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[01Z] |_At approximately 1800 hours on September 16, 1983, with the Plant at cold shutdown, |
I3 | it was determined that the Technical Specification insrantaneous release limit |
f5Ta) | for radiciodine (3.9.2.1) was .xceeded thxingh the Plant stack that aftermoon. |
(515) |_This event is reporied pursuant to Technical Specification 6.9.2.(2). Since the ]
| 10CFR20 limit for radioiodine was not exceeded, there was no threat to the public |
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CAUSE DESCRIPTION AND C ’RRELTIVE ACTIONS \_)
To] | BEquipment which may have provided a pathway for the Iodine to the Plant stack N

1] | _was shut down. The Iodine's pathway from the reactor to the Plant stack could not |

1] | be d>termined because the Iodine level rapidly decreased. Iodine levels remained |

| nommal during subsequent extensive testing and controlled restarting of equipment. |

| Iodine levels are being monitored to detect a recurrence of this release. J
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Cause Description and Analysis

At 0800, Friday, September 16, 1983, with the Plant in a cold shutdown
condition, the Iodine filter cartridge was removed from the

Particulate Iodine Noble Gas (PING) System for routine analysis. The
result indicated the release rate for the previous 24 hours was 2.07 times
the Annual Average Release Rate which is allowed by the Technical
Specifications. Because this was an unusually high value, the inservice
Iodine filter was removed at approximately 1300 hours and sampled. It
showed a release rate of 3.1 times the Annual Average Release Rate which is
allowed by the Technical Specifications. Upon receiving the analysis
results, an effort was begun to isolate and track the Iodine release. The
current inservice Iodine cartridge was removed around 1425 hours and
counted. These results indicated the Iodine Release Rate was 22.2 times
the Annual Average Release Rate or 2.22 times the Technical Specification
Instantaneous Release Rate (T.S. 3.9.2). Between 1300 hours on

September 16, 1983, and 2010 hours on September 16, 1983, .003 curies of
I-131 were released.

Corrective Action

The immediate corrective action was to shut down everything which could
even remotely be causing the release. At 1823 hours, another Iodine filter
cartridge was removed from the PING and sampled. This result showed the
release rate had decreased slightly to a value of 2.04. Furthemore,
instantaneous readings from the PING showed the release rate was falling.
The source of the Iod.ne was still unknown, but by approximately 2100
hours, the release rate was within acceptable values.

The follow-up corrective action was to repeat evolutions which had been
occurring on the previous day in a controlled manner to determine what
effect they would have on the release rate. Evolutions with the least
possibility of causing an increase - tte release rate were chosen to be
performed first. Every precaut? » . 4 to be taken to preclude allowing the
release rate to exceed the #7 ~ . mits. Concurrent with these
activities, prior data was . /zad in an effort to establish a
correlation between Plant e...its « . ~hanges in the release rate.

"A" Boric Acid Evaporator, which had been used to process water fram the
Waste Holdup Tank, was put in service and caused only a slight increase in
stack Iodine. "B" Boric Acid Evaporator was then placed in service and
resulted in an increase in activity (approximately 20% of the annual
average Technical Specification limit) but still not enough to explain the
rates experienced during the release event. While thes: tests were being
conducted, the Gas Analyzer was being inspected to determine if it had a
flow path which might have allowed Iodine to enter the Plant vent. The
equipment checked out without indicating any problem. The next evolution
consisted of venting the Volume Control Tank to the Waste Gas System. It
did not produce any perceivable change in the release rate. Furthesmmore,
the results indicated it was not a likely suspect because of the activity
levels in the VCT.



The Auxiliary Building charcoal filters fan, HVE-5, was stopped with no
change noted. The Gas Analyzer was then placed in service and used to
sample various tanks. A special sampling collector was put in placz of the
sample bamb and was used to sanmple ror Iodine on the Pressurizer Relief
Tank and th. Volume Control Tank. Results of these tests failed to produce
a detectable change in release rate. Performing these tests took until
Sunday night, September 18, 1983. With no results to indicate a source, a
new plan was made to test the operation of HVE-5 with an evaporator in
service. These tests resulted in no significant change in Iodine levels.

During the above investigation, extensive Iodine sampling was conducted
throughout the Auxiliary Building, and a person was stationed at the PING
system to continuously monitor Iodine and to calculate the average annual
release rate each hour.

Corrective Action to Prevent Recurrence

The hourly printout on the PING system and the PING charcoal cartridge will
be removed and analyzed each working day. The hourly PING printout will be
used for further detailed analysis if the cartridge analysis indicates the
annual average release rate for the previous day was exceeded. These
interim measures will be followed until the proposed Radiological
Environmental Technical Specification (RETS), currently under review by the
NRC, are approved, at which time the requirements of the RETS will be
followed.
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