MAY |2 1992

Docket No, STN 50-482
License No, NPF-42

Wolf Creek Nuclear Operatirg Corporation
ATTN: Bart D, Withers

President and Chief Ex<cutive Officer
PoOo Box 411
Burlington, Kansas 66839

Gentlemen:

SIBJICT: RESPONSE TO NOTICE OF VIOLATION (NRC INSPECTION KEPORT
NO. 50-482/91-202)

Thank you for your Totter of April 24, 1992, in response 0 our letter and
Notice of Violation (482/91202-C1, -0Z, and -02) dated March 26, 1992. We have
reviewed vour reply and find it responsive to the concerns raised in our Netice
of Violation, We wili review the implementation of your corrective actions
during a future inspection to determine that full compliance has been achieved

and will be maintained,

Sincerely,

Original Signed & e

A. B. BEACH
A, Bill 3each, Director
Division of Rcactor Projects

ce:
Wolf (reek Nuclear Uperating Corp.
ATTN: 0. Maynard, Director
P st Ooerations
P.0, Br .1
Burling..:, Kansas 6685

Shaw, Pittman, Potts & Trowbridge
ATTN: Jay Silberg, Esq.

1200 M Street, N4

Wasiotngton, U.C, 2003¢
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Docket No. STN 50-482
License No. NPF-42

Wolf Creek Nuclear Operating Corporation
ATTN: Bart D, Withers

President ard Chief Fxecutive Officer
P.O. Box 411
Burlington, Kansas 66839

Gentlemen:

SUBJECT: RESPONSE TO NOTICE OF VIOIATION (NRC INSPECTION REPORT
NO. 5C-482/91-202)

Thank you for your letter of April 24, 1992, ir response to our letter and
Notfce of Violation (482/91202-01, -02, and -03) dated March 26, 1992, We have
reviewed your reply and find it responsive to the concerns raised in our hotice
of ¥iolation, We wili review the implementation of your corrective actions
during & future inspection to determine that full comnliance has besn achieved

and wiil be maintained.

Sincerely,

G@ing Signed gy
A. B, BEACH

A, B111 Beach, Director
Divisfon of EBeactor Projecis

cc:

KelY Creek Nuclear Operatinc Corp.

ATTN: Otto Maynard, [i.ector
Plant Operatiuns

P.0. Box 411

Burlington, Kansas 56849

Shaw, Pitrman, Pntts & Trowiricge
ATIN: Jay Silbery, Esq.

1800 M Street, NW

Washington, 0.C, 20038
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Wolf Creek Nuclear Operating -2
Corporation

Public Service Commission

ATTN: Chris R. Rogers, P.E.
Manager, Electric Department

P.0. Box 360

Jefferson City, Missouri 65102

U.S. Nuclear Regulatory Commission

ATTN: Regional Aaministrator, Region 11
799 Roosevelt Road

Glen E1lyn, 111inois 60137

Wolf Creek Nuciear Operating Corp.

ATTN: Steven G, Wideman
Supervisor Licensing

P.0, Box 411

Burlington, Kansas 66839

Kansas Corporation Commission

ATTN: Robert E£11iot, Chief Engineer
Utilities Division

1500 SW Arrowhead Rd.

Topeka, Kansas ©66604~4027

Office of the Gove or
State of Kansas
Topeka, Kansas ©666l2

Attorney General
Ist Floor - The Statehouse
Topeka, Karsas €6617

Chairman, Coffey County Commission
Coffey County Courthouse
Burlington, Kansas F6839-1798

Kansas Denartment of Health
and Environment
Dureau of Afr Quality & Radiation
Contrel
ATTN: Gerald Allen, Public
Health Physicist
Division of Environment
Forbes Field Building 321
Topeka, Kansas u©6620

Kansas Dopartmnent of Health and Environment
ATTN: Robert Eye, General Counsel

L30B, 9th rioor

900 SW Jackson

Topeka, rinsas 656612
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Wolf Creek Nuclear Operating
Corporation

bee distrib. by RIV:
R, O. Martin

Section Chief (DRF/D}
DRSS<RPEPS

RIV File

MIS System

Project Engineer (DRP/D)
DRS

T P R g —— P .

Fasident Inspector

ORP

Section Chief (RI11, DRP/3C)
SRI, Callaway, RIII

RSTS Operator

L1sa Shea, RM/ALF
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NUCLEAR OPERATING CORPORATION

Jorn A Badey
Vice Prasident
Jperations ROril £8,

NO 92-0126
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Atcachment to NO 92-0126
Page 1 of 5

Reply To A Notice Of Violation

Violation (482/91202-01): Inadeguate Procedure
Finding:

rechnical Specification (TS) 6.8.1.a states 'Written proce .res shall be
established, implemented, and maintainei covering the activities in Appendix
4 of Regulatory Guide 1.33, Revision 2, February 1978. Paregraph 5 of
Appendix A reguires that procedures for abnormal, offnormal, or alarm
conditions be written for safety.related annunciators, which should normally
contain: (1) the mesning of the annuncister; (2) the scurce of the signal,
{3) the immediate action that is to occur sctomatically; (4) the immediate
operator action, and (S5} their long-range action. This is accomplished, in
part, by Alarm Response Procedure ALR 00-1282, "TD AFP BRG CIL TEMP HI.~"

10 CFR Part 50, Appendix B, Criteri 1 V, requires, in part, that activities
atfecting quality shall be prescribed by procedures of a type appropriate Lo
the circumstances.

Contrary to the above, during an NRC inspection conducted from July 14
through August 2, 1981, ALR 00-128C was determined to be inappropriate to
the circumstances for imsediace and long-range operstor action. The
procedure incorrectly referenced the instrumentation to De used in
determining the immediate and long-range actions. The computer points
referenced in ALR 00-128C to be used to monitor the turbine-driven auxiliary
feedwater pump (TDAFWP) lube oil temperature, actually sensed the inner &nd
outer bearing temperatures. The alarm response procedure required that the
TDAFWP be shutdown if a high lube oil temperature was rerched. Therefore,
the reactor operator would have been required to shut down the TDAF#F prior
to reaching an actual high lube oil temperature. The lube wil cooler outlet
remperature limits, requiring shutdown of the TDAFWP during emeryency and
nonemergency operation, can only be determined locally at the cooler. No
guidance was provided in ALR 00-128C and no reference was made as to which
local tempervatures should be monitored during TDAFWP operation.

Fo io

The incorrectly referenced instrumenta.ior was identified as being present
since revision 0 of alarm vesponse procedure ALR 00-128C. Therefore, this
viclation is attributed to personnel error during the initial development of
the procedure. The reason as to why this occurred cannot be determined
because of the long time since occurrence and the absence of personnel
involved in the initial procedure development.

Alarm response procedure ALR 00-128C was revised on August 28, 1981, to
indicate the correct temperature indicators for review upon the receipt of a
high bearing oil temperature alarm on the Turbine Drive Auxiliary Feedwater
Pump Turbine.
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Attachment to NO 92.0126
Page 2 of 5

Wolf Creek Nuclear Oparating Corporation Is aggressively addrrssing
performance and program improvement iscues through development of the
Management Action Srogram (MAP) discussed in WM 92-0040, Reply to Notice of
Violsuion (BA 91-161). In addition to the items discussed in WM 92.0040,
the MAP also specifically addresses improvements in procedural guidance o
enhance procedure usability and compliance. MAP (issue V sgpecifically
sddresses overall enhancements in this area and enijures that it receives
continuing attenticn.

Date When Full Compliance Will Be Achieved:

Iomediate and remedial corrective actions have been completed and thecefors
full complience has Dbeen achieved, Long term erhancements are Deing
addressed by those actions being performed as . of the MAP.

Violation (482/91202-02): Fajlure To Folle A Radiological Contro

Procgdurs
Finding:
s  6.11, *Radiation Protection Program,* regquires that procedures for

personnel rtadistion protection shall be prepsred consistent with the
requirements of 10 CFR Part 20 and shall be approved, maintained, and
adhered to for all operstions involving perscnnel radiation exposure. This
is accomplished, in part, by Administrative Procedure ADM 03-002, "Radiation
Worker Guidelines.®

ADM 03-002, paragraph 6.6, requires that upon exiting the radiological
gontrol ates, at sccess control, an individual will perform & wheole-body

Frisk.

Contrary to the above, on July 24, 1991, a radiation protection technician
failed to perform a whole Lody frisk upom exiting the radiological conmtrol
area, at the access control point.

Reason For The Violatiom:

Immediately pricr to this event, the individusl had previously performed a
whole body f£risk upon exiting the radiological control area (RCA).
Subsesjuent to exiting, the individual re-entered the RCA to go to one of the
rooms located at the exit where the frisk-alls are located. At this  time,
upon exiting the RCA, the individual failed to perfurm the whole body frisk.

Tie reason for this violation was 8 cognizant personnel error tor failing to

follow procedure ADM 03-002, The individual believed that because a whaole-
body frisk had previously been pertormed an additional frisk was not
required. A contributor to this violation was inadequate communication of

management's expectations on performance standards to rediation protection
technicians.
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. p Attachment to NO 92.0126
| Page 3 of 5

kadiological Occurrence Report 91-016 was initiated to sveluate the event.
Additionally, the daily radiological suivey of the ares performed subsequent
to the event did not indicate the presence of contamination to areas outside
the RCA.

The Health Physics Supervisor Operations crally reprimanded the individuval
involved. The svpervisor discuss~d with the individual the importarce of
contamination control and procedural compliance.

Corrective Action Tha: Will Be Yaken To Avnid Further Violations:

| On August 2, 1992, the Manager Padiation Protection met with the dealth
Physics OCroup and discussed munagement's e cectations for sdherence to
proper radiation protection practices. hdditionally, Quality Assurance
: performed a surveillance, ‘'Ra’iological Accrss Controls,” on September 16 -
28, 1%351. The surveillance noted that plant percor el were prrperly using
the frisk-alls upon exiting the RCA and that no proolems were idaantif.ed.

Wolf Creek  Nuclear Operating Corporation is aggressively addressing
performance and program impiovement issues through cevelopment of the
Management Action Program (MAP) discussed in WM 92-LJ40, Reply to Notice of

Violation (EA 91-161). Radisticn worker practices of bSoth radistion
protection technicisns and other plant workers have received considerable
attenticn and oversight. Observatinn of practices 1is included in a

management monitoring program and significent improvement has been noted.
MAP issue VII specifically addresses overall enhancements in this area and
ensures that it receives continuing attention.

te . <

Imnediate and rvemedial corrective actions have been completed and thererfore
full compliance has been achievad. Long term enhancements are DLeing
addressed by those actions being performed as part of the MAP,

Violation (482/91202-03): Missed TS Surveiliance Test
Finding:

TS 4.0.2 states that “Each surveillance shall be oerformed within the
specified surveillance interval with a maximum allowable extension wnot 1o
exceed 25 percent of the specified interval.® Onec example of failure to
implement the reguirement of TS 4.0.2 is noted below:

T8 36,82, *Engineered Safety Festures Actuation System [ESFAS]
Instrumentation,® Surveillance Reguirement &.3.2.1, gtates +hat
*Esch ESFAS instrumentation channe. and interlock &nd rhe sutomatic
actuation logic and releys shall be demoastrated OPERABLE by the
performance of the ESFAS instrumeatstion surveillance requirements
specified in Table 6.3-2. Surveillance Requirement 4.3-2.9%.C,
*Automatic Actustion Logic and Actuation Relsys (Balance of Plant
(80P) ESFAS)," is required to be perforused in all modes. Each train
shall be tested at least every &2 days on a STAGGERED TIST BASIS
(one train every 31 days).
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Attachment to NO 92-0126
Page 4 of 5

Contriry to the above, with the plant in Modes 5 and 6§, TS Surveillance
Requicement 4,.3-2.9.c was completed 14 days after the maximum allowsble
extension of the specified interval. Surveillance Test STS ML-001, Revision

10, “*Monthly Surveillance Log,® implemented T5 Surveillance Requirements
4.3-2.9.¢c. Surveillance Procedure STS ML-.01 was performed om
March 17, 1990, and, with the 25 percent extension of the specified
intervel, was required to be performed again by April 25, 1990. However,
the test was not completed until May 9, 1990,

Reason For The Violation:

On July 30, 1951, during s review of past per:.crmances of surveillance

precedure STT ML-001, *Monthly Surveillance Log,' foi the Control Room
Iisolation Autnm tic Actuation Logic and Actuation Relays Actuation Logic
Test, it was discovered that it had not been performed within the required
time frame during the fourth refueling ovtage (Spring 1890),

Investigation into this event identified that following performance of
surveillsnce procedure ST§S ML-001 on March 17, 1990, the Technical
Specificution - Procedure Data Base (utilized by the computerized

surveillance scaeduling program) was apparently changed to ind‘cate that
surveillance procedure STS ML-001 was only required to be performed during
Mode 1, fower OCperation, thru Mode 4, Hot Shutdown. Because the next
scheduled performsnce fell within the time period that the plant was in Mode
o Cold Shutdown, and Mode 6, Refueling and the data base only required
performance in Modes 1 thru 4, the cowputer genersted schedule for the
fourth refueling outage di’ not scaedule surveillance procedure TS ML-001

for performance.

t is believed that the initial conditions stated in surveillance procedure
STS ML-001 implied that the performance of the procedure was only reguired
in Mcdes 1 thru 4 and the Technical Specification-Procedure Data Base was
srroneously changed to reflect tais. Although investigsiions were
unsuccessful in clearly identifying the root cause of this event, partially
as & result of the time delay between the occurrence of the event and 1ts
discovery, a msjor causal factor was a lack of administrative controls
involving changes tc the Technical Specificetion - Procedure Daza Base.

-

Corrective Action T

The review of the past performances of surveillsnce procedure 5T5 ML-0CL
revealed that the performance subsequent to the missed performance was
completad satisfactorily. This indicates thst the system would have
performed its required safety function had it been needed. This event was

reported in Licensee Event Report 482/90-027-.9.

Surveillance procedure STS ML-001 has been revised to clearly state that the
procedure is required in &ll plant mrdes. The mode requiremests for
$T5 ML-COL1 have also been changed in the Technicel Specification-Procedure
Data Base to indicate tha* this surveillance requirement is veguired in all
modes Surveillsnce scheduling personnel reviewed the Technical



Atcachment to NO $2-0126
Page 5 of 5

Specification-Procedure Dats Base to identify and correct any similar
inaccuracies. Additionally, administrative procedure ADM 02-211
*Surveillance Test Master Cross-Reference and Review Requirements,” was
cevised to provide a means of documenting change to the Technical
Specification - Procedure Dats Base. The revision also requires that a
comparison of the proposed change and the actual change to the data base be
made to verify the accuracy of the data base.

Subsequent to the time this event occurred, Wolf Creek Nuclear Operating
Corporation (WCNOC) identified other deficiencies in the sur—eillance
testing program and has taken uctions to improve the program. The actions
caken include implementing enhsancements to the software that assist the
surveillance coordinator in scheduling surveillances. Oversll menitoring of
the surveillance program Las been enhanced by the assignment of a full time
coordinator who previcus!y held a Senior Rescror Operator lirense,
Additionally, ae che reault of another missed surveillance, occurrting
subsequent to the discussed events, an enhancement to the surveillance
program was implemented which requires that surveillances with a regular
periodic performance greater than or egual to 30 days be veviewed Dy the
surveillance scheduling group two days prior to the extended late date to
ensure that the surveillance has been completed.

! ¥ B 3

Full compliance has been achieved.



