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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES 

O21 I On February 21, 1980 at approximately 1015 hours while construction personnel were 
i 

oT3 I stalling a seismic restraint pursuant to Modification 492-16, a pinhole leak was acci-I 

o4 I denta lly Cut in the "C" CVCS holdup tank inlet piping. Gas began escaping from the 

S51 tank which was under a slight positive 
pressure. The leak was stopped by operator 

O6 jaction at approximately 1119 hours. Air samples taken in the room showed no detectable 

FO 7 Iparticulate or gaseous activity. There was no noticeable increase of activity in the' 

area or vent stack monitors, and there was no release of activity 
to the environment.  

O 8 IThis event is reportable in accordance with Technical Specification 6,.9.b.(4).  
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS 

The event was attributed to personnel performing the modification work not properly I 

clearing the line, i.e., removing it from service prior to welding the attachment to 
I 

F 21 2 the pipe. As a result, when heated, the slight internal 
pressure blew a small hole I 

through the pipe in the weld area. The tank was remqved from service and the leak 

1 3 tmoaiy rpie at 1119 hours. A permanent repair was completed on February 28.  

1980. All appropriate personnel were advised that in all future work, 
appropriate 

r1 4 .1clearance procedures should be followed.  
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SUPPLEMENTAL INFORMATION 
FOR 

LICENSEE EVENT REPORT 80-03 

1. Cause Description and Analysis 

At approximately 1015 hours on February 21, 1980 with the unit at 93% 

power, construction personnel were attaching a pipe stanchion 
and re

inforcing pad to the "C" CVCS holdup tank inlet pipe. The pipe in

volved is a 4 inch diameter, Schedule 10S stainless steel pipe. The 

pipe stanchion was a part of Modification 492-16 which was 
required 

to increase the design conservatism of the seismic restraint on this 

line and was a result of evaluations performed during the IE Bulletin 

79-14 reverification program. At the time, the "C" holdup tank was 

aligned for normal service.  

While making a weld pass on the pipe to reinforcing pad boundary, the 

heat of the welding process melted the base metal and the slight 

(1.5 psig) internal pressure in the pipe caused a small hole to open 

through the pipe in the heated area. Due to the pressure and the es

caping gas, the filler metal would not fill this small hole. The Shift 

Foreman was alerted, and operations personnel isolated the "C" tank 

inlet at approximately 1105 hours. A temporary repair was completed to 

patch the hole at approximately 1119 hours and the "C" tank remained 

out of service until a permanent repair to the line was completed on 

February 28, 1980.  

The area radiation monitor was checked and no noticeable increase in 

activity was observed. The plant vent stack monitor was also checked 

and no noticeable increase in activity was observed. In addition, 

RC&T personnel were informed and air samples of the holdup tank room 

were taken. No detectable radioactive gasses or particulate were found.  

It was determined that no detectable amounts of activity were released 

and there was no impact on the plant or on the general public.  

The event was caused by the failure of the construction personnel to 

have the line properly removed from service and the pressure in the 

line removed prior to performing -the modification. Due to misinterpre

tation of the instructions given to the construction personnel and mis

communication between the construction personnel and the Shift Foreman, 

the tank was not removed from service. Had the internal pressure been 

removed from the pipe, this event would have been avoided.  
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2. Corrective Action 

As immediate corrective action, the tank was removed from service and 
a 

temporary repair was made to cover the hole and prevent leakage of gas 

from the tank. Construction personnel were informed in a formal meeting 

to adhere to modification instructions which require that the Shift 

Foreman be notified of and explicitly understand the modification work 

to be done. At that time any required clearances shall be taken prior 

to any work on the modification.  

As followup to the initial corrective action, a permanent repair to 

the pipe was completed on February 28, 1980.  

3. Corrective Action.To Prevent Recurrence 

The corrective action described above should prevent recurrence of this 

type of event.  
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