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'
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,

NRC Inspection Report: 50-285/89-48 Licensee: DPR-40

Docket: 50-285 :

Licensee: Omaha Public Power District (OPPD)
444 South 16th Street Mall i

Omaha, Nebraska 68102-2247
r

Facility Name: Fort Calhoun Station (FCS)

Inspection At: FCS, Blair, Nebraska

Inspection Conducted: October 12 through November 30, 1989

Inspector: P. Harrell, Senior Resident Inspector
,

,

<

Approved: 2. f' /1 -/f" 27-

T. F. Westerman, Chief, Project Section B Date
Division of Reactor Projects

Inspection Summary
,

Inspection Conducted October 12 through November 30, 1989 (Report 50-285/89-48)

Areas Inspected: Routine, unannounced inspection including review of onsite
events. *

Results: Two apparent violations (failure to comply with the limiting
condition for operation (LCO) for Technical Specification (TS) 2.3(2) for. '

inoperability of two component cooling water-(CCW) heat exchangers (HXs)~
paragraph 2;and.failuretocomplywith10CFRPart50.59fordeterminatIonof
an unreviewed safety question, paragraph 2) were identified.

.

It appeared, based on the reviews performed by the inspector, that the failure
to comply with the LCO for inoperability of two CCW HXs was due to an-
inadequate postmaintenance testing program. The licensee failed to test the- :

CCW HX valves for operability after returning the HXs to_ service following' !

maintenance activities.

Previous NRC inspections identified similar problems with postmaintenance
testing. It would be expected that the actions taken by the licensee to
prevent recurrence of the previously identified problems would have prevented
this repeat apparent violation resulting in CCW HX with inoperability.
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Enclosure:
Appendix - NRC Inspection Report

50-285/89-48

cc w/ enclosures:
LeBoeuf, Lamb, Leiby & MacRae
ATTN: Harry H. Voigt, Esq.
1333 New Hampshire Avenue, NW
Washington, D.C. 20036

Washington County Board
of Supervisors

ATTN: Jack Jensen, Chairman
Blair, Nebraska 68008

Combustion Engineering, Inc.
ATTN: Charles B. ' Brinkman,' Manager

Washington Nuclear Operations-
12300 Twinbrook Parkway,- Suite-330
Rockville, MD 20852

,

Department of Health _.
ATTN: Harold Borchert, Director

Division of Radiological Health
301 Centennial Mall, South:
P.O. Box 95007
Lincoln, Nebraska' 68509

Fort Calhoun Station
ATTN: G. R.-Peterson, Manager
P.O. Box 399
Fort Calhoun, Nebraska 68023

U.S. Nuclear Regulatory Commission
ATTN: Resident Inspector
P.O. Box 309
Fort Calhoun, Nebraska 68023

U.S. Nuclear Regulatory Commission
ATTN: Regional Administrator, Region IV
611 Ryan Plaza Drive, Suite 1000
Arlington, Texas 76011
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APPENDIX

V.S. NUCLEAR REGULATORY COMMISSION

REGION IV

,

NRC Inspection Report: 50-285/89-48 Litensee: OPR-40

Docket: 50-285

Licensee: Omaha Public Power District (OPPD)
444 South 16th Street Mall
Omaha, H braska 68102-2247 '

Facility Name: Fort Calhoun Station (FCS)

Inspection At: FCS, Blair, Nebraska .

Inspection Conducted: October 12 through November 30, 1989

;

Inspector: P. Harrell, Senior Resident Inspector

Approved: 7b /1 -/f' 27
T. F. Westerman, Chief, Project Section B Date
Division of Reactor Projects

Inspection Summary

Inspection Conducted October 12 through November 30, 1989 (Report 50-285/89-48) r

Areat Inspected: Routine, unannounced inspection including review of onsite i

events.

Results: Two apparent violations (failure to comply with the limiting
conaition for operation (LCO) for Technical Specification (TS) 2.3(2) for

,

inoperability of two component cooling water (CCW) heat exchangers (HXs), '

paragraph 2; and failure to comply with 10 CFR Part 50.59 for determination of
an unreviewed safety question, paragraph 2) were identified.

It appeared, based on the reviews performed by the inspector, that the failure
to comply with the LCO for inoperability of two CCW HXs was due to an
inadequate postmaintenance testing program. The licensee failed to test the
CCW HX valves for operability after returning the HXs to service following
maintenance activities.

Previous NRC inspections identified similar problems with postmaintenance
| testing. It would be expected that the actions taken by the licensee to
) prevent recurrence of the previously identified problems would have prevented

this repeat apparent violation resulting in CCW HX with inoperability.
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The licensee approved a change to Procedure ST-CEA-1 that provided instructions
for placing both emergency diesel generators (EDG) in an inoperable condition
while the plant was in a hot shutdown condition. This procedure change created
an unreviewed safety question since making both EDGs inoperable is a condition
that was not previously analyzed in a safety analysis. Although the procedure
change was made, the procedure was not implemented due to the involvement and
alertness of a shift supervisor. Nevertheless, the checks and balances
instituted by the licensee to ensure that the plant is not operated or placed
in an unanalyzed condition did not appear in this case to function adequately.
The plant review committee (PRC), through apparert administrative errors,
approved the procedure change containing the unreviewed safety question for
use.
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DETAILS

1. Persons Contacted

*J. Adams, Reactor Engineer
*C, Brunnert, Supervisor, Operations Quality Assurance
*F. Buck, System Engineer, Raw Water and Component Cooling Water Systems
*M. Burggraf, Nuclear Safety Review Specialist
*J. Chase, Manager, Nuclear Licensing and Industry Affairs
*J. Gasper, Manager Training
*W. Gates, Executive President to the President
*C. Huang, Plant Chemist, Special Assignment
*R. Jaworski, Manager, Station Engineering
*L. Kusek, Manager, Nuclear Safety Review Group
*D. Matthews, Supervisor, Station Licensing
*K. Morris, Division Manager, Nuclear Operations
*G. Peterson, Manager, Fort Calhoun Station
*W. Phillips, Shift Technical Assistant
*A. Richard, Assistant Manager, Fort Calhoun Station
*C Simmons, Station Licensing Engineer
*J. Tills, Assistant Manager, Fort Calhoun Station
*D. Trausch, Supervisor, Operations
*P. Walling, Supervisor, Plant Administration
*S. Willrett, Manager, Administrative Services

* Denotes attendance at the monthly exit interview.

The inspector also contacted other plant personnel, including operators,
technicians, and administrative personnel.

2. Review of Onsite Events (93702)

During this inspection period, the inspector reviewed the events listed
below:

a. On October 12, 1989, the licensee determined that the CCW inlet and
outlet valves (HCV-489A and HCV-489B) for CCW HX AC-1A could not be
operated from the control room. The discovery was made when the
operations staff attempted to place HX AC-1A in service using the
switches on the control board in the control room.

Upon investigation of this problem, the licensee noted that the
mechanical linkage used to connect the shaft of the valve operator to
the shaft of the valve had not been properly installed when HX AC-1A
was_ returned to service following maintenance activities. Without
the linkage installed, the valves would not have operated under
normal or accident conditions. In the event of a safety injection
actuation signal, all the CCW HX valves are required to operate in
order _to place all HXs in service.

;
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CCW HX AC-1A was removed from service for cleaning on October 3,
1989, in accordance with the instructions provided on Maintenance
Work Order (MWO) 893857. The intent of the MWO was to remove the HX
end bell, clean the tube sheet inlet area, and reassemble the HX. .

The licensee attempted to isolate raw water supply to the HX, but was
unsuccessful due to leaking valves. The licensee decided to return '

HX AC-1A to service and perform the tube sheet inspection and
'

cleaning during the upcoming refueling outage. On October 5, 1989,
.

HX AC-1A was returned to service, but Valves HCV-48SA and HCV-4898
were not tested as MWs 893857 provided no instructions to verify
valve operability following the maintenance activities. The licensee
was not aware that the valves would not function until approximately
7 days af ter HX AC-1A was returned to service. The 7-day period was
from the time that HX AC-1A was returned to service (October 5, 1989)
until the inoperability of the valves was discovered (October 12,
1989).

At the time the licensee made the discovery that the HX AC-1A
isolation valves were inoperable, HX AC-1B was out of service for
maintenance and had been out of service since October 6, 1989, a

,

total of approximately 6 days.

TS 2.3(2) states that, during power operation, the minimum
requirements may be modified to allow one of the following conditions ,

to exist. If the system is not restored to meet the minimum :
requirements within the period specified, the reactor shall be placed
in a hot shutdown condition within 12 hours. If the minimum
requirements are not met within an additional 48 hours, the reactor
shall be placed in a cold shutdown condition within 24 hours.

TS 2.3(2)c, a subsection of TS 2.3(2), states, in part, that two of
four CCW HXs may be inoperable for a period of no more than 24 hours.

TS 2.3(2)d, a subsection of TS 2.3(2), states, in part, that any
valves directly associated with a component (i.e., a CCW HX) and
required to function during accident conditions shall be deemed.to be
part of that component.

It appeared that the licensee did not comply with the TS requirements '

stated above in that two CCW HXs were inoperable for approximately
6 days and the licensee did not place the plant in a cold shutdown
condition within the 108 hours (4.5 days) specified by the TS. This :
is an apparent violation. (285/8948-01)

.

The inspector reviewed MWO 893857 and noted that the MWO failed to
provide instructions for testing the operability of Valves HCV-489A
and HCV-4898. The postmaintenance instructions provided on the MWO
stated that the HX end bell should be checked for leakage after the
HX was returned to service. The inspector also reviewed the danger .

tags and the tag-out shee- (Tag No. 89-1503) that were initiated when
Valves HCV-489A and HCV-4(98 were removed from service. The
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inspector noted that neither.the tags nor the tag-out sheet
identified that the mechanical linkage between the valve and valve
operator had been disconnected. Based on the review performed by the
inspector, it appeared that these inadequacies contributed to the
valves remaining inoperable after the HX was returned to service.

During previous inspections, NRC personne1'have identified problems ,

with the licensee's postmaintenance testing progrm. In NRC-
Inspection Report 50-285/87-29, issued January 27, 1988, the
inspector noted postmaintenance testing instructions were not being
specified on MW0s. The finding was issued as Violation 285/8729-01.
In addition, in NRC Inspection Report 50-285/88-201, issued
February 9,1989, the Operational Safety Team identified problems-

related to the inadequacy _of a procedure that_provided instructions
for postmaintenance testing of electrical breakers. The finding was
' issued'as Unresolved Item 285/88201-13 and was subsequently issued in
a letter, dated March 17, 1989, as Violation 0.1.

Based on the identification of two previous violations with respect
to the adequacy of the licensee's postmaintenance testing program,
the NRC would have expected that_the licensee would have taken the
appropriate corrective actions to prevent recurrence of the problems
in this area. The licensee established Item 35, " Establish Criteria
for Identifying Postmaintenance Testing Requirements," in their
Safety Enhancement Program (SEP) to address the adequacy of
postmaintenance testing. The-SEP was established by the licensee as-

a means to upgrade their overall performance in the areas identified
by the NRC as weak areas. The licensee has previously statused SEP '

Item 35 as closed as their efforts in the area of providing
postmaintenance instructions has been completed.

IrmMiately after discovery of the inoperability,of Valves HCV-489A !

aM <V-489B, the licensee. reinstalled the mechanical linkage to
cc m 1 the valve to the valve operator. The valves were operated

~

frs, ae control room and no problems were noted. . The licensee also
checked othe:. CCW valves to verify that the linkage was-installed.
No additional problems were identified,

j

The licensee evaluated the unavailability of the two CCW HXs and !concluded that the plant could have been shut down,-in.the event of a
design basis accident, with the two CCW HXs that were in. service.
The conclusion on the available cooling capacity of.the two
operable CCW HXs was. documented in Safety Analysis for
Operability (SAO) 89-010-previously prepared by the' licensee to
address potential elevated river temperatures. SAO 89-010 states

,

that, with a river temperature less than 60 F, one raw water pump and :
two CCW HXs provide sufficient cooling capabilities to meet the
design basis accident for plant shutdown. The NRC's Of fice of '

Nuclear Reactor Regulation and Region IV had previously reviewed
SA0 89-010.and noted no problems. Therefore, it appeared that 4

d

;

.... . . . . .. . .. ...
_. .. . .. . . . . . . . . - - . . . . . . . . ..
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adequate cooling capacity existed even though two HXs were
inoperable.

~ The licensee reported this event on October 12, 1989, as a 1-hour
report in accordance with the requirements of 10 CFR Part 50.72. On
November 21, 1989, the licensee issued Licensee Event
Report (LER) 89-020 to provide information regarding this problem and
to provide the corrective actions taken to prevent recurrence. The
LER was issued 2 weeks after the normal due date. The licensee
requested an extension for submittal of the LER ane sas granted the
extension by the Chief, Projects Section B, Division of Reactor
Projects, Region IV. In the LER,-the licensee noted that this event
was attributed to the following:
* Inadequate training of operations personnel in that the operator

'

should have known that the valve linkage needed to be .

reinstalled when returning the valve to service.

No functional verification testing was performed after .

operations personnel returned the HX to service..

A lack of detailed guidance for operations personnel on how to
restore an a'ir-operated ~ valve to service after it had been
removed for testing , maintenance , or outage-related
activities.

' The inadequacy of the nonlicensed training qualification program
for instruction on manual operation and handjacking of
air-operated valves.

LER 89-020 specified that the licensee would take the.following
corrective actions:

The operations department will review and evaluate the adequacy
of procedures and other configuration administrative controls
that ensure operability of equipment returned to service
following testing , maintenance , and outage-related activities.

* Procedure S0-0-29, " Conduct of Operations," will be revised to
require proper level of qualification'for. operations personnel
performing equipment alignments.

The training for the operations staff will be revised to include.
instructions on the proper method for manual operation'and
handjacking of air-operated valves. The instruction will
include proper removal and restoration methods.

This event will be discussed with the operations staff during
requalification training.
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The licensee, in a memorandum dated November 16, 1989, provided a
copy of LER 89-020 to the operations staff to make each individual
aware of the problems related to valve inoperability. The licensee !

has also initiated training for operations personnel in the proper '

method of manipulating air-operated valves. >

In-summary, it appeared that-the licensee had maintained adequate CCW
cooling capacity to meet the requirements of a design basis accident ,

even though two CCW HXs were-inoperable. However, based on a review
of this event, it appeared that the licensee had not implemented an

,

adequate postmaintenance testing program. Nevertheless, the-
licensee's failure to comply with a TS LC0 that requires the plant to
be placed in a cold shutdown condition is considered significant. <

b. On November 15, 1989, the 1.icensee notified the inspector that an LER- ;
was being issued to describe an event where a change to Surveillance
Test ST-CEA-1, " Control Element Assemblies," had been approved to
allow voluntary entry into TS 2.0.1. The revision was initiated by
Procedure Change 28542. Entry into the TS was to be made due to
removing both EDGs from automatic operation. Removal'of the EDGs
from automatic operation would have rendered both diesels inoperable
since the EDGs would not be able to perform their intended safety
function (i.e., automatically start on a loss of power to the
safety-related buses and supply power to vital equipment). The ,

change was made to the procedure to prevent the automatic start of
the EDGs.

Surveillance Test ST-CEA-1 is performed to verify that the control
element assemblies (CEA) will drop when a reactor trip signal is
initiated and that the rod rundown signal will cause all CEAs to be
inserted. The initiation of a reactor trip or a rod _ rundown signal

, will cause the EDGs to automatically start in idle speed. The reason
! for the procedure change was to prevent an unnecessary start of the
!

EDGs.

| The change to Procedure ST-CEA-1 acknowledged that entry into
; TS 2.0.1 would be required and only stated that an entry should be

_

L made in the control room log. TS 2.7 addresses EDG operability and
,

'

| requires that both EDGs be operable if_ reactor coolant-system (RCS)
i temperature is above 300 F. The TS does not address situations where

both' diesels are inoperable; therefore, the LCO specified by TS 2.0.1
is appropriate to describe the actions to be taken by the~ licensee =
with bo.th EDGs inoperable.

TS 2.0.1 requires that the plant be placed in at.'least hot shutdown
within 6 hours and in at-least subcritical and less than 300 F (RCS
temperatura) within the next 6_ hours. In addition, entry into
TS 2.0.1 also requires the licensee, in accordance with their
procedures, to declare a Notice of Unusual Event and notify the NRC,
within 1 hour, of a plant shutdown via the emergency notification
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system. Procedure ST-CEA-1 did not address these actions required to '

be performed by the licensee. *

i
The procedure change was approved by the PRC on July 18, 1989, and by
the plant manager on August 1, 1989. On September 26, 1989,
Surveillance Test ST-CEA-l'was presented to the shift supervisor (SS) ,

for approval of the performance of the testing. The plant was in hot
shutdown at the time with an RCS temperature greater than 515'F. The '

SS reviewed the procedure and refused to allow the technicians to |!
perform the test. The refusal was based on the requirements that !
both EDGs would be made inoperable. .

After the SS refused to allow performance of the test, the procedure ''.
was reviewed again by the PRC. Based on this review, a' change was *

made to the procedure to delete the instructions for removal of both i

EDGs from an operable status with an RCS temperature greater than
300 F.' The revised procedure was issued and the surveillance testing.
was successfully performed on September 27, 1989.,

When the change to Surveillance Test ST-CEA-1 was initiated, an
evaluation for an unreviewed safety question was performed in
accordance with the requirements of 10 CFR Part 50.59. . The
evaluation completed by licensee personnel stated that no unreviewed
safety question existed. The inspector reviewed the evaluation
completed by the licensee and noted that the conclusion that no
unreviewed safety question existed appeared to be in error. The
basis for the inspector's conclusion was the answers provided by the -

licensee to the questions contained in the licensee's standard
unreviewed safety question form. The specific items are discussed
below:

* A question on the form stated, "Could the activity affect'
nuclear safety in a way not previously evaluated in the USAR- '

t

(Updated Safety Analysis Report)?" The licensee answered the
question "no." The reason for the "no" answer was given as,
"The functions and operability of safety systems as described in
the USAR remain unchanged."

This licensee statement appeared to be incorrect in-_that the
.

operability of safety systems had been changed by the- '

instructions provided by the procedure change. Namely,'the EDGs
could not perform their intended safety function if they were
placed in a mode of operation where the EDGs would not
automatically start upon receipt of a valid start signal.

Another question on the form stated, "Does the activity being
evaluated involve the preparation of a new procedure or a
procedure change which affects nuclear safety?" The licensee _

answered this question with a "no" and stated that the basis for
the answer was, " Nuclear safety is not im3 acted since the -

initial conditions required for the surveillance are the plant
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be in hot shutdown and the operability of safety systems is not
impaired._ This-includes the operability of the diesel
generators with the mode selector switches in Off-Auto."

As discussed above, placing the switches for the EDGs in the
Off-Auto position will affect the' operability of the EDGs.

Based on review of the Part 50.59 evaluation performed by the
inspector, it appeared that the evaluation was inadequate because the

'evaluatior concluded that an unreviewed safety question did not exist
when in fact an unreviewed safety question did exist. This is an
apparent violation. (285/8948-02)

The licensee had instituted a program where changes made to.
procedures that could affect nuclear safety be-forwarded to a.
subcommittee of the safety audit and review committee (SARC). The
SARC functions as the offsite, independent review committee for the ,

onsite PRC. The plant staff forwarded the change to Surveillance
Test ST-CEA-1 to the SARC subcommittee.for review. On November 15,
1989, a member of the SARC subcommittee notified.the plant staff that
it appeared that the change to Surveillance Test ST-CEA-1 involved an
unreviewed safety question. Based on this input and reviews
performed by the plant _ staff, the licensee decided it was appropriate
to issue an LER. >

During review of this item, the inspector established, by interviews
,

with licensee personnel, that the =following events occurred:

The procedure change was reviewed by four PRC members that
signed the procedure change form indicating'their acceptance of
the change.

The change was presented during a PRC. meeting chaired by the-
assistant plant manager. Based on the discussions during the
PRC meeting, it was agreed to table (i.e., neither approve or-
disapprove the issue) the change until further review could be
completed. Somehow, the procedure change was' inadvertently
stamped with the "PRC APPROVED" stamp, indicating that the PRC
had approved the change.

On August 1, 1989, the procedure change was presented to the.
plant manager for signature. The plant manager, unaware that
the procedure changt had been tabled during the PRC meeting,
approved the change.

The change was incorporated into Surveillance Test ST-CEA-1 and
the procedure was formally issued.

The licensee reviewed the events related to this item. Based on the +

L review, the licensee took the following actions:

,
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* On November E2, 1989, a memorandum was issued to the two
individuals that prepared the Part 50.59 evaluation. The
memorandum stated that the individuals were'no longer authorized '

to complete evaluations until retraining has been satisfactorily i

completed.

A change to Procedure S0-G-5, " Fort Calhoun Station Plant Review
-

Committee," was initiated to provide more concise instructions
on the functioning of the PRC. The procedure revision will be
issued during the first part of December 1989.<

In summary, although the EDGs were never placed in an inoperable
condition,'the checks and balances instituted by the licensee (i.e.,-

review 1of proposed procedure changes by the PRC) to ensure that'the
plant'was not placed or operated in an unanalyzed condition did not
appear to adequately function. The alertness of an SS prevented the :
plant from being placed in an unanalyzed condition. However, it
appeared that the administrative controls for the PRC were marginally
adequate, resulting in the.PRC approval and the issuance of a
procedure change based on the generation of an inadequate Part 50.59
evaluation.

.

3. Exit Interview

The inspector met with Mr. K. J. Morris, (Division Manager,' Nuclear
Operations) and other members of the licensee staff on November 28, 1989.
The meeting attendees are listed in paragraph 1 of this inspection report.

,

At this meeting, the inspector summarized the scope of the inspection and
the findings. During the exit meeting, the licensee did-not identify any
proprietary information to the inspector. Subsequent to the exit meeting,
the licensee provided additional information to the inspector on the
corrective actions taken to prevent recurrence of the two events
identified in this inspection report.


