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On December 15, 1984, with the reactor mode switch in the refuel position and the
unit shutdown for refueling. inservice inspection tests (ISI) were being performed
on selected pipe welds using the magnetic particle inspection method. During this
tssting, a linear through wall crack approximately 2 3/4 inches long was discovered
in weld 1T48-2 CPI-18-PID-6. This weld is located in the 18 inch nitrogen inerting
cnd purge line between drywell penetration X-25 and inboard primary containment
icolation valve IT48-F307.

The crack was ground out. The wold was repaired and satisfactorily inspected. Five
cdditional welds in the same line were magnetic particle inspected, and both the
cubject weld and the next weld in the line were radiographed. No additional failure
indications were detected.

No actual safety consequences recutted from this event nor were the health and
c fety of the public affected.
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This 30 day LER is required by 10CFR 50.73(a)(2)(ii) due to the potential loss of
containment function or integrity.

On December 15, 1984, with the reactor mode switch in the refuel position and the unit
chutdown for refueling, in service inspection tests (ISI) were being performed on
colected pipe welds using the magnetic particle inspection method. During this testing,
a linear through wall crack approximately 2 3/4 inches long was discovered in weld
1T48-2 CPI-18-PID-6. This weld is located in the 18-inch nitrogen inerting and purge
line between drywell penetration X-25 and inboard primary containment isolation valve
1T48-F307.

This event had no effect on other systems of Unit 1. nor did it impact the operation of
Unit 2.

No actual safety consequences resulted from this event nor were the health and safety of
the public affected. However, had a catastrophic failure of the weld occurred, primary
containment integrity could not have been maintained.

The crack was ground out. The weld was repaired and satisfactorily inspected. Five
coditional welds in the same line were magnetic particle inspected, and both the subject
wald and the next weld in the line were radiographed. No additional failure indications
were detected.

The corresponding weld in the Unit 2 nitrogen inerting line was checked using the
magnetic particle inspection method. No failure indications were detected.

An engineering evaluation was conducted to determine the cause of the failure:

Visual and radiographic analysis of the crack, examination of the pipe geometry in
the area of the f ailure, and the system operating conditions indicate that the crack
was caused by thermally induced stress. The time at which the crack occurred cannot
be determined.

A two-inch nitrogen makeup line enters the eighteen-inch purge line on the opposite
side and approximately two feet upstream from the crack. Makeup flow is controlled
and drywell pressure is monitored during a makeup evolution, but makeup gas
temperature is not monitored. A " NITROGEN INERT SYSTEM MAKE-UP LOW TEMPERATURE"
alarm exists, but there is no response indicated in any annunciator response
procedure. Cold gas, entering the purge line from the makeup line would make contact
with the purge line in the area of the wold, the contour of which would make it the
most likely spot for a thermally induced failure to occur.
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A previous similar event was reported in LER 50-366/1984-001 in which a large crack
w.M discovered in the vent header in the torus. Examination of the crack indicated
th?,t it was due to brittle fracture caused by the injection of cold nitrogen into the
drywell during inerting. The design of the Nitrogen Inerting system was evaluated in
recordance with NRC Inspection and Enforcement Bulletin (IEB) number 84-01 and General
Elcctric Service Information Letter (SIL) number 402 and modifications were made to
przvent the recurrence of similar thermally induced fractures. The Nitrogen Makeup
cyntem was not included in that evaluation because it was beyond the scope of the
directives.

To prevent recurrence of this event, the following actions will be taken for both Unit
1 End Unit 2:

1. The setpoint for the " NITROGEN INERT SYSTEM MAKE-UP LOW TEMPERATURE"
annunciator is to be raised from O'F to 10*F.

2. The "DRYWELL AND TORUS INERTING SYSTEM TROUBLE" annunciator response
procedure (HNP-1/2-2525) will be revised to include the above mentioned
annunciator and the direction to terminate the makeup flow when the
annunciator occurs.

3. The " PRIMARY CONTAINMENT ATMOSPHERIC CONTROL SYSTEM" operating procedure
(HNP-1/2-1500) will be revised to require the stopping of nitrogen makeup
flow if the " NITROGEN INERT SYSTEM MAKE-UP LOW TEMPERATURE" annunciator is
actuated,
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h'.. Georgia Power Company'

# Post Office Box 439
*

Baxley, Georgia 31513
* Telephone 912 367-7781

912 537-9444

Edwin 1. Hatch Nuclear Plant

July 18, 1985
GM-85-448

PLANT E. 1. HATCH
Licensee Event Report
Docket No. 50-321

United States Nuclear Regulatory Commission
Document Control Desk
Washington, D. C. 20555

Attached is Licensee Event Report No. 50-321/1984-025. Rev. 1. This
report is required by 10CFR 50.73(a)(2)(ii).
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