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TOLEDO EDISON COMPANY
DAVIS-BESSE NUCLEAR POWER STATION UNIT ONE
SUPPLEMENTAL INFORMATION FOR LER NP-33-82-19

DATE OF EVENT: March 23, 1982

FACILITY: Davis -Besse Unit 1

IDENTIFICATION OF OCCURRENCE: Locked Valves Found in Wrong Position

Conditions Prior to Occurrence: The unit was in Mode 6 with Power (MWT) = 0 and
Load (Gross MWE) = 0

Description of Occurrence: On March 23, 1982, Operations personnel discove:red that
Containment Spray Lower Spray Header Isolation Valve, CS20, a locked valve, was
locked in the wrong position (closed). It was immediately restored to its proper
position (open) and locked. As a precaution, PT 5186.01, "Locked Valve Verification
Periodic Test" was performed on March 25, 1982, to ensure that all other locked
valves were in their proper position. As a result of this test, two valves, Auxili-
ary Feedwater Pump 1-1 Suction Isolation Valve FW786 and Auxiliary Feedwater Pump
1-2 Suction Isolation Valve FW790, were found out of their normal positions and not
logged in the Locked Valve Log. Both occurrences are in violation of Administrative
Procedure AD 1839.02, "Operation and Control of Locked Valves" which states that all
locked valves shall be locked in their designated positions or, when required to be
abnormally positioned, be unlocked and logged in the Locked Valve Log as descrioed
in AD 1839.02.

This occurrence is being reported per Technical Specification 6.9.1.9.c which requires
30 day written notice of occurrences in which inadequacies in the implementation of
administrative or procedural controls which threaten to cause reduction of the degree
of redundancy provided in reactor protection systems or engineered safety features
systems are observed.

Designation of Apparent Cause of Occurrence: This occurrence is attributed to person-
nel error. A thorough investigation indicates that CS20 had been placed in an abnor-
mal position and subsequently restored and locked during the performance of 2 contain-
ment penetration local leak rate test on March 19, 1982. Plant operations during

this time period did not require any repositioning of FW786 and FW790. Review of the
control schemes for these valves indicated that the planned electrical bus outages
occurring during this time period could not reposition FW786 and FW790. The investi-
gation concluded that personnel error was the cause but it was undetermined from which
person or persons these occurrences originated.

Analysis of Oc:vrrence: There was no danger to the health and safety of the public
or station personnel. Since the unit was in Mode 6 at the time of this occurrence,
the affected systems, Containment Spray and Auxiliary Feedwater, were not required
for the safe operation of the plant.
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Corrective Action: The Operations Engineer conducted intensive meetings and train-

ing sessions with all shift operators on this incident. These meetings consisted
of a detailed discussion of the following topics:

1) The safety significance and implications of having locked valves in
uncontrolled ané incorrect positions,

2) Definition of a locked valve and the detailed procedure for placing a
locked valve in an abnormal position and for restoring that valve
to its normal locked position, and

3) The responsibilities that all operators have concerning locked valves

In order to further control the locked valve keys, all locked valves will be fitted
with new locks and a separate key cabinet for locked valve keys will be installed
in the Shift Supervisor's office. Until these new locks are installed, Operations
will perform PT 5186.01 every four days on selected locked valves (see Modification
T-6201 attached to PT 5186.01).

Failure Data: A similar occurrence has occurred, see Licensee Event Report
NP-33-82-12 (82-010).
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