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Failed Engineered Safety Feature Instrument Channel not 
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Pursuant to 10CFR50.73, South Texas Project submits the attached Unit 1 Licensee Event Report 
00-001 regarding a failed Engineered Safety Feature instrument channel not placed in the tripped 
position within the required Technical Specification allowed time. This event did not have an 
adverse effect on the health and safety of the public.  

Licensee commitments are listed in the Corrective Actions section of the attachment. If there are 
any questions on this submittal, please contact either Mr. S. M. Head at (361) 972-7136 or me at 
(361) 972-7800.  
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ABSTRACT (Limit to 1400 spaces, i.e., approximately 15 single-spaced typewritten lines) (16)

On February 18, 2000, Unit 1 was in Mode 1 at 96% power conducting plant coast down operations in preparation for 
a refueling outage. At 2130 hours on February 18, 2000, a "PCC PROT SET DOOR OPEN/PWR SPLY FAIL" alarm 
was received in the Unit 1 control room. An inspection of the Protection Set HII cabinets concluded that the source of 
the alarm was a power supply failure. At approximately 0530 hours on February 19, 2000, a walk down of the 
diagnosed power supply failure was conducted. The LED for solid state protection system process comparator card 
PB-0204A was observed to be extinguished. It was determined that the "PCC PROT SET DOOR OPEN/PWR SPLY 
FAIL" alarm, received the previous day, was caused by a failure of the alarm card in the Charging Header Pressure 
Low channel. This failed alarm card resulted in the Charging Header Pressure - Low instrument being declared 
inoperable at 0600 hours on February 19, 2000. The failed channel was placed in the tripped condition at 0615 hours 
and had been inoperable for a period of 8 hours and 45 minutes before the one hour Technical Specification required 
action was taken. The cause of this event was the use of ineffective problem solving to resolve the alarmed condition 
and the lack of control board indications or the annunciator response procedure identifying this failure as a one-hour 
Technical Specification action. Corrective actions include replacing and calibrating the failed card, revising the 
annunciator procedure and reinforcing station expectations for effective problem solving.  
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DESCRIPTION OF EVENT 

On February 18, 2000, Unit 1 was in Mode 1 at 96% power conducting plant coast down operations in 
preparation for a refueling outage. At 2130 hours on February 18, 2000, a "PCC PROT SET DOOR 
OPEN/PWR SPLY FAIL" alarm was received in the Unit 1 control room, and the Integrated Computer 
System (ICS) point SPQR3726, "PCC 3 PWR SPLY/CARD", toggled from "normal" to "failure". An 
inspection checked the power supply voltages and currents, and noted that the power-on lamp on the standby 
power supply was extinguished. Based on the lack of current on the power supply with the power-on lamp 
extinguished, it was concluded that the source of the alarm was a power supply failure. Individual cards for 
the protection set were not checked. The decision was made to correct the diagnosed power supply failure 
during the following dayshift.  

At approximately 0530 hours on February 19, 2000, a walk down of the diagnosed power supply failure was 
conducted. The primary power supply was observed to be reading approximately 27 VDC and current loaded, 
and the backup power supply was observed to be reading approximately 24 VDC with no current load.  
Verification of individual card power-on LED's was then performed. During this verification, the LED for solid 
state protection system process comparator card PB-0204A was observed to be extinguished. It was determined 
that the "PCC PROT SET DOOR OPEN/PWR SPLY FAIL" alarm received in the control room at 2130 hours 
the previous day was caused by a failure of the alarm card in the Charging Header Pressure - Low channel and 
was not a failed cabinet power supply. This failed alarm card resulted in the Charging Header Pressure - Low 
instrument being inoperable. Technical Specification 3.3.2, Table 3.3-3 Functional Unit 3.d.2 requires an 
inoperable Charging Header Pressure channel be placed in the tripped condition within one hour. The Charging 
Header Pressure instrument channel was declared inoperable at 0600 hours on February 19, 2000. Action 16 of 
Technical Specification 3.3.2 Functional Unit 3.d.2 was entered and the failed channel was placed in the tripped 
condition at 0615 hours. The failed instrument channel had been inoperable for a period of 8 hours and 45 
minutes before the one-hour Technical Specification required action was taken.  

The control room staff failed to systematically work through all of the potential causes as listed in the 
annunciator response procedure. Once the crew had some level of confidence the potential cause of the alarm 
was a power supply failure, efforts to fully understand the alarm condition were not pursued and were 
inappropriately placed on hold until the next morning.  

CAUSE OF EVENT 

The cause of this event was: 
"* Ineffective problem solving was used to determine the scope, priority, and actions for resolving the alarmed 

condition.  
"* Neither control board indications or the annunciator response procedure identified this failure as a one hour 

Technical Specification action statement thus limiting the awareness and pursuit of the condition by the 
control room staff.

NRC FORM 366 (6-1998)
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ANALYSIS OF EVENT 

A failure to meet Technical Specification requirements is reportable to the Nuclear Regulatory Commission 
pursuant to 10CFR50.73(a)(2)(i)(B). The failed channel is Engineered Safety Features actuation 
instrumentation. The Charging Header Pressure - Low channel in coincidence with a Phase "A" 
containment isolation signal closes motor operated isolation valves to provide containment isolation of 
reactor coolant pump seal water injection. The failed solid state protection system comparator card PB
0204A is configured for an alarm low, normally energized output. When charging header pressure decreases 
to 560 psig the output of the card goes to Logic 0 state. The card failure de-energized the output and resulted 
in the same Logic 0 state. On a Phase "A" containment isolation the seal injection motor operated valves 
would have closed regardless of charging header pressure.  

There were no adverse safety or radiological consequences from this event.  

CORRECTIVE ACTIONS 

1. The failed 7300 comparator card PB-0204A was replaced and calibrated.  

2. The annunciator procedure was revised to caution that a card failure could result in an inoperable 
Engineered Safety Features or reactor trip instrument.  

3. The annunciator procedure will be amended by April 27, 2000 with a solid state protection system 
card/loop/surveillance cross-reference list of items to check for this alarm condition.  

4. Station expectations for effective problem solving will be reinforced by June 30, 2000 with Operations 
Supervision, to include procedures, processes, and other resources available for troubleshooting 
emergent issues.  

ADDITIONAL INFORMATION 

An evaluation will be conducted to determine if a design change should be implemented to create a bistable 
window for the charging header pressure instrument.  

There have been no other previous events reported by the South Texas Project to the Nuclear Regulatory 
Commission within the last three years similar to this occurrence.


