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DUKE POWER COMPANY 

POWER BUILDING -- ES UNIT 
422 SOUTH CHURCH STREET, CHARLOTTE, N. C. 28242 

WILLIAM 0. PARKERJR.  

VICE PRESIDENT TELEPHONE: AREA 704 

STEAM PRODUCTION November 12, 1980. 373-403 

'I I RVICES 

Mr. James P. O'Reilly, Director 
U. S. Nuclear Regulatory Commission 
Region II 
101 Marietta Street, Suite 3100 
Atlanta, GA 30303 

Re: Oconee Nuclear Station 
Docket No. 50-270 

Dear Mr. O'Reilly: 

On October 13, 1980, your office was informed of an unplanned gaseous release 
from the Unit 2 Reactor Building. Although this event does not constitute a 
reportable occurrence, this report is provided for your information.  

At 1000 hours on October 13, 1980, a 13 curie release occurred from the Unit 
2 Reactor Building. This was the result of six valves in the Purge System 
being opened simultaneously during a test. Unit 2 was operating at 100% FP 
at the time. Calculations have shown that the limits of Technical Specification 
3.10.3 were not exceeded.  

The personnel involved performed several steps of two procedures simultaneously 
and, therefore, out of sequence, without the approval of any member of the station 
supervisory staff. This violates a station directive and therefore constitutes 
personnel error.  

In an attempt to save time, the personnel supporting the performance of the two 
procedures on Unit 2 decided to open valves 2PR-1,2,3,4,5,6 simultaneously.  
Realizing that this would open a flow path out of the Reactor Building, the 
Reactor Building Wide Range Pressure Recorder, R-232, was consulted. R-232 
indicated a negative pressure inside the Reactor Building. Therefore, it was 
believed that the air flow would be into, not out of the building. The personnel 
stated that this had been done once previously, but on that occasion the Reactor 
Building Pressure had really been negative.  

The unit alarm typer indicated that valves 2PR-4,5,6 were all "not closed" for 
46 seconds. Valves 2PR-1,2,3 were "not closed" for 10 seconds. No air flow 
can occur if any one of the three valves in series is closed. Flow begins when 
the last of the valves starts to open and stops when the first of the three 
valves is fully closed. These times do overlap. A-p 
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The opening of valves 2PR-4,5,6 simultaneously allowed the building pressure to 
push air out of the purge system inlet to the outside air. Since the inlet 
plenum is normally under suction and normally handles only clean outside air, 
it is not designed to contain a positive pressure. Most of the air flowed out 
the inlet louvers to the outside environment. Some air leaked into the purge 
fan inlet room, which is connected to the Unit 1 and 2 Spent Fuel Pool (SFP) 
by an access door. The negative pressure in the spent fuel pool area assisted 
the air flow into the SFP from the Purge Inlet Room. Personnel stated that the 
computer indication of the narrow range pressure instrumentation showed a 
positive pressure of approximately .6 psig during an instrument surveillance 
performed earlier. After the incident, this indication was .2 psig.  

The chart reco'rder R-232 indicated a change from -1.5 to -2.0 psig. Using 
the perfect gas equation of PV = MRT with V = 1,910,000 cubic feet, R = 53.3 lbf.  
ft/lbm OR, T = 130 0 F (5900 R), the lost mass is AM = (P2 - P1)V = 3498 lbm.  

RT 

Converted to standard atmospheric conditions at sea level this mass represents 
45,800 standard cubic feet. Assuming that both flow paths had equal flow rates, 
and neglecting stroke times, the flow rate out each opening was 49,000 scfm 
and the total instantaneous flow rate of the two paths was 98,100 scfm. The 
total release was approximately 13 curies. The Health Physics release rate 
calculation based on Technical Specification 3.10.3 allows a release rate of 
2408 cfm for one unit averaged over an hour. The total release from this 
incident, averaged over one hour was only 763 cfm. Therefore, Technical Specifi
cation 3.10.3 was not violated.  

The unit vent gas monitor, RIA-45, is supposed to shut pneumatically operated 
valves 2PR-2,3,4,5 in the event of high radioactivity in the vent stack gas.  
However, the path to the vent stack was only open for ten seconds, and.the 
path passes through the purge filters. Previous observations show that the 
purge inhibit signal is seen about 30 seconds after starting a purge. Therefore, 
RIA-45 could not be expected to close the valves sooner than personnel. Had 
the flow path been open longer, RIA-45 would have shut the valves and isolated 
the release.  

Upon receipt of alarm from RIA-41 (Spent Fuel Pool Air Monitor) the Spent Fuel 
Pool was evacuated and an investigation to determine the source was initiated.  
Since the valves were already being closed when the alarm occurred, no additional 
corrective action was required to end the release. The personnel involved were 
counselled. Also, all licensed personnel have been briefed on this incident.  
The R. B. Pressure Recorder, R-232, was checked and found slightly out of 
tolerance. It was recalibrated.  

The group heads or their designees will review whether or not to limit the number 
or type of procedures to be in progress simultaneously.  

Additional testing of leakage paths from the purge system is scheduled for the 
current Unit 2 outage.  
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The calculated release quantity was less than the amount allowed per T.S.  
3.,.10.3 for a normal release. Also, had the valves stayed open longer, RIA-45 
would have reacted to shut them automatically. Therefore, this incident was 

of no significance with respect to safe operation and, the health and safety 
of the public were not affected.  

In addition, a station modification calls for adding a 180 second timer to the 
controls for the purge valves to close them if the purge fan has not been started 
within that time. It should also be noted that the operating procedure for 
running the purge calls for venting off pressure through PR-1,2,3, the purge 
filters and the stack. Therefore, adequate precautions are taken to prevent 
this occurrence while attempting to purge the building.  

Very truly yours, 

William 0. Parker, Jr.  
Vice President Steam Production 

JLJ:ls 

cc: Director Mr. Bill Lavallee 
Office of Management and Program Analysis Nuclear Safety Analysis Center 
U. S. Nuclear Regulatory Commission P..O. Box 10412 
Washington, DC 20555 Palo Alto, CA 94303 
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