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MEMORANDUM FOR: Harold R. Denton, Director, Office of Nuclear ~""
Reactor Regulation “

FROM: Richard DeYoung, Deputy Staff Director
' KRC/TMI Special Inquiry Group

SUBJECT: PRECURSOR EVENT IN A FOREIGN REACTGR

We understind that in 1974 a4 small LOCA occurred at a foreign reactor
that is very similar to the TMI incident, During the course of the
incident steam formed in the RCS hot leg causing pressuyrizer level to
rise while RCS pressyre continued to decrease. This void formation
caused pressurizer leve) to increase despite the fact that primary
coolant was still being released from the system. The protective
system in this design, which is similar to miny U.S. reactors, required
low pressurizer level and low RCS pressure for safety injection to be
autoatically fnitiated. This combination of cofncident initiating
signals and increasing pressurizer level caused the failure of safety
injection to fnitiate while a small LOCA was occurring. Since many
U.S. reactors have the same cofncident logic for initiating safety
injection, they are susceptible to the same problem. In addition, 1f
the ECCS system could be deceived by this transient and its effect on
pressurizer level, then operators of plants with other designs could

or defects in foreign reactors that could create a substantial safety
hazard in fucilities and activities in the United States. Based on the
insights resulting from the TMI accident, it would appear that this

incident should have been reported by the vendor following the TMI accident.
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Harold R. Denton 2 July 24, 1979

1. A description of who within the NRC became aware >f this
event, by wh«t means was knowledge of this event formally
or informally received by the NRC, and when was knowledge
of the event acquired.

2. A discussion of the basis for any decisions that have been
' made concerning the safety significance of this event and
its applicability to domestic reactors.

3. A discussion of the regulatory requirements associated with
the reporting of this event to the NRC by the vendor both
after and prior to the TMI accident.

4. A discussion of the basis for any decisions to release to
the public information associated with this event.

We request that we be kept informed of the status and eventual resolution
of this matter. .

Richard DeYoung
Deputy Staff Director
NRC/TMI Special Inquiry Group
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