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LER 82-011/99X-0

SPECIAL REPORT

Current Activities at the Time of the Occurrence

TMI-1 was in long term cold shutdown.

Leading Circumstances to the Occurrence

A PORV which was installed at the beginning of the second cycle (1976)
was removed from service in 1981. In 1982, this valve was shipped to
Wyle Laboratories for modification and recertification.

Description of the Occurrence

On August 11, 1982, GPU Nuclear Corporation was notified by Wyle Labor-
atories that the PORV was corroded and pitted. Wyle took photographs
and wrote a description of what had been observed. Unfortunately,
prior to testing and inspecticn, at Wyle Laboratories, the PORV was
thoroughly cleaned. When the corrosion was later identified there

was not sufficient residue for Wyle Labs to determine the cause of the
corrosion. The following is a summary of information currently avail-
able:

1) Inconel X-750 parts were severely pitted.

2) Inconel 600 parts were severely pitted.

3) Martensitic Stainless Steel parts were severely pitted.
4) 304 Stainless Steel part was corroded.

5) Some sulphur has been found but not enough to state that it
was the cause.

6) B&W Literature search indicates that the type of pitting iound
is usually caused by chlorides or sulphur.

Even though the source of corrosion has not yet been identified, our
extensive investigative program is progressing.

Significant Events Which Occurred as a Result of the Original Occurrence

None. However, from observation of the corroded parts, it appears that
the valve was in a closed state when the corrosion attack occurred and
it is likely that it would not have functioned properly as a result of
the corrosion. A replacement PORV, which was installed in 1981, was
actuated during Hot Functional Testing in September, 1981 and functioned
properly.




VI.

VII.

VIII.

Previous Events of a Similar Nature

None. Previous inspections never indicated the state of corrosion as
observed at Wyle Laboratories.

Root Cause of Occurrence

The root causes of the corrosion have not, as yet, been determined.
The following have been completed or initiated in the process of
determining the source of corrosion:

1) B&W is doing metallurgical examination of valve internals.

2) Safety valve loop seal piping was both visually and ultrasonically
inspected. No evidence of corrosion, pitting or cracking was
identified.

3) As part of OTSG Repair Program, the Reactor Vessel and Steam
Generators were thoroughly inspected. No evidence of corrosion

was identified.

Immediate Corrective Action

Wyle Laboratories notified GPUN on August 11, 1982 and the TMI-1
Resident Inspector was notified by GPUN on August 16, 1982 after this
event was determined to be reportable. An exhaustive investigative
program was started as soon as initial observations and photos

became available.

Long Term Corrective Action

No long term corrective action has been decided upon since the cause
of the corrosion has not yet been identified.



