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NUCLEAR OPERATING CORPORAY/ON
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Vice Presiden:
Operstions

Maxrch 27, 1992
NO 92-0101

U, §. Nuclear Regulatory Commission
ATTN: Document Control Desk

Mail Station P1-137

Washington, D. C. 20555

Reference: Letter dated February 26, 1992 from A. B. Beach, NRC
to B, D. Withers, WCNOC

Subject: Docket No. 50-482: Response to Violations 482/913%6-01,
9136-02 and 9136-03

Gent lemen:

Attached is Wolf Creek Nuclear Operating Corpovation‘s (WCNOC) response to

violations 482/9136-01, 9136-02 and 9136-03 which were documented in the

Reference. Violation 482/9136-01 and 02 involve muitiple examples of

inapproprinte procedures or failures to follow procedures. The responses to

these violations provide the specific csuses and corrective eactlous

spplicable to the cited examples. In aadition, the responss to these

violations contain a discuscion of more comprehensive corrective act-ons

which are being taken or planned to improve the quality of JCNOC procedures

und te ensure full complicnce with these procedures.
|
1

Violation 913603 involves inadequate corrective actions. The attached
response addresses the actions being taken in response to this specific
violation. WCNOC is also pursuing & more comprehensive program to achieve
improvements in the WCNOC corrective action, These efforts have previously
been described in WM 92-0040, reply tu Notice of Violation (EA 91-161).

A Equal Cipportunty Employet M7 SO VET J
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3. RG 1.33, Appendix A, Item 8.b, requires specific implomenting
procedutes for euch surveillance test, inspection, and calibration
listed in the Techuical Specificetions. Thie is accomplished, in part,
by Procedure S$TS PE-O19E. Revision 6, "RCS lsolation Check Valve Leak
Test."*

Step 2.16 of 8T8 PE-019E requires that the motor-operated safety
injection accumulator isolation valves be manually lifted off »f their
seat to equalize pressure acroes the valves, after coapletior of the
respective accumulator discharge check valve test.

Contrary to the above, safety injection accumulator 4solation wvalves
could not be lifted off of their closed seats without the potential for
motor operator damage because procedure step 2,16 wae inappropriste to
the circumstances., Step 2.16 falled to specify that the control switch
seal-in circuit be placed in ‘normsl®, rather than the ‘maintain
closed" position. As & result, on January &, 1992, motor operator
damage ussociated with Safety Injection Accumulator Tsolation Valve
EP HV.8808F occurred when technicians lifted the wvalve off of its
closed seat with its control switch in the "maintain closed' position,

Reason For Violstion:

1. On January 6, 1892, at 0230 hours with the unit in Mode 4, Hot
Shutdown, th, positive displacement pump (PDP) was started and
Centrifugal Charging Pump (CCP) A was secured becsuse of low flow
cavitation concerns with the CCP. CCP A was placed in the ‘normal-
after-step" position, CCP B had been previously removed from service.
At 0359 hours the unit entered Mode 3, Hot Standby, and the handswitch
for CCP B was pleced in the "normal-after-stop"' position. At 0427
hours, CCP B and safety injection pumps A end B were restored to
operable status. On January 6, 19%2, at approximately 1958 hours, the
unit commenced a cooldown to Mode 4 to repair a leaking relief wvalve.
At 2126 hours the unit entered Mode 4. The CCP B breaker was racked
out to comply with procedure GEN 00-006 ‘Hot Standpy to Cold
Shutdown®. On January 7, 1992, at 0749 hours, 4ii{ was discovered that
the CCP A handswitch had been inadvertently placed in the ‘“pull-
to-iock® position at approxinately 1958 hours on 'anuary 6, 1992, CCP
A was then started and the PDP secured following the discovery that
both CCPs were inoperable shile in Mode &,

At the time of discovery, the allowed outage time specified in the
Technical Specification had not beer exceeded, therefore, no violation
of the Technical Specification had occurred.

The operators failed to recognize that a CCP had to be operable as
required by the Technical Specifications for operation in Modes &, .
Cold Shutdown, and 6, Refueling. However, a temporary procedure change
was initiated to allow the described condition for Modes 5 and 6 in
response to the low flow cavitation concerns. This failure to
recognize the requirements is attributed to inadequate procedural
guidance which did not provide clear and consistent precautirns or
limitations to assist in understanding CCP operability during the
discussed evolutione. A contributing fector was the infrequent amount
of time the unit is operated in Mode 4,
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Review of this event identified neveral factors which contributed to
the failure to properly perform the survelllance test procedures. As
allowed by procedure, temporary procedure changes to surveillance test
procedures ST¢# 1C.235 and 678 1C.236 were not issued as permanent
changes to avold incorporating the mnewly calculated setpoint values
into the permanent rovision process before the final setpoint values
were obtained &t 100 percent power. Instead, temporary procedure
changes were written and approved as valid through January 11, 1692,
On January 11, 1992, at approximetely 1715 hours, copies of 6T6 1C-235
and STS 1C.236 were issued in anticipation of performing the procedures
within twelve hours prior to physice testing as required by T/§
Survelllance Requirement 4.10.0.2. The temporary procedure changes
were issued with the procedures. Administrative procedure ADM 07-100,
*Preparation, Review, Approval And Distribution of WCGL Procedures,'
requires that temporary changes to be used in the performance of
surveillance testing shall be referenced at the applicable procedure
step prior to procedure usage. Since it was possible that the
surveilliance test procedures would not be performed prior to
expiration of the temporary changes, requiring new temporary procedure
changes to be processed, the temporarv procedure changes were not
referenced at the applicable procedure steps at the time the procedures
were i{ssued for use.

The temporary procedure changes were verified to be valid and attached
to the surveillance procedures. The Surveillance Test Routing Sheets,
which are sttached to the front of the surveillance test procedures to
be performed and includes & verificetion that the procedure ls the
current revision with all temporary changes attached, was initialed and
dated, During shift turnover on the night of January 11, it was
identified thiot the temporary procedure changes had not yet Dbeen
referenced and incorporeated at the applicable procedure steps. The
Instrumentation and Control (14C) Technician who was to perform the
test was assigned responsibility of updating the procedure. However,
when it came time to perform the test, the I1&C Technician wa: involved
in other uctivities and the surveillance test procrdures were assigned
to other qualified 14C personnel. Seeing that the Surveillance Test
Routing Sheet verificetion had been signed, tho 14C test performers
assumed that the temporary procedure changes had been properly
incorporated. Therefore, 14C personnel failed to follow procedures
when the temrorary procedure changes were not veferenced at tle
applicable procedure step prior to procedure usage.

On January 8, 1992, because of concerns about piping movement during
the perforwance of surveillsnce procedure STS PE-019E, “RCS Isvlation
Check Valve Leak Test,® a procedure change was issued to manually crack
open, and subsequently energize open, Safety Injection (81) Accumulator
Isolation Valves EP HVBBOBA, B, C, & D, The procedure was performed
that same day by the dey shift for valves EP HVBBOBC & D without
experiencing any problems, After shift turnover, the engineering
personnel responsible for the testing reported to the Control Room and
were told to manually crack open valve IP BBOSE, While turning the
handwheel, & grinding noise wae heard, Investigation into the cause
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' revealed that the control switch was not removed from the *maintained
? closed® position to the *normal’ position, After unlocking the valve -
placement of switch to ‘normal® -« it was declutched and manually
' removed from its seat. The valve was then energleed to its open
: position without experiencing any problems. Upon closing, & grinding
noise was sgain heard. After disassembly of the valve sctuator, it was |
determined that the gears had b.sn damaged by the engaged clutch during
the initial attempte to operatn the valve, l
I
I
)

As 8 result of the electrical logic while the control switch was in

, ‘maintained closed", the valve motor operator drove the valve closed

! while it was being opened manually. Test personnel and operators were

~ not fully aware that this would happen with these motor operated
valves. Therefore, this event is being attributed to an inadequate
procedure in that the procedure revision did not specify that the
switch should be placed in the ‘normal* position prior to manually
lifting the valve from ite veat., A contributing cauve was the lack of
knowledge thet certain MOVe will attempt to reclose, if manually
opened, unless the handewitch is placed in *normal*.

Corxective Actions That tiave Been Iaken And Resulis Achieved:

On January 7, 1992, upon discovery that the CCP A handswitch was in the
pull-to-lock position, CCP A was dimmediately started and the PDP
secured, Frocedures GEN 00-006 and GEN 00-002, *Cold Shutdown to Hot
Standby"*, will be revised to provide better instructional guidance in
relation to this event,

' 2. Upon notification from 14C personnel, Contzol Room operators halted the
low power physics testing. 14C personnel estimated that the values
used in the January 11, 1992, calibration had resulted in the setpoints
being vet at approximately 36 percent rather than less than or equal to
25 percent of Reactor Thernal Power (RTP) based on the prestart-up
estimates., Technical Specification 2.2.1, applicable in Mode 2, Start-
up, ond Mode 1, Power Operations, below the low setpoint power range ;
‘ neutron flux interlock esetpoint, requires the immediate range trip i
: setpoint to be set at less then or equal to 25 percent with an
allowable wvalue of less than or equal to 35.3 percent, Technical
: Specification 2.2.1, action statement b, requires that with the Reactor :
, frip Syetem {instrumentation or interlock setpoint less conservative |
| than the allowable value, either adjust the setpoint consistent with ?
the trip setpoint value of less than or equsl to 25 percent of RTP and
determine within twelve hours that the as-measured wvalue of the
setpoint error of the affected channel is less than the total
allowance provided in Table ".2-1 when the calculation provided in T/§ ,
2.2.1 4s applied, or declare the channel inoperadle and apply the f
applicable action statement requirement of T/8 3 3.1 until the channel
is restored to operable status with ite setpoint adjusted consistent
with the trip svetpoint value. Because it was estimated that the
setpointy eoxceeded the calculated value for the T/§ allowable value of
35.3 percent of RTP, and more than twelve hours had already lapsed
since the plant had entered Mode 2, Control Room operators declared
wth Invermediate Kange Channels inoperable. Technical Specification
3.1 requires two operable Intermediate Range Channels. The action
statement for T/6 3.3.1 states that with the number of the channels
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Reascn For The Violstion:

The water hammer evert was identified as occurring when Essential Service
Water (ESW) Pump "A" was stopped then restarted to verify EDG load rejection
capability during performance of survelllance procedure STS KJ-001A,
‘Integrated D/G and Safeguards Actuation Test - Train A". The water haumer
was caused by draining of che ES# piping to the containment coolers through
the common hesader to components on lower elevatiors and out to the lake.
Draining stopped when vepor pressure equaled the water column height cdrop.
Upon pump restact, the surge of watoer flow through the drained piping caused
the abrup. pressure trensiont and resulting water hammer.

After the 1989 cocurrence, Nuclear Plant Engineering (NPE) personnel made an
incorrect assum.tion during the initial review of the document shich
resulted in « low priority assigmuent. This a.sumption was that only an
enhancement was needed and that all uther associated actions were corrected
by others. A second review noted that additional information was required
in order to properly addrecs the document, Tha document was then returned
for more information in July 1991,

This event is being sttributed to an inadequate review resulting from an
incorrect assumption. This assunption was based on conflicting definitions
of Engineering Evaluation Requests (EER) - the subject document - in NPE
procedures and ADM 01-053, *Engineering %valuation Requests.' NPE
procedures denote EERs as being used as & request for information only.
This 4¢ contrary to administiative procedure ADM 01-.053% which denctes EERs
as addregsing technical concerns,

Gorpective Actions That H. ve Been Taken And Results Achieved:

Corrective action hes been taken to eliminate the water hammer during
performance of surveillance procedure T8 KJ-001A & B. An  initial
evaluation of the effects the water hammur had on the Essential Service
Wuter System (ESW) piping did not identify any damage. A thorough design
review of the water hammer event has been initiated to confirm that @
significant condition adverse to safety does not exist, Completion of this
review will occur by June 30, 1992,

Corrective Action That Will Be Taken To Aveld Fuither Violatious:

7o ensure that a similar condition does not exist at the Wclf Creek
Generating Station, a review of all open EERs within NPE responsibility will
be completed by June 30, 1992, The review will also prioritize these EERs.

tdditionally, the discrepancy between the NPE procedures and ADM 01-053 will
also be resolved by June 30, 1992.

Rate When Full Complisnce Will Be Achieved:

Full compliance will be achieved by June 30, 1992, upon completion of the
thorough design reviewv of the water hammer event, the review of open EERs
within NPE's responsibility, and resolution of the procedure discrepancy.




