U. §. NUCLEAR REGULATORY COMMISSION

REGION III

Report No. 50-483/84-48(DRP)
Docket No. 50-483 License No. NPF-30
Licensee: Union Electric Company
Post Office Box 149 - Mail Code 400
St. Louis, MO 63166
Facility Name: Callaway Plant, Unit 1
Inspection At: Callaway Site, Steedman, MO 65077
Inspection Conducted: November 25, 1984 through January 19, 1985

Inspector: B. H. Little

Approved By: ‘AH) L. glm

Projects Section 1A

Inspection Summary

Inspection on November 25, 1984 through January 19, 1985

(Report No. 50-483/84-48(DRP))

Areas Inspected: Routine, unannounced inspection by the senior resident
inspector of licensee event reports, regional requests, license conditions,
plant Technical Specifications, power ascension test witnessing, independent
inspection effort, and plant tours. The inspection involved a total of 194
inspector-hours Ly one NRC inspector including 57 inspector-hours onsite
during non-regular hours.

Results: No items of noncompliance or deviations were identified.
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systems were reset per plant operating procedures, the ESFAS channel was
properly bypassed, and the vacuum transducer was replaced and functionally
checked satisfactorily.

The inspector reviewed WR No. 25426, which documented replacement of the
vacuum transducers, and interviewed the technicians and I&C supervision.
The licensee cautioned work groups and planners to assure system bypass

features are specified in work packages and bypassed during maintenance/
troubleshooting activities.

(Closed) LER 84-19 - I..»dvertent Engineered Safety Features Actuation:

On July 19, 1984, a Fuel Building Ventilation Isolation Signal (FBVIS) was
actuated by a Fuel Building radiation alarm from radiation element GG-RE-27.
The FBVIS in turn actuated a Control Room Ventilution Isolation Signal
(CRVIS). The licensee's investigation revealed that Breaker 42 in MCC
Distribution Panel NGO1BAl was open. This is the breaker which powers the
transmitter for the radiation element indicated above.

Further in.estigation revealed that at the time of the event, construction
electricians working on the electrical panel under WR No. 26131 replaced a
panel cover which may have accidently bumped Breaker 42.

The inspector reviewed the licensee's investigatior report, and considers
this to be an isolated event.

(Closed) LER 84-26 - Technical Specification Violation:

On August 11, 1984, while in Mode 4, a maintenance outage for one of two
4160 volt Class IE buses rendered Diesel Generator (D/G) A inoperable.
With one D/G inoperable, the Technical Specification Action Statement
requires demonstration of the operability of the remaining AC sources
after one hour and every eight hours thereafter. Verification of correct
breaker alignments was not performed within one hour to show operability
of the offsite AC circuit.

The inspector interviewed operations, compliance, planning and scheduling
personnel, reviewed the outage work package, and operator logs. The
inspector verified that the violation was promptly identified, documented,
corrected, and reported to the NRC. Licensee's action to prevent recur-
rence included discussion of the event with operating crews, compliance

and p.anning and scheduling personnel stressing that work packeges must
contain adequate instructions relating to Technical Specification require-
ments and are processed timely providing for adequate review. The licensee
has issued an Electrical Circuit Index Document, OP-EC1-001, ‘hich should
aid in the work pacliage review process and reduce the chance for oversite.

{(Closed) LER 84-33 - Technical Specification Viol:tion:

On August '6, and 24, '984, while in Mode 4, work was performed that
required ~djustment and; “r r-placement of packing on containment isolation
valves BE-HV-8351C and EM-HV-8823, respectively, without performing retest
within the time constraints of the Technical Specifications action state-
ments. The licensee attributed the cause of these events to personnel
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The inspector was present in the Control Room during the licensee's eval-
uation of this event, which included discussions with I&C staff and a
detailed review of plant and instrument drawings. This evaluation identi-
fied the need for I&C flow loop calibration procedures to be revised to
include caution statements indicating common tap instrument ties. The
inspector verified that the calibration procedures have been revised. The
procedures now identify those instruments having common taps and contain
"restoration" caution notes.

(Closed) LER 84-36 - Inadvertent Engineered Safety Features Actuation:
Eetween August 24, 1984 and September 14, 1984, seven incidents of un-
planned Engineered Safety Feature (ESF) actuations occurred due to spiking
problems associated with radiation monitor GK-RE-4. Six of the seven ESF
actuations were initiated because of spurious spikes on GK-RE-4 and
resulted in Control Room Ventilation Isolation Signals (CRVIS). The other
actuation occurred during the removal of a scintillator tube assembly from
a monitor in the Fuel Building for installation into GK-RE-4 and resulted
in a CRVIS and a Fuel Building Isolation Signal.

The initial actuations weie considered by the licensee to result from spur-
ious signal spikes. On August 26, 1984, following the third actuation
brush recorders were attached to the high voltage supply and to the
detector output signals to monitor any current or voltage abnormali..ies.
Based on the recorder indications, I&C troubleshooting, and discussions
with technical consultants, GK-RE-40 input/output circuit board was
replaced. Th replacement of the board appeared to correct the problems

as no additional spurious alarms occurred on GK-RE-4 until December 9,
1984. This later event was documented on LER 84-63.

(Closed) LER 84-38 - Technical Specification Violation:

On September 11, 1984, the licensee discovered that after a switching
evolutinn of Gas Decay Tanks, the wrong Gas Decay Tank was sampled from
September 6, 1984 to September 11, 1984. Upon disrovery, the sampling was
switched to the on-line Gas Decay Tank.

On October 4, 1984, it was discovered that on September 27, 1984 the
Gaseous Radwaste System was returned to the operable status without the
satisfactory compl2tion of the associated analog channel operational test
surveillance. Upon discovery, the requirements of Action 42 were initiated.

The licensee's evaluation of this event attributed the violation to inade-
quate communications between radwaste, [&E, and compliance personnel.
Licensee action to prevent recurrence included:

a. A radwaste off-normal operating procedure, RTO-HA-000011, "Operation
of the Gaseous Radwaste System with Inoperable Gas Monitors," was
issued September 17, 1984 to establish what sequence of events need
to take place when gas monitors are declared inoperable, and notes
that Chemistry is to be notified when the in-service Gas Decay Tank

is being switched.



b. Surveillance ISF-HA-000A1 has been made a routine mo'.thly surveillance
and will be performed whether or not the Gaseous R-uwaste System is
in operation.

8. Radwaste will notify the Control Room whenever the Gaseous Radwaste
System is being declared inoperable, and confirm with them that the
associated surveillances are current before returning the system to
an operable status. This was added to off-normal operating procedure
RTO-HA-00001.

The inspector reviewed the licensee's evaluation and ducumentation of the
events and verified that the corrective action has been completed.

(Closed) LER 84-39 - Technical Specification Violation:

On September 15, 1984, while in Mode 3 at normal operating temperature and -
pressure, the analog channel operational test, ISF-NF-ONB02 - "Functional
Miscellaneous: NB0O2 Degraded and Undervoltage to Load Shedder and Emergency
Load Sequencer [LSELS])", of the LSELS failed due to no 48 VDC output from
the undervoltage power supply assembly (NF039B). This failure caused the
action statement to Technical Specification 3/4.3.2.1-8a,b to be entered.
This action statement to 3/4.3.2.1-8a,b, Action 19, states that Startup
and/or Power Operations may proceed provided the inoperable channel is
placed in the tripped condition within one hcur. Subsequent attempts to
trip the inoperable channel failed due to the failed power supply, and
therefore Technical Specification 3.0.3 was entered. The failed power
supply (type KRB 1907-1) was replaced with a different power supply (type
KRB 1907) per Temporary Modification 84-E612.

The inspector's review of plant logs and Incident Report #84-0733 deter-
mined that the licensee took appropriate action in this matter. Mainten-
ance for the replacement of the power supply module (temporary modification
84-E612) was performed under Work Request No. 32782, which contained the
required review and approval.

(Closed) LER 84-40 - Inadvertent Engineered Safety Features Actuation:

On September 15, 1984 and October 10, 1984, Engineered Safety Features
were actuated as a result of high/low steam generator (S/G) level indica-
tion. The events occurred as described below:

On September 15, 1984, a Feedwater Isolation (FWIS) occurred due to high
level signals received from two of four S/G "B" level indicators. One of
the twe level indicators had failed high as a result of isolating common
tap equipment. The second level indicator inadvertently spiked high
during a valving sequence.

On October 10, 1984, a Reactor Trip, FW1S Auxiliary Feedwater Actuation

and S/G Blowdown Isolation, occurred due to low level signals from

8/G "B" level indicators. The bi-stables of one of the level indicators
were in the tripped po.ition due to maintenance in progress. The second
level indicator spiked low as a result of work in progress on common tap
equipment.
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reactor containment, fuel building, battery, vital switchgear and
cable spreading rooms. An accumulation of consumables/work materials
existed in localized areas in the reactor auxiliary building (2000 and
2026 foot levels). The licensee stated that the accumulation of
material resulted from a clean up effort following recent insulation
and fire seal penetration work. The licensee is considering permanent
racks for the storage of scaffolding material. The other material is
being surveyed for removal from the plant. The inspector found no
accumulation of burnable material nor materials blocking doors, walk-
ways or access to operating equipment.

Administrative Controls

The inspector's review of the licensee's administrative controls
relating to control room discipline and housekeeping, determined that
the licensee has developed and implemented controls which satisfy NRC
requirements, guidelines and recommendations. In addi%ion to specific
duties, responsibilities, and authority, plant procedures specifically
establish requirements of professional control room conduct. Plant
procedures restrict control room access, prohibit sleeping on shift
and potentially distracting activities such as radios, TV, alcohol,
drugs, games, horseplay, hobbies, or reading other than job related
material. The inspector found that the licensee's administrative
controls are being adhered to.

d. Verify operability of the Load Shedder and Emergency Load Sequencer
(LSELS) at Callaway. This request was based on a wiring error which
was identified during preoperational testing of the LSELS at the Wolf
Creek Plant. The Wolf Creek LSELS cabinet contained a wiring error
which electrically tied the degraded voltage load shed signal with
the undervoltage load shed signal. This caused a standing load shed
signal to the essential service water pumps, preventing pump restart
Licensee review of the wiring drawings found that drawing No. J-104-
0168-10 (Summary List) contained the wiring error. Drawings No.
J=104-0247-10 and No. J-104-0248-9 (Wiring List Logic Rack) did not
contain the wiring error.

The inspector reviewed the above drawings and LSELS testing which has
been performed at Callaway. Callaway Preoperational Test NF03 and
Monthly Surveillance Tests ISF-NF-ONBO1-2, demonstrate system oper=
ability and verifies independence between the "degraded" and "under-
voltage" load shedding functiuns. On January 21, 1985, the licensee
performed wire continuity checks which established that the wiring
error did not exist at Callaway. The licensee is processing & Request
for Resolution to correct drawing No. J-104-0168-10.

No items of noncompiiance or deviations were identified.

10









nsee




