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U. S. Nuclear Regulatory Commission
Attention 1 Docuroent Control Desk
Washington, DC 20555
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South Texas Project
Unit 1

Docket No. STN 50-498
Volunt3ry Licensee Event Report 92-006

Regarding Discovery of Four Auxiliary Feedwater Flow Col. Tti'
Valves in the Closed Position Contrary to Procedyr_ga

Pursuant to 10CFR50.73, Houston Lighting & Power Compan)
(HL&P) submits the attached Voluntary Licensee Event Report
(LER 92-006) regarding the discovery of four Auxiliary Feedwater
flow control valves in the closed position contrary to procedures. g

This event did not have adverse impact on the health and safety of
the public.

If you should have any questions on this matter, please
contact Mr. C. A. Ayala at (512) 972-8628 or me at (512) 972-7205.
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William J. JumpU
General Manager,
Nuclear Licensing
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cc:

Regional Administrator, Region IV Rufus S. Scott
Nuclear Regulatory Commission Associate General Counseli.

611 Ryan Plaza Drive, Suite 400 Houston Lighting & Power Company
Arlington, TX 76011 P. O. Box 61867

Houston, TX 77208
George Dick, Project Manager
U.S.. Nuclear Regulatory Commission INPO
Washington, DC 20555 Records Center

1100 circle 75 Parkway
J. I. Tapia Atlanta, GA 30339-3064
Senior Resident Inspector
c/o U. S. Nuclear Regulatory Dr. Joseph M. Hendrie
Commission 50 Bellport Lane

P. O. Box _910 -- Bellport, NY 11713
-Bay City,_TX 77414

D. K. Lacker
J. R. llewman, Esquire Bureau of Radiation Control |
Newman.& Holtzingar, P.C. Texas Department of Health .

-1615 L Street, N.W. 1100 West 49th Street
'

<

- Washington, DC 20036 Austin, TX 78756-3189

D. E. Ward /T. M. Puckett
Central Power and' Light Company '

P. O. Box 2121
Corpus Christi, TX 78403

,

J. C. Lanier/M. B. Lee
City of Austin
Electric Utility-Department
'P.O. Box 1088
Austin, TX '78767

K. J. Fiedler/M. T. Hardt '

City Public Service Board
P. O.' Box 1771
San Antonio, TX 78296
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On March 18, 1992, with Unit 1 in Mode 1 at 33% power, the Shift
Supervisor discovered that all four Auxiliary Feedwater (AFW) flow
control valves were in the closed position following a reactor trip on
March 14, 1992, contrary to the normal position as specified per
procedures. -The correct position for the AFW flow control valves is
specified as open in plant proceures and plant drawings. The cause of
this event was less than adequate procedures. A contributing cause was
inattention to detail by the operating crews in not detecting the
mispositioned valves for four days. Corrective actions included
immediately- opening the AFW flow control valves, revising the Reactor
Trip Response procedure to require opening the AFW control valves after
securing the AFW pumps, and revising the Plant Startup to 100% procedure
so - that verification of AFW system alignment for automatic . operation
prior to Mode 1 is not a conditional step. Additionally, this event will ,

'

be added to the Licensed Operator Requalification Training. In addition,
the Independent Safety Engineering Group (ISEG) will perform an in-depth
review of causal factors for valve mispositioning. Additional corrective
actions will be developed based on the results of ISEG's review. 7
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DESCRIPTION OF EVENT:

At 0230 hours on March 18, 1992, with Unit 1 in Mode 1 at 33%
power, the Shift Supervisor discovered that all four Auxiliary
Feedwater (AFW) flow control valves were closed, contrary to the
normal position specified per the procedure. The valves were
immediately opened by a Control Room Operator under the direction
of the Shift Supervisor.

Technical Specification 3.7.1.2 requires the AFW system to be
operable in Modes 1, 2, and 3. Technical Specification
surveillance requirement 4.7.1.2.3.a.4 requires thht operators
" Verify that each automatic valve in the flow path is in the
correct position whenever the Auxiliary Feedwater System is placed
in automatic control or when above 10% RATED THERMAL POWER". The
correct position for AFW flow control valves AF-MOV-7523,
AF-MOV-7524, AF-MOV-7525, and AF-MOV-7526, as specified in plant
procedures and drawings, is open.

On March 1/. , 1992, Unit 1 had tripped. As expected, AFW was
automatically actuated to supply feedwater to the steam generators.
The operators entered procedure OPOP05-EO-ES01, " Reactor Trip
Response" at 1111 hours. As part of the recovery process, Step 11
of this procedure directs the operators to transfer steam generator
feedwater supply to the startup steam generator feedpump, and to
secure Auxiliary Feedwater by closing the AFW containment isolation
valves and stopping the Auxiliary Feedwater pumps. The operator
was then directed to establish main feedwater flow with the low
power feedwater regulating valves. The transfer to main feedwater
involves closing the AFW flow control valves while opening the
feedwater regulating valves. The transfer was performed at 1125
hours as indicated by the Control Room Log.

The Reactor was subsequently restarted and power was increased per
procedure IPOP03-ZG-0005, " Plant Startup to 100%." Step 5.3 of
this procedure provides instructions for placing main feedwater in
service, ser;uring AFW, and aligning AFW for automatic operation per
procedure 1 POP 02-AF-0001, " Auxiliary Feedwater." A step in
1PCP02-AF-0001 requires the operator to ensure the AFW flow control
valves are open. Stop 5.3 of proceuore 1 POP 03-ZG-0005 is
conditicual, and is performed only if AFW is in service. Since AFW
had'been secured per the Reactor Trip Response procedure, Step 5.3
was not performed. Therefore, the AFW flow control valves remained
closed.
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DESCRIPTION OF EVENT (Con't)

Correct alignment of the Auxiliary Feedwater system is directed by
procedure for all plant operating conditions except following a
Reactor Trip. During plant heatup, this is ensured by the Mode 3
system checklist performed per procedure 1(2) POP 03-ZG-0001, " Plant
Heatup."

If Mode 3 is entered due to a Reactor Trip, the AFW system is
realigned automaticalP' following an AFW actuation signal. The
Reactor Trip Response procedure requires the operator to secure the
AFW system, but does not address opening the AFW llow control
valves. After the transition is made from the Reactor Trip
procedure, normal operating procedures assume that the AFW system
is already either in opere tion or aligned for automatic operation.
Therefore, the AFW flow control valves will remain closed until the
operators notice that they are out of their correct position.

The valves remained closed for four days befora the Shift
Supervisor discovered the mispositioned valves. During this time,
11 shift turnovers and arsociated panel walkdowns took place.
Procedure OPOP01-ZQ-0022, "Shif t Routines", defines WALKDOWN as "a
detailed review and discussion of each control board panel by the
on-coming and off-going Control Room Watchstanders." Part of the
discussion is to include abnormal equipment alignments.

Technical Specification 4.7.1.2.1.a.4 requires that these valves
be verified in their " correct" position at least once per 31 days
when the AFW system is automatically controlled or when the unit
is above 10% power. These surveillances were performed as
scheduled and were current, including the surveillance required per
Technical Specification 4.0.5 which measures stroke time, The
valves were capable of performing their safety function for the
purposes of Technical Specifications and were considered operable
while in the' closed position. These valves receive an automatic
signal to open and would do so even if in the closed position. The
valves in this event were capable of performing their safety
function.

.
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DESCRIPTION OF EVENT: (Con't)

At the time the AFW flow control valves were discovared closed,
evaluations were performed to determine if this event was
reportable to the NRC. Operations and Licensing Department
personnel concluded that it was not reportable since the valves
would have been capable of performing their safety function. A
further review by the Nuclear Safety Review Board prompted site
management to report this event as a Voluntary LER.

CAUS.E _OF EVE![['L

The cause of this event was less than adequate procedures. The
" Reactor Trip Response" procedure, OPOP05-EO-ES01, does not ensure
that the AFW system is aligned for automatic operation as defined
by plant operating procedures and drawings. A contributing cause
was inattention to detail by the operating crews in not detecting
the mispositioned valves. The inattention to detail was apparently
due to the f act that the operators assumed that, since the four AFW
flow control valves were in the same position, they were in the
correct position. Subsequent shift turnovers, revealed no changes
in the AFW system status, thus, not makjng the valves' positions
suspect.

MALYSIS OF EVENT:

Technical Specification 3.7.1.2 requires the Auxiliary Feedwater
(AFW) system to be operable in Modes 1, 2, and 3. Technical
Specification surveillance requirement 4.7.1.2.1.a.4 requires that
operators " Verify that each automatic valve in the flow path is in
the correct position whenever the Auxiliary Feedwater System is
placed in automatic control or when above 10% RATED THERMAL POWER".
The " correct" position is not specified in Technical
Specifications.

Since the valves were not positioned as required per the
surveillance procedure but the operation or condition did not-
violate a Technical Specification requirement (i.e. the Limiting
Condition For Operation to have operable AFW Systems) , this does
not constitute a reportable event. The valves would have performed

I their safety function.
!
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PEMEDI AL AND CORRECTIVE ACTlpl@i

1. The AFW flow control valves were immediately opened under the
direction of the Shift Superviscr.

2. A requirement was added to the " Reactor Trip Response" procedure
OPOP05-rO-ES01 to open the AFW control valves af ter securing the
AFW pumps and closing the AFW containment isolation valves.

3. The Plant Startup to 100% procedure was revised so that
verification of AFW system alignment for automatic operation
prior to Mode 1 is a required step and not a conditional step.

4. This event will be discussed during Licensed Operator
Requalification Training to emphasize the importance of
attention to detail, the importance of proper panel ualkdowns
and turnover practices and how they could have prevented this
event. This action will be completed by September 26, 1992.

5. An Operations Information Bulletin has been issued describing
this event. The bulletin includes a discussion of how proper
panel walkdowns and turnover practicos could have prevented this
incident.

6. The Independent Safety Engineering Group (ISEG) will perform an
indepth review of causal factors for valve mispositioning.
This review will be completed by October 15, 1992. Additional
corrective actions will be developed based on findings of the
ISEG review.

7. The Operators will be surveyed to determine if there are any
other unusual valve alignments that could result in a similar
problem. Additional corrective actions will be developed based
on the results of the survey. This survey will be completed by
September 26, 1992.

ADDITIONAL INFORMATION:

In the last two years, there have been no similar events reported
to the NRC.
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