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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES 

0 1 ~ 2 2 8 hours during normal operation on 1-16-81, indication of 
leakage to the 

CCW System prompted a RCS leak rate test which verified approximately 
2.37 gpm 

0=4 1leakage at 1244 hours. Subsequent investigation revealed that the leak path was 

fromthepresurzerthrough the pressurizer liquid space sample cooler to the 

CCN System via a leaking tube bundle in-the sample cooler. The sample line isola

at v s were cled and the terminated at 1245. The leakage exper 

enced is contrary to the requirements of Technical Specification 3.1.5.2 and is 

7 I1 reanortable perechnical Specif ication 6.9.2.1b(2).. Since the leaka e was totally j 

contained within a closed plant radioactive system, there was no threat to either 

T ] Lplant orjblic health or safety ------ _-----_ so 
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS ( 

lThe root cause of the event was the sample cooler tube bundle leakaae believed due 

Z ] Lo normal operational wear. The immediate corrective action taken to eliminate the 

leaka as the closure of the sample line isolation valves. The sample cooler tube 

bundle was subsequently replaced to prevent recurrence. Il evaluation of 

[T T] the event will be conducted to determine if further corrective action is appropriate.JI 
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Supplemental ~Informnation 

For 

Licensee Event Report 81-004 

1. Cause Description and Analysis 

On 1-16-81 at 1228 hours, the combination of a volume control tank 

makeup signal, an increasing component cooling water (CCW) surge tank 

level and an increasing radiation reading from the CCW System radiation 

monitor alerted the operators to the possibility of a Primary Coolant 

System leak. A RCS leak test was initiated and, at 1244 hours, RCS 

leakage was verified and determined to be 2.37 gpm. At 1245 hours the 

pressurizer liquid sample line isolation valves, which are normally 

opened during day shift operations for sampling, were promptly closed.  

A second RCS leak test was performed rand, at 1300 hours, the RCS leak 

rate was determined to be essentially zero. No further increase in 

CCW surge tank level or CCW radiation monitor readings occurred follow

ing the closure of the sample line isolation valves. The leak path 

was subsequently identified as from the pressurizer liquid space through 

the sample line into the sample cooler and into the CCW System via a 

leaking tube bundle in the cooler. The leakage experienced was in excess 

of the limits allowed by Technical Specification Section 3.1.5.2 and is; 

reportable -n accordance with Technical Specification 6.9.2 b(2).  

The cause ot the event was the sample cooler tube bundle leakage. The 

tubing leakage is attributed to normal wear.  

Since the RCS leakage was totally contained within the CCW System, 

which is a closed radioactive system, there was no threat to either plant 

or public health or safety.  

2. Corrective Action 

The sample line isolation valves were closed to eliminate further leakage 

as immediate corrective action.  

3. Corrective Action to Prevent Further Occurrence 

The sample c ooler tube bundle was removed and replaced. Although the 

leakage was probably a result of normal operational wear, further evalua

tion of the event will be carried out to determine if there are any generic 

implications which could require further action.


