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Inspection Conducted: February 4 through March 16, 1996
-

Inspectors: D. G. Passehl, Senior Resident Inspector |
F. L. Brush, Resident Inspector

Approved: MW k 3/af]sg
William D. Johnson, Chief, Project Branch B Date
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Inspection Summary .

Areas Inspected: Routine, announced inspection of onsite response to events,
operational safety verification, plant support activities, maintenance
observations, surveillance observations, onsite engineering, and review of
Final Safety Analysis Report commitments was conducted.

Results:

Onsite Response to Events

Overall, the licensee's response to a steam generator chemistry excursion was
very good (Section 2).

Operational Safet_y Verification

Plant operators performed a downpower and subsequent power escalation
following a steam generator chemistry excursion with no notable errors
(Section 2).

Plant operators properly set priorities during plant daily status meetings for j

needed work activities (Section 3.1).
'

The inspectors observed several shift turnover meetings and noted no major ;

problems. Plant operators maintained good awareness of equipment status and |

reasons for lit annunciators (Section 3.1). |
|
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An audit conducted by the Quality Assurance group for the Operations ;

department was thorough and oriented to identify both programmatic and >

specific technical weaknesses (Section 3.3).

Plant operators conducted a good pretest brief during a surveillance test on [
Solid State Protection System Train A. The inspectors observed good
communications and repeatbacks between the reactor operator and the equipment

!

| operator in the field during cycling of the reactor trip and reactor trip
bypass breakers (Section 6.1).

'

Plant Support Activities
,

Plant chemistry supervisors and managers exhibited a good working relationship |
with the industry on steam generator chemistry issues. The licensee consulted t

with outside industry professionals on a steam generator chemistry excursion
(Section 2).

The inspectors' tour of a radioactive pipe chase area of the radiological |

| waste building posted as a high radiation area found satisfactory conditions.
,

| The health physics technician provided good support to personnel on the tour
(Section 4.1).

Maintenance Observations
;

! Overall plant housekeeping and material condition were satisfactory. However,
| there were several steam, water, and oil leaks in some isolated areas of the

plant that warranted attention (Section 3.2).

The licensee's control of the corrective maintenance backlog was good. The
,

overall number of outstanding nonautage corrective maintenance work requests'

was low (Section 5.1).

Overall implementation of the-preventive maintenance program was satisfactory.
However, the inspectors identified a violation involving the licensee's
management of overdue preventive maintenance tasks on safety-related
equipment. In addition, the quality of the documented bases for deferring the
preventive maintenance tasks was mixed (Section 5.1).

A postmaintenance critique that maintenance department workers held for
Class lE Electrical Equipment Air Conditioning Unit SGK05A was excellent. The
inspectors observed good discussions on all aspects of the job (Section 5.2).

! Surveillance Observations

The inspectors identified a weakness with the Solid State Protection System
i

Train A functional test procedure. The procedure could not be performed in
! its entirety by Instrument and Control technicians without outside assistance
i (Section 6.1).
|
,
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The inspectors identified a mistake by a licensed operator performing valve '

stroke timing testing on Fuel Pool Heat Exchanger A Shell Side Component
Cooling Water Outlet Isolation Valve ECHV00ll. The operator properly notified
the shift supervisor and repeated this part of the test before moving forward
with the rest of the procedure (Section 6.2). :

Onsite Engineerinq !

Overall, the licensee's control of the number of temporary modifications was !

good. However, management expectations in a number of areas were not being
met. Failure to update drawings and document performance of quality reviews |

were two examples of identified weaknesses (Section 7.1).

The licensee was proactive in identifying and addressing corrosion issues in
the essential service water system (Section 7.2).

'

The licensee initiated appropriate action to evaluate an event at Wolf Creek
Generating Station when five control rods failed to fully insert immediately
on a trip (Section 7.3).

The inspectors identified an inconsistency between portions of the Callaway
Final Safety Analysis Report and plant Technical Specifications and procedures
regarding the emergency diesel generator air start system operation. The i

licensee initiated appropriate action to clarify the Final Safety Analysis
Report (Section 5.4).

Summary of InsDection Findings:

Violation 483/9602-01 was opened (Section 5.1).*

Inspection Followup Item 483/9602-02 was opened (Section 5.1)*

Attachment:

Persons Contacted and Exit Meeting*

L
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DETAILS

1 PLANT STATUS (71707)

The plant operated at full power throughout most of the inspection period.
One significant power level change occurred on February 14, 1996. Plant
operators decreased reactor power to approximately 2 percent following a
chemistry excursion in the steam generators. The plant was returned to
100 percent power on February 16, 1996.

2 ONSITE RESPONSE TO EVENTS (93702)

The inspectors responded to the site to observe a power reduction to
approximately 2 percent and to follow the licensee's initial investigation of
a steam generator chemistry excursion.

On February 14, 1996, while placing Condensate Polisher F in service, a cation
conductivity spike occurred in the steam generators. The plant was at
100 percent power. Cation conductivity spiked at 7.2 microSiemens, placing
the plant in Action Level 3 of Secondary Chemistry Program
Procedure APA-ZZ-01021. Action Level 3 was defined as greater than
7 microSiemens and required a power reduction to less than 5 percent until
values were less than the Action Level 1 limit of 0.8 microSiemens.
Approximately 5 minutes after the onset of the event, cation conductivity was
at 6.0 microSiemens and trending down.

Soon after the beginning of the chemistry excursion, plant chemistry
supervisors and managers held discussions with personnel from the Electric
Power Research Institute and others. Following these discussions and a review
of Administrative Procedure APA-ZZ-01021, the licensee commenced a ' power
reduction. Plant operators performed the power decrease to
approximately 2 percent reactor power at a rate of 30 percent per hour. The
purpose of the power decrease was to collapse steam blanketed areas within the i
steam generators to allow flushing of contaminates into the bulk water with

'

steam generator blowdown. Cleanup was accomplished within a few hours after
the onset of the event.

Following satisfactory cleanup, operators increased reactor power at
10 percent per hour until 55 percent reactor power, when the rate of increase
was slewed to manage reactor core axial flux difference because of the xenon
transient. Plant operators performed the power decrease and subsequent
increase with no notable errors.

The licensee normally runs condensate polishers on full flow. There are a
total of six condensate polishers; five are normally in service with one in
standby. If necessary, the licensee can operate the plant with only one i

'

polisher.

t
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The licensee later found that a small amount of resin from the polisher was
flushed into the steam generators when the polisher was placed into service.
The licensee has not had a significant history of problems with the condensate
polishers. The licensee places a condensate polisher into service about every )

'

other day during plant operation. Since 1991, there were only six documented
problem reports on the condensate polishers. However, two of the six problems

1occurred withi,n the last 3 months.
'

The licensee's corrective and preventive actions included replacing gaskets
and installing locknuts on the retention element which supports the volume of
resin in the condensate polisher tank. In addition, effluent resin traps with
smaller mesh site were ordered and were planned to be installed at a later
date. The licensee's actions appropriately applied to the other condensate
polishers as well.

Conclusions

Overall, the licensee's response to the secondary resin intrusion was very
good. Plant operators performed the downpower and subsequent power escalation
with no notable errors. Plant chemistry supervisors and managers exhibited a
good working relationship with industry on steam generator chemistry issues.
Plant management consulted with outside industry professionals on the
chemistry excursion, which led to the decision to perform the power reduction.

3 OPERATIONAL SAFETY VERIFICATION (71707)

3.1 Routine Control Room Observations ;

The inspectors observed operational activities throughout this inspection
period to verify that adequate control room staffing and control room
professionalism were maintained. The inspectors routinely attended the plant
daily status meetings and observed that plant operators properly set
priorities for needed work activities. Shift turnover meetings were conducted
in a manner that provided for proper communication of plant status from one
shift to the other. Discussions with operators indicated that they were aware
of plant status, equipment status, and reasons for lit annunciators. Control
room indications of various valve and breaker lineups were verified for .

'

current plant status.

3.2 Plant Tours i

The inspectors assessed housekeeping and material condition throughout the |
plant. Overall, the condition of the plant was good. There were, however, |
several steam and water leaks in the turbine building that resulted in some
areas being roped off or posted to warn personnel of a safety hazard. The ;

licensee initiated work requests to repair these leaks and the most
significant ones were repaired by the end of this inspection period.

The inspectors also noted oil leaks from several pieces of equipment
throughout the plant. Examples included the centrifugal charging pumps and

t
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the emergency diesel generators. To address these and other oil leaks
throughout the plant, the licensee formed an oil leak management team whose
goal was to make and maintain plant equipment free of oil leaks. The licensee
had a conceptual plan laid out to complete the identification of oil leaks,
determine a timetable for repair, and develop engineered solutions to prevent
recurrent problems.

3.3 Quality Assurance Audit Of Operations Department

The inspectors attended the exit meeting for an audit conducted by the Quality
Assurance group for the Operations Department. Areas covered included shift
turnovers, operator rounds, procedure use, computer software controls, and
corrective actions. The inspectors found the audit to be thorough and
oriented to identify both programmatic and specific technical discrepancies.
Some of the weaknesses noted were similar to those identified by the NRC
inspectors during recent inspections.

3.4 Conclusions

The inspectors routinely attended the plant daily status meetings and observed
that plant operators properly set priorities for needed work activities. The
inspectors observed several shift turnover meetings and noted no major
problems. Plant operators maintained good awareness of equipment status and
reasons for lit annunciatcrs.

Plant housekeeping and material condition were satisfactory. However,
improvement was warranted in several areas throughout the plant. The
licensee's response to degrading conditions was appropriate.

An audit conducted by the Quality Assurance group for the Operations
department was thorough and oriented to identify both programmatic and
specific technical discrepancies.

4 PLANT SUPPORT ACTIVITIES (71750)

4.1 Radiological Protection Program Observations

During this inspection period, the inspectors verified that selected
activities of the licensee's radiological protection program were properly ,

implemented. Health physics personnel were observed routinely touring the ;

radiologically controlled areas. Contaminated areas and high radiation areas ;

were properly posted, and restricted high radiation areas were found to be I

locked, as required. Area surveys posted outside each room in the auxiliary
building were found to be current. These survey readings were found to be
similar to readings obtained by the inspectors with the use of the NRC's
survey meter.

The inspectors accompanied licensee personnel on an entry into the radioactive
pipe chase area of the radiological waste building. The pipe chase was posted
as a high radiation area and it was not routinely accessed. During the entry

t
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the health physics technician provided good support. The technician informed i

personnel of the dose rates in the room and potential contamination areas.
,

The inspectors did not note any housekeeping or material condition problems. |
The inspectors noted that plant personnel in radiologically controlled areas '

wore the proper protective clothing for tasks being performed.
*4.2 Securit_y Program Observations

The inspectors observed various aspects of the licensee's security program.
Security personnel were found to perform their duties in a professional
manner. Vehicles were properly controlled or escorted within the protected
area. Designated vehicles parked and unattended within the protected are were

!found to be locked and the keys removed. The inspectors noted that protected-

area barriers were intact. There were no openings and no signs of erosion at
the base of the perimeter fence. The isolation zones were well marked and 1

'
free of objects. The alarm station operators had a clear view of the
isolation zone.

4.3 Conclusions

The inspectors' tour of a radioactive pipe chase area of the radiological ,

waste building found satisfactory conditions. The health physics technician
provided good support to personnel on the tour.

The inspectors' tour of protected area and vital area barriers found that
protected area barriers were intact. There were no openings and no signs of |

marked and free of objects. The alarm station operators had a clear view of
~jerosion at the base of the perimeter fence. The isolation zones were well

the isolation zone. |

5 MAINTENANCE OBSERVATIONS (62703)

The maintenance activities listed below were observed and documentation was
reviewed to verify that the activities were conducted in a manner which
resulted in reliable safe plant operation.

5.1 Review of Outstandina Maintenance Work Reauests

The inspectors performed a review to summarize and characterize the number of
outstanding corrective maintenance work requests. The inspectors performed a
similar review on preventive maintenance work requests.

The licensee defined corrective maintenance as work needing to be performed on
plant equipment to correct a problem identified by direct observation of
system or component performance. Items that would not be included were
implementation of Requests for Resolution, replacement of components based on
vendor recommendations, outage preparations, or items scheduled for a
refueling outage.

_ _ _ - . . . . ._
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and available for service. This category did not include rebuilding and
' iPlant equipment included components that were actually installed in the plant

l

repairing components that have been removed, equipment not required for the i

generation of electrical power or to meet regulatory requirements for
continued operation, or temporary installations of systems or components, j

The licensee's goal during the present operating cycle was to have less than |
200 total outstanding corrective maintenance work requests. Additionally, the
licensee set a goal of having less than 30 corrective maintenance work ;

requests greater than 6 months old.

As of March 13, 1996, there were a total of 287 corrective maintenance work |

requests, of which 66 were safety related. There were 58 corrective
maintenance work requests, 22 of which were safety related, that were greater ,

than 6 months old. Thus, while the overall number of outstanding nonoutage :
corrective maintenance work requests was low, the licensee had not met the ;

goal for total outstanding corrective maintenance work requests. The
inspectors reviewed the outstanding work requests for significance and found .

no immediate safety concerns. Most of the items were minor, such as repair of ,

leaking fittings and gaskets. All items were scheduled within the next
several months. !

i

The inspectors reviewed the preventive maintenance backlog. The licensee
implemented Administrative Procedure APA-ZZ-00330, " Preventive Maintenance
Program," to administer the process for controlling preventive maintenance
activities. One indicator of how well the licensee managed preventive ;

maintenance was the number of preventive maintenance tasks past the
established due dates.

The licensee's goal was to have less than 3 percent of preventive maintenance i
activities past the late date. The late date comprises the due date plus a
grace time of 25 percent of the time between preventive maintenance intervals.
Management stopped monitoring this statistic, since the number of late
preventive maintenance activities was consistently below 3 percent and
frequently was less than 1 percent. j

As of February 28, 1996, there were six out of a total of 1845 (0.33 percent) !

safety-related preventive maintenance tasks that were late. The preventive
maintenance 1, cs were

,

i

Inspect -d clean Component Cooling Water Heat Exchanger B - late |*
'

January 12, 1996;
1

Check tripping sequence of feeder breaker to Component Cooling Water*

Pump A - late October 27, 1995;

Calibrate time delay relay of Component Cooling Water Pump A - late*

July 1, 1995;
,

I

r
'
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Calibrate time delay relay of Component Cooling Water Pump C - late*

July 1, 1995;

Sample outboard bearing oil.of Motor-Driven Auxiliary Feedwater Pump B -*

late November 28, 1995;

Inspect coupling and pins on Charging Pump A main lubricating pump -*

late December 31, 1995.

Additionally, there were nine out of a total of 3756 (0.24 percent) nonsafety- ,

related preventive maintenance tasks that were late. '

Although the number of preventive maintenance tasks past due was low, the
inspectors identified that the licensee's control of the late safety-related
preventive maintenance activities did not meet the requirements of
Administrative Procedure APA-ZZ-00330.

Section 4.11 of Administrative Procedure APA-ZZ-00330 described the required
action when an extension of a preventive maintenance activity late date was
necessary. The action entailed documenting the basis for the extension on a
" Preventive Maintenance Deferral Notice" form. Section 4.11 also required
that Preventive Maintenance Deferral Notices be processed as Quality Assurance
Records. The licensee failed to write Preventive Maintenance Deferral Notices
for each of the above safety-related preventive maintenance activities. The
failure to initiate Preventive Maintenance Deferral Notices for the above
activities was a violation of Technical Specification 6.8.1 and
Procedure APA-ZZ-00330, Section 4.11 (483/9602-01).

,

As part of an immediate corrective action, the licensee wrote Preventive
Maintenance Deferral Notices for the above items. However, the quality of the
Preventive Maintenance Deferral Notices was mixed. Some had good technical
bases for deferring preventive maintenance and others did not. For example,
the basis for deferring the inspection and cleaning of Component Cooling Water
Heat Exchanger B was excellent. The basis referred to recent testing and
analyses showing a low fouling factor and a constant low differential

'

pressure. On the other hand, the basis for deferring the tripping sequence
check of the feeder breaker to Component Cooling Water Pump A was weak. The
stated basis for not performing this check was so that the trip sequence check
and calibration of the time delay relay could be performed together. The
inspector discussed the weaknesses with the licensee, who stated that the
technical bases would be revised. Pending the inspectors' review of the
licensee's actions, this is considered an inspection followup item
(483/9602-02). .

Although the licensee's technical bases for not performing preventive
'maintenance in accordance with established schedules was weak in some cases,

the inspectors had no iminediate operability concerns. There were no known

r
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noncompliances with the Technical Specifications for any of the equipment
listed above, no known current problems were evident, and no history of past
problems appeared evident.

5.2 Work Reauest W58043, Repair Freon Leak on Class lE Electrical Eauipment
Air Conditioning Unit SGK05A

The inspectors attended a postmaintenance critique that maintenance department
workers held for this item. Maintenance department personnel frequently hold
critiques for selected major jobs. The critiques ar e performed against
standard criteria developed by the maintenance department and cover jobs that
were performed well and those that were not performed well. For this
particular job, the work was performed over a weekend and the critique
addressed whether work was pursued as actively as it could have been.

The maintenance manager led the critique and appropriate personnel from
maintenance and engineering departments were present. The inspectors observed
good discussions on adequacy of work instructions, tagging, parts
availability, tooling, manning, interdepartmental cooperation, foreign
material exclusion, safety, and housekeeping. The licensee identified
improvements on parts availability and plant procedures. Some strengths were
also identified.

5.3 Other Maintenance Observed

The inspectors reviewed the following maintenance activity and had no
significant observations.

Work Request P579963 - Mechanical Overspeed Trip Test of the*

Turbine-Driven Auxiliary Feedwater Pump.

5.4 Review of Emergency Diesel Generator Air Start System

During a review of the emergency diesel generator air start system, the
inspectors noted that Final Safety Analysis Report Section 9.5.6.2.3 stated
that the emergency diesel generator engine start and acceleration to
synchronous speed at rated voltage and frequency is accomplished within
10 seconds. However, plant Technical Specifications and surveillance
procedures allowed a 12-second start time. The inspectors discussed this
observation with the licensee, who revealed that Final Safety Analysis Report
Section 8.3.1.1.3 has a footnote stating that " sensitivity studies" were
performed accounting for the 12-second start time. The sensitivity studies
refer to three letters written in 1984 by the licensee to the NRC, supporting
a modification to the emergency diesel generator start time from 10 seconds to
12 seconds. The licensee planned to clarify affected sections of the Final
Safety Analysis Report with a formal change notice.

-
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5.5 Conclusions

The licensee's control of the corrective maintenance backlog was good. The
overall number of outstanding nonoutage corrective maintenance work requests
was low.

The licensee's overall implementation of the preventive maintenance program
was satisfactory. However, the inspectors identified a weakness with the
licensee's management of preventive maintenance tasks on safety-related
equipment that were past due. In addition, the quality of the documented
bases for deferring the preventive maintenance tasks was mixed.

A postmaintenance critique that maintenance department workers held for
Class lE Electrical Equipment Air Conditioning Unit SGK05A was excellent. The

inspectors observed good discussions on all aspects of the job, and some
improvement opportunities were identified.

6 SURVEILLANCE OBSERVATIONS (61726)

The inspectors observed the surveillance testing listed below to verify that
the activities were performed in accordance with the licensee's approved
programs and the Technical Specifications.

6.1 Procedure ISF-SB-00A29 - Solid State Protection System Train A Functional
Test

Plant operators conducted a good pretest brief for this surveillance test.
The inspectors observed good communications and repeatbacks between the
reactor operator and the equipment operator in the field during cycling of the
reactor trip and reactor trip bypass breakers.

While the overall quality of the procedure was satisfactory, the inspectors
identified.one procedure weakness. Step 6.2.11 of Procedure ISF-SB-00A29
required personnel to measure and record a pulse duration on the test panel
with an oscilloscope. However, the procedure did not state what voltage
signal to use and the technicians had to rely on a person from the Reactor
Engineering department, who was in the area for another job, to set up the
oscilloscope. The reactor engineer found that there should be a 15 volt
signal applied between the tester pulse and ground to obtain the proper
resolution to measure the pulse duration. The Instrument and Control
technicians who performed the test submitted a procedure improvement form to
clarify Step 6.2.11.

6.2 Procedure OSP-EC-V001A - Fuel Pool Heat Exchanger A Shell Side Outlet
Isolation Valve Operability

The inspectors observed the portion of the procedure that performs a stroke
time test of Fuel Pool Heat Exchanger A Shell Side Component Cooling Water
Outlet Isolation Valve ECHV00ll. Step 6.1.6 required the operator to stroke
Valve ECHV00ll open and measure the stroke time. The operator opened the

i
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valve but missed the requirement to measure the stroke time and proceeded to
the next step in the procedure. When the inspectors questioned the operator
about the time measurement, the operator realized the mistake and notified the
shift supervisor. Step 6.1.6 was performed again and was satisfactory.

6.3 Other Surveillances Observed

The inspectors reviewed the following surveillance tests and had no
significant observations.

Procedure OSP-NE-00002 - Standby Emergency Diesel Generator*

Periodic Tests

Procedure OTN-NE-00001 - Standby Diesel Generator System*

Procedure EIP-22-A0020 - Emergency Response Data System Quarterly*

Test

Procedure OSP-SB-0001A - Reactor Trip Breaker A Trip Actuation.

Device Operational Test

6.4 Conclusions

Overall surveillance testing activities were satisfactorily conducted.

The inspectors identified a procedure weakness with the Solid State Protection
System Train A functional test procedure. The procedure could not be
performed in its entirety by Instrument and Control technicians without
outside assistance.

The inspectors identified a mistake by a licensed operator performing valve
stroke timing of Fuel Pool Heat Exchanger A Shell Side Component Cooling Water
Outlet Isolation Valve ECHV00ll. The followup actions by the operator in
notifying the shift supervisor and repeating this part of the test before
moving forward with the rest of the procedure were appropriate.

7 ONSITE ENGINEERING (37551)

7.1 Review of Temporary Modifications

The inspectors performed a review of outstanding temporary modifications.

The licensee implemented Administrative Procedure APA-ZZ-00605, " Temporary
System Modifications," to ensure that temporary changes to permanent plant
equipment would be properly identified, evaluated, reviewed, approved,
recorded in the appropriate logs, controlled, and periodically reviewed for
both accuracy and applicability.
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The inspectors reviewed all outstanding temporary modifications in the
mechanical, electrical, and instrument and control areas. The licensee's
control of the number of temporary modifications was good. Seventeen
temporary modifications were installed in the plant; 7 were mechanical and 10
were electrical. Most were on balance-of-plant systems, none were safety
related, and all appeared to be minor in scope. There were no temporary
modifications installed affecting instrument and control parameters.
Satisfactory engineering justification was provided in all of the modification
packages to demonstrate that unreviewed safety questions did not exist.

The oldest mechanical temporary modification was installed on June 29, 1993.
This temporary modification (93-M013) involved installation of a sample
connection to monitor secondary system corrosion and was intended to remain in
effect until made permanent. The oldest electrical temporary modification was
installed on September 17, 1994. This temporary modification (94-E009)
involved installation of flow switches in the decontamination facility and was
intended to remain in effect until late in the summer of 1996.

The inspectors noted that all control room drawings and aperture cards for
temporary modifications were properly stamped with the temporary modification
number and date installed or removed, as appropriate. The completed
engineering packages for all active temporary modifications were located in a
binder by the Control Room Supervisor's desk.

Although the licensee's control of the number of temporary modifications was
good, the inspectors identified a number of discrepancies:

The inspectors identified that several drawings in the control room were*

not marked up (" redlined") as required by Administrative
Procedure APA-ZZ-00605. Examples were Drawings M-22AE01 (feedwater
system) and M-22AP01 (condensate storage and transfer system) affected
by Temporary Modification 95-M010 and Drawings M-22RM01 and M-22RM02 |

(process sampling systems) affected by Temporary Modification 93-M013.

After the inspectors identified to the licensee that the above drawings
were not updated, the licensee performed a review of other drawings
against the temporary modifications and identified that several more
drawings were not redlined as required. In all,10 of the 17 temporary

modifications had drawings that were not redlined. Administrative
Procedure APA-ZZ-00605 requires that preparers of temporary
modifications must' redline affected Class 1 control room drawings within
I working day after the drawings have been stamped showing a temporary
modification was installed.

The inspectors identified that Drawing E23GA03 (hot water expansion tank*

alarms and relays) was required to be formally revised since the
preparer of this temporary modification (Temporary Modification 95-M020)
checked "yes" that a formal revision was required on the temporary

i
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Imodification " Request and Authorization" form. Although this drawing
was redlined, the drawing had not been formally revised.

'

Administrative Procedure APA-ZZ-00605 requires'that preparers of
temporary modifications must notify the Configuration Control group of
formal drawing revisions by forwarding a green copy of the Request and
Authorization form to the Supervisor, Configuration Control. In this
instance, the drawing revision package was sent to the Configuration
Control group for revision but without the green copy of the form.

'

Attachment 16 of Administrative Procedure APA-ZZ-00605 stated that*

personnel shound formally revise Class 1 piping and instrument drawings !

and electrical schematics for temporary modifications which have been ,

installed greater than 30 days. None of the drawings and schematics
reviewed for temporary modifications which have been installed greater
than 30 days were formally revised.

Attachment 5 of Administrative Procedure APA-ZZ-00605 stated that ;*

personnel should provide, in the " Remarks" section of the Request and
Authorization form, the maximum time frame in which the temporary
modification would remain in effect. This information was not provided :
for several of the temporary modifications. .

In addition, the licensee's Quality Assurance organization identified i*

that several active temporary modifications did not have the " Operations
Quality Reviewer" blank signed in Section B of the Request and
Authorization form.

The inspectors found that the safety significance of the licensee's failure to
adequately implement the temporary modification program per the administrative

,

procedure was low. This was because the active temporary modifications were '

installed on nonsafety-related systems and there was no effect on plant
operations.

Also, all active temporary modification packages were maintained in a binder
in the control room. Plant personnel could note the temporary modification
number stamped on the drawing and then refer to the control room binder to i

determine how drawings affected by temporary modifications were changed.
Still, this practice was not intended and therefore management expectations on
implementation of the temporary modification program were not met. The
inspectors found that the number of weaknesses warranted improvements in
updating plant drawings and in performing quality reviews.

The licensee initiated corrective action to address the above discrepancies.
As part of an immediate corrective action, all drawings affected by temporary
modifications were updated. The appropriate quality reviews were also

1

performed. The licensee held training for engineers on the temporary
! modification process.
1

_,
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7.2 Essential Service Water Piping Corrosion

During a tour of the essential service water pump house, the inspectors noted
extensive corrosion on the Essential Service Water Pump B discharge piping
inside the motor support shroud. The inspectors were concerned with the

,

effect the corrosion had on the structural integrity of the pipe.

!

The licensee determined, in conjunction with the pump vendor, that the
structural integrity of Essential Service Water Pump B discharge piping was
not compromised. This was based on the design margin of the piping and the
amount of corrosion. The corrosion was a result of leakage from the Essential

'

Service Water B shaft seal. The licensee stated that the following corrective
actions had been scheduled before the inspectors raised the issue:

The pipir.g would be cleaned of the corrosion and painted with an epoxy*

based coating;

An ultrasonic exam of the piping would be performed to get a wall*

thickness baseline; and ,

The licensee planned to replace the pump shaft seals..

The inspectors concluded that the licensee was proactive in identifying and ]
addressing corrosion issues in the essential service water system.

7.3 Review of Licensee Actions Following a Control Rod Insertion Problem at
Wolf Creek Generating Station

On January 30, 1996, plant operators at Wolf Creek trippea the reactor due to
icing conditions at the intake structure. During the event, five control rods
failed to fully insert immediately on the trip. The licensee at Wolf Creek
commenced an investigation. The Westinghouse Owners Group, of which Callaway |

is a member, followed the Wolf Creek investigation to assess the potential
generic impact.

Some similarities and differences exist between the Callaway fuel assemblies
and those at Wolf Creek. One difference was that the Callaway reactor uses
fuel assemblies of a different design than Wolf Creek. Callaway has VANTAGE 5
fuel assemblies and Wolf Creek uses VANTAGE SH fuel assemblies. The VANTAGE 5
fuel assembly is comprised of fuel rods of smaller diameter than the
VANTAGE 5H fuel. Callaway has used this type of fuel for the past several
operating cycles. Also, unlike Wolf Creek, Callaway has no hafnium in the
control rods. Callaway has had no history of control rods failing to fully
insert into the reactor core upon demand.

The NRC issued Bulletin 96-01, " Control Rod Insertion Problems." The bulletin
requested actions by licensees intended to ensure that all plants of similar

I
!



a

.

-16-
,

,

design respond to recent industry experience. Other actions support data
collection to more effectively assess this issue and determine if further ,

regulatory action was needed.

7.4 Conclusions

Overall, the licensee's control of the number of temporary modifications was
good. However, management expectations in a number of areas were not being
met. Failures to update drawings and document performance of quality reviews
were two examples of identified weaknesses.

The licensee was proactive in identifying and addressing corrosion issues in
the essential service water system.

The licensee initiated appropriate action to evaluate an event-at Wolf Creek
Generating Station when five control rods failed to fully insert immediately
on the trip.

8 REVIEW 0F UPDATED SAFETY ANALYSIS REPORT COMMITMENTS

A recent discovery of a licensee operating their facility in a manner contrary
to the Final Safety Analysis Report description highlighted the need for a
special focused review that compares plant practices, procedures, and/or
parameters to the Final Safety Analysis Report description. While performing
the inspections discussed in this report, the inspectors reviewed the
applicable portions of the Final Safety Analysis Report that related to the
areas inspected. The following inconsistency was noted between the wording of
the Updated Safety Analysis Report and the plant practices, procedures, and/or
parameters observed by the inspectors.

As discussed in Section 5.4, the inspectors noted an inconsistency between
some sections of the Final Safety Analysis Report and plant Technical
Specifications and surveillance procedures regarding allowable starting times
for the emergency diesel generators.
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ATTACHMENT

1 PERSONS CONTACTED

R. D. Affolter, Manager, Callaway Plant
G. N. Belchik, Supervisor, Planning
H. D. Bono, Supervising Engineer, Site Licensing
M. S. Evans, Superintendent, Health Physics
J. M. Gloe, Superintendent, Maintenance
G. A. Hughes, Supervising Engineer, ISEG
J. V. Laux, Manager, Quality Assurance
J. A. McGraw, Superintendent, System Engineering ;

C. D. Naslund, Manager, Nuclear Engineering |

D. W. Neterer, Operations, Shift Supervisor
A. C. Passwater, Manager, Licensing and Fuels
M. A. Reidmeyer, Engineer, Quality Assurance
R. R. Roselius, Superintendent, Chemistry and Rad Waste

The above personnel attended the exit meeting. In addition to these
personnel, the inspectors contacted other personnel during this inspection
period.

2 EXIT MEETING

An exit meeting was conducted on March 15, 1996. During this meeting, the
inspectors reviewed the scope and findings of the report. The licensee did
not express a position on the inspection f'ndings documented in this report.
The licensee did not identify as proprietary any information provided to, or
reviewed by, the inspectors.
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