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Route 9 South

Forked River, New Jersey 08731-0388
609 971-4000

Writer's Direct Dial Number:

May 9, 1996
6730-96-2165

U. §. Nuclear Regulatory Commission
Attn.: Document Control Desk
Washington, DC 20555

Dear Sir:

Subject:  Oyster Creek Nuclear Generating Station
Docket No. 50-219
Licensee Event Report 96-004

Enclosed is Licensee Event Report 96-004. This event did not impact the health and safety of
the public.

If any additional information or assistance is required, please contact Mr. John Rogers of my
staff at 609.971.4893.
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Michael B. Roche

Vice President and Director
Oyster Creek

MBR/JIR
Enclosure

cc:  Oyster Creek NRC Project Manager
Administrator, Region |
Senior Resident Inspector
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Improper Opening of Primary Containment Valve Due to Accidental Mispositioning
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On April 9, 1996, during leak testing of the Containment Spray System Heat Exchanger 1-1

tubes, the 1-2 heat exchanger thermal relief valve was found in the open position, causing

approx imately 100 gallons of torus water to leak onto the Reactor Building 23 foot elevation.
is v:mporarily created an open path between the primary and secondary containments.

The root cause of this event was determined to be accidental valve mispositioning during
disassembly and cleaning of the containment spray heat exchanger. A contributory cause was
determined to be the installation of thermal relief valves with manual lift levers.

Immediate corrective action was taken to isolate the leak. The leak test of the heat exchanger
tubes was reperformed which verified V-21-22 was actually closed. A reemphasis of the need to
exercise care when working close to plant equipment was conducted with the personnel involved
in this maintenance activity.

Long term corrective actions include: 1) the removal of the manual lift levers from the thermal
relief valves; and 2) performing an evaluation on the practicality of relocating the thermal relief
valves.
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DATE OF DISCOVERY

This condition was discovered on April 9, 1996 at approximately 2115 hours.

IDENTIFICATION OF OCCURRENCE

The Containment Spray (EIIS Code: BE) Heat Exchanger (EIIS Component: HX) relief valve
V-21-22 (EIIS Component: RV) was found leaking and determined to be in the open position.
This is a breach of the primary containment.

This event has been determined to be reportable under 10 CFR 50.73(a)(2)(i).

CONDITIONS PRIOR TO DISCOVERY

At the time of discovery, the plant was at normal temperatures and pressures to support full
power operations.

DESCRIPTION OF OCCURRENCE

During an online maintenance window for the Containment Spray System, the 1-1 Containment
Spray Heat Exchanger had been opened, cleaned, and prepared for reassembly. The discharge
piping of thermal relief valve V-21-22 on the 1-2 heat exchanger had been disconnected and
removed due to interference with the heat exchanger head removal. During the cleaning of the
1-2 heat exchanger, leak testing was performed on the 1-1 heat exchanger tubes. The leak test
on the 1-1 heat exchanger tubes requires running the 1-1 Containment Spray Pump which
pressurizes the shell side of both the 1-1 and 1-2 heat exchangers. When the containment spray
pump was started, water was observed discharging from V-21-22. The valve manual lift lever
was found to be in the open position. This caused approximately 100 gallons of torus water to
leak onto the Reactor Building 23 foot elevation floor.

The containment spray pump was secured and V-21-22 was closed manually. An inspection of
the other relief valves in the area was completed and no additional mispositioning was found.
The containment spray pump was restarted and V-21-22 was verified to be closed and not
leaking. These valves do not automatically reclose after a manual opening.
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APPARENT CAUSE OF THE OCCURRENCE

The root cause of the | 2 heat exchanger leak was determined to be accidental valve
mispositioning during the disassembly and cleaning of the 1-2 heat exchanger. It is believed that
the valve lift lever was accidentally misposiuioned during the operation of the chainfali used to
remove the 1-2 hear exchanger head.

A contributory cause was determined 1o be the inswallation of thermal relief valves with manual
lift levers. If the lever had been removed. the valve could not have been mispositioned.

ANALYSIS OF OCCURRENCE AND SAFETY ASSESSMENT

The safety significance of this occurrence has been determined to be minimal. The safety
function of the Containment Spray System is 10 reduce continment pressure and temperature
following 2 design basis Loss of Coolant Accident (DBA LOCA). A review of this accurrence
determined that V-21-22 had been open for a maximum of 36 hours. The leakage path created
by the open vaive Is a direct path from the primary containment (o the secondary continment.
However, during the conditions of the plant at the time of the occurrence, primary containmient
leakage did not occur due to a loop seal of torus water in the suction line and 'eat exchanger.

The spray of torus water nom the valve during the leak test did not threaten any safety system
components of challenge the operation of any components located near by.

The mispositioning of the V-21-22 had negligible effect o the ability of the Containment Spray
System to remove heat from the primary containment. The max:mum calculatec tlow through
the relief valve during a DBA LOCA is less than fifteen gpm. Normal system flow rates in both
modes of containment spray operatior. are greater than 3500 gpm.

During DBA LOCA conditions with the sysier idie, the loop seal would have eventually been
lost and provided a leak path from the primary containment. Calculations have shown that the
leak rate would have been in excess of the Techrical Specification limit. Under design basis

eccident conditions, the leakage would have been processed through the Stanaby Gas Treatment
Sysiem, monitored, and released through the stack.
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ANALYSIS OF OCCURRENCE AND SAFETY ASSESSMENT (Cont.)

A qualitative analysis relarve 10 the design hacis acciders was performed. It concluded thar the
potential off site dose consequences as a res.. . o' this event during a DBA LOCA under the two
cases evaluaied (Containment Spray Syswen «dle or in operation) were negligibie. Therefore, it
was concluded that while the mispositioniag of V-21-22 was a Technical Specification violation,
it constituted only & minor safety risk.

CORRECTIVE ACTIONS

Upon desermination that the relief valve was in the open position, immediate corrective actions
were taken to isolate the leak. The containment spray pump was secured and relief valve
V-21-22 was manually closed. The system inservice leak test was reperformed and verified that
the valve was actually closed. The other valves in the area were inspected to ensure that they
were not in the open position. No additional mispositioned valves were found.

A discussion of the need 10 exercise care when working close to plant equipment was conducted
with the personnel invoived in this maintenance activity and will be included fur review widi all
maintenance personnel in upcoming crew meetings. This will be completed by July 1, 1996

Additionally, the following long term corrective actions have been initiated:

1. The manual lift levers on all four of the containment spray heat exchanger relief
valves will be removed by July 1, 1996, to eliminate the possibility of any additional
valve mispositioning.

2. The physical location of the thermal relief valves will be evaluated to determine if

relocating the valve would improve heat exchanger maintainability. This may include

rerouting of the relicf valve discharge piping to eliminate the interference in removing
the heat exchanger head.

SIMILAR EVENTS

None,
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