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SUPPLEMENTARY INFORMATION

REPORT NO: 50-302/82-077/03L-0
FACILITY: Crystal River Unit #3
REPORT DATE: January 28, 1983
EVENT DATE: December 31, 1982

IDENTIFICATION OF OCCURRENCE:

At 003" n Decembar 31, 1982, Lo . B of the Low Pressure Injection (LPI) system was
inope. able. Two LPI Loops are required to be operable by Technical Specific ation 3.5.2.

CONDITIONS PRIOR TO OCCURRENCE:
MODE 1 (06% FULL POWL_R)
DESCRIPTION OF OCCURRENCE:

At 0030 on December 31, 1982, the circuit breaker for DHV-6 was found de-energized. This
causes Loop B of the LPI system to be inoperable (T.S. 3.5.2). DHV-6 was returned to service
immediately following discovery.

DESIGNATION OF APPARENT CAUSE:

This event was caused by personnel error. Maintenance personnel, working near the breaker,
apparently accidently opened the breaker.

WALYSIS OF OCCURRENCE:

Loop A of the LPI systern was available for emergency core cooling. Research has indicated
that DHV-6 was verified as operable jus. prior to changing from MODE 2 to Mode | at 1700 on
De~~mber 30, 1982. In addition, Loop B had been removed from service fo. maintenance from
22, on Decei..oer 30, 1982 unti. 1805 on December 31, 1982. Thus, Loop B of LPI system was
inoperable due to DHV-6 inoperability for no more than six hov . DHV-6 was capable of
performing its intended function following operator action to close .e breaker. There was no
efiect on public heal " or safety.

CORRECTIVE ACTION:

The breaker was ciosed immediately following discovery. An engineering investigation has
peen initiated to determine if further corrective actions to prevent a recurrence are required.

FAILURE DATA:

This is the first failure for DHV-6 and the twenty-second report under Technical Specification
3.5.2.



