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EVENT DESCRIPTION AND PROB ABLE CONSEQUENCES h
o 2 | 0n 7/20/79 at 2300 hours. Group 5 Rod 4 was placed in asymmetric bypass because of I

I"i)T31 I fluctuating absolute position indication (API) . On 7/22/79 at 0705 hours while verif y-f-

ing relative position indication (RPI) f or Gr oup 5 Rod 4, it wa-t discovered that Rod 6|o 4

The API for both rods were declared in- |gg | of Group 5 showed 50% withdrawn on the API.

[ operable which placed the unit in the Action Statement of Technical Specification __ ._ _ _.0 C

3.1.3.3. There was no danger ta the health and safety of the public or station per- Jo ,

isonnel. The RPI and zone reference indication for both rods were operuble. ]
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS

j i j o | |The cause of this occurrence is believed to be due to oxide buildup on the PI tube ree4

| switches. The Group 5 rods were inserted until the next reed switch actuated and I
i i

g,,7; | cleared the asymmetric alarm. At 0934 hours, the Group 5 rods were taken out o f a s"m- [

| metric bypass and declared operable. The station is investimsting possible methods j
i 3

[ of removal of the oxide film. |
i 4

80
7 8 9

51 S N POWE R oTHER ST ATUS DISC OV RY DISCOVERY DESCRIPTION

|iI5| b @ |0 19 9 |@| NA | | A |g| Operator observation |

ACT IVI T Y C TENT
RELEASED OF RELE ASE AMOUNT OF ACTIVITY LOCATION OF RE LEASE

NA |li|G||zl @ ] g NA

7 8 ') 10 11 44 45 80

PERSONNEL 6 XPOSLHES
NUUR E R TYPE C E SCRIPTI ON

NA |1010101@LzJ@|i 7

PERSO%E L INJUHIES E h ['* ''' I f ft
NWo E R D E SCR t P TION yi7J ^ *p uqWr

|NA u% ve, m t
.

|0|0|0|@li a
SO

7 8 9 11 12
L O',5 0F OF D AVAGE To F ACILI TY '

hM O /gTNPE DESCHIPTION
NA 6 f|LzJ@li o

80
7 H 9 10

PUB L ICI T Y NRC USE C 4LY
ISSUED DESCH t P T ION 8,

12 | o l [N_jQ2 l NA || || ||!lII|2j
68 69 30 5

7 8 9 10

419-259-50',0, Ext. 294Richard W. Navlor PHONE:DVR 79-118 NAYE OF PREPARER



.

TOLEDO EDISON COMPANY
DAVIS-BESSE NUCLEAR POWER STATION UNIT ONE

SUPPLEMENTAL INFORMATION FOR LER NP-33-79-97

DATE OF EVENT: July 20, 22, 1979

FACILITY: Davis-Besse Unit 1

IDENTIFICATION OF OCCURRENCE: Absolute position indication for Rods 4 and 6 of
,

Group 5 inoperable

Conditions Prior to Occurrence: The unit was in Mode 1, with Power (MWT) = 2758
and Load (Gross MWE) = 913.

Description of Occurrence: On July 20, 1979 at 2300 hours, Rod 4 of Group 5 was
declared inoperable because of a fluctuating absolute position indication and
placed in asymmetric bypass. This placed the unit in the Action Statement (a) of Tech-
nical Specification 3.1.3.3 which requires all absolute position indication ( API)
channels to be operable and capable of determining the group rod position within
+ 6.5% in Modes 1 and 2. On July 22,1979 at 0705 hours, while verifying relative
position indication (RPI) for Rod 4 of Group 5, it was discover ed that Rod 4 of
Group 5 was no longer in an asymmetric alarm state but at approximately 85% with-
drawn. It was also discovered Rod 6 of Group 5 APl was at 50% while the RPI was at
100%. Zone ref erence indication for all rods in Group 5 showed 100%. At 0710 hours,
all rods in Group 5 showed asymmetric alarm on the PI panel except Rod 4 of Group 5.
This placed the unit in the Action Statement (b) of Technical Specification 3.1.3.3
which allows operation for 24 hours with more than one API channel inoperable pro-
vided all RPI channels are operabic. All RPI channels were operable.

Designation of Apparent Cause of Occurrence: The cause of the occurrence has been
determined to be defective position indicator reed switches. The reed switch failures

may be caused by an oxide film buildup or. the reed switch centacts resulting in f c 21ty
ind ica t ion . Further investigation in;o the cause of this event will be performed when
the necessary equipaent is received.

Analysis of Occurrcnce: There was no danger to the health and safety of the public
or to station personnel. The relative position indication and zone reference posi-
tion for both rods were operable and provided proper indication of actual rod posi-
tion indication.

Corrective Action: On July 22, 1979 at 0912 hours, Rod 6 of Group 5 was inserted
enough to pick up a lower reed switch. When this was done, the API for Rod 6 of

Group 5 indicated proporly and the asymmetric alarn for Rod 6 cleared. The same
procedure was performed for Rod 4 of Group 5 which cleared the remaining asymmetric
rod alarms for Group 5 and the asymmetric fault alarm. At 0934 hours on July 22, 1979,
the asymmetric alarm was taken out of bypass, removing the unit from the Action State-
ment of Technical Specification 3.1.3.3.

Station plant personnel are investigating with Diamond Power Specialty Corporation
(the position indicator manufacturer) possible methods of removal of the oxide build-
up. At 0934 hours, Group 5 rods were taken out of aysametric bypass and declared
operabic.
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TOLEDO FDISON COMPAh"i
DAVIS-BESSE NUCLEAR POUER STATION UNIT ONE
SUPPLEMENTAL INFORMATION FOR LER NP-33-79-97 PACE 2

Failure Data: There have been various previously reported occurrences of API fail-
Only one has been identified as oxide buildup on reed switch contacts,ures.

' see Licensee Event Report NP-33-79-90.
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