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DUKE POWER COMPANY
OCONEE UNIT 3

Report Number: RO0-287/79-10

Report Date: May 23, 1979

Occurrence Date: April 23, 1979

Facility: Oconee Unit 3, Seneca, South Carolina

Identification of Occurrence: Reactor Building Gaseous Radiation Monitors
‘ Inoperable

~Conditions Prior to Occurrence: 100% Full Power

Description of Occurrence:

At 1523 on April 23, 1979, valve PR-8, the containment isolation valve outside

the Reactor Building (RB) for the RB gaseous radiation monitor inlet line, failed-
closed, rendering the RB particulate, iodine, and gaseous activity monitors in-

_ operable. Routine testing of Engineered Safety (ES) valves was being conducted
“and valve PR-8 had been successfully tested at 1503. At 1523 problems were en-
countered in testing two other ES valves operated by the power supply which also
provides power to valve PR-8, so an attempt was made to cycle valve PR-8 to verify
that the power supply was functioning properly. However, valve PR-8 failed to
reopen after closing, and its failure was not.discovered until approximately 2100.
The delay in discovery was primarily due to concern for testing the other two
valves, coupled with the fact that the monitor line flow alarm had previously been™
actuated as a result of maintenance being performed on one of the monitors. The
two block valves -downstream from valve PR-8 and the redundant ES valve for the
inlet line inside the Reactor Building were closed in order to assure containment,
isolation while the valve was being repaired. The valve was repaired, tested, and
declared operable by 0015 on April 25, returning the RB radiation monitors to '
operability. -

Apparent Cause of Occurrence:

The RB activity monitors were rendered inoperable when one of the containment .
~isolation valves for the monitors' inlet line failed closed. Examination of the
valve revealed that its operator diaphragm had ruptured, causing the failure.
Further investigation indicated that the diaphragm was approachlng the end of its
expected service 11fe ,

'Analysis of Occurrence:

The RB activity monitors provide a radiation-sensitive means for detecting reactor
coolant system (RCS) leakage. Oconee Nuclear Station Technical Specification 3.1.6.8
permits the monitors to be removed from service for up to 48 hours provided that at
least two other leak detection systems are operable. The monitors were returned to
operability well within the required time, and during the time they were out of
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service RB normal sump level and RCS inventory volume measurements were available
to detect any leakage. In-addition, valve PR-8 failed in the closed position, so
its failure did not affect the ability to achieve containment isolation. There-
fore, although the inoperability of the monitors constituted operation of the
unit in a degraded mode permitted by a limiting condition for operation, and must

- therefore be reported pursuant to Technical Specification 6.6.2.1.b(2), this

incident was of no significance with respect to safe operation of the unit. There-
fore, the health and safety of the public were not endangered.

- Corrective Action:

The block valves and redundant ES valve were closed to ensure isolation of the RB
gaseous monitor inlet line prior to initiating repair of valve PR-8. Disassembly
of the valve revealed that a ruptured .operator diaphragm had caused its failure.

In addition to the diaphragm, all valve parts subject to wear were replaced. The
valve was tested and determined to be functioning properly prior to being declared
operable. Consideration is being given to adding to the preventive maintenance
program a review of valve diaphragms to determine which are in need of replacement.
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