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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS h
l i ( O l |The cause was operator error by the Shif t Supervisor. It had been a standard oracticel

|i ii | [that during this maintenance the detector would be considered inoperable, and the I

m jaction to be taken within one hour be started immediately. This was in case the work I

g1 ;3| | took longer than one hour. The Shift Supervisor has been counseled about the require-]

|[i i4 i |ments. 80
7 8 9

ST S % POWER oTHER STATUS IS O RY DISCOVERY DESCRIPTION

| 115 | | E |@ | 0 | 6 | 8 ]@| NA | |A |@| Shif t Supervisor observation |

ACTIVITY CO TENT
RELEASto OF RELEASE AMOUNT OF ACTIVITY LOCATION OF RELEASE

NA | | NA |[.1 ,l,6,,j [,Z,,_j @ J@|
7 8 9 to 11 44 45 80

PERSONNEL EXPOSURES
NUYSE R TYPE DESCRIPTION

y ] 0 | 0 | 0 |@| Z |@| NA |

PERSONNEL INJURIES
NUYBER DESCRIPTION

|t la | | 0 | 0 | 0 l@| NA |
80

7 8 9 11 12
LOSS OF OR DAVAGE To FACILITY
TYPE DESCRIPTION

li 191 (Z_J@| NA |
80

7 8 9 to

PUsuCiTY Q 8204200267 820408 NRC USE ONLY *
ISSUED DESCRIPTION V,,;;/ PDR ADOCK 05000346

[,2_[0,j lNlhlNA S PDR I I I I I I I I l | I l I | *:
68 69 80 .

7 8 9 10

419-259-5000, Ext. 296 ERobert C. Kocis PHONE:DVR 82-032 NAYE OF PREPARER



.

r .,

TOLEDO EDISON COMPANY
,

DAVIS-BESSE NUCLEAR POWER STATION UNIT ONE
SUPPLEMENTAL INFORMATION FOR LER NP-33-82-18

DATE OF EVENT: March 12, 1982

FACILITY: Davis-Besse Unit 1
1

IDENTIFICATION OF OCCURRENCE: The Control Room ventilation recirculation mode
had not been established as required with an inoperable Control Room chlorine
detector

Conditions Prior to Occurrence: The unit was in Mode 1 with Power (MWT) = 1885
and Load (Gross MWE) = 610

Description of Occurrence: Optimum operation of the Control Room ventilation
chlorine detectors has been dependent on vendor recommended routine maintenance.
Prior to starting, Maintenance personnel contacted the Shift Supervisor, obtained
his permission, and as dictated by their maintenance procedure, jumpered out the
detector in preparation for removal, inspection, and repair. This rendered the
detector inoperable. The maintenance activity required more than one hour to
complete, but the Control Room ventilation was never started in the recirculation
mode as required by Technical Specification 3.3.3.7(a) in order -to insure that a
single failure from that point will not prevent Control Room isolation and cooling.

Designation of Apparent Cause of Occurrence: The cause of this occurrence was
operator error. Though he was aware that the maintenance would render the chlorine
detector inoperable, the Shift Supervisor failed to inform the Control Room opera-
tors that the maintenance was intended and that Control Room ventilation recircu-
lation was pending. When the maintenance was completed, the Shift Supervisor
realized that more than one hour had lapsed since the maintenance began and the
technical specification required Control Room ventilation recirculation mode had
not been established. This placed the unit in the action statement of Technical
Specification 3.3.3.7(a).

|
| Administrative controls (Enclosure 13) attached to the maintenance procedure ensured

that operability had been restored upon completion of the maintenance activity,
therefore satisfying the requirements of the action statement. Operability had al-

ready been restored when the Shift Supervisor realized this infraction had occurred.

Analysis of Occurrence: There was no danger to the health and safety of the public
,

or station personnel. During the time the station was in the action statement, the
redundant technical specification Control Room chlorine detector had been operable'

| as well as the non-technical specification chlorine detectors near the chlorine
| bulk storage and in the chlorine use area. It is expected that, had a chlorine
' leak occurred, proper precatuions would have been taken,
i
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TOLEDO EDISON COMPANY.

DAVIS-BESSE NUCLEAR POWER STATION UNIT ONE
SUPPLEMENTAL INFORMATION FOR LER NP-33-82-18 PAGE 2-0F 2

Corrective Action: The responsible individual has been counseled, reaffirming the
requirements, and the methods used in completing the routine maintenance have
been reviewed and determined as valid.

Failure Data: There have been no previous similar reportable occurrences.
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