Commonwealth Edison Company
Byron Generating Station

1450 North German Church Road
Byron, 1L 6101G:97949

el 8152549441

May 15, 1998

LTR: BYRON 98-0158
FILE: 3.03.0800 (1.10.0101)

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

Dear Sir:

The Enclosed Licensee Event Repcert from Byron Generating Station is
being transmitted to you in accordance with the reguirements of
10CFRS0.73(a) (2) (iv).

This report is number 98-004; Docket No. 50-455.

Sincerely,

A A

Station Manager
Byron Nuclear Power Station

KLK/MS/js
Enclosure: Licensee Event Report No. 98-004

cc: A. B. Beach, NRC Region III Administrator
NRC Senior Resident Inspector
INPO Record Center
ComEd Distribution List
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U.S. NUCLEAR REGULATORY COMMISSION APPROVED BY OMB NO. 3150-0104

EXPIRES 04/30/98

ESTIMATED BURDEN PER RESPONSE TO COMPLY WITH THIS MANDATORY
INFORMATION COLLECTION REQUEST 500 WRS. REPORTED LESSONS LEARNED ARE
INCORPORATED INTO THE UCENSING PROCESS AND FED BACK TO INOUSTRY
FORWARD COMMENTS REGARDING BURDEN ESTIMATE TO THE INFORMATION AND
HECORUS MANAGEMENT BRANCH (1.6 F33), U.S WUCLEAR REGULATORY COMMISSION,
WASHINGTON, DC 205550001, AND TO THE PAPERWORK REDUCTION PROJECT (3150

LICENSEE EVENT REPORT (LER)

(See reverse for required number of

FACILITY NAME (1)

digits/characters for each block)

BYRON NUCLEAR POWER STATION, UNIT 2

TITLE @)

0104}, DFEICE OF MANAGEMENT AND BUDGET, WASHINGTON, OC 20503.

DOCKET NUMBER (2)

05000455

FHB Rad Monitor ESF Actuation due to High Dose Water in Fuel Transfer Canal

PAGE (3}
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EVENT DATE (6) LER NUMBER (6) REPORT DATE (7) OTHER FACILITIES INVOLVED (8)
FACILITY NAME DOCKET NUMBER
MONTH | DAY AR || vean |  SEQUENTIAL | REVISION §i \opry | pay \ ,
" NUMBER | NuMBER [| MONTH | O Byron Station, Unit 1 05000454
FACILITY NAME DOCKET NUMBER
04 19 9 9 - 004 - 1
8 8 00 05 5 98 05000
OPERATING TG REPORT 1S SUBMITTED PURSUANT TO TAE REQUIREMENTS OF 10 CrR & (Check one or more) (11)
MODE (9) 70,2201 (D) 20.2203(a1(2)(v) 507382111 50.73(8)(2) (vl
. 30 2203(a1(1) 76.2203(a(310 0. 730u)12)00 507381210
LEvEL (10) | 000 2022031210 70 220302310 50 732 0 7377
20.2203(a)(2) (1) 20.2203(a)(4) X | 50.73(a)(2)(v) OTHER
S f Ab: 1 bel:
3022032 0 50 361011 50.73182)v) Bpecity in Absuract below
70 230321V 50 36(0(2) 50 7312 v

LICENSEE CONTACT FOR THIS LER (12)

NAME

Marri Marchionda, Radiation Protection
Bill Pirnat, Root Cause Analyst

TELEPHONE NUMBER (include Ares Code)

815-234-5441 x2237
815-234-5441 x4190

COMPLETE ONE LINE FOR EACH COMPONENT FAILURE DESCRIBED IN THIS REPORT (13)

. REPORTABLE REPORTABLE
CAUSE SYSTEM COMPONENT | MANUFACTURER T0 NPRDS CAUSE SYSTEM COMPONENT | MANUFACTURER 10 NPRDS
g SUPPLEMENTAL REPORT | XPECTED (14) EXPECTED

YES x | no SUBMISSION
(If yes, complete EXPECTED SUBMISSION DATE). DATE (15)

ABSTRACT (Limit to 1400 spaces, i.e., approximately 15 single-spaced typewritten lines) {(16)

During preparation for a Unit 2 core offload a valid Engineered Safety Feature (ESF) signal was received and processed
by the Fuel Handling Building (FHB)[ND] Area Radiation (AR)[IL] monitors. The ESF signal to start the FHB Ventilation
System, which was already in service, was generated when the sluice gate separating the Fuel Transfer Canal (FTC)
and the Spent Fuel Pool (SFP) was opened. The radiation level in the FHB reached five millirem per hour. Elevated
radiation levels were expected prior to opening the sluice gate because it was known that the water in the FTC was at
a higher dose rate than the water in the SFP. The condition, which caused the water in the FTC to be at a higher
dose rate, is reported in Licensee Event Report (LER) 05000455-98-003. This event is reported separately as an ESF
actuation. This is classified as cause code X, other. Since this event was expected and initiated as a course of
operations, no previous corrective actions would have been taken to prevent this event. Actions taken following this
event consisted of monitoring dose rates in the FHB. The safety of the plant and the public was not affected by this
event. This event is reportable under 10 CFR 50.73(a)(2)(iv).
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LICENSEE EVENT REPORT (LER)
TEXT CONTINUATION

[ DOCKET

LER NUMBER (6)

; SEQUENTIAL | REVISION
b NUMBER NUMBER

| 98 - 004 00

FACILITY NAME (1)

BYRON NUCLEAR POWER STATION, UNIT 2 05000455

TEXT (If more space Is rcqurod. use additional copies of NRC Form 366A) (1

A. ITI PRIOR T 't
Event Date/Time 04-19-98 / 2320
Unit 1 Mode 1 - Power Op Rx Power - 99.8% RCS (AB] Temperature/Pressure NOT/NOP

Unit 2 Mode 6 - Refueling Rx Power - 00.0% RCS [AB] Temperature/Pressure 100 degrees F / O psig

B. RIPTI F i ¥

On 04/19/98 at 2320, during preparation for a Unit 2 core offload a valid Engineered Safety Feature (ESF)
signal was received and processed by the Fuel Handling Building (FHB)[ND] Area Radiation (AR)[IL] monitors
ORT-AR055/56. The ESF signal to start the Fuel Handling Building Ventilation System, which was already in
service, was generated when the sluice gate separating the Fuel Transfer Canal (FTC) and the Spent Fuel Pool
(SFP) was opened. The sluice gate was opened at 2311. At 2313, the monitors produced an alert (2.5
millirem per hour setpoint). And at 2320, the monitors alarmed "Hi Rad" (5.0 millirem per hour setpointj. The
radiation level in the FHB reached five millirem per hour. Elevated radiation levels were expected prior to
opening the sluice gate because it was known that the water in the FTC was at a higher dose rate than the
water in the SFP. The safety of the plant and the public was not affected by this event. This event is
reportable under 10 CFR 50.73(a)(2)(iv) for any event or condition that resulted in a manual or automatic
actuation of any engineered safety feature (ESF).

C. CAUSE OF EVENT:

During the B2RO7 refueling outage a routine and preplanned hydrogen peroxide addition was initiated to
perform a “crud burst” on the Reactor Coolant System (RCS)[AB]. Cleanup following this “crud burst” was
insutficient. During the reactor cavity fill, crud was apparently stirred up and due to the radioactive particles
suspended in the water, the radiation levels in the cavity increased (see LER 05000455-98-003). Since the
valve (2FHO01) between the cavity and the FTC was open, the radiation levels in the FTC also increased. ‘

On 4/19 at 2311, when the sluice gate between the FTC and the SFP was opened the higher dose rate water |
mixed with the lower dose rate water due to natural flow and circulation. Either this homogenous mixture or a
stirring of “crud” created radiation levels that rapidly reached the "Hi Rad" setpoint for the AR monitors (the
high radiation alarm was received nine minutes later, at 2320). The radioactive particles suspended in the
water created “shine” off the water causing the FHE AR monitors to alarm and generate the ESF actuation

signal.

The condition, which caused the water in the FTC to be at a higher dose rate than the water in the SFP, is
reported in Licensee Event Report (LER) 05000455-98-003. This event is reported separately as an ESF

actuation. This is classified as cause code X, other.

Data gathering (logs) and reviews, Event and Causal Factor Charting, and Interviewing were used during this
investigation.

(p:\regassur\pifleniler\wp9534r wpf042798)



LICENSEE EVENT REPORT (LER)
TEXT CONTINUATION

FACILITY NAME (1) T pockeT | LER NUMBER (6) ;
. . SEQUENTIAL | REVISION |

BYRON NUCLEAR POWER STATION, UNIT 2 05000455 |— ";::“ LB
= iR

TEXT (If more space is roqu:rd. use addnoml copres of NRC Form 366A) (17)

D. SAFETY ANALYSIS:
The safety of the plant and the public was not affected by this event. Although the ESF signal to start the
Fuel Handling Building Ventilation System was valid, the ventilation system was already in service. The
radiation level in the FHB reached five millirem per hour. The elevated radiation levels were expected prior to

opening the sluice gate because it was known that the water in 1ne FTC was at a higher ~'nse rate than the
water in the SFP. Had the dose rate in the FHB been higher, actions taken would have be2n the same.

E. CORRECTIVE ACTIONS:
Immediate actions:

Following appropriate Byron Annunciator Response (BAR) procedures, the Health Physicists were notified and
FHB dose rates were monitored.

Corrective actions:

a course of operations, previous corrective actions taken would not have been expecied to prevent this event.

None.

Corrective actions to prevent recurrence:

None.

Corrective actions for the FTC water being higher in dose are discussed in LER 05000455-98-003.

P, R T RCH NALYSIS.

A recurring events search and analysis for the insufficient "crud burst” cleanup and resulting high dose water in

the cavity and FTC will be included in LER 05000455-98-003. Since this event was =xpected and initiated as
|
|
|
|
|

G. COMPONENT FAILURE DATA:

None.
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