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Arizona Public Service Company
PALO VERDE NUCLEAR GENERATING STATION

P.O. 8OX 52034 ~ PHOENIX, ARIZONA85072-2034

JAMES M. LEVINE
VICE PRESIDENT

NUCLEAR PRODUCTION

192-00727-JML/TRB/RKR
June 24, 1991

U. S; Nuclear Regulatory Commission
Attention: Document Control Desk
Mail Station Pl-37
Washington, D.C. 20555

Dear Sirs:

Sub) ect: Palo Verde Nuclear Generating Station (PVNGS)
Unit 2
Docket No. STN 50-529 (License No. NPF-51)
Licensee Event Report 91-001-00
File'1-020-404

Attached please find Licensee Event Report- (LER) No. 91-001-00 prepared and
submitted pursuant to 10CFR50.73. In accordance with 10CFR50.73(d), we are
forwarding a copy of the LER to the Regional Administrator of the Region V

office.

If you have any questions, please contact T. R. Bradish, Compliance Manager at
(602) 393-2521.

Very truly yours,

JML/TRB/RKR/nk

Attachment

(all with attachment)cc: W. F. Conway
J. B. Martin
D. H. Coe
A. C. Gehr
A. H. Gutterman
INPO Records Center

~~o/1io2og
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NRC Fotm 344
(903)

LICENSEE EVENT REPORT ILER)

US, NUCLEAR REOULATORY COMMISSION

APPROVED OMS NO. 31400104
EXPIRESI SI31ISS

FACILITYNAME HI

TITLE iel
Palo Verde Unit 2

CPIAS/CREFAS Actuaeions Due To Personnel Error

DOCKET NUMSER (2)

00000529>OF05

EVENT DATE(5) LER NUMBER (4) REPORT DATE (7) OTHER FACILITIES INVOLVED (4)

MONTH DAY YEAR YEAR r~:. 44OUENTIAL
CPS NUMSER 9::5

Reyte»PI MONTHNUMSER OAY YEAR FACILITYNAMES

N/A
DOCKET NUMSER(S)

0 5 0 0 0

0 6 0 5 9 1 9 1 0 0 1 0 0 0 6 2 4 9 1 N/A 0 5 0 0 0

OPERATINQ
MODE (4)

POWER
LEYEL

1 0 0

20.402(b)

20.404( ~ ) Ill(i)
20.405(e) (I)(ii)

20.405( ~ I(I I (li(I

20.405(e) (I)llrl

20.404( ~ ) (I ) (rl

20.404(c I

50.34(cl(ll

50.34 (c) (2)

50.73( ~ l(2)(ll

50.73(el(2) (Sl

50,73(e) (2)(ill)

LICENSEE CONTACT FOR THIS LER (12I

50.73(e) (2) Ile)

50.73(e) (2)(rl

50.73(e) (2)(rill

50.73(e) 12)(rill)(A)

50.73( ~ ) (2((rill)IS)

50.73 le) (2)(e)

THIS REPORT IS SUSMITTED PURSUANT TO THE REOUIREMENTS OF 10 CFA (): ICnece one or more oy tnr Ioiiowinpi (11)

73.71(b)

7*71(c)

OTHER ISpecity In Abttrrct
below end in Trit. HIIC Form
3$SAI

NAME

Thomas R. 'Bradish, Compliance Manager

TELEPHONE NUMBER

AREA CODE

602393 —2521
COMPLETE ONE LINE FOR EACH COMPONENT FAILURE DESCRISED IN THIS REPORT (13)

CAUSE SYSTEM COMI'ONENT MANUFAC.
TUREA

EPORTASLE
TO NPADS '4;Pr&QIIN'" CAUSE SYSTEM COMPONENT MANUFAC

TURER
EPORTASL
TO NPADS

SUPPLEMENTAL REPORT EXI'ECTED (Iel

YES IIIyeL compretr EXPECTED SIISMISSIOII OATEI NO

ASSTAACT I(imit to tr00 u»cet, ie., epprorimetely Iirteen eloper toter typewrinrn lined (14)

MONTH DAY YEAR
EXPECTED

SUSMISSION
DATE (15I

On June 5, 1991, at approximately 1131 MST, Palo Verde Unit 2 was in Mode 1

(POWER OPERATION) at approximately 100 percent power when a Train "B"
Containment Purge Isolation Actuation Signal (CPIAS) was inieiated on the
Balance of Plant Engineered Safety Features Actuation System. The Train "B"
CPIAS resulted in the designed cross trips of Train "A" CPIAS and Train "A"

and "B" Control Room Essential Filtration Actuation Signals (CREFAS). The
aceuations resulted when the Train "B" Power Access Purge Area Radiation
Monitor's (RU-38) alarm/trip setpoint was inadvertently reset below the
background radiation level. All components operaeed as designed. At the time
of the event, no containment purge was in progress and all Containment Purge
System isolation valves were closed. Control Room personnel verified that
normal radiation levels existed in the area of RU-38.

The cause of this event was a cognitive personnel error when a chemistry
radiation monitoring syseem technician changed the alarm setpoint on the wrong
radiation monitor at the Remote Indication and Control Unit oueside the
Control Room. To prevent recurrence the technician was counseled in
accordance with the APS Positive Discipline Program and chemistry radiation
monitoring system technicians in Units 1, 2 and 3 will be briefed on this
event in industry events training.

There have been no pgevious similar events reported pursuant eo 10CFR50.73
resulting from the same cause and sequence of events.

NRC eetm 344
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NRC Form 36BA
(943) LICENSEE EVENT REPORT ILER) TEXT CONTINUATION

U.S. NUCLEAR REOULATORY COMMISSION

APPROVED OMB NO. 3160M)04
EXPIRES: 8/31/88

FACILITYNAME (I) DOCKET NUMBER (2)

YEAR

LER NUMBER (6)

SEOUENTIAI.
NUMBER

REVISION
NUM ER

PACE (3)

Palo Verde Unit 2
TEXT lllmore e/rece /e rer/Ir/red, Iree eddr)r'orre///RC %%d 36643/ ()7)

0 5 0 0 0 5 2 9 9 1 0 0 1 0002 OF 0 5

DESCRIPTION OF"WHAT OCCURRED:

A. Initial Conditions:

At 1331 MST on June 5, 1991, Palo Verde Unit 2 was in Mode 1

(POWER OPERATION) at approximately 100 percent power.

B. Reportable Event Description (Including Dates and Approximate
Times of Major Occurrences):

Event Classification: An event or condition that resulted
in an Engineered Safety Feature
(ESF)(JE) actuation.

-At approximately 1131 MST on June 5, 1991, a Train "B" Containment
Purge Isolation Actuation Signal (CPIAS)(VA)(JE) was initiated on
the Balance of Plant Engineered Safety Features Actuation System
(BOP ESFAS)(JE). The Train "B" CPIAS resulted in the designed
cross trips of Train "A" CPIAS and Train "A" and "B" Control Room

Essential Filtration Actuati'on Signals (CREFAS)(VI). The
actuations occurred when the high alarm/trip setpoint for the
Train "B" Power Access Purge Area Radiation Monitor (RU-38)
(VA)(IL)(RI)was inadvertently reset below the background
radiation level. All components in the Control Room Essential
Filtration System (VI) responded properly,to the CREFAS. At the
time of this event, no Containment (NH) purge was in progress and
all Containment Purge System isolation valves (VA)(ISV) were
closed. Control Room personnel (utility, licensed) verified that
radiation monitors adjacent to RU-38 were indicating normal
radiation levels.

The BOP ESFAS actuati'on resulted in close signals being sent to
all Train "A" and "B" Containment Purge System isolation valves
and actuations of the Control Room Essential Ventilation System
(VI) Trains "A" and "B", the Essential Chilled Water System (KM)

Trains "A" and "B", the Essential Cooling Water System (BI) Trains
"A" and "B", and the Essential Spray Pond System (BS) Trains "A"

and "B". All components operated as designed.

Prior to the event a chemistry radiation monitoring system (RMS)

technician (utility, nonlicensed) was resetting the alarm setpoint
on the'ontainment Building Purge Exhaust Radiation Monitor RU-34

(VA)(IL)(RI) in accordance with an approved procedure. RU-34

continuously measures the gaseous activity levels of Containment

purge system exhaust in microcuries per cubic centimeter (uCi/cc).
RU-34 has an alarm only. function and is not normally bypassed
during maintenance or testing. The alarm setpoint for RU-34 is

NRC FORM 366A
(9 83)
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NRC Form 366A
(9S)3) LICENSEE EVENT REPORT (LER) TEXT CONTINUATION

US. NUCLEAR REOULATORY COMMISSION

APPROVED OMB NO. 3)60-OI(H
EXPIRES: 6/31/BB

FACILITYNAME (I) OOCKET NUMBER (2) LFR NUMBER (6)

YEAR ~F SEOUENTIAL ~r(o REYISION
lord's NUMB'ER '>'KA NUMBER

PACE (3)

Palo Verde Unit 2
TEXT /I/moro s/»co ls /or/o/rsd, oss sddro'or»/NRC %%dmr 36/IA's/ OT)

0 5 0 0 0 5 2 9 9 1 0 0 1 —0 0 0 5

2E-06 uCi/cc. The Remote Indication and Control Unit (RIC) (XIC)
(IL) for RU-34 is adjacent to the RIC for RU-38. The RU-34 RIC
and RU-38 RIC are identical with the RU-34 RIC located directly
above the RU-38 RIC in the RIC cabinet (CAB). The RIC cabinet is
located outside the Control Room (NA). Each RIC is clearly
labeled. RU-38 continuously measures the radiation levels of
Containment purge system exhaust in milliRem per hour (mR/hr).
RU-38 performs the safety function of isolating Containment purge
system exhaust if radiation levels reach a predetermined setpoint
(2 mR/hr). While entering the alarm setpoint for RU-34 (2E-06
uCi/cc) the technician inadvertently entered this setpoint into
the ad]acent RU-38 RIC. Since background radiation levels were
above this value, RU-38 initiated the Train "B" CPIAS.

The BOP ESFAS actuations were identified by Control Room personnel
(utility, licensed) as a result of main control board (MCBD)

annunciations (ANN). No operator actions contributed to the cause
of the event. No other ESF actuations occurred and none were
necessary. Unit 2 personnel (utility, licensed) verified that the
ESF actuations did not occur as a result of high radiation levels
in the Containment Purge System.

At approximately 1212 MST on June 5, 1991, the actuated equipment
was secured, reset and returned to normal service.

Status of structures, systems, or components that were inoperable
at the start of the event that contributed to the event:

Not applicable - no structures, systems, or components were
inoperable at the start of the event which contributed to this
event.

D. Cause of each component or system failure, if known:

Not applicable - no component or system failures were involved

E. Failure mode, mechanism, and effect of each failed component, if
known:

Not applicable - no component failures were involved.

F. For failures of components with multiple functions, list of
systems or secondary functions that were also affected:

Not applicable - no component failures were involved.

NRC FORM 366A
IBAD)3)
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NRC Form 355A
(843) LICENSEE EVENT REPORT (LER) TEXT CONTINUATION

UN. NUCLEAR REGULATORY COMMISSION

APPROVED OMB NO. 3150-0(04
EXPIRES: 8/31/88

FACILITYNAME (1) DOCKET NUMBER (2)

YEAR

LER NUMBER (6)

j~j SEOUENTIAL
NUMSER

+QE REVISIONre NUMsER

PACE (3)

Palo Verde Unit 2
TEXT ///moro «Moo lr roor/rod, oro odd/Oooo///l)C farm 3/F43/ ((7)

osooo52991 0 0 1 0 0 0 4 QF 0 '5

G. For a failure that rendered a train of a safety system inoperable,
estimated time elapsed from the discovery of the failure until the
train was returned to service:

Not applicable - no failures were involved which rendered a train
of a safety system inoperable.

H. Method of discovery of each component or system failure or
procedural error:

Not applicable - there have been no component or system failures
or procedural errors identified.

Cause of Event:

The cause of this event was a cognitive personnel error by the
chemistry radiation monitoring system technician (utility,
nonlicensed) who changed the alarm setpoint on the wrong radiation
monitor at the RIC outside the Control Room as described in
Section I.B (SALP Cause Code A: Personnel Error). This was

contrary to an approved procedure. There were no procedure errors
or deficient training that contributed to this event. There were
no unusual characteristics of the work location (e.g., noise,
heat, poor lighting) which contributed to this event. The

components were adequately labeled.

Safety System Response:

The following safety system responses occurred:

- Control Room Essential Ventilation (VI) Trains "A" and "B".
Essential Chilled Water System (KM) Trains "A" and "B".
Essential Cooling Water System (BI) Trains "A" and "B".
Essential Spra'y Pond System (BS) Trains "A" and "B".

K ~ Failed Component Information:

Not applicable - .no component failures were involved.

NRC FORM 355A
(883)
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)IRC Form 355A
(043) LICENSEE EVENT REPORT (LER) TEXT CONTINUATION

US. NUCLEAR REOULATORY COMMISSION

APPROVED OMS NO. 3160-0104
EXP) R ES: 8/3) /m)

FACILITYNAME (I) OOCKET NUMBER (2) LER NUMBER (5)

SEOVENTIAL
NVMFER

REVrdlON
NVMSER

PACE (3)

Palo Verde Unit 2
TEXT /I/moro Fpooo /F /odo/rod, ooo odd/o'orro/ NRC Form 3/ISAO/ (17)

0 5 0 0 0 5 2 9 9 0 0 1 0005 oF 0

II. ASSESSMENT OF THE SAFETY CONSEQUENCES AND IMPLICATIONS OF THIS EVENT:

There were no safety consequences or implications resulting from
this event. All components worked as designed. The Train "A" and
"B" Power Access Purge Area Radiation Monitor's (RU-37 and RU-38)
are located outside the containment (NH) near the power access
purge exhaust and refueling purge exhaust ducts (VA) (DUCT).
Technical Specification (TS) Limiting Condition for Operation
(LCO) 3.3.3.1, Table 3.3-6, Item 1.D. requires one of t:hese
monitors to be OPERABLE. RU-37 was operable prior to and during
this event. Both RU-37 and RU-38 monitor airborne radioactivity
concentrations in the ducts. RU-37 and RU-38 perform the safety
funct:ion of monitoring purge exhaust and initiating a high dose
rate alarm initiation signal to BOP ESFAS. BOP ESFAS performs the
safety related function of shutting the Containment Purge System
isolation valves, activating Control Room Essential Ventilation,
and starting necessary support systems (See Section I.J). As
discussed in Section I.B, Unit 2 personnel verified that no actual
high radiation levels existed. Additionally, the Containment
Purge System isolation valves were shut at the time of the event.

III. CORRECTIVE ACTION:

A. Immediate:

As immediate corrective action, Unit 2 personnel verified that no
abnormal radiation levels existed as described in Section I'.
Action to Prevent Recurrence:

The chemistry radiation monitoring system technician was
counseled in accordance with the APS positive discipline
program.

2. This event will be included in third quarter industry events
training for chemistry radiation monitoring system
technicians in Units 1, 2, and 3 beginning in July 1991.

IV. PREVIOUS SIMILAR
EVENTS'here

have been no previous similar events reported pursuant to
10CFR50.73 which resulted from the same cause and sequence of
events.

NRC FORM 355A
(94) 3)
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