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' EVENT DESCRIPTION AND PROBABLE CONSEQUENCES
[612] | On January 3, 1980 at 0200 hours following an actuation of Safety Features Actuation |

[6T3] | System (SFAS) level 2, it was discovered that demin water valve DW6831B did not indi-

| cate closed, and its safety actuation monitor (SAM) light was not indicating properly.|

[T5] | DW683]1 was declared inoperable, and the unit entered the action statement of T.S. |

[6]7] | no danger to the health and safety of the public or station personnel. Its redundantJ

[6T&] | isolation valve DW6831A did close on receipt of this safety actuation signal.

[6T6) | 3.6.3.1. The unit was still in hot standby at the time of the occurrence. There was ‘
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS @
[FT0] | Fhe cause of the occurrence was that the position indication switch was found out of 1

CT7] Ladjustment. The locking nut on the actuator bolt was found to he loose. Under lfain-

[TT3] | tenance Work Order 1C-200-80, this close limit switch for DW6831B was properly 1

| adjusted. At 1430 hours on January 3, 1980, the valve was declared operable, removingJ
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TOLEDO EDISON COMPANY
DAVIS-BESSE NUCLEAR POWER STATION UNIT ONE
SUPPLEMENTAL INFORMATION FLR LER NP-33-80-01

DATE OF EVENT: January 3, 1980

FACILITY: Davis-Besse Unit 1

IDENTIFICATION OF OCCURRENCE: Failure of close indication of Containment Isolation
Valve DW6E31B

Conditions Prior to Occurrence: The unit was in Mode 3, with Power (MWT) = 0, and
Load (Gross MWE) = 0.

Description of Occurrence: At 0200 hours on January 3, 1980 following an actuation
of Safety Features Actuation System (SFAS) level 2, it was discovered that DWA&31B
did not indicate closed, and its safety actuation monitor (SAM) light was not indi-
cating properly. The valve was cycled from the control room but the closed ‘light
did not come on. DW6831B was declared inoperable, and the unit entered the action
statement of Technical Specification 3.6.3.1 (action d), which required the plant
to be in hot standby. The plant was in hot standby at the time of the occurrence.

Designation of Apparent Cause of Occurrence: The cause of the occurrence was that
the close limit swiich on DW6831B had gotten out of proper adjustment, The locking
nut on the actuator bolt was found to be loose.

Analysis of Occurren-e: There was no danger to the health and safety of the public
or to station personnel. Containment Isolation Valve DW6831A which is in series
with DW6831B did go closed on receipt of this safety actuation signal.

Corrective Action: Under Maintenance Work Order IC 200-80, the close limit switch
for UW6831B was properly adjusted. The valve was cycled from the control room, and
the close indication and the SAM light indicated properly. At 1430 hours on Janu-
ary 3, 1980, the valve was declared operable removing the unit from the action
statement of Technical Specification 3.6.3.1.

Failure Data: There are no previous failures of this type.
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