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At 0527 on June 4, 1987 Palo Verde Unit 1 was in Mode 1 (Power Operation) at 100
percent power when the Control Room Air Intake Radiation Monitor (RU-30)
generated a high radiation signal and actuated the Control Room Essential
Filtration System. The actuation occurred on the "B" Train and crosstripped the
"A" Train as designed. All associated equipment operated properly.

Investigation of the actuation revealed that the sample pump motor was cycling

. off and on, Troubleshooting identified that the motor was drawing too much
current causing the thermal overloads to actuate. After the thermal overloads
cooled, the motor would automatically restart. As the motor cycled, the
radiation monitor would generate a spurious high radiation signal. The root
cause of the motor drawing too much current has been identified to be a
malfunctioning air sample pump.

The motor and the radiation monitor utilize the same ground. Cycling of the
motor causes electrical noise to pass from the common ground to the radiation
monitor which generates a spurious high radiation signal.

As corrective action to prevent recurrence the ground to the motor and radiation
monitor will be separated and the air pump will be replaced.

Although Control Room Essential Filtration actuations have occurred previously
due to radiation monitor spikes, no events have been reported where the cycling

of the sample pump motor caused an actuation. :]ZL£5757’2
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At 0527 on June 4, 1987 Palo Verde Unit 1 was in Mode 1 (Power Operation) at 100
percent power when the Control Room Air Intake Radiation Monitor (RU-30) (IL)
(RI) generated a high radiation signal and actuated the Control Room Essential
Filtration System (VI). This was identified by control room annunciation (ANN).
The actuation accurred on the "B" train and crosstripped the "A" train as
designed. All assoclated essential equipment operated properly. RU-30 was
reset at 0554 on June 4, 1987. The event lasted approximately 27 minutes.

Equipment failure and low sample flow alarms were received for RU-30 in the
control room at approximately the same time as the Engineered Safety Features
actuation. ' Based on this information the Control Room Operators
(utility-licensed) declared RU-30 inoperable. Grab samples taken after the
event revealed no abnormal radiation levels.

Due to the inoperability of the other Control Room Air Intake Radiation Monitor
(RU-29) the Control Room Essential Filtration System was placed in the
recirculation mode as required by Technical Specification: ACTION requirements.
RU~29 had been declared inoperable to perform routine preventive maintenance.

Investigation of the actuation revealed that the sample pump (P) motor (MO) was
cycling off and on. Troubleshooting identified that the motor was drawing too
much current causing the thermal overloads to actuate. After the thermal
overloads cooled, the motor would automatically restart. As the motor cycled
the radiation monitor would generate a spurious high radiation signal. The root
cause of the motor drawing excessive current has been attributed to a
malfunctioning air sample pump. The pump is a Roots Pump (Model #AF22). An
analysis will be performed on the sample pump to determlne the root cause of the
malfunction.

The motor and the radiation monitor utilize the same ground. When the motor
cycles, electrical noise passes from the common ground to the radiation monitor
causing the monitor to generate a spurious high radlation signal. The monitor is
a Kaman Monitor (Model #952105-002),

As corrective action to prevent recurrence the ground to the motor and radiation
monitor will be separated for RU-29 and 30 in Unit 1. The effects of the

grounding changes will be monitored to determine if the electrical noise has

been reduced. An evaluation will then be conducted to determine if the
modifications should be incorporated in Units 2-and 3.. The air sample pump will
also be replaced.

The Control Room Essential Filtration System actuated as designed for a high
radiation signal and all required equipment operated properly. Based on samples .
taken after the event, no abnormal radiation levels existed therefore, this

event had no impact on the health and safety of the public.
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Although Control Room Essential Filtration actuations have occurred
due to radiation monitor spilkes, no events have been reported where

previously
the cycling

of the sample pump motor caused an actuation.

Should other concerns or information pertinent to this event be discovered, a
supplement to this report will be issued.

There were no structures, systems, or components other than RU-29 that were
inoperable at the start of the event that contributed to the event. There were
no other manually or automatically initiated safety system responses.
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Arizona Nuclear Power Project

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

Subject:

Dear Sirs:

P.0.BOX 52034 e PHOENIX, ARIZONA 85072-2034
192-00233-JGH/TRB/JHT -
July 2, 1987 -~ .°

Palo Verde Nuclear Generating Station (PVNGS)

Unit 1

Docket No. 50-528
Licensee Event Report 87-009-00
File: 87-020-404

.

Attached please find Licensee Event Report (LER) No. 87-009-00 prepared and
submitted pursuant to 10CFR 50.73. In accordance with 10CFR 50.73(d), we are
herewith forwarding a copy of the LER to the Regional Administrator of the
Region V Office.

I1f you have any questions, pleaselcontact T. R. Bradish, Compliance
Supervisor at (602) 932-5300, Ext. 6936.

JGH/JHT/cld

Attachment

cc: O.
E.
J.
R.
R.
E.
A.

M.
E.
B.
P.
c.
A.
C.

DeMichele

Van Brunt, Jr.
Martin
Zimmerman
Sorenson
Licitra

Gehr

INPO Records Center

Very truly yours,

)6 Hovpry,
J. G. Haynes

Vice President
Nuclear Production

(all w/a)







