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On 10/28/85 at 0951 while in cold shutdown (mode 5) at 110 degrees F, 0 psig; process radiation wonitor
OPR31J (Main Control Room Outside Air Intake 'A') went into interlock mode due to a check sourc: test
fatlure. This caused the Train 'A' Main Control Room Ventilation system to transfer to its Engineered
Safety Feature (ESF) configuration. Troubleshooting revealed that the radiation monitor's i1odine detector
was malfunctioning. The iodine detector was replaced, the monitor recalibrated, tested and returned to
service on November 4, 1985.

Plant and public safety were not affected as this failure resulted in the implementation of the ESF
configuration at levels more conservative than design.
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TEXT

On October 28, 1985, at 0951, with the plant in Cold Shutdown (Mode 5), at 110 degrees F, 0 psig,
radiation monitor OPR31J (Main Control Room Qutside Air Intake 'A') (IL) went into the interlock mode due
to a cieck source test failure. This caused the Train 'A' Main Control Room Ventiiation System (VI) lo
transfer to its Engineered Safety Feature (ESF) configuration. A check source test was performed and the
results showed that anly 25% of expected counts were realized. The troubleshocting guide in the vendor's
manual directed to check cable connections and high voltage power supplies. This was done but did not
identify the problem. Subsequently, analysis with a multi-channe! spectrum analyzer demonstrated that the
iodine detector in the monitor was malfunctioning. To correct the problem, the iodine detector was
replaced. The monitor was recalibrated and a check source test performed to verify proper operation. The
monitor was then returned to normal operating condition on November 4, 1985.

Plant and public safety were not affected. This failure o" the iodine detector results in the radiation
monitor initiating its safeguard: acticn at levels more conservative than design. Transfer of the Main
Concrol Room Ventilation System to its ESF configuration establishes a safer plant condition.

There have been no previous iodine detector failures of this nature, however, check source failures caused
by insufficient tolerance in the checksource setpoints and a mechanical linkage failure have caused Main
Control Room ESF actuations in the past (LER 84-021-00. 85-076-00).

The exact cause of the iodine detector failure is unknown. The detector was purchased from G.A.
Technologies and is their part #03602087-001 (SCD-GAMMA DET). This is considered an isclated occurrence
and no further action is planned at this time.
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Commonweaith Edison
Byron Nuc'ear Station

4450 North German Church Road
Byren, lllinois 61010

November 27, 1985

LTR: BYRON 85-1511

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

Dear Sir:

The enclosed Licensee Event Report from Byron Generating Station is being
transmitied to ycu in accordance with the requirements of 10CFR50.73(a)(2)(iv)
which requires a 30 day written report.

This report is number 85-094-00; Docket No. 50-454.
Very truly yours,

7

gf:(c)ueno 4\‘7/

Station Manager
Byron Nuclear Power Station

REQ/bf

Enclosure: Licensee Event Report No. 85-094-00

ce: J. G. Keppler, NKC Region Il Administrator
J. Hinds, NRC Resident Inspector
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