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BES Ltr.# Dresdea Nuclear Power Station
R. R. #1
Morris, Illinois 60450
August 1, 1974

Mr. J. F. O'Leary, Director
Directorate of Licensing

U. S. Atomic Energy Commission
Washiugton, D, C, 20545

SUDJECT: REPOT OF ABNORMAL OCCURRENCE PER SECTION 6.6.B.1.a OF THE

Refcrences: 1) Regulatory Guide 1.16 Rev.l appendix A
2) Wotification of Region III of AEC Regulatory Operations
Tclephone: Mr. F. Maura, 1630 hours on July 28, 1974 and
1445 hours on July 29, 1974.
Telegram: Mr. J. Kepoler, 1613 hours on July 26, 1976
and 1445 hours on July 29, 1974.
iine Number PATD M 25
Report Fumber: 50-249/1974-23 & 24
Report Date: August 1, 1974
Occurrence Date: July 26, 1974

Facility: Dresden Nuclear Power Station, Morris, Illinois
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IDENTIFICATION OF OCCURRENCE

Failure of primary containment due to leakage throuzh AO-3-1601-21
6 22’

COXDITIONS PRIOCR: TO OCCURRENCE

Prior to the occurrence, the unit was in the run mode and cperating
at an electrical lcad of about 380 megawatts. Thermal power at the tire of
discovery was about 1300 megawatts. Local leak ratc testing of the rubber
seated vent valves was in progress.
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Mr, J. F. O'Leary i -2~ {‘ August 1, 1974

DESCRIPTION OF OCCURRENCE

During an inspection prior to conducting local leak rate testins of
the boundary forred by AO valves 3-1A01-21, 22, 55, and 5€, the rubber coated
valve seat for A0-3-1601-22 was found to be cracked. On further investipa:ion.
it wes found that the AC-3-1601-21 valve also had a crazked rubber coated scat.

-Leakage through both the 3-1601-22 and 2] valves were excessive.

DESIGNATION CT' APPARENT CAUSE OF OCCURRENCE

It is believed that the czuse cf the occurrence was due to liquid
nitrogen reaching both valves. At the tiie of the occurrence, the heatinog
boiler for the system was shutdown. With heating steam unavailable, it ic
possible for liquid nitrogen to reach the boundary of the 3-1601-21, 22, 55,
and 56 valves.

AFALYSIS OF COCCURFENCE

Luring the occurrence the safety of the plant and public was not
placed in jeopardy. Although prizary ccntainment integrity had been lost,
secondary contaianent was completely functionzl and the strriby g35 syston
wvas operaticnal at the time of the occurrence. The line wae blank flancod
to restore prinary contaiument integrity immediately following the di.covesv,

CCRRECTIVE ACTION

The i{rrcdiate corrective action was to initiate an orderly plant
shutdown. Folilowing shutdown, the 3-100l1-21 valve waa replacec and the
3-1601-22 valve was blank flauged., Follcwing repaire, the piping secticn
was leak tected and found to be within limits. To prevent this tvpe of an
occurrence in the future, the nitrogen system 18 beirng studied to determine
& means of picventing liquid nitrogen from reaching the valves during a lcss
of heating steen. In view of cumulative experience, the corrective action
taken was satisiactory.

FAILURE DATA

During the period of the cccurrence on Unit 2, a similar failure
occurred on Dresden Uait 2. During this occurrence, the 2-1601-21 and 22
valves vere also daraged., Again it is beclieved that liquid nitrcren reach:d
the valves on the unii startup which took place on June 14, 1974.
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