
_ _ _ _ _ _ _ . _ _ - _ _ _ _ _ -

?,

. , .

Ferri me U.S. NUCl EM4 KEGULATORY COMMIS$10N

, APPaOvf D OMS NO.3190-4104

LICENSEE EVENT REPORT (LER) '"'RES er3nn

8ACILITV NAME til DOCKET NUMSER 423 PAGE (3i

Sequoyah, Unit 2 o15|0Io|01312|8 1|OF|012
TITLE (4s

Rupture of Pressurizer Relief Tank (PRT) Disc
SV9Bff DATE IS) LER NUMSER (S) REPORT DATE (7) OTHER F ACILITIES INVOLVED (0)

ALh' MONTH DAY YEAR F ACILIT Y N AMES DOCKET N'JM8ERisiMONTH DAY YEAR YEAR SO

0 15101010 I I |

0| 8 d0 84 8| 4 0|1|3
-

0|0 0|9 1| 8 8| 4 |
-

0 istopogo | |

OPE R ATING THit REPORT IS SueMITTED PURSUANT TO THE REQUIREMENTS OF 10 CFR {: (Cheet one or more of roe Aplion.ast (til
' 1 20 402M 20.40EW L; 80.73teH2Hivl 73.71 M

POWER 20 406(aH1HG 60.3SisH1) 80.73tsH2Hvl 73.71 td

'IIe5' 1I O 10 [
- - -

20.4ast HiHai 30.mi.H2 e0.n an2Hv.) OTwER<s,uu M e .wer

^
_

20.405(sH1Hml 60.73(aH2}|il 60.73taH2Hw60iAl J66A1

20.4086eH1Hiv) 80.73(aH2HR) 80.734eH2)(voi4HB)

20.4084eH1Hvl 50.73(aH2Hita 50.73teH2Hal

LICENSEE CONTACT FOR TMit LER 112}
NAME TELEPHONE A JM8ER

ARE A CODE

Heyward R. Rogers, Compliance Engineer 61115 817(01-l6111416
COMPLETE ONE LINE FOR EACM COMPONENT FAILURE DESCRISED IN TM18 REPORT 113)

CAUSE SYSTEM COMPONENT MAN C. REPORTA li * E IM[ "f0 NPRo pp g CAUSE SYSTEM COMPONEJT

X 4B | R PID BI2191 0 Y I | 1 ; I I i

I I I I I i 1 I I I I I l i
SUPPLEMENTAL REPORT EXPECTED ti4l MONTH DAY YEAR

SU8WS$10N

3''''"'",******'".''."...8*"88'*8'" l* 112 0!1 81 4
A STRACT n m = ,m . .,.-.., a w ,..u. ,,, ~.. ,, , n ei

During normal plant operations on 08/20/84, unit 2 experienced a rupture of the
pressurizer relief tank (PRT) rupture disc at 1203 CST. This resulted in a contain-
ment ventilation isolation and the shutdown of the unit was initiated and the unit
complied with the Radiological Emergency Plan for an unusual event. The PRT disc

|
rupture was caused by a leaking pressurizer safety valve which relieves to the PRT.

Upon rupture of the PRT disc the containment radiation levels increased to the lower
compartment setpoints and generated the r ignal for the CVI. Also, the containment
pressure increased to 0.35 psid which exceeded LCO limits of 0.3 psid. The increase
in pressure was reduced by the automatic opening of the ice condenser doors and
starting of additional lower compartment fans by operator action.

Af ter completion of unit shutdown, both PRT rupture discs and the leaking safety
valve were replaced.
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Prior to the event, on 08/11/84, with unit 2 at 100% power (2235 psi and 578 F) one of
the pressurizer safety valves (2-SRV-68-653) experienced some slight leakage across
fac seat. Relief from this safety valve is designed to flow to the PRT, which has two

rupture discs, if the tank pressure exceeds 85 psig. During operation prior to the
event, PRT and safety valve parameters were monitored by operations personnel to
ensure safe operation of the plant. All parameters including level, temperature, and
pressure in the PRT were being maintained within prescribed operation limits. On the
date of the event. 08/20/84, with the PRT parameters within limits, one of the two
PRT discs ruptured prematurely. The rupture resulted in a small increase in radiation
levels in the lower containment causing a containment ventilation isolation initiated
by radiction monitor RM-90-106. There was no purging activity at the time of the event,
therefore, the only isolation valves that closed were those to the radiation monitor
itself and no inadvertent releases were made. Operations personnel initiated shutdown ,

of the unit and notified the NRC by phone of the event in accordance wit? SNP REP 1P-2.
Unit shutdown (mode 3-Hot Standby) was completed at 1556 CST on 08/20/84.

I
Repair work was initiated on the ruptured PRT disc and the failed disc sent to !

Westinghouse to determine the cause for its premature failure. The disc was supplied
by Westinghouse, manufactured by Black, Sigails, and Bryson, and was a Type BV with
a manufacturer's range of 86-100 psi @ 200 F. The results of the Westinghouse tests
will be provided in a supplementary report. An investigation and engineering evalua-
tion is also being performed by TVA on the discs installed on SNP unit 1 and the

results will be provided in that same report. Leakage from the safety valve and from
a pressurizer spray valve stem' leak-off line did result in minor fluctuations in PRT

parameters, however, these are not considered to be the cause of the premature rupture
of the disc.

The Crosby safety valve (model 6M6 HB-BP-86) has a design setpoint of 2485 psig. When
| it was removed and leak tested, it was found to have gross leakage @ 2300 psig. This
} leakage made the actual determination of the setpoint impossible, however, due to the
| design of the valve, the seat leakage would tend to make the valve relieve at a more
j conservative (lower) pressure. The valve deficiency is not considered to have degraded
I

the safety of the plant during the time from the discovery of the leak until the

valve was replaced, since the valve would have lifted and RCS integrity was not
degraded.

Further investigation into drainage points to the PRT showed that a PRT spray valve
(PCV-68-340D) stem leak-off line was leaking at the stem packing due to normal wear.
During the shutdown, the valve was backseated. Full repairs will be made during the
upcoming outage.

An evaluation of this event, its causes and effects was made to ensure plant safety
before unit restart. Af ter the replacement of the PRT rupture disc, safety valve, and
backseating of the spray valve, the unit returned to power at 0432 CST on 08/30/84.
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* U.S. Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

Centlemen:

TENNESSEE VALLEY AUTHORITY'- SEQUOYAH NUCLEAR PLANT UNIT 2 - DOCKET NO.
~

50-328 - FACILITY OPERATING-LICENSE DPR-79 - REPORTABLE OCCURRENCE REPORT
SQRO-50-328/84013

The enclosed licensee event report provides details concerning the forced
unit shutdown due'to a rupture of the pressurizer relief tank relief disc.
This event is. reported in accordance with 10 CFR 50.73, paragraph a.2.i.A
and a.2.iv.

Very truly youra,

TENNESSEE VALLEY AUTH0RETY

0.(d. kn -

P. R. Wallace
Plant Manager

Enclosure
cc '(Enclosure):

James P. O'Reilly, Director
U.S. Nuclear Regulatory Commission
Suite 2900
101 Marietta Street, NW
Atlanta, Georgia 30323

-Records Center
Institute of Nuclear Power Operations

Suite 1500
1100 Circle 75 Parkway
Atlanta, Georgia 30339

NRC Inspector, NUC PR, Sequoyah

.

I
1983-TVA SOTH ANNIVERSARY

An Equal Opportunity Employer

e J


