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[TTa] |or to Chlorine Detector #1 in the block house by the chlorine car. The chlorine de- |
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CAUSE DESCRIPTION AND CORHECT'\ E ACTIONS

| The cause of t“is event was a blown 10 amp fuse in circuit Y11l. Due to added heat
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. TOLEDO EDICON COMPANY
i DAVIS-BESSE NUCLEAR POWER STATION UNIT ONE
SUPPLEMENTAL INFCMATION FOR LER NP-33-81-12

DATE OF EVENT: February 18, 1981

FACILITY: Davis-Besse Unit 1

IDENTIFICATION OF OCCURRENCE: Control Room Ventilation Chlorine Detection System
inoperable.

Conditions Prior te Occurrence: The unit was in Mode 1, with Power (MWT) = 2772 and
Load (Gross MWE) = 920 ;

Description of Occurrcnce: On February 18, 1981 at 0430 hours the control room venti-
lation dampers tripped shut. An investigation showed no power available to the Chlorine
Detector 1 above the control room or to the Chlorine Detector 1 in the block house. The
Chlorine Detection System was declared inoperable. The station entered the Action State-
ment (a) of Technical Specification 3.3.3.7 which required that within one hour the sta-
tion initiate and maintain o~eration of the control room ventilation system in the re-
circulation mode of operation. The Control Room Emergency Ventilation System was placed
in recirculating mode within the one hour required limit.

Designation of Apparent Cause of Occurrence: The :zause of this event was a blown 10 amp
fuse in the Essencial 120 VAC Instrument Distribution Panel "Y1" for circuit Y111, This
=aused a loss of .he #1 Side Chlorine detectors. Prior Lo this event, Facility Change
Request 77-356, Supplement 7 had been written to install a 15 amp fuse in the Circuit Y111
in lieu of the 10 amp fuse. This supplement was written because the 10 amp fuse was not
adequate in this circuit due tc added heat tracing. However, this eupplement was not

implemented prior to this event, and consequently the fuse blew due to the increased load
in the circuit,

Analysis oi Occurrence: There was no danger to the health and safety of the public or to
station perscnnel. The loss of power to the chlorine detectors caused the norma! venti-
lation damper to close per design. The control room emergency ventilation system was then
available to maintain the control room habitat.

Corrective Action: Maintenance electricians replaced the blown fuse the same morning under
Maintenance Work Order 81-1019. This restored the chlorine detection system to an oper-
able condition and removed *he statien from Action Statement (a) of Tochnical Specification
3.3.3.7. The contrsl room emerg’ ncy ventilation system was shutdown, and the normal con=-
trol room ventilation was s*arted at 03525 hours on Fevruary 18, 1981.

Facility Cheage Request 77-356 Supplement 7 has been implemented to install the correct
fuse size.

Failure Data: Previous failures of the chlorine detection system were reported in
Licensee Event Reports NP-33-77-31 and NP=33-77-178.
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