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At 2020 hours on May 15, 1984, the Control Room operator noted makeup tank level
dropping at a rate of 3 GPM. This placed the unit in the Action Statement of
Technical Specification 3.4.6.2(b). Attempts to isolate the leak were unsuccessful.
A containment entry was made, and the leak was found to be in the vicinity of the
pressurizer spray control valve. At 0020 hours on May 16, 1984, a reactor shutdown
was initiated, and an Unusual Event was declared at 0130 hours. The unit entered
Mode 3 Hot Standby, at 0600 hours. During the course of the Reactor Coolant System
depressurization on May 16, the unit entered Reactor Protection System Shutdown,

|
Bypass without performing a required surveillance test which was then done later the
same day after the error was confirmed. At 1515 hours on May 16, 1984, the unit was

| removed from the Unusual Event status after the determination that the leakage was
not pressure boundary leakage. The leaking valve, RC49, the spray valve bypass, had;

a packing leak and was repacked and declared operable at 1115 hours on May 17, 1984.
During the subsequent repressurization a Reactor Protection System actuation was
received from Reactor Protection System Shutdown Bypass high pressure just prior to
removing the unit from Reactor Protection System Shutdown Bypass. This was due to

I difficulties in pressure control at this point in the repressurization. Since a
manual trip of the Reactor Protection System is called for in this time frane by the

2 Startup Procedurc PP 1102.02, the automatic trip was interpreted as non-reportable
under 10CFR50.72, and notification within four hours was not made to the NRC. The
station has since been informed that it should have been reported.
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Description of Occurrence: At 2020 hours on }by 15, 1984, a Control Room operator
noted makeup tank level decreasing at a rate of 3 GPM with the plant in Mode 1 at
94% power. This placed the unit in the action statement of Technical Specification
3.4.6.2(b) which allows up to 1 GPM of unidentified reactor coolant leakage, and the
unit entered action item (b) of Technical Specification 3.4.6.2 which requires
reduction of the leak rate to within limits within 4 hours, or Hot Standby within
the next 6 hours, and in Cold Shutdown within the following 30 hours.

The Control Room began isolating portions of the Makeup System to try to isolate the
leak, but the leak rate did not decrease. At 2323 hours on May 15, 1984, a contain-
ment entry was made at power to locate the leak. At 2330 hours, the containment
entry crew reported that the leak was in the vicinity of the pressurizer spray valve
(RC2).

A reactor shutdown was initiated at 0020 hours on May 16, 1984. At 0130 hours on
May 16, 1984, the Shift Supervisor declared an Unusual Event since the containment
entry crew could not determine that the leak was not from a pressure boundary and,
therefore, could not be necessarily classified as identified leakage. At 0600 hours
on May 16, 1984, the leak was manually isolated which removed the unit from the
Unusual Event and removed the unit from the action items of Technical Specification
3.4.6.2. It was discovered that the leakage was from the spray valve bypass valve
(RC49) packing.

At 0740 hours on thy 16, 1984, in the course of the reactor shutdown and depressuri-
zation, the unit went into Reactor Protection System (RPS) Shutdown Bypass without
the surveillance requirements of Technical Specification 4.3.1.1 being met. This
was confirmed later on May 16, 1984, and the Surveillance Test ST 5030.15 was begun
and finished with Shift Supervisor approval at 0100 hours on May 17, 1984.

At 1245 hours on May 17, 1984, the unit received a RPS actuation due to reaching the
RPS shutdown bypass high pressure trip setpoint prior to the point in the startup
procedure where shutdown bypass is removed. This occurred when they were increasing
pressure to clear the Safety Features Actuation System (SFAS) Reactor Coolant System
(RCS) low pressure trips which were set high in the SFAS instrumentation allowable
band at this time. That situation, plus the error inherent in the wide-range RCS
pressure strip chart recorders that the operators were looking at for manually
controlling pressure caused them to approach and reach the RPS shutdown bypass trip
setpoint before they could stop the pressure increase and maintain pressure in order
to remove the RPS shutdown bypass. This automatic RPS trip occurred just prior to a
preplanned manual trip as per PP 1102.02, Plant Startup Procedure. Since the

2 automatic trip was just before the preplanned trip, it was interpreted as non-
reportable under 10CFR50.72, and no notification was made to the NRC within four
hours.
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Designation of Apparent Cause of Occurrence: The apparent cause of this occurrence
was a component failure of the packing of the mini-spray valve RC49. This valve is
cet in a throttled position so the packing is always exposed to system pressure.

The cause of the failure to perform the surveillance test on the RPS shutdown bypass
channels was due to personnel error related to the fact that each RPS channel is

tested monthly. However, previous to this event the monthly test didn't include the
check on the bypass circuit that must be done prior to enabling shutdown bypass on a
reactor shutdown.

The cause of the RPS actuation during the subsequent unit repressurization was due
to operational dif ficulties concerning pressure control at this point in the startup. '

-2 The cause of the failure to call the NRC about the automatic RPS trip was due to an
error in the interpretation of 10CFR50.72.

Analysis of Occurrence: There was no danger to the health and safety of the public.
All the leakage was internal to the containment vessel. No radioactive release
occurred as a result of this occurrence. The unit was shutdown in an orderly,
controlled manner.

Corrective Action: At 1515 hours on bby 16, 1984, RC49 (mini-spray valve) was
isolated, and the line was permitted to depressurize prior to maintenance. Mainten-
ance personnel found about half of the packing blown out of RC49. The remaining
packing was removed from RC49, and the valve was repacked under Maintenance Work
Order 1-84-1602-00. The valve was manually cycled and relocked in its throttled
position and declared operable at 1115 hours on May 17, 1984.

'2 Toledo Edison installed graphite style packing in selected RCS valves during the
1984 Refueling Outage to determine if reliability could be improved.

The Surveillance Test, ST 5030.15, for the RPS shutdown bypass circuits was performed
immediately after it was determined that it wasn't done as required earlier in the
reactor shutdown process. RPS Channel Check Monthly ST 5030.02 was modified by
procedure modification M-7888 to require the applicable sections of ST 5030.15 be
done on a monthly basis, regardless of plant operating mode, such that it will
always be current when needed during a plant shutdown. The Shutdown Procedure
PP 1102.10 was modified by procedure modification M-7804 to require ST 5030.02 to be
current before initiating RFS shutdown bypass.

2
In addition, the Plant Startup Procedure PP 1102.02 was modified by procedure
modification T-8428 to ensure the Reactor Operators understand the need te maintain
RCS pressure in the 1700-1725 psig band prior to manually tripping RPS and going out
of shutdown bypass.

An inter-company memorandum was distributed to all licensed personnel to provide
clarification of 10CFR50.72 on the need to notify the NRC within four hours of an
Engineered Safety Features Actuation.
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Failure Data: No similar occurrences have been reported,
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Report No.: NP-33-84-06 DVR No(s): 84-063, 84-066, 84-067'
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TOLEDO

%ms EDISON
February 20, 1985

Log No. K85-424
File: RR 2 (NP-33-84-06)

Docket N'o. 50-346
License No. NPF-3

U. S. Nuclear Regulatory Commission
Document Control Desk
Wa e* 'agton, D. C. 20555

Centlemen:

Enclosed is Revision 2 to Licensee Event Report 84-006. The revisions to
the report are indicated by a "2" in the left margin of each page.

Please destroy or mark superseded your previous copy of this report, and
replace with the attached revision.

Yours truly,

Stephen M. Quennoz
Plant Manager
Davis-Besse Nuclear Power Station
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Enclosure

cc: Mr. James G. Keppler,
Regional Administrator,
USNRC Region III

Mr. Walt Rogers
DB-1 NRC Resident Inspector
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