! y PO. Box 1700 Houston, Texas 77001 (713) 228-9211

Houston Lighting & Power

October 14, 1988
ST-HL-AE-2818

File No.: G02.04
1LCFR2.201

U. S. Nuclear Regulatory Commission
Attention: Document Control Desk
Washington, DC 20555

South Texas Project Electric Generating Station
Unit |
Docket No. STN 50-498
Response to Notice of Violation 881i-01

Houston Lighting & Power Company (HL&P) has revieved Notice of Violation
498/8811-01 dated September 21, 1988. HL&P concurs that the cited violation
occurred. This violation was fully addressed as the subject of attached
Licensee Event Report 88-016, "Inoperable Feedwater Flow Transmitters Due to a
Procedural Deficiency".

The corrective actions associated with this report have been completed
and reviewed by an NRC inspector. The Licensee Event Repor. will be addressed
and c'osed in Inspection Report 498/8870.

[f you should have any questions on this matter, please contact

Mr. M. A, McBurnett at (512) 972-8530,

G. E. Vaughn
Vice President
Nuclear Plant Operations
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PO. Box 1700 Houston, Texas 77001 (713) 228.9211

March 10, 1988

ST-HL-AE-2550

File No.: G26
- 10CFR50.73

U, S. Nuclear Regulatory Commission
Attention: Document Control Desk
Washington, DC 20555

South Texas Project Electric Generating Station
Unit 1
Docket No. STN 50-498
Licensee Event Report 88-016 Regarding
Inoperable Feedwater Flow Transmitters Due to a Procedural Deficiency

~ On February 9, 1988, Housten Lighting & Power (HL&P) notified the NRC of
a reportable event regarding the discovery of Feedwater Flow Transmitters
which were isolated rendering the required number of channels for Excess
/ Cooldown Protection inoperable. The event did not have -any adverse impact on
the health and safety of the public. In accordance with 10CFR50.73 HL&P
submits the attached Licensee Event Report (LER 88-016).

—

1f you should have any questions on this matter, please contact

Mr. C.A. Ayala at (512) 972-8628.
ML

G. E. Vaughn
Vice President
Nuclear Plant Operations

GEV/BM/eg

Attachment: Licensee Event Report 88-016
Regarding Inoperable Feedvater Flow
Transmitters Due to a Procedural
Deficiency
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" Houston Lighting & Power Company

cc:

Regional Administrator, Region IV
Nuclear Regulatory Commission

611 Ryan Plaza Drive, Suite 1000
Arlington, TX 76011

N. Prasad Kadanbi, Project ....ager
U. 8. Nuclear Regulatory Commission
1 White Flint North
11555 Rockville Pike
Rockville, MD 20859

Dan R. Carpenter

Senior Resident Inspector/Operations
e¢/o U. S. Nuclear Regulatory Commission
P. 0. Box 910

Bay City, TX 77414

J. R. Newman, Esquire
Newman & Holtzinger, P.C.
1615 L Street, N.W.
Washington, DC 20036

R. L. Range/R. P. Verret
Central Power & Light Company
P. 0. Box 2121

Corpus Christi, TX 78403

R. John Miner (2 copies)

Chief Operating Officer

City of Austin Electric Utility
721 Barton Springs Road

Austin, TX 78704

R. J. Costello/N. T. Hardt
City Public Service Board
P. O, Box 1771

San Antonio, TX 78296

T e

ST-HL-AE-2550
File No.: G26
Page 2

Rufus S. Scott

»egoc.ate General Counsel
iouston Lighting & Power Company
£. 0. Box 1700

Youston, TX 7700l "

INPO

Records Center

1100 Circle 75 Parkwvay
Atlanta, Ga. 30339 3064

Dr. Joseph M. Hendrie
50 Bellport Lane
Bellport, NY 11713

Revised 03/08/88
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‘Inoperablc Feedwater Flow Transmitters

Due To

A Procedural Deficiency
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At approximately 1612 hours on February 9, 1988, with Unit 1 in Mode 3, a
licensed Shift Technical Advisor discovered during performance of Pre-Critical
Feedflow/Steamflow transmitter calibrations, that seven (7) out of twelve (12)
feedflow transmitters had been isoclated.
with less than the minimum channels operable as required by Techanical
Limiting Condition for Operation (LCO) statement 3.0.3 was
entered at approximately 1620 hours on February 9, 1988,
isolated feedwater flow transmitters were returned to service at approximately
1717 hours that same day and the cooldown required by 3.0.3 was terminated.
Investigation revealed that the flowv transmitters had been isoclated for a
hydrostatic test of the sensing lines on April 30, 1987, and had never been
The cause of this occurrence vas a  rograu deficiency in
that surveillance testing was allowed prior to formal acceptance of system
configuration control by the Nuclear Plant Operations Department.
prevent recurrence include reviewing status of
system turnover, ensuring Technical Specificat.on required instruments are in
service, and incorporating procedure changes to ensure' instrumentation is in
service prior to mode changes.

Specifications.

returned to service.
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DESCRIPTION OF OCCURRENCE:

At approximately 1612 hours on February 9, 1988 with Unit 1 in Mode 3,
during pre-critical testing of the feedflow and steamflow instrumen‘s, a
licensed Shift Technical Advisor discovered an isoclated feedflow transmitter.
He immediately informed the licensed Sh!ft Supervisor of the condition. The
Shift Supervisor directed the I&C Technician, who was with the Shift Technical
Advisor, to restore the transmitter to service and to check the remaining
eleven (11) transmitters. Six (6) additional feedflow transmitters vere found
isolated. The Shift Supervisor ordered all testing halted and entered LCO
action statement 3.0.3., I&C was directed to restore the six (6) transmitters
to service and the cooldown was terminated at approximately 1717 hours on
February 9, 1988, after the Main Feedwater F!ow transmitters were verified
operable. The NRC was notified of this event at approximately 1834 hours on
February 9, 1988.
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Between April 24, 1987 and April 28, 1987, calibration of seven (7) of
twelve (12) Main Feedwater Flow transmitters was completed as part of the
surveillance testing program. These instrument calibrations were the primary
method to ensure that valve alignments were correct and the instruments were
functioning.

Hydrostatic testing was performed by Startup on the twelve (12) Main
Feedwater Flow transmitter sensing lines on April 30, 1987. At that time,

J Startup had jurisdictional control of the system. To protect the
transmitters, isclation valves at the transmitters were closed prior t> the
hydro. These valves were not reopened when the system was restored. Between
May 1, 1987 and June 8, 1987, calibrution of the remaining five (5) Main
Feedwater Flow transmitters was completed and the instruments placed in
service.

Between May 7, 1987 and May 20, 1987, Main Feedvater system valve lineups
were implemented. Only the root valves were aligned and verified open at that __|.
time. The transmitter isclation valves were not included {n this alignment.
The system was accepted from Startup by Nuclear Plant Operations on June 6,
1987,

On November 4, 1987 the Main Feedwater valva lineun procedure was revised
to include requirements for placing all instruments in smervice as applicabdle.
Valve lineups were not performed per this revision by Plant Operations because
the system had appareatly been operating with no previous alignment problems
and because calibration procedures ensured that all Technical Specification
required instrumentation was operable.

Prior to the discovery of the isolated Main Feedvater Flow transmitters on

February 9, 1988, Unit | entered Mode 3 on three (3) otcasions:
November 22, 1987, January 30, 1988 and February 7, 1988,
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The feedwater flow transmitters were not detected as isolated as the plant
operators would not hive seen sufficient flow for the indication to register.
This indication has a range of 0 to 5 x 10 1b/hr and is intended for use with
the plant at power. Flows in these glnos experienced during this plant
startup would be a maximum of 1 x 10° 1b/hr., which is in the bottlom 21 of the
indication. .

The Main Feedwater Flow Channels are part of the E' :ess Cooldown
Protection System. This system is designed to protect against the adverse
effects of excessive priasary side cooldown.

CAUSE OF OCCURRENCE:

The root causes of this event are:

1. A program deficiency in that in this case, surveillance testing was
allowed to be performed prior to acceptance of a system by Plant
Operations.

2. Plant Operations procedures did not require the performance of I&C
surveillance procedures to verify operability of instrumentation
associated with Reactor Trip System/Engineered Safety Features (RTS/ESF).

ANALYSIS OF EVENT:

The feedwater flow transmitters which were isoclated in this event are not
part of any primary reactor protection scheme for which credit is taken in any
FSAR Chapter 15 accident analysis. As such, their inoperable status had no
impact on the health and safety of the pullic. However, since the affected
transmitters were designated as safety related components, HL&P has
conservatively determined that its event was reportable pursuant to
10CFR50.73(a)(2)(v). 1In addition, Unit 1 had not achieved critical operations
and no fission product inventory was present. o).

Programmatic safeguards were in place to detect the inoperable status of
the instruments prior to criticality.

Because the feedwater flow transmitters are required by Technical
Specification 3.3.2 Table 3.3-3 to be demonstrated operable prior to entry
into Mode 3, and more than the minimum channels wvere out of service, Action
Statement 3.0.3 was entered and the event was reportable pursuant to
10CFR50.73(a)(2)(4)(b).

CORRECTIVE ACTION:

The following corrective actions have been taken to prevent recurreuce of the
event:

l. Plant Operations has reviewed the status of plant systems under their
Jurisdiction and has reperformed any line ups that were completed prior to

formel system turnover to Nuclear Plant Operations Department.
NL.LERB8016

WAL DAV M

LR



‘ UICENSEE EVENT REPORT (LER) TEXT CONTINUATION APPAOVED OME MO 31800104
> ! LrmEs 41
u“um Ay () COCKET Wumsin o LR MR rAGE v
as | Proviniat ? veos
outh Texas, Unit 1 05(0]0]0|4lgfs [B]8[—Jol1le [—lob ok 1°F] ols

NL.LER88016

W s g & e, v sl WAC o XA W (TN

2. Chemical Operations has reviewed the status of the Quality Related plant
systems under their jurisdiction and has reperformed valve line ups as
needed.

3. Technical Specification required instrumentation has been verified in
service.

4. The performance of Technical Specfiicltloa instrumentation verification
checklists was incorporated into the Plint Heat-Up procedure.

ADDITION INFORMATION:

No previous similar events have occurred at STPEGS concerning valve
misalignment due to startup testing.
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