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Arizona Public Service Company
PALO VERDE NUCLEAR GENERATING STATION

P.O. BOX 52034 ~ PHOENIX. ARIZONA85072-2034

JAMES M, LEVINE
VICE PRESIOENT

NUCI.EAR PRODUCTION
192-00813-JML/TRB/KR
November 17, 1992

r

U. S. Nuclear Regulatory Commission
Attention: Document Control Desk
Mail Station P1-37
Washington, D.C. 20555

Dear Sirs:

Subject: Palo Verde Nuclear Generating Station (PVNGS)
Unit 2
Docket No. STN 50-529 (License No. NPF-51)
Special Report 2-SR-92-003
File: 92-020-404

Attached please find Special Report 2-SR-92-003 prepared and submitted pursuant to
Emergency Plan'Implementing Procedure (EPIP-03). This report discusses an event in
Palo Verde Unit 2 which resulted in a Safety Injection Actuation System (SIAS)
actuation and the declaration of a Notification of Unusual Event.

If you have any questions, please contact T. R. Bradish, Manager, Nuclear Regulatory
Affairs at (602) 393-5421.

Sincerely,

JML/TRB/KR

Attachment

cc: W. F. Conway
J. B. Martin
J. A. Sloan

(all with attachment)
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PALO VERDE NUCLEAR GENERATING STATION UNIT 2
NOTIFICATIONOF UNUSUAL EVENT

Docket No. 50-529

LIcense No. NPF-51

'pecla'IReport No..2-SR-92-003

This Special Report is being provided pursuant to Emergency Plan Implementing
Procedure (EPIP;03), "Notification of Unusual Event Implementing Actions" to report a
condition requiring the declaration of a Notification of Unusual Event for Palo Verde
Unit 2 at approximately 1405 MST on November 13, 1992. The Notification of Unusual

Event was terminated at approximately 1439 MST on November 13, 1992.

On November 13, 1992, at approximately 1354 MST, Palo Verde Unit 2 was operating
at approximately 100 percent power in Mode 1 (POWER OPERATION) when a reactor

trip occurred. Prior to the reactor trip, Motor Generator (MG) Set "A" was out of,
service for scheduled preventive maintenance and MG Set "B" was supplying power to
the Control Element-Drive Mechanisms (CEDMs). At approximately 1354 MST, MG

Set "B" was.inadvertently deenergized resulting in the loss of power to,the CEDMs,

the insertion of the Control Element Assemblies'CEAs) into the reactor core, and a

Main Turbine trip. As the CEAs inserted into the reactor core, the Core
Protection'alculators

generated Low Departure from Nucleate Boiling Ratio reactor trip signals
due to the CEA deviation, resulting in the opening of the reactor trip switchgear
breakers. Normally, this would cause the CEAs to insert into the reactor core, shutting
down the reactor. However, due to the loss of power to the CEDM MG Set "B", the
CEAs were already inserting.

The Steam Bypass Control System responded as designed to the resulting change in

steam flow (i.e., rising main steam pressure due to the Main Turbine trip) with a quick.
open signal to the steam bypass control valves (SBCVs) in order to control the
secondary side pressure. The opening of the SBCVs caused primary system
temperature to decrease resulting in a pressure decrease below the low pressurizer

pressure Engineered Safety Feature System actuation setpoint of 1837 psia. A valid

actuation of the Safety Injection Actuation System (SIAS) and the Containment
Isolation Actuation System (CIAS) occurred due to low pressurizer pressure. The

Emergency Plan Implementing Procedures require the declaration of a Notification of
Unusual Event for an event resulting in a SIAS actuation, caused by a valid low

pressurizer pressure condition. By approximately 1409 MST, Control Room personnel

stopped Trains A and B Containment Spray pumps, High Pressure Safety Injection

pumps, and Low Pressure Safety Injection pumps. The plant was stabilized in Mode 3

(HOT STANDBY)~ By approximately 1413 MST, on November 13, 1992, the

appropriate state and local agencies were notified of the condition requiring the

declaration of a Notification of Unusual Event. At approximately 1439 MST on
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NRC Document Control Desk
Page 2

Special Report 2-SR-92-003

November 13, 1992, the Notification of Unusual Event was terminated in accordance
with EPIP-03. By approximately 1450 MST on November 13, 1992, the appropriate
state and'local agencies were notified of the termination of the Notification of Unusual
Event. The Nuclear Regulatory Commission (NRC) Operations Center was notified at
approximately 1454 MST of the declaration and termination of the Notification of
Unusual Event. By approximately 1517 MST, following verification of proper safety
system actuation, the SIAS and CIAS were reset.

Further investigation into the circumstances surrounding this event is being performed
in accordance with the APS Incident Investigation Program. The results of the
investigation will be reported pursuant to 10CFR50.73.
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