« Commonweahth Edson Company
Byron Genorating Station
1450 North Gorman Church Road
Hyron, il 610104794

el 818 244 5441

November 21, 1997

LTR: BYRON 97-0276
FILE: 3.03.0800 (1.10.0101)

U.8. Nuclear Regulatory Commission
Document Control Desk
Washington, D.C, 20555

Dear 8ir:

The Enclosed lLicensee Event Report from Byron Generating Station is
being transmitted to you in accordance with the requirements of
10C. R50.73(a) (2) (1) (B)

This report is number 97-018; Docket No. 50-454.

Sincerely,

S e g

Station Manager
Byron Nuclear Power Station

KLK/MS8/js

Enclosure: Licensee Event Report No. 97-018

¢c: A. B. Beach, NRC Region III Administrator
NRC Senior Resident Inspector
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ComEd Distribution List
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LICENSEE EVENT REPORT (LER)
(See reverse for required number of

)

BYRON NUCLEAR POWER STATION, UNIT 1

digits/characters for each block)

APPROVED BY OMB NO. 3160-0104
EXPIRES 04/30/88

ESTIMATED BURDEN PER RESPONSE T0 COMPY WITH THIS MANDATORY
INFORMATION COLLECTION REQUEST $00 MRS REPORTED LESSONS LEARNED ARf
INCORPORATED INTO THE LICENSING PROCESS AND FED BACK TO INDUSTRY
{ FORWARD COMMENTS REGARDING BURDEN ESTIMATE TO THE INFORMATION AND
| RECORDS MANAGEMENT BRANCH (T 6 F33). US NUCLEAR REGULATORY COMMISSION,
| WASHINGTON, DC 205550001, AND TO TME PAPERWORK REDUCTION PHOJECT (3150 |
01041 OFFICE OF MANAGEMENT AND BUDGET, WASHINGTON, DC 20603

FACILITY NAME
T Y :
s et Ehuns | Byron, Unit 2 05000455
TACILITY NAME DOCKET NUMBER |
10 23 97 00 1" 21 a7 | 05000
OPERATING 1 HIS REPORT 1S SUBMITTED PURSUANT TO THE REQUIREMENTS OF 10 CFR §: (Check one or more) (11) |
MODE (9) 20.2201(b) 20.2203(a){(2)(v) X | 50.73(a)2i() 60.73(a)(2)(vini)
[ pOWER | ]20.2203()(1) 20.2203(a)(3)(1) 50.73(a)(2)(w) 50.73(a)(2)(x)
LEveL o) | 996 =136 33030210 70 2203w (30 50 73(8)(2) 00 ERE
[ . y | 20.2203(a)(2){m) 20.2203(a)(4) 650.73(a)(2)v) OTHER
. S ] Ab: beio
20 2203(a)(2)(m) 50.36(c)(1) 50 73(a)(2)(v) Spscity in Abevact betow |
20.2203(a)(21(iv) 50 .361c)(2) 50.73(a(2) (v 4
LICENSEE CONTACT FOR THIS LER (12)
NAME TELEPHONE NUMBER [Inciude Area Code)

David Young, SED Root Cause 815-234-5441 X3064
: COMPLETE ONE LINE FOR EACH COMPONENT FAILURE DESCRIBED IN THIS REPORT (13)
. REPORTABLE REPORTABLE
CAUSE SYsTEM | COMPONENT | manuracTumer | MTOR ARG CAUSE SYSTEM | COMPONENT | wanuracTuReR | "GEOEIAE

SUPPLEMENTAL REPORT EXPECTED (14) ﬁ EXPECTED MONTH DAY YEAR

YES x | nO SUBMISSION
(I yes, complete EXPECTED SUBMISSION DATE) DATE (16)

—ITTETT m
ABSTRACT (Lumit to 1400 spaces, 1 &, approximately 15 single-spaced type vritten hines) (16)

On October 23, 1997, during review of the Emergency Core Cooiing System Monthly Venting Surveillance procedure
and field walkdown, it was discovered that two Unit 1 vent valves were not included in the procedure. This resulted
in entrance into Technical Specification 4.0.3,

Corrective actions following an event on May 22, 1997 (LER 97-009) were not etfectively implemented due to failure
to implement supervisory metnods to control time pressure and distractions affecting the system engineers during
performance of corrective actions.

Unit 1 and 2 Residual Heat Removal [BP] (RH), Chemical and Volume Control [CB] (CV), and Safety Injection (Low
Head) [BP] (S1) piping isometrics were reviewed to ensure that no other vent valves existed that were not included in
<« venting procedure. A Temporary Procedure Change Request was initiated to add the vent valves to the
survaillance procedure. The system was vented through the two vent valves, and no air was discovered at either
location. This report was reviewed by the involved System Engineer and Supervisor for lessons-learned. A refresher
of Huraan Error Reduction techniques for managing time pressure and work-place distractions shall be conducted with
the System Engineering Department

Plant and public safety was not affected by this event. The S! system was fully capable of performing its design
function, including mitigation ot design basis accidents. This event is reportable per 10 CFR 50.73(a)(2)(1}(B).
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LICENSEE EVENT REPORT (LER)
TEXT CONTINUATION

[ il more space Is required, use additonal copres of NRC Form 3664) (17)

PLANT CONDITIONS PRIOR TO EVENT:
Event Date/Time 10-23-97 /1 14156
Unit 1 Made - 1 - Power Operation Rx Power 96% RCS [AB] Temperature/Pressure NOT/NOP
Unit 2 Mode - 1 - Power Operation Rx Power 98% RCS [AB] Temperature/Pressure NOT/NOP

As recorded on Problem Identification Form (PIF) B1997-03727, and confirmed through document review and
personnel interviews, the following sequence of events occurred:

An event involving the Emergency Core Cooling System (ECCS) Venting And Valve Alignment Monthly
Surveillances (1BOS 5.2.b-1 and 2B0OS 5.2.b-1) on May 22, 1997, resulted in LER 97-009, "Missed Technical
Specification Surveillance.”" The May 1997 event was sinilar to the current event in that the same monthly
venting procedure, 1B0OS 65.2.b-1, did not include the venting of particular cornponents, resulting in entrance
into Technical Specification 4.0.3 for failure to perform a surveillance rec,uirement within the allowed
surveillance interval.

System Engineer 1 stated tha. starting on May 23, 1997, Unit 1 and Unit 2 P & IDs and isometric drawings
were reviewed by several engineers, and field walkdowns were initiated tc verify the isometrics were correct,
This was to ensure that all possible (appropriate' vents would be included .. a revision to the ECCS Venting
And Valve Alignment Monthly Surveillance. Since the 151051 and 151052 valves matched the isometric, they
were not identified as discrepant. Valves 151051 and 1SIC52 were not identified as vent valves and were not
included in the Temporary Procedure Change Request initiated on June 13, 1997,

On October 23, 1997, during review of the Unit 1 ECCS Venting And Valve Alignment Monthly Surveillance
(1BOS 65.2.b-1) and walkdown of the SI Cold Leg Injection piping, System Engineer 1 discovered that there
were two vent valves that were not included in the 1BOS 5.2.b-1 procedure. An entry in the S| System
Notebonk un October 23, 1997, states that System Engineer 1 discovered that the 181051 and 181052 vent
vaives were not included in the monthly venting procedure. System Engineer 1 then waiked down Unit 1 and
2 Residual Heat Removel |[EP| (RH), Chemical and Volume Contro! [CB] (CV), and Safety Injection (Low Head)
IBP] (S1) piping to ensure that no other vent valves existed that were not included in the venting procedure.
The presence of System Enginecr 1 in the Auxiliary Building for an appropriate duration (approximately five
hours) was verified via Security Door Card Reader Transaction history.

Entries in the RH, CV, and S| System Notebooks on October 24, 1997, corroborate that system engineers 2
and 3 performed indapendent walkdowns of Unit 1 and Unit 2 RH, CV, and S| piping and verified that no vent
valves in addition to 181051 and 151052 were excluded from the vent procedure. The presence of System
tngineers 2 and 3 in the Auxiliary Building for an appropriate duration (approximately eight hours total) was
also verified. The procedures were also independently reviewed.

This event is reportable per 1T0CFR50.723(a){2)(1)(B), Operation Prohibited by Technical Specifications.
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EXT (i more space is required, use additionsl copres of NRC Form 366A) (17)
F. RECURRING EVENTS SEARCH AND ANALYSIS:

Data base searches were performed for similar Byron Station events. The Byron Regulatory Assuran~e (RABY)
and the Institute of Nuclear Power Operations (INPO) data bases were searched. Keywords used were: ECCS
VENT* and TECHNICAL SPECIFICATION®*. The following event was most similar to the current event.

Byron Station Unit 1 Licensee Event Report (LER 97-009), "Missed Technical Specification Surveillance." (also
Braidwood Unit 1 LER 99-006, "Tech Spec entry in 3.0.3 and Unit 1 Cooldown due to ECCS Venting Issue").
On May 22, 1997, Byron Station determined (and notified Braidwood) that the surveillance procedure for
ensuring emergency core cooling system (ECCS) pumps were properly vented did not address venting the
charging/high head safety injection pumps and their common discharge. The Byron and Braidwood stations
determined that the event was caused by deficient managerial methods which aliowed the approval of the
common surveillance procedure without adequate technical review. This event is relevant to the current event
in that the corrective actions should have identified the two vent vaives which prompted the current LER.

G. COMFONENT FAILURE DATA:

No components failed
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