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EVENT DESCR!?T!ON AND PROBABLE CONSEQUENCES .
[612] | On June 21, 1980, with Unit | in startup and on July 3, 1980, with Unit | in shut- |
CRERlL down, valve '-203-2C failed to close whiie testing. Consequences were minimal |
| because valve 1-203-1C would have supplied the required isolation had the need 1
T3] | risen. |
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CAUSE DESCRIPTION AND CORF’.ECTIVE ACTIONS
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el The cause of both occurrences was an improper adjustment of the exhaust restrictor |
sl on the pilot valve resulting in a pneoumatic lock which prevented the main valve 1
T3 | from closing. The pilot vaive was disiantled and properly adjusted. Procedures |
| are being revised to detect this type of failure. J [
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LER NUMBER: 80-16/03L

LICENSEE NAME: Commonwealth Edison Company
G.ad-Cities Nuclear Power Station

FACILITY NAME: Unit One

DOCKET NUMBER. 050-254

EVENT DESCRIPTION:

On June 21, 1980, Unit One was in startup and in the process of maintaining
a hot standby condition. While attempting to close valve 1-203-2C the
valve gave a dual indication. Upon further investigation it was found that
the valve had not closed Work Request Q06091 was wri. ten to correct the
problem.

On July 3, 1980, Unit One was shutdown for a minor maintenance outage.
While attempting to close the outboard main steam isolation valves as
part of a Ou.-0f-Service procedure it was found valve 1-203-2C did not
close. Work Request Q06354 was written to correct the probiem. In both
cases, the valve closed when the air supply to the valve was shut.

PROBABLE CONSEQUENCES OF THE OCCURRENCE:

The consequences of this occurrence are minimal because valve 1-203-1C
which is an in-line isolation valve, would have supplied the required
isolation had the need risen.

CAUSE :

The cause >f both occurrences was an improper adjustment of the exhaust
restrictor on the pilot valve. This blocked the exhaust flow resulting
in a pneumatic lock on the pilot valve which prevented the main valve
from closing. The valves have closing time requirement of three to five
seconds and are adjusted externally to meet this requirement. It seers
an operator closed down on this exhaust restrictor when he was sent to
reset the valve c’osure timing. The valve would work as required until
it was exercised using the test switch. This locked up the operator
pilot and prevented closure. After the June 21 incident maintenance was
done replacing the 4-way control valve. The valve .as then tested and
proven operable. Later after using the test switch the second
occurrence of July 3 took place.

CORRECTIVE ACTION:

F?llowing the July 3 incident the p-oper main.enance was performed. The
p{lot valve was dismantled from the valve and the exhaust restrictor was
d'ijusted to the proper setting. A similar incident of the type occurred
feb'UDFY 24, 1980, on valve 1-203-iB. Procedures are being revised to
CGetect this type of failure. The valve will be operated using the control
switch following ope. ation by the test switch.




