrew and latch plate, which
prevented the relays from latching after actuation, wae corrected by
adjueting the latching screw clearance to specification in the three

relaye.

Each of the safety injection traine hae six relaye. A check of the
clearances in the nine remaining relays will be conducted and where
necessary they will he adjusted to specification.

Investigation of eimilar failures at other vtilities indicated comparable
corrective action wae taken.

All retesting of the syetem will be completed during the 1986 refveling
ouvtage.

To permit additional failure analyeie ae soon as two replacement relaye
can be obtained, and an outage of sufficient duration occure, we plan to
replace two of the relays that required adjustment of the latching ecrew.




