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Dear Mr. O'Reilly:

Please find attached Reportable Occurrence Report RO-287/81-04. This report is
submitted pursuant to Oconee Nuclear Station Technical Specificatiom 6.6.2.1.b(2),
which concerns operation in a degraded mode permitted by a limiting condition

for operation, and describes an incident which {s considered to be of no signi-
ficance with respect to its effect on the health and safety of the public.

Very truly yours,
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Report Number: RO-287/81-04

Report Date: April 10, 1981

Occurrence Date: March 12, 1981

Facility: Jconee Unit 3, Seneca, South Carolina

ldentification of Occurrence: Failure of Value 3FDW-105 To Close Electrically

Conditions Pricr to Occurrence: Hot shutdown

Description of Occurrence: At 0420 hours on March 12, 1981 valve IFDW-105 failed
to close electrically after the chemical sampling of Steam Generator "B" was com-
plete. This constitutes operation in a degraded mode per Technical Specification
3.6.3.b(2) and is thus reportable pursuant to Technical Specification 6.6.2.1.b(2}.

Apparent lause of Occurrence: Investigation found no apparent problems with the
valve operation. However, initially there was no open indication light in the
control room when the valve was cycled. After ome complete cycle and each
subsequent cycleing of the vaive, all indications of valve position worked pro-
perly.

Analysis of Occurrence: The unit was in hot shutdown, and manual isolation was
obtained within the time permitted by the Technical Specifications. Also, the
redundant automatic isolation valve was operable. Thus, the health and safety
of the public were not endangered by this incident.

Corrective Action: Immediate corrective actiom consisted of manually closing
JFDW-105 and operning the circuit breaker disabling the valve per Technical
Specification 3.6.3. The existing troubleshooting procedure is not entirely
adequate regarding troubleshooting motor operated valves, therefore, a procedure
wvill be written to cover troubleshooting motor operated valves. The current
procedure is a generic troubleshooting procedure and does not specifically
address items necessary to diagnose EMO problems.




