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Safety Relief Valve, 2B21-F013D, opened for no app 1 rent reason, then reclosed. This event
occurred at 13k9 hours on l'ay 23, 1985, while Unit 2 was in Cold Shutdown. Investigation
into surveillance, mintenance and troubleshooting activities in progress at the time
of t.he event has revealed no cause for the actuation. The "D" SRV control circuitry was
checked for faults, but none were found.

The event had no safety significance since Unit 2 was in Cold Shutdown, and the valve
reclosed shortly after opening.
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1. EVENT DESCRIPTION

ISafety Relier Valve, 2B21-M)13D, (NB, SB) opened for no apparent reason, then
reclosed 23 seconds later. This event occurred at 13k9 hours on thy 23,19S5,
while Unit 2 was in Cold Shutdown.

II. CAUSE

Tr oroach invertirn 'or hr.r rever. led no enure fcr tir SFi ogrnt io:.. Ti( follod t.c
:. : t . w: t (. ....

;. Fu-vrillr.: x r ~ 'vi' .

It var thourht that an error mde du-inc curvcillance could have renerated
a rulre rirnn1 to op'n the "D" SPV. Electrical rurycillance procedu e,
LES-Rii-01, "Eerida:.1 Heat Removal Syrt en Eeln Locie Tert", var in progrest-

for Unit 2. The step being perforced at about the time of the SRV actuation
(F.3.j through F.3.c) involved teacurinc the voltace across terminale
BB-5 and BL-7 and terminals BE-6 and BE-6 at pnel 2H13-P629 This panel
is directly adjacent to a panel housing terminal teardt for SRV control
circuits (2H13-P628). It is conceivable that the personnel performing
the su-veillnnee erroneoutly vent to pnel 2H13-P628 instead of 2H13-P629
and took the voltage measurements across terminals Bb-5 and BB-7 and
terminals BB-6 and BB-8 of the SRV control pnel. However, none of these
terminals is associated with the "D" SRV, so an error of this kind could
not have resulted in itr actuation.

2. Maintenan:e Activity.

Maintenance per Work Request nu=ber LhS511 was being performed by Instru-
ment Maintenance personnel during the time when "D" SRV opened. Part
of this work involved etlitrating the Treerure twitcher for the Automtic
Derrert rict.if on Fyet er ( ADF, EF) accuruhter lov yresrure ahrtr gr
proceduq L:F-I'-;. , "Cr. lit ration of Prcr urt h.tcher". At thc titt

of the SRV actustion, the Instrument Ihintenrr.cc prsonnel had juct proprly
cotyleted calitration of the "F" AD3 accunalator Trerr.ure evitch and
had relnnded leads on terminal bor rd TH in terminal box 2JB730h. Tney
were prepring to perform the calibration of the ADS accumulator "D" presture

svitch which rcquirer liftinr let.dr fror thc. r ar/ tertins) bo.rd in the
1 : i.: . . ro: .- <:-

' co :1 nc- ic ..r: - it - -
.

1

caus ca t.:. Ch. ic o n r a n c e. tla FIJ. co .trcl cir;u. : do not ato tha

box. It k r.ot likely th:.t thc prcor.:.cl ir.volved inndverter.tly lif:(2
leads which could have actuated an SRV, since this would have required
going to another pnel in another prt of the plant.
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II. CAUSE (Continued)
~

3. Possible Ground Faults. *

.

Operating Department personnel were isolating a ground fault on
the deluge valves (FP, KP) of the Unit 2 Standby Gas Treatment system
(SBGT)(BH) filter train when the SRV opened. A simultaneous ground
fault in the circuit for the "D" SRV could have caused an actuation,
since the SRV controls are rowered from the same bus (212Y) as the
deluge valves. Thin theory er strengthened by the fact thnt a
in v iou ujuriou.:. Cir llft had Leen cauaui ty a ground in tc control

circuits (reference: LER 373/64-051-02). Technical Staff and Elec-
t: ' c 1 M' i n* c r ' 'e ! crcomv 1 ce t m! * te "I)" f'" | rolero|dr nni con' rol

circuito for croun i fault: p;' npecial tect It'T-3-06'. and s tandard
electrical troubleshooting prnetices. No ground faults were found,
no the theory that a ground fault had caused the actuation was dic-
counted.

h. Control Room Print-outs.

The Unit 2 sequence-of-events recorder and alarm typer print-outs
were examined, but neither gave any further clues as to the cause
of the actuation.

The Safety Relier Valves are manufactured by Crosby Valve and Gage
Company and are 6xRx10 style NB-65-BP valves.

III. PROBABLE CONSECUENCES OF THE OCCURRENCE

The event had no safety significance since Unit 2 was in Cold Shutdown at
the time of occurrence. The valve reclosed shortly after opening.

IV. CORRECTIVE ACTIONC

Thorough invectiration, an described above, discovered no problenn, so no
corrective action was necessary.

M '. ? *A '
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0,urican actuation of a Unit 1 CRV wac re}orted in Licensee Event Helort 373/
1

84-051-02. This actuation was caused by a ground fault in one of the actuating
solenoids.

,

VI. NAME AND TELEPHONE NUMBER OF PREPARER

Richard J. Rohrer, 815/357-6761, extension 575
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Commonwealth Edison
LaSalle County Nucl:ar Station

iRural Route #1, Box 220
Marseilles,!!!inois 61341
Telephone 815/357-6761

June 18, 1985

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

Dear Sir:

Reportable Occurrence Report #85-023-00, Docket #050-374 is being
submitted to your office in accordance with 10CFR 50.73.

/. O.
G. J. Diederich
Station Manager
LaSalle County Station

GJD/DRR/kg '

Enclosure

xc: HRC, Regional Director
INPO-Records Center
File /NRC
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