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on 09/11/85 Unit 2 was in cold shutdown and Unit 1 was at power
operation. During the process of venting Unit 1 containment to the
atmosphere, a high particulate alarm occurred. Per-Zion Procedure AOP-5,
the vent was secured and the Radiation Chemistry department was notified
to sample the discharge. Due to a personnel error, a sample was obtained
from Unit 2, which was then in a containment purge at cold shutdown.
Pulling this sample interrupted the flow past rad monitor 2RT-PR09C,
causing it to fail on low flow. At this point, an as yet undetermined
interaction in the rad monitor's alarm circuitry also resulted in tripping
of the purge fans ard closure of the purge valves.

The exact nature of this circuit defect is still being investigated,
and will be documented in a supplemental LER.

There were no safety implications, as radioactivity in excess of
Technical Specification limits was not released to the environment.
All personnel involved in the event have been counseled on the importance
of clear communication.
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On 09/11/85 Unit 2 was in cold shutdown and undergoing a containment
purge; Unit 1 was at power operation and undergoing venting of the '

containment to the environment. During the process of venting Unit 1,
containment purge exhaust stack particulate monitor 1RT-PR09C alarmed.
Per Zion procedure AOP-5, the vent was secured and Radiation Chemistry
department was notified to pull a sample. Due to a personnel error, a
sample was pulled from the incorrect unit, Unit 2. When the sample was
pulled from Unit 2, containment purge inlet and outlet valves 2AOV-RV0001,
0002, 0003, 0004 closed, along s'i t h the subsequent tripping of the purge
fans 2RV006-2A, 007-2B, 008-2A, 009-2B.

The root cause of this automatic action is still under investigation,
but it is suspected to be a defect in the alarm circuitry on rad monitor
2RT-PR09C. Pulling the sample interrupted the flow past this monitor,
causing it to fail on low flow. At this point, a spurious signal also
caused the fans to trip and the valves to close. The exact nature of this
interaction is still under study, and will be further documented in a
supplemental report.

Station records show one previous instance (DVR 1-83-121) when a con-
tainment purge was terminated by a spurious signal on a similar monitor.
The cause of that event was said to be circuit defect, but the exact nature
of the defect was not known. DVR 2-85-40 also documents intermittent spiking
on similar monitor 2RT-PR09A, but attempts to determine the cause of the
spiking were not successful.

Immediately following the incident, a sample from 1RT-PR09C was
requested and pulled. The results showed the Technical Specification limits
had not been exceeded, and that the high radiation alarm on Unit 1 was
not valid. The results were comparable with backround readings.

All personnel involved in the incident were counseled on the importance
of clear, concise communication. The licensed operator who made the
personnel error acted per approved procedure but specified the incorrect
unit to sample.
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O Zion Gin:riting Station
Commonwrith Edison

~

101 Shiloh Blvd.
Zion, Illinois 60099
Telephone 312/746 2084

October 11, 1985

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

References: 10CFR50

Dear Sir:

The enclosed Licensee Event Report from Zion Generating Station
is being transmitted to you in accordance with the requirements of
10CFR50.73 (a)(2)(iv) which requires a 30 day written report when
an event or condition results in a manual or automatic actuation
of any engineered safety feature.

This report is number 85-019-00, Docket No.50-304/DPR-48.

Very truly yours,
<

>

h'
G. Pliml.

Station Manager
Zion Generating Station

GJP/dn

Enclosure: Licensee Event Report No. 85-019-00

Attachment

cc: J. G. Keppler, NRC Region III Administrator
M. Holzmer, NRC Resident Inspector
INPO Record Center
CECO Distribution List
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