
A Southern Nuclear 

November 1, 2021 

Docket Nos.: 50-321 

ATTN: Document Control Desk 
U.S. Nuclear Regulatory Commission 
Washington, D. C. 20555-0001 

Edwin 0. Dean Ill 
Vice President - Plant Hatch 

Edwin I. Hatch Nuclear Plant - Unit 1 
Licensee Event Report 2021-003-00 

Hatch Nuclear Plant 
11028 Hatch Parkway North 
Baxley. GA 31513 
912 537 5859 tel 
912 366 2077 fax 

NL-21-0966 

High Pressure Coolant lniection Discharge Valve Failure to Open 

Ladies and Gentlemen: 

In accordance with the requirements of 10 CFR 50.73(a)(2)(v)(D), Southern Nuclear Operating 
Company hereby submits the enclosed Licensee Event Report. 

This letter contains no NRC commitments. If you have any questions, please contact the Plant 
Hatch Licensing Manager, Jimmy Collins, at 912.453.2342. 

Respectfully submitted, 

Edwin D. Dean Ill 
Vice President - Plant Hatch 

ED/CJC 

Enclosure: LER-2021-003-00 

Cc: Regional Administrator - Region II 
NRR Project Manager - Plant Hatch 
Senior Resident Inspector - Plant Hatch 
RTYPE: CHA02.004 
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NRC F.ORM 366 U.S. NUCLEAR REGULA TORY COMMISSION APPROVED BY 0MB: NO. 31&0-0104 EXPIRES: 0813112023 

LICENSEE EVENT REPORT (LER) 
(See Page 3 for raqulnKI number of dlgltslcharactens for each block) 

(See NUREG-1022, R.3 for instruction and guidance for completing this form 

~111:o . .11ovtroJfli!lG·rrotd®-col!ect10nGtnur4QJ!.1lAffltr.10wra/l 

Estimated burden per response ID comply with this maidatoly CCJlection request 80 hows. Reportad 
lessons learned are inoorporalad into the licensing process and 19d back ID iqduslry. Send com!Mlll$ 
regarding burden 8$tima18 ID Iha FOIA, U!raly. and lnfu!maoon Colections Blllllcll (T-6 A 11N), U.S, 
Nuctear Regufalofy Comnissiln, washilgllln, DC 20555--0001, or by a-mail ID 
lnfucolleC1s.Resource@nrc.gov, and Ille 0MB 19Viewer at 0MB Offi:e of lnfoonation 1111(1 Regulalnry 
Affais. (315G-0104), Attn: Desk ail: ~O,,jQY. The NRC 11181 not aJl1ducl Cf 

spomor, and a pen;on is not ,equirad to respond 10, a collection of irtoona1ion unless the document 
niquesting or raquilil'Q the ccllection cflSl)layS a cummtty valid 0MB control number. 

1. Facility Name 2. Docket Number 3. Page 
Edwin t. Hatch Nuclear Plant Unit 1 

05000 321 1 OF 2 

4. Title 
Unit 1 High Pressure Coolant Injection System discharge valve failure to open 

5. Event Data 8. LER Number 7. Report Date 8. Other Facllltlff Involved 

Monlh Day Yur Year Sequential Revlalon Month Day Yor Facility Name Docket Number 
Number No. 

05000 

09 08 2021 2021 - 003 - 00 11 01 2021 Fac!Hty Name Docllet Number 

05000 

9. Operating Mode rO. Power Level 
1 100 

11. This Report Is Submitted Pursuantto the Requirements of 10 CFR §: (Check all that apply) 

10 CFR Part 20 □ 20.2203(a)(2)(vl) □ 50.36(c)(2) □ 50. 73(a)(2)(1v)(A) □ 50. 73(a)(2)(x) 

□ 20.2201(b) □ 20.2203(a)(3)(1) □ 50.48(a)(3)(11) □ 50. 73(a)(2)(v)(A) 10 OfR Part73 

□ 20.2201(d) □ 20.2203(a)(3)(11) □ 50.89(g) □ 50. 73(a)(2)(v)(B) □ 73. 71.(a)(4) 

□ 20.2203(a)(1) □ 20.2203(a)(4) □ 50,73(a)(2)(1)(A) □ SO. 73(a)(2)(v){C) □ 73.71(a)(5) 

D 20.2203(a)(2)(1) 10 OF-R Part 21 □ 50.73(a)(2)(I)(B) ~ 50. 73(a)(2)(v)(D) □ 73.77(8)(1)(1) 

□ 20.2203{a){2){H) D 21.2(c) □ 50. 73(a)(2)(1)(C) □ so. 73(a)(2)(vll) □ 73. 77(a)(2)(I) 

□ 20.2203(a){2)(iil) 10 CFR Part 50 □ 50.73(a)(2)(11)(A) D 50.73(a)(2)Mlll(A) □ 73.77(a)(2)(11) 

□ 20.2203(a)(2}(1v) □ 50.36(c)(1)(1)(A) □ 50.73(8)(2)(11)(8) □ 50. 73(a)(2)(vlll)(B) 

□ 20.2203(a)(2)(v) □ 50.36(c)(1 )(ll)(A) □ 50. 73(a)(2}(111) □ 50. 73(a)(2)(Ix)(A) 

□ OTHER (Specify here, in abstract, .or NRC 366A). 

12. Licensee Contact for this LER 

LicenaNContact Phone Number (!nol!lclt IIWI IIOC!1) 

Edwin I. Hatch / Jimmy Collins - Licensing Manger 912-453e2342 

13. Complete One Line for each Component Failure Described In this Report 

Cauae System ComJ)Oflent Manufacturer Reportable to IRIS Cause System Component Msnufai;turvr Rtportl»lt to IRl!I 

A BJ ISV L200 y 

14. Supplemental Report Expected YHr 

Ill No ID Yes (If yes, ~mplete 15. Expected Submission Date) 
15. Expected Submlaalon Date 

16. Abstract (Limit lO 1560 spaces. Le., approximately 15 single-spaced typewritten lines) 

On September 8, 2021 , while Unit 1 was at 100% rated thermal power, the High Pressure Coolant Injection (HPCI) pump 
discharge isolation valve was stroked closed as a part of a valve surveillance activity. Up to this point, HPCI was operable, 
When the valve was given an open signal, the valve did not return to the open position. Without the ability to open this valve, 
HPCI is inoperable. 

Systematic troubleshooting determined that the pinion gear key in the valve actuator had not been properly staked during 
previous maintenance activities in 2006, leading to the key moving and the pinion gear disengaging from the actuator motor 
shaft. This caused the valve to become inoperable, not allowing it to stroke to the open position. 

As a corrective action, the pinion gear key was properly staked per procedure to the actuator motor shaft and the pinion gear 
reinstalled. 
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LICENSEE EVENT REPORT (LER) 
CONTINUATION SHEET 

(See NUREG-1022, R.3 for instruction and guidance for completing this form 

t'lltP~!lwww,nrc.govJce.agJ119.~--couecuonwnur.ea1/Jtafff111m/mJ 

Estimated burden per response lo comply 111th this m3!!(falofy collection request: 80 houis. Reported 
lessons lllamed ~ incorporalaQ inlQ the llcensk1g ~ and !81! b;lc!t lo inl!lll!~, Send comments 
lllgarding bwden estimale to the FOIA, Ubraly, and Information Collections Brandl (T-6 A 10M}. u. s. 
Nuclear Regulatory Commission, Washington, DC 20555-0001. or by e-mail to 
lnfocollec1S.Resouroe@nrc.gov, and the 0MB reviewef at QMB Office ot lnlon!tation and Regulatoly 
Affairs, (315(}0104), Attn: Desk Officer~ the Nuclear Regulaloly Commlssi>n, 725171h Straet NW, 
Washington. DC 20503; e-mail: ~~t!la.®i· The NRC may not conduct or 
sponsor, and a PMOO is not required to l9Sj)Olld to, a ootleclion of infonnatiQn 1&1less the docurpent 
requesting or requiring the collection displays a cumintly vaid 0MB conbot null!ber. 

1. FACILITYNAME 2. DOCKET NUMBER 3. LER NUMBER 

Edwin I. Hatch Nuclear Plant Unit 1 05000-1 321 
r:::7 NUMBER NO. 

I 
YEAR SEQUENTIAL REV 

~-I 003 1-0 
NARRATIVE 

EVENT DESCRIPTION: 

On September 8, 2021 at 0159, while Unit 1 was in MODE 1 at 100% rated thermal power, the High Pressure Coolant 
Injection (HPCI) pump [EIIS BJ} discharge isolation valve [EIIS ISV] was stroked closed as a part of a valve surveillance 
activity. Up to this point, HPCI was operable. When the valve was given an open signal, the valve did not return to the 
open position. Without the ability to open this valve, HPCI is inoperable. There was no other safety related equipment 
inoperable that contributed to this event. HPCI was returned to operable status on September 9, 2021 at 1444. 

EVENT CAUSE ANALYSIS: 

Systematic troubleshooting determined that the pinion gear key in the valve actuator had not been properly staked during 
previous maintenance activities in 2006, leading to the key moving and the pinion gear disengaging from the actuator 
motor shaft. This caused the valve to become inoperable, not allowing it to stroke to the open position. The cause of the 
incorrect staking was the SNC maintenance electrician performing the activity in 2006 did not peen enough metal to 
retain the key as was required in the guidance/procedure. 

REPORTABILITY ANO SAFETY ASSESSMENT: 

HPCI does not have a redundant system; therefore, this condition is being reported as an event or condition that at the 
time of discovery could have prevented the fulfillment of the safety function per 10 CFR 50.73{a)(2)(v)(D). While the 
HPCI system was inoperable, the Reactor Core Isolation Cooling (RCIC) system and low pressure emergency core 
cooling systems were operable. Therefore, there were no safety consequences due to this event. The operating crew 
responded correctly to the event. The event was within the analysis of the UFSAR Chapter 15. There was not a release 
of radioactivity during this event. 

CORRECTIVE ACTIONS: 

As a correc.tive action, the pinion gear key was properly staked per procedure to the actuator motor shaft and the pinion 
gear reinstalled. 

PREVIOUS SIMILAR EVENTS: 

None 
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