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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES

| At 0855 during normal operation it was discovered that Emergency Feedwater Ultrasonic |

m Lflow indicator FW-312-FI exceeded the zero check low limit. This created an event |

[6]%] | contrary to T.S.3.7.1.2. Maintenance was initiated and operability was restored at |

[6T5]) | 9930. Redundancy was provided by FW-313-FI. There was no effect upon the health |

[6T6) | ©F safety of the general public. This was the first occurrence of this type and this |

G171 1 is the tenth event reported under this Specification. 1
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS @

Th cause of i \'d i i i i 13 %

Em lconsistently indicate Zero Flow. The instrument was re-zeroed and is checked
L';hlftly. The ultrasonic flow transmitters are scheduled to be replaced with conven-
Lt ional flow transmitters in conjunction with major emergency feedwater modifications
currently scheduled for 1983.
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SUPPLEMENTARY INFORMATION
Report #50~302/81-048/031~0
Tacility: Crystal River Unit 3
Report Date: August 12, 1981
Occurrence Date: July 18, 1981
Identification of Occurrence:

Esergency Feedwater Ultrasonic flowrate indicator was
inoperable contrary to Technical Specification 3.7.1.2.

Conditions Prior to Occurrence:
Mode 1 - Power Operation (88%)
Description of Occurrence:

At 0855 during normal operation, it was discovered that
Emergency Feedwater Ultrasonic Flow Indicator FW-312-FI
axceeded the zero check low 1limit. Maintenance was
initiated ,and operability was restored at 0930.

Designation of Apparent Cause:

The cause of this event is attributed to inherent inability
of the instrument to consistently indicate zero flow.

Analysis of Occurrence:

Redundancy was provided by ultrasonic flow indicator FW-313-
FI. There was no effect upon the health or safety of the
general public.

Corrective Action:

The instrument was re-zeroed and is checked shiftly. The
ultrasonic flow transmitters are scheduled to be replaced
with conventional flow transmitters in conjunction with
major emergency feedwater modification currently schedule
for 1983.

Failure Data:

This was the first occurrence of this type,and this is the
tenth event reported under this specification.




