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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
Reply to Notices of 'liolation 9108-01 and 9108 02

Vital Distribution Panel Not Energized by
Associated Inverter and Failure to Lubricate Break _tr

Houston Lighting & Power has reviewed the Notices of Violation issued as
a result of NRC Inspection Report 9108 dated April 17, 1991, and submits the
attached reply,

Please note that Notice of Violation 9108-01 has been fully addressed as
the subject of the attached Licensee Event Report 91-006, " Class 1E 120 Volt
AC Distribution Panel Energized by Alternate Power Supply in Violation of
Technical Specification"

If you should have any questions on this matter, please contact
Mr. C. A. Ayala at (512) 972-8628.

.

William J . Jump
Manager,
Nuclear Licensing

RAD /kmd

Attachments: (1) Reply to Notices of Violation 9108-01 and 9108-02
(2) LER 91-006 (South Texas, Unit 1)

(3) LER 91-008 (South Texas, Unit 1)
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cc:

Regional Administ rator, Region IV Rufus S Scott
Nuclear Regulatory Contmission Associate General Counsel
611 Ryan Plaza Drive, Suite 1000 llouston Lighting 6 Power Company
Arlington, TX 76011 P, O. Box 61867

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

1100 circle 75 Parkway
J. I. Tapia Atlanta, CA 30339-3064
Senior Resident Inspector
c/o U. S. Nucicar Regulatory Dr. Joseph M. llendrie

Cominis s ion 50 Bellport Lane
P. O. Box 910 Bellport, NY 11713
Bay City, TX 77414

D. K, 1.acker

J. R. Newman, Esquire Bureau of Radiation Control
Newman 6 lloltzinger, P.C. Texas Department of Ilealth
1615 L Street, N.W. 1100 West 49th Utroec
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, lanicr/M. B Lee
City of Austin
Electric Utility Department
P,0, Box 1088
Austin, TX 78767

R. J. Costello/M, T. liardt
City Public Service Board
P , 0, Box 1771
San Antonio, TX 78296

Revised 01/29/91
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llouston Lighting & Power Company
. South Texas Project Electric Generating Station-

Attachment 1
ST-HL-AE-3767
Page 1 of ?

I. Statement of ViointloD:

1. TS 3.8.3.2 requires that, in Modes 5 and 6, four 120-volt A. C.
vital distribution panels consisting of DP001, DP1201, DP002, and
DP1204 be energized from their associated inverter connected to
its respective de Bus E1A11 and E1Cli (Unit 1) and E2A11 and E2C11
(Unit 2).

Contrary to the above, on February 23, 1991, between 1-1:55 p.m.,
with Unit 1 operating in Mode 6, 120-volt A. C. Vital Distribution
Panel DP002 was not powered from its associated inverter.

This is a Severity Level IV violation. (Supplement I)
(498/9108-01)

2. TS 6.8.1.a requires, in part, that written procedures shall be
established, implemented, and maintained covering the activities
recommended in Appendix A of Regulatory Guide 1.33, Revision 2,
February 1978. Regulatory Guide 1.33, Section I requires written
procedures for maintenance which can affect performance of
safety-related equipment.

Procedure OPMP05 NA-0008, Revision 7, "Wentinghouse 480-Volt
Breaker Test", accomplishes testing and preventive maintenance of
certain safety-related circuit breakers. Step 6.19.2.7 requires
the lubrication of the breaker trip shaft points.

Contrary to the above, on March 2, 1991, an electrician was
performing Procedure OPMP05-NA-0008, but failed to lubricate the
breaker trip shaft points in accordance with Step 6.19.2.7.
Failure to lubricate the breaker, as required, may affect proper

breaker operation.

This is a Severity Level IV violation. (Supplement I)
(498-9108-02)

II. Houston Linhtint & Power Position:

1. HL&P concurs that this violation occurred and attaches LER 91-006
in response to this violation. (See Attachment 2)

2. HL&P concurs that this violation occurred.

III. Reason for Violation:

1. See attached LER 91-006

2. The cause of this event was failure of the electrician to follow
approved procedures due to inattention t o work performance. Upon
inspection of the breaker, the electrician decided that
relubrication of the trip shaft was not needed, however, the
procedure did not allow this option. On March 15, 1991, as

IR\91-12' 0010
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llouston Lighting & Power Company
- South Texas Project Electric Generating Station Attachment 1

ST-HL- AE- 3767
Page 2 of 2

documented in the attached LER 91-008 (See Attachment 3), it was

later determined that the breaker failed to remain closed due to
failure to lubricate the breaker.

IV. Corrective Action:

1. See attached LER 91-006.

2a. The electrician who failed to properly lubricate the breaker has
been counseled concerning this event. The counseling entphasizee
the importance of attention to detail and compliance with plant
procedures.

2b. The 0;.erational Improvement Program (OIP) addr-=ses HL&P's
initiative.e to improve personnel performance, tiL&P is continuini
to take steps to enhance overall personnel performance as part of
the OIP.

2c. See attached LER 91-008 for additional information.

V. Date of Full Compliance:

_
HL&P is in full compliance at this time.

_
i

1
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March 22, 1991
ST HL AE 3725
File No.* C26
10CFR50.73

U. S. Nuclear Regulatory Commission
Attention: Dociment Control Desk
Wasaington DC 20555

South Texas Project Electric Generating Station
Unit 1

Docket No. STN 50-498
Licensee Event Report 91-006

Rega ding Class 1E 120 Volt AC
Distribucion Panel Energized by Alternate

Power Source in Violation of Technical Specifica.LiPQD

Pursuant to 10CFR!0.73. Houston Lighting & Power Company (HIAP) submits
the attached Licensee Event Report (LER 41 006) regarding a Class 1E 120 volt

(
AC distribution panel- eriergized by alternate power source during core
alterations in violation of Technical Specifications. This event did not have
any 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.

/
6 am%

.

W Harrison
Manager
Nuclear Licensing

RAD /sgs

Attachment: LER 91-006 (South Texas, Unit 1)
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cc:

Regional Administrator, Region IV Rufus S. Scott
Nuclear Regulatory Commission Associate General Counsel
611 Ryan Plata Drive, suite 1000 Houston Lighting & Power Company
Arlington, TX 76011 P. O. Box 61867

Houston, TX 77208
George Dick, Proj ect Manager
U.S. Nuclear Regulatory Co==ission INPO
Vashington, DC 20555 Records Center

1100 Circle 75 Parkway
J. I. Tapia Atlanta, CA 30339 3064
Senior Resident Inspector
c/o U. S. Nuclear Regulatory Dr. Joseph M. Hendrie
Commission 50 Be11 port Lane

P. O. Box 910 Be11 port, NY 11713
Bay City TX 77414

D. K. lacker
J. R. Newman, Esquire Bureau of Radiation Control
Newman & Holtzinger, ?.C. Texas Department of Health
1615 L Street, N.V. 1100 Vest 49th Street
Washington, DC 20036 Austin, TX 78756 3189

D. I. Vard/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 e

P.O. Box 1088
Austin, TX 78767

_

R. J. Costello/M. T. Hardt
City Public Service Board
P. O. Box 1771
San Antonio, TX 78296

Revised 01/29/91
|
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On February 24. 1991. Unit I was in Mode 6 in its third refueling outage. At
0603 hours during performance of a surveillance test,- it was discovered that
the Class 1E 120 volt _ distribution panel DP002 was energized from its
alternate power supply..in violation of Technical Specification 3.8.3.2.
Immediate actions were taken to trestore the distribution panel to its proper
alignment. The causes of this event were failure to coordinate the: transfer
of power to the distribution panel due to inadequate verbal communications and
failure to monitor the associated alarms which annunciate in the control room
during an undervoltage condition. Corrective actions include training of
licensed and non licensed operators. and an evaluation of the plant's
numbering scheme for electrical panels.
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DESCRIPTION OF EVENT:

On February 24, 1991, Unit I was in Mode 6 in its third refueling outage. At
0603 hours, during performance of the ESF Power Availability surveillance, it
was discovered that the Class IE 120 volt vital distribution panel DP002 was
energized from its alternate power supply. Core alterations (i.e., reactor
vessel head was lif ted approximately 2 inches) were performed between 1300
hours and 1355 hours on February 23, 1991 in violation of Technical
Specification 3.8.3.2 which requires that distribution panel DP002 be
energized from its associated inverter or immediately suspend core
alternations, positive reactivity changes or movement of irradiated fuel.
Immediate actions were taken to restore distribution panel DP002 to its proper
alignment.

On February 22, 1991 at approximately 1925 hours, the Unit Supervisor advised
a Reactor Operator (RO) that the non class distribution pnel DP002 was

_

scheduled to be transferred to the alternate power supply. The RO was
informed that 16C technicians were standing by to take a toxic gas analyzer
off line prior to the transfer to prevent a toxic gas actuation. The RO was
also advised that the task had priority and a non-licensed operator was
available for the job.

( The RO instructed the- non licensed operator, utilizing an electrical diagram,
to perform the power supply transfer on distribution panel DP002 from normal
to alternate af ter obtaining the appropriate procedure. The electrical
diagram did not indicate that the distribution panel was Class 1E or
non class. In addition, the RO did not clearly indicate verbally which DP002
. panel' was involved;- Class 1E (identification number ClVADP002) or non class
(identification number N1VCDP002). The plant component identification
numbering scheme establishes a unique number for each electrical device.
However, it has been common practice to abbreviate the full number to a short
hand useable number which resulted in what. appears to be duplicate numbering
of some devices.

"

The non-licensed operator incorrectly obtained the Class 1E inverter
:. procedure, presented the procedure to the RO and asked if .he should contact
| the Control Room prior to the trans_fer. Without verifying that the correct
! procedure was obtained,- the RO advised the non licensed operator that the

associated alarms would indicate the transfer was complete and communications
would be established at that time.

The RO instructed the 1&C technicians to remove the toxic gas analyzer from
service. The RO advised the non-licensed operator to transfer distribution
panel' DP002 to the alternate power supply. Following completion of the
transfer of the Class 1E 120 volt distribution panel to the alternate source
(i.e., it's associated inverter bypassed) the non licensed operator contacted
the RO as directed. However, the control room personnel failed to monitor the
associated distribution panel alarms that annunciate due to undervoltage,

t during a power transfer.

TEM 920 7 2 001. U1
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CAUSE OF EVENT:

The causes of this event are:

1- The Reactor Operator failed to coordinate the transfer of power to
distribution panel DP002. The non-licensed operator received inadequate
direction. A contributing factor was that although each distribution
panel has a unique plant component identification number, an abbreviated
numbering system is used to identify the distribution panels which is not

-unique.

2. Control Room personnel failed to monitor the associated distribution panel
alarms that annunciate during an undervoltage condition for both the Class
1E and non-class distribution panels DP002.

ANALYSIS OF EVENT:

This event resulted in operation prohibited by Technical Specifications and is
therefore reportable pursuant to 10CFR50.73(a)(2)(i). The inverter for

distribution panel DP002 was fully functional although not aligned as required
by Technical Specification 3,8.3.2. In addition, the redundant train was

available and ccrrectly powered from its associated inverter throughout this
event.

A previous evaluation was conducted which determined that the most limiting
condition in Modes 5 and 6 is a fuel handling accident. The safety analyses
for a fuel handling accident do not assume a loss of offsite power (IDOP),
therefore both radiation monitoring actuation trains would be assumed to be

- operable when the event initiated. In the event of a single failure, at least

one train would generate the required actuation signal to the ventilation
system. Therefore, it is concluded that there were no safety or radiological
consequences as a result of this event.

COPRECTIVE ACTIONS:

The following corrective actions are being taken as a result of this event:

1. The Reactor Operator involved in this incident _was counseled concerning
this event emphasizing the importance of self verification and proper
communications.

2. An evaluation of the plant's identification scheme for electrical panels
will be performed to establish a scheme which will assure that devices are
identified with a unique identification number. This new scheme will not
require renumbering of these devices; however, it will provide a unique

;

reference number. This evaluation will be completed by June 1,1991. The'

i ( new scheme will be put in use fc11 ewing the ret raining in Action 3.

LU \ 91071001.U1;-
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COPRECTIVE ACTIONS: (cont'd)

3. This event will be reviewed in the Licensed and Non Licensed
requalification. Training will errphasize the importance of self
verification, proper corraunications and monitoring plant evolutions. This
training vill also include the new numbering scherte which will be used
following the evaluation which will be performed (see Action 2) . This
action will be completed by July 15, 1991.

ADDITIONAL INFVPXATION:

There has bee n one previous event (LER 90 017, Unit 2) regarding the
misalignment of the Class 1E electrical distribution system during core
alterations.

(
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'ST HL AE 3740
File No.: C26 |
10CFR$0,73

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

South Texas Project Electric Generating Station
Unit 1

Docket No. STN 50 498
Licensee Event Report 91 008

Regarding Partial Loss of Offsite Power on
Trains A and B Caused by Inndecuate Procedures

Pursuant to 10CFR50.73. Houston 1.ighting & Power Company (HIAP) submits
the attached Licensee Event Report 91 008 regarding a partial loss of offsite
power on Trains A and B of Unit I due to inadequate procedures. These events
did not result in an adverse impact on the health and safety of the public.

If you should have any questions on this matter, please contact either
Mr. C. A. Ayala at (512) 972 8628 or me at ($12) 972 7205.

n
William J. J ' =0.

Manager,
Nuclear Licensing

PLV/ amp

Attachment: LER 91 008 (South Texas, Unit 1)
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cc:

Regional Administrator, Region IV Rufus S. Scott
Nuclear Regulatory Commission Associate General Counsel
611 Ryan Plaza Drive, Suite 1000 riouston Lighting & Power Company
Arlington, TX 76011 P. O. Box 61867

lious ton, TX 77208

Ceorge Dick, Project Manager
U.S. Nuclear Regulatory Cor. mission INPO
Vashington, DC 20555 Records Center

1100 Circle 75 Parkway
J. I. Tapia Atlanta, CA 30339 3064
Senior Resident Inspector
c/o U. S. Nuclear Regulatory Dr. Joseph M. llendrie
Com:sission 50 Be11 port Lane

P. O. Box 910 Bellport, NY 11713
Bay City, TX 77414

D. K. Lacker
J. R. Newman, Esquire Bureau of Radiation Control
Newman & Holtzin6er, P.C. Texas Department of Health
1615 L Street, N.W. 1100 Vest 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

R, J. Costello/M. T. Hardt
City Public' Service Board
P. O. Box 1771
San Antonio, TX 78296

!

Revised 01/29/91
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Partial IDOP on Trains A and B Caused by inadequate Procedures
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On March 15, 1991, Unit I was in mode 5 due to a refueling outage, The unit
experienced a partial loss of offsite power (IDOP) to Train A at 1313 hours
due to actuation of the unit auxiliary transformer pilot wire relay which
opened a switchyard breaker, During recovery from the first IDOP, a IAOP
occurred on Train B of Unit 1 at 1328 hours when a 13.8 KV standby bus feeder
breaker was opened ~ by a control roots operator. Both IDOP events were due to
inadequate procedures. The subject procedures will be revised appropriately.
In addition, a Load Center feeder breaker failed to close due to inadequate-
lubrica tion.- Vork requests have been issued to address proper lubrication.

| t.r.ne tesecot.u t
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DESCRIPTION OF EVENT:

On March 15, 1991, Unit I was in mode 5 due to a refueling outage. The unit
experienced a partial loss of offsite power (LOOP) to Train A at 1313 hours
due to actuation of the unit auxiliary transformer pilot wire relay which
opened a switchyard breaker.

Standby Diesel Cenerator (SDG) No,11 started upon initiation of the Train A
IJX)P and the load was sequenced as expected. Control Room personnel comsenced
emergency restorction of power to equipment per procedure. During this
process, a second IDop occurred at 1328 hours when a control room operator
opened 13.8 KV Standby Bus 10 feeder breaker to Essential Safety Feature (EST)
transformer ElB2. SDG No. 12 responded as expected, and load was sequenced

- through the 4.16 ESF bus.

At 1355 hours, the operator observed that all loads had not been properly
sequenced following startup of SDG No. 12. Further investigation revealed the
Class IE 480V ElB2 Load Center feeder breaker had not remained closed, thus
disabling the associated loads (RHR pump IB, Motor Control Centers ElB2 and
ElB4, and Reactor Containment fan Cooler supply fan 21B), Power was restored
to Load Center ElB2 at 1401 hours by closing the ElB1 to ElB2 tie breaker.
This-restored power to the associated equipment.

Offsite power was restored to Train A and Train B by 1412 hours via normal
-line up configuration.

This event was initiated while maintenance personnel were performing routine
preventive maintenance on the main transformer pilot wire protection system in
accordance with procedures. (The pilot wire relay monitors and protects the
high voltage-line between the main transformer secondary and 345 KV switchgear
Y510 circuit breaker.) One pilot wire relay is located in the control room
and.the_other is in-the switchyard. Per procedure, the switchyard relay was
disabled and removed for testing and calibration. However, the procedure did
not require disabling of the other pilot wire relay circuit, so that when the
switchyard relay was removed from the circuit, the control room circuit opened
the switchyard breaker.

CAUSE OF EVENT;

The 140P on Train A resulted from a less than adequate procedure. Procedure
OPMP05 ZE 0007, " Calibration of Vestinghouse HCB 1 Relays," did not direct
that both relays are to be isolated prior to removing one relay for test and
calibration.
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C Al'SE OF EVENT: (cont'd) '

The LOOP on Train B resulted from a less than adequate procedure. Procedure
ITOPO!.e AE 0006, " Loss of Offsite Power (LOOP) Recovery," assuites that a total
loss of offsite-power has occurred rather than a partial th0P. Actions to be
taken when following thir procedure are not necessarily appropriate for a
partial LOOP. Specifically, the operator should not have manually opened the
breaker while the train still had power.

The Load Center feeder breaker failed to remain c)osed due to failure to
lubricate the breaker according to procedures. The individual who failed to
properly lubricate the breaker had decided upon inspection that relubrication
was not needed. Furthermore, the lubricant previously used was found to be an
improper grade.

Failure of the operator to note until 1355 hours that all loads had not been
properly sequenced was due to lack of attention to plant electrical power

!conditions,
|

&!.RyS15- OF EVENTS :

Unplanned actuation of a Standby Diesel Generator is reportable pursuant to
10CFR50.73(a)(2)(iv). SDC Nos, 11 And 12-started and loaded as expected upon
loss of offsite power.

Failure to successfully sequence the load on SDC No. _12 because of the open
load Center feeder breaker is reportable under 10CFR50,73(a)(2)(v). Residual
Heat Removal (RHR) pump 1B could not operate due to the open feeder breaker,
RHR pump 1A had not yet been loaded following the Train A LOOP. RHR pump IC |

,

sta*ted _ vhen Train C was manually activated,_ but no RHR was active for - !

approximately two minutes, Reportable conditions are those which could have
prevented fulfillment of the safety function of systems- used to remove
residual heat. However, this event _ occurred near the end of a refueling
outage, and need for RHR was minimal.

COPRECTIVE ACTinNS:

The following corrective actions are being taken as a result of this event:

I1. Procedure OPMP05 ZE 0007 has been revised by addition of an instruction to
isolate the protective circuitry prior to testing to prevent an
inadvertent bus trip. No other procedures are affected by this concern.

2. A procedure governir:g line up of 13.8 KV power sources will be developed
wh M 41; provide ne e x.pl i c i t instruction; on recoverir.g from a partial
LOOP as well as a full LOOP. Completion is expacted by July 31, 1991.
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COPPECTIVE ACTIONS: (cont'd)

3. Vork requests have been issued to sample Vestinghouse safety-related and
nonsafety-related spare load center breakers to deteruine the extent of
improper lubrication. Completion is expected by June 1,1991.

4 In addition to the misleading procedure 1POPO4-AE 0006, the operator
ne6 ected to confirm that Train B had actually incurred a IDOP.1

Consequently, opening the feeder breaker resulted in a Train B IDOP. The
operator involved in the Train B IDOP has been counselled as to the
importance of paying attention to plant electrical power conditions.

5. The individual who failed to properly lubricate the breaker has been
counselled. The counselling e=phasized procedural compliance and stressed
attention to detail.

ADDITIONAL INTOPRATION;

As reported in Unit 1 LER 89-006, a partial loss of offsite power occurred on
Engineered Safety Feature Train A due to inadvertent actuation of a generator
breaker test switch by an unlicensed plant operator. Offsite power to
Trains B and C was not af fected.
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