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EVENT oEscmPnow AND PROBABLE CONSEQUENCES
[G12] | (NP-33-83-01) At 1005 hours on 1/4/83, loss of power to the loop 2 main feedwater |

ERER |block valve initiated a feedwater transient. The transient caused power reduction of |

[6Ta] |the plaat which resulted in an axial power imbalance in excess of Technical Specifica-|

[6T5] |tion 3.2.1. This event was determined to be reportable 1/14/83. There was no danger |

[0T6] [t© the health and safety of the public or station personnel. The negative imbalance |

[6]7] |was an expected response to control rod insertion and presented no safety concern. 1
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CAUSE DESCRIPTION AND connecnvs ACTIONS
[F]0] | The cause was the control rod insertion from about 95% to 757 withdrawn during the 1

1] |feedwater transient. Withdrawal of the control rods by operators restored imbalance |

| to within limits, removing the unit from the :.ion statement of Technical Specifica-|

| tion 3.2.1.a. 4
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TOLEDO EDISON CUxPANY
DAVIS-BESSF NUCLEAR POWER STATION UNIT ONE
SUPPLEMENTAL INFORMATION FOR LER NP-33-83-01

DATE OF EVENT: January 4, 1983 (determined tc be reportable January 14,
1983)

FACILITY: Davis-Besse Unit 1

IDENTIFICATION OF OCCURRENCE: Axial Power Imbalance limit exceeded

Conditions Prior to Occurrence: The unit was in Mode 1, with Power
(MWT) = 2733 and Load (Gross MWE) = 912

Description of Occurrence: At 1005 hours on Jaruary 4, 1983, loss of
power to the loop 2 main feedwater bleck valve initiated a feedwater
transient due to the loss of valve position indication to the Integrated
Control System (ICS). In respcnse to the transient, the 1CS automatically
reduced power from 100¥ to approximately 85% full power by inserting the
control rode. The operators noted an imbalance alarm coming in and then
clearing. Initial investigation indicated no limits were exceeded.
However, later review on January l4, 1983 of a surveillance test, which
happened to be being performed at the time of the transient, indicated
axial power imbalance was in excess of Technical Specification 2.2.1
limits. As required by the Technical Specificatior Action Statement
3.2.1.a, the imbalance did not exceed the limit for more than 15 minutes.

Designation of Apparent Cause of Occurrence: The cause of this event was
control rod insertion from about 957 to 757 withdrawn in response to the
feedwater transient.

Analysis of Occurrence: There was no danger to the health and safety of
the public or station personnel. The negative imbalance was an expected
response to control rod insertion and presented no safety concern. The

imbalance limit involved prevents core damage in the event of a loss of

coolant accident and is not a core safety limit.

Corrective Action: Withdrawal of control rods by operators restored
imbalance to within limits, removing the unit from Technical Specification
Action Statement 3.2.l.a. This was the correct response to such an event.
(Facility Change Request 81-277 will correct the condition which caused
the runback by powering the block valve position indicaticn out of the
1CS.)

Failure Data: There have been no previous similar cccurrences.

LER #83-001



