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DESCRIPITION OF EVENT

The Iodine Removal System was in a degraded condition longer than allowed by
the Technical Specifications.

CAUSE OF EVENT.

This event was caused by a combination of leaking check valves and cognitive
personnel error. A leaking check valve caused dilution of Sodium Hydroxide (NaOH)
used as an additive in the containment spray system. On restoring the system
a faulty level indication was used, thus the NaOH tank was still out of
specification.

-

CORRECTIVE ACTIONS

The leaking check valves were repaired, and the Training Department will evaluate
this item to determine appropriate training requirements and methods.
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DESCRIPITION OF EVENT

On the morning of February 14, 1986, while operating at 1007. power, a review
of plant operating logs revealed an unexpected increase in level of the Sodium
Hydroxide (NaOH) addition tank. NaOH is used as an additive in the containment
spray (BE) system to aid in iodine removal. The NaOH tank was sampled and the
concentration was found to be 26.17.. This was below the Technical Specification
3.6.2.2.a limit of 307.. The Iodine Removal System was declared out of service
at 11:00 AM. While preparations were made to restore the concentration the cause
of the increase in tank level was investigated. It was found that leaking check
valves allowed water from the Refueling Water Tank (RWT) to leak into the NaOH
tank reducing the concentration of NaOH. A flush of the check valves with
demineralized water did not prove effective in stopping the leakage. The check
valves were disassembled and inspected. The inspection revealed debris on the
seating surfaces of the check valves. This inspection also revealed that the
check valves were installed upside-down (flow orientation was correct). The fact
that the check valves were upside-down does not prevent them from performing
their safety function. After rebuilding the check valves there was no leakage
from the RWT to NaOH tank. While work on the check valves was progressing the
NaOH tank was partially drained and refilled with concentrated NaOH to a level
of 4058 gallons by local gage glass indication (Minimum level by Technical
Specifcation 4010 gallons). The NaOH tank was declared back in service at 13:17
P.M. on February 17,1986, well before the 72 hours required by the Technical
Specifications. The control room level indication was thought to out of service,
due to a descrepancy between gage glass and control room (remote) indication
readings.

When the Instrument and Control personnel began work on the remote level indication
for the NaOH tank they could find nothing wrong with the instrument loop. Further
investigation revealed that the gage glass level indication was in error. The
error was caused by the dif ferent density of fluids in the gage glass and the
bulk of the NaOH tank. When the NaOH tank was refilled the gage glass had a
volume of much less concentrated NaOH. This reduced density caused the gage
glass to read a higher level than actual tank level. After draining and refilling;
the gage glass agreed with the remote indication of 3750 gallons. The NaOH tank
was again placed out of service at 1:00 P.M. on February 19,1986. By 17:15 P.M.
that same day level was restored to 4100 gallons and the system was returned
to service.

_

Since the level indication used to return the NaOH tank to service on the 16th
of February was inaccurate the NaOH tank had not been properly restored to service.
This is a violation of Technical Specification 3.6.2.2. The NaOH tank was out
of service for 128 hours instead of the 72 hours allowed and this is reportable
under 10CFR50.73.a.2.1.b.
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CAUSE OF EVENT

The initiating cause of the event was debris under the seat of two check valves
that allowed RWT water to leak into the NaOH tank. No source for the debris
was identified. The violation of the Technical Specifiction time limit for NaOH
out of service was a cognitive personnel error by a utility licensed operator.
The operator believed the gage glass level indication when the tank was first
restored to service.

ANALYSIS OF EVENT

The addition of NaOH to the containment spray ensures a pH of between 8.5 and
11.0 for the solution recirculated within the containment after a LOCA. This
pH band minimizes the evolution of iodine and minimizes the e f fec t of cloride
and caustic stress corrosion on mechanical systems and components. With less
than the Technical Specifcation required amount of NaOH, the pH of the containment
spray could be more acidic than desired for iodine removal and corrosion rates
could be greater for some accident scenarios.

CORRECTIVE ACTION

1. When the concentration in the NaOH tank was found to be low, immediate actions
were taken to restore concentration and find the source of the dilution.
2. The cause of the low concentration of NaOH was leakage of water from the
RWT to the NaOH tank thru leaking check valves. These valves were repaired by
plant maintenance personnel.
3. The level not being restored properly was a cognative personnel error by
a utility licensed Operator. The plant training group will evaluate this item
to determine appropriate training requirements and methods.

ADDITIONAL INFORMATION

See LER #335-78-42 for a previous NaOH System Report.
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FLORIDA POWER & LIGHT COMPANY

March 14,1986
L-86-108

U. S. Nuclear Regulatory Commission
Document Control Desk
Washington, D. C. 20555

Gentlemen:

Re: Reportable Event 86-3
St. Lucie Unit 1
Date of Event: February 14,1986
Iodine Removal System Out of Service
Greater than 72 Hours

The attached Licensee Event Report is being submitted pursuant to the-
requirements of 10 CFR to provide notification of the subject event.

Very truly yours,

. O. Woody
roup Vice President

Nuclear Energy

COW /SAV:dee

Attachment

cc: Dr. 3. Nelson Grace, Region 11, US NRC
Harold F. Reis, Esquire
File 933.1
PNS-LI-86-81
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