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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES 

-o 2 At 1300 hours during normal plant operation, an investigation performed by plant 

O T operators in response to a charging pump high speed alarm revealed a primary system 

leak of approximately 2 gpm. A second evaluation at 1320 hours indicated an 

oximate 22 gpm leak rate. This exceeds the limits allowed by Technical Specifi

FW]rtion 3.1.5.2, and plant shutdown wais initiated. The leak was subsequently ietfiedJ 

as a packing leak on valve CVC-311, the auxiliary pressurizer spray valv"e from the GVC 

- !System. The leakage was totally contained within the plant containment; therefore, 

here was no off-site release.Therefoethere was no threat to either plant or public 

L health and safety. __.__-- ----- 8 
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS 

1 [rhe excessive leakage resulted .from the failure of carbon steel packing gland studs j 

from boric acid corrosion. The root cause of the failure was the erroneous installatio4 

of carbon steel studs as replacements for stainless steel studs. No record of replace

1 ent of studs on this valve has been.found; therefore, it is assumed that this ation 

occrre duingmaintenance efforts prior to 1974. The degraded studs were replaced 

-I 3 cihstuds of the prcper (stainless steel) material. Appopriate maintenanceersonnelj 

wi11 be instructed in the effects of boric acid on carbon steel and cautioned in the 

= oper pplication of replacement materials.  
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Supplemental Information 

for 

Licensee Event Report 80-28 

1. Cause Description and Analysis: On November 27, 1980, at .1300 hours 

with the plant at 100% power, an operator investigation was initiated 

in response to a charging pump high speed alarm. A review of RCS 

make-up revealed primary leakage on the order of 2 gpm. A second 

determination at 1320 hours showed an approximate 22 gpm leak 
rate.  

This exceeded the limits allowed by Technical Specification Section 

3.1.5.2 and, therefore, plant shutdown was initiated. The source of 

leakage was subsequently identified as a severe packing gland leak 

on CVC-311, the auxiliary pressurizer spray valve from the Chemical 

and Volume Control System.  

The excessive packing gland leakage resulted from the failure 
of the 

packing gland studs due to boric acid corrosion. 
The studs were 

carbon steel and had become degraded to the point of failure as a 

result of the normal insignificant amount of packing gland leakage.  

Subsequent investigation revealed that the packing gland studs 
are 

required to be AISI-416 stainless steel. The results of an investi

gation of other Copes-Vulcan valves to determine installed 
stud 

material indicated that the improper stud installation was an apparent 

maintenance problem and not a generic valve vendor problem. The root

cause of the failure is therefore considered to be the replacement 
of 

the packing gland studs with studs of improper material by maintenance 

personnel. A review of plant maintenance files failed to determine 

when the studs were replaced but did verify that the error occurred 

prior to the upgrading of the existing QA program 
to better conform 

to the 10CFR50 Appendix B criteria (November, 1974).  

The valve packing gland leakage was totally contained within the 

Reactor Containment Building and the valve remained operable despite 

the leakage. Therefore, there was no tireat to either plant or public 

health and safety.  

2. Corrective Action: The valve packing gland studs were replaced with 

AISI-416 studs as per the manufacturer's specifications. In addition, 

packing gland studs were inspected to verify proper 
stud material on 

twelve other Copes-Vulcan valves. These other valves were inspected 

because they are either required for the safe operation of the plant 

or could result in a plant shutdown being required to effect a repair.  

In eleven of the twelve valves inspected no problems were identified; 

however, one of the valves was found to have one stainless and one 

carbon steel packing gland stud. The carbon steel stud was replaced.  

The review of plant files verified that this stud was also installed 

prior to upgrading of the plant QA program in 1974.,
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3. Corrective Action to Prevent Further Occurrence: The appropriate 

plant maintenance personnel will he instructed 
in the effects of boric 

acid on carbon steel and cautioned in the proper application of re

placement materials. This training is scheduled to be completed by 

1/1/81 and will be documented in the plant training records upon com

pletion.  

Since these problems apparently occurred prior to the plant QA 

program upgrade in 1974 and since our present inspection and repair 

efforts have corrected any potential leakage and/or reliability con

cerns and since the plant maintenance efforts have been more closely 

controlled by the upgraded QA program, no further corrective action 

is deemed necessary.


