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r.E H lAt 0540, on September 15 1982, while performing surveillance on decay heat |3

LEtj iline "B", a valve (DHV-111) failed to control flow as intended. This is con-1
ryn |trary to the requirements of T.S. 3.5.2. Operability was restored at 1500 ont

r.EU lSeptember 16, 1982. Decay heat line "A" was available to provide emergency I

r.EE E Icore cooling. There was no ef fect on public health or ' safety. This is the i

r.m I fif th occurrence for DHV-Ill and the twenty-first report under this Specifi- I

g gcation. I
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EE H IThis event was caused by an inocerable flow switch. The switch was reolaced |

| eau l and calibrated, and DHV-111 was functionally tested with satisfactory re- 1
|

i g |sults. An engineering evaluation has determined the following additional 1
| corrective action to be implemented: (1) replace existing tiow switch with
I gasi I electronic controls t (2) change out helical nears in valve actuator. I
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SUPPLEMENTARY INFORMATION

REPORT No. : 50-302/82-059/03X-1

FACILITY : Crystal River Unit 3

REPORT.DATE : June 1, 1984

OCCURRENCE DATE: September 15, 1982

IDENTIFICATION OF OCCURRENCE:

The flow path of decay heat 1 *. ..e "B" was found to be inoperable when e valve
failed to control the flow as t ittende d . This is contrary to Technical Specifi-
cation 3.5.2.

CONDITIONS PRIOR TO OCCURRENCE:

Mode 1, Power Operation (977.)

DESCRIPTION OF OCCURRENCE:

At 0540, on September 15, 1982, while performing surveillance on decay heat
line "B", a valve (DHV-111) failed to control flow as intended. After perform-
ing maintenance, the valve was functionally tested and declared operable at
1500 on Septeriber 16, 1982. Decay heat line "A" was available to provide
emergency core cooling.

DESICNATION OF APPARENT CAUSE:

This event was caused by a stuck signal switch.

ANALYSIS OF OCCURRENCE:

There was no effect on public health or safety.

CORRECTIVE ACTION:
;

| The signal switch was replaced and calibrated, and the valve was functionally
''

tested satisfactorily. An engineering evaluation determined the following
! additional corrective action to be implemented:

,

Replace existing flow switch with electronic controls.1.
|
' 2. Change out helical gears in valve actuator.

!

FAILURE DATA:

This was the fifth occurrence for DHV-111 and the twenty-first report under
this Specification.
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