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On September 24, 1985 at 1312 hours and while Unit 3 was shutdown, the Unit 3
reactor building ventilation system tripped and isolated. Th. "A" train of the
standby gas treatment system immediately started as required. The Unit 2 reactor
building ventilation system was manually tripped and isolated. The initial
ventilation trip was caused by a refueling floor channel "B" high radiation signal.
At 1342 hours the Unit 2 and Unit 3 reactor building ventilation systems were
started »ad the standby gas treatment cystem was secured.
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Ffollowing a high radiation alarm in the control room, the Station Control Room
Engineer was notified by the Fuel Handling Department that the refueling floor
area radiation monitor had initiated as they were moving a discharged local power
range monitor within the fuel pool.

The cause of the event can be attributed to personnel error. The event was discussed
with the Fuel Handling Department Lead Foreman and he was made more aware of the
necessity for using extreme caution when moving local power range monitors.

The safety significance of the event was minimal since radiation dose to the Fuel
Handlers involved was minimal, the Unit 3 reactor building ventilation tripped as
required, and the "A" train of the standby gas treatment system started as designed.
Further, *he redundant "B" train »{ the SBGT system was available for operation.

An event of this type last occurred on September 5, 1985 and was reported by
Licensee Event Report #85-017 on Docket #050249.
report describing this event was misplaced and never forwarded to the Technical
12/11/85, while reviewing the Emergency Notification
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On September 24, 1985 at 1312 hours and while the unit was shut down, the Unit 3
reactor building ventilation system tripped and isolated. The "A" train of the
standby gas treatment system (BH) immediately started as required. The Unit 2
reactor building ventilation system was manually tripped and isolated per Operating
Order 1-85. The initial ventilation trip was caused by a refueling floor channel
"B" high radiation signal. At 1342 hours the Unit 2 and Unit 3 reactor building
ventilation systems were started and the standby gas treatment system was secured.

Upon discussion with the Stativu Control Room Engineer (SCRE) on shift at thes time
of the event, it was discovered that a refueling floor high radiation alarm was
received in the control room. Following the alarm the SCRE received a telephone
call from the Fuel Handling Department notifying him that the refueling floor area
radiation monitor had initiated as they were moving a discharged local power range
monitor (LPRM) within the fuel pool. The discharged LPRM was being moved to a
cutting station also within the fuel pool for processing. The LPRM was brought too
near the surface of the water and initiated the radiation monitor.

The cause of the event can be attributed to personnel error. The event was dis-
cussed with the Fuel Handling Department Lead Foreman and he was made more aware

of the necessity for using extreme caution when moving local power range monitors.
The esafety significance of the event was minimal since the radiation dose to the
Fuel Handlers involved was minimal, the Unit 3 reactor building ventilation tripped
as required and the "A" train of the standby gas treatment system started as
designed. Further, the redundant "B" train of the SBGT system was available for
operation.

An event of this type last occurred on September 5, 1965 and was reported by
Licensee Event Report #85-017 on Docket #050249.

On December 11, 1985, while reviewing the Emergency Notification System (ENS)
telephone log, the Unit 2 Technical Staff CGroup Leader discovered that a one
hour telephone notification of this event had been made to the Nuclear Regulatory
Commission. However, the required 30 day written report had not as yet been
submitted. A review of the Shift Engineer's log indicated that a written
deviation report describing this event had been written. However, the deviation
report had not been forwarded to the Technical Staff. As a result, this written
report was not submitted to the NRC by the 10/23/85 due date. It is not known
how the original deviation report was lost. As this is an isolated incident, no
further action will be taken. The ENS telephone log will continue to be
periodically reviewed by the Technical Staff Group Leaders.




Commonwealth Edison
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Morris, Illinois 60450
Telephone 815/842-2920

December 19, 1985
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U.S. Nuclear Regulatory Commission
Document Control Desk
Washington, D.C. 20555

Licensee Event Report #85-026-0, Docket #050249 is being submitted as required
by Technical Specification 6.6, NUREG 1022 and 10 CFR 50.73 (a)(2)(iv).
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