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The United States Nuclear Regulatory Commission
ATTN: Freedom of Informat.on Act Officer
Region [V Office

511 Ryan Plaza Dr - Suite 400

Arlington TX 7601 1-8064

Re:  Freedom of Information Act Request
Our File Nu. 2217.0
Facility: Wolf Creek Generating Station
License No: NPF-42
Licansee Wolf Creek Nuclear Operation Corporation
Docket No: 50482

Dear Su/Madam:

The purpose of this letter is to request from your agency's Freedom of Information Act
Officer a copy of all documents in its possession, custody, and control of the Nuclem Regulatory
Commission (NRC) that fall into any of the following categories

1. NRC Inspection Report or Notice of Violation regarding compliance or failure of
complisnce with any wage =nd hour or over-time rules, regulations, or statutes

3 All correspondence with or from the Wolf Creek facility, any subsidiary
corporations or its agents regarding compliance or failure of compliance with any
exempt personnel over-ume use, violations of any wage and hour statutes, rules,
or regulations, or over-time problems concerning non-exempt personnel.

3 All representations, certifications, or opinions in con.ection with compliance or
noncompliance with over-time personnel use

4, Any information concerning Fair Labor Standards Act exempt employees oeing
requested to record only forty (40) hours of work per week

9802190088 980212
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HOUCKS7-480 PDR




The United Nuclear Regulstory Commission
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Puge 2
December 11, 1997

5.  Any information concerning on-call or beeper duty time in violation of over-timc
requirements.
6.  NRC Inspection feport 50-482/94-12.

7. NRC Inspection Report 50-482/97-10.
l'nmmmm»mrmmnfmmmsu.s.c.gssz.
#RQ and its regulations issued thereunder. 1 would like the information as soon as possible. If

ywhwnquomwmdmyddiwinbrmﬂmplmdomhcdmwmm
airectly.

lwummmnqmmpymdaWcmhfumde
charge per page for photwoopying. | will expect billing at the time of delivery of the copies.

| appreciate your promyt sttention o this matter.
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UNITED STATES it
MNCLEAR REGULATORY COMMISSION
REGION IV

6*Y RYAN PLAZA DRIVE,  SUITE a0
ARLINGTON, TEXAS 760118064

October 28, 1994
Docket 50-482
License: NPF-42

Wolf Creek Nuclear Operating Ccrporation

ATTN: Neil S. Carns, President ard
Chief Executive Officer

P.G. Box 471

Burlington, Kansas 66839

SUBJECT: NRC INSPECTION RIPORT 50-482/94-10

This refers to the inspection conducted by Mr. J. F Ringwald of this office
on August 14 through September 24, 1994. The inspection included a review of
activities authorized for your Wolf Creek Generating Station facility At the
conclusion of the inspection, the findings were discussed with those members
of your staff identified in the enclosed report

Areas examined Juring the inspection are identified in the report. Within
these areas, the inspection consisted of selective examinations of procedures
and representative records, interviews with personnel, and observation of
activities in progress. The purpose of the inspection was to determine
whether activities authorized by the license were conducted safely and in
accordance with NRC requirements.

Based on the results of this inspeciion, one unresolved item was identified as
discussed in Section 2.2, 2.3. and 2.4. This unresolved item involves further
NRC review of licensee corrective actions and further review of licen =a

performance related to procedural adherence and control room personnel control

and cognizance of activities which have the potential to impact plant
conditions.

In accordance with 10 CFR 2.790 of the NRC’s "Rules of Practice." a copy of
this letter and its enclosures will be placed in the NRC Public Document Room.

The responses directed by this letter and the enclosed Notice are not subject
to the clearance procedures of the Cffice of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96.511
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Wolf Creek Nuclear Operating -2-
Corporation

Skould you have any questions concerning this inspection, we will be pleased
to discuss them with you.

Sincerely,

/s/

A. Bill Beach, Director
Jdivision of Reactor Projects

Enclosures:

1. Appendix A - Notice of Violation
2. Appendix B - NRC Inspection Report
50-482/94-10

cc w,enclosures:

Wolf Creek Nuclear Operating Corp.
ATTN: Vice President Plant Operations
P.0. Box 411

Burlington, Kansas 66839

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

2300 N Street, NW

Washington, D.C. 20037

J.S. Nuclear Regulatory Commission

ATTN: Regional Administrator, Region III
799 Roosevelt Road

Glen Ellyn, I1linois 60137

Wolf Creek Nuclear Operating Corp.
ATTN: Manager Regulatory Services
P.0. Box 411

Burlington, Kansas 66839

Missouri Public Service Commission
ATTN: Assistant Manager

Energy Department

P.0. Box 360

Jefferson City, Missouri 65102

Kansas Corporation Commission
ATTN: Chief Engineer
Utilities Division
1500 SW Arrowhead Rd.

Topeka, Kansas 66604-4027



Wolf Creek Nuclear Operating
Corporation

Office of the Gevernor
State of Kansas
lopeka, Kansas 66612

Attorney General

Judicial Center

301 S.W. 10th

2nd Floor

Topeka, Kansas 66612-1597

County Clerk
Coffey County Courthouse
Burlington, Kansas 66839-1798

Kansas Department of Health
and Environment
Bureau of Air & Radiation
ATTN Public Health Physicist
Division of Environment
Forbes Field Building 283
lopeka, Kansas 66620




APPENDIX

U.S. NUCLEAR REGULATORY COMMISSION
REGION 1V

NRC Inspection Report: 50-482/94-10
Operating License: NPF-42
Docket: 50-482

Licensee: Wolf Creek Nuclear Operating Corporation
P. 0. Box 411
Burlington, Kansas 66839

Facility Name: Wolf Creek Generating Station
Inspection At: Coffey County, Burlington, Kansas
Inspection Conducted: August 14 through September 24, 1994

Inspector: J. F. Ringwald, Senior Resident Inspector

10/28/94

Approved:
0. D. ChamberTain, Acting Chief, Date
Project Branch B, Division of
Reactor Projects

Inspection Summary

Areas Inspected: Routine, unannounced inspection, including plant status,
operational safety verification, maintenance observations, surv.illance
observations, onsite engineering, plant support activities, preparation for
refueling, and onsite review of a licensee event report (LER).

Results:

. Plant Operations

Operations performance was gererally good with two noteworthy exceptiens. The
first example occurred when operators failed to maintain awareness of the
residual heat removal (RHR) system lineup and inadvertently pumped most of the
pressurizer inventory to the refueling water storage tank (RWST), partially
depressurizing the reactor coolant system (RCS). The second example occurred
when operators failed to restore the correct radiation monitor, and concurrent
instrumentation and control (I&C) testing caused an inadvertent engineered
safety features (ESF) actuation (Section 2.2). The RCS inventory loss event
was particularly noteworthy because it occurred approximately 1 day following
the reactor shutdown for refueling and could have led to a challenge to RHR
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While these examples represent operator errors, it is important to note that
work scheduling also had a role in the RCS inventory loss event as discussed
under maintenance results. Further, the second event occurred during a period
of very high operations activity requiring uperators to be particularly
vigilant. In addition, the inspector identified two apparent examples
involving the failure of supervising operators to follew administrative
“rocedure requirements regarding procedure use and adherence (Section 2.3 and
2.4). An unresolved item was identified related to the above noted activities
pending further NRC review of licensee corrective actions and further review
of licensee performance related to procedural adherence and control room
personnel control and cognizance of activities which have the potential! to
impact plant conditions.

Operations continued to maintain generally high standards of control room
professionalism and shift turnovers (Section 2.1). The inspector identified
one noncited violation when operators failed to follow an alarm response
procedure (Section 2.3). Operators responded properly to source r2 e nuclear
instrument failures (Section 2.5). Operators failed to maintain a, opriate
control of the pressurizer relief tank (PRT) drain valve as it was operated by
electricians, resulting in overflowing the containment normal sump.

. Maintenance

Maintenance performance was generally good, with several examples of good

maintenance practices noted (Sections 3.1, 3.2, 3.3, 3.4, 3.5, 2nd 4). Poor
scheduling of a packing leak repair on a motor-operated valve contributed to
the RCS inventory loss event (Section 2.3). The removal of a temperature
switch for calibration without any documentation of lifted leads or the switch
removal suggests that this level of reliance on skill of the craft provides
few barriers to problems such as personnel error. Despite technicians’ poor
radiation worker practice, their recognition of the poor radiation worker
practice and recognition of inadequate work instructions represents good
questioning by the worker and a refusal to proceed in the face of uncertainty.
The inspector’s identification of weak worker safety practices underscores the
nesd for greater worker familiarity and compliance with safety rules

(Sections 3.5 and 4.2).

Engineering

Engineering performance and support to operations were generally good. The
engineering evaluation of the recycle hold up tank (RHUT) and engineering
evaluations of Technical Specifications (TS) operability demonstrated strong
engineering support to operations (Section 5).

Plant
Plant support performance was generally good. No evidence of the previously
identified declining performance in the security area was noted during this
inspection period. Radiation work permits (RWPs) effectively controlled work




in the restricted area (Section 6.1). A chemistry procedura) deficiency
resulted in an otherwise properly performed gaseous radwaste release. causing
a process radiation monitor alarm (Section 6.2). A supervisory error resulted
in the necessity for administrative authorization for contract health

physics (HP) technicians to work overtime in excess of administrative limits
specified by TS. The licensee’s response to this issue resulted in improved
documentation whenever work in excess of administrative overtime )limits is
needed

Management Overview

Several observations of good performance indicated that management action has
improved or maintained good performance in several areas. Control room
standards of professionalism remained high. An I&C technician recognized
personal and work instruction errors and refused to proceed in the face of
uncertainty. Engineering support of operations remained good. Licensee
response to issues represented gooa sensitivity to problem areas and generally
good corrective actions.

Observations of poor performance indicated that management actions have not
been consistently effective at improving performance. Operator lack of
cognizance of activities having the potential to affect plant conditions
resulted in a rapid loss of RCS inventory. A second example of operator lack
of cognizance resulted in an inadvertent ESF actuation. The scheduling of

work having the potential to affect the only operating RHR train at a time
when it was not necessary caused additional burden on the operators and
contributed to this event. Operators failure to follow their alarm response
procedure, poor radiation worker practices, and workers’' failure to follow
safety rules are examples where management’s expectations were not met.
Operator loss of control of plant components operated by nonoperations
workers, HP supervisory errors leading to the necessity to administratively
authorize 23 contract HP technicians working overtime in excess of

administra ive limits, and a deficient chemistry procedure suggest inadequate
management involvement in these activilies

Summary of Inspection Findings:

. Unresolved Item 482/9410-0] was identified (Sections 2.2,

Inspection Followup Item 482/9410-02 was identified (Seciion

LER 482/94-007 was closed (Section 8):

Attachments:

B Persons Contacted and Exit Meeting
- Acronyms




DETAILS

1 PLANT STATUS (71707)

The plant operated at essentially 100 percent power until August 25, 1994,
when power was reduced to 93 percent power for main turbine control valve
testing. The licensee held power at 93 percent until September 6, 1994, when
operators began the end of cycle coastdown The inspector reviewed the
coastdown plan, which appeared to be appropriate, and noted that operators
followed it. Operators began reducing power in preparations for shutdown and
the seventh refueling outage on September 13, 1994. Operators shut down the
plant on September 16, 1994. At the end of this inspection period, the plant
was in Mode 6 with the reactor head removed.

2 OPERATIONAL SAFETY VERIFICATION (71707, 93702)

The inspector performed this inspection to ensure that the licensee operated
the facility safely and in conformance with license and regulatory
requirements and that the licensee’s management control systems effectively
discharged the licensee's responsibilities for safe operation

The methods used to perform this inspection included direct observation of
activities and equipment, observation of control room operations, tours of the
facility, interviews and discussions with licensee personnel, independent
verification of safety system status and TS limiting conditions for operation,
verification of corrective actions, and review of facility records.

2.1 Control

Room Observations

Routine observations of control room personnel were conducted during normal
and backshift working hours. Control room operators exhibited good use of
annunciator response procedures, except as discussed in Paragraph 2.3, and
good communications techniques between operators. The operators were alert
and limited distractions in the at-the-controls area. Shift supervisors and
supervising operators properly entered and exited limiting conditions for
operation. The inspector found licensed operators knowledgeable of each
illuminated annunciator.

The inspector observed numerous control room shift turnovers and noted that
they wire thorough. The offgoing shift notified the oncoming shift of
problems, emergent work, and changes in system lineups that occurred during
the previous shift. Control board walkdowns, log reviews, and verbal
discussions between the operators were thorough. Abnormal conditions were
highlighted and discussed to the satisfaction of both the offgoing and
oncoming crew members. When questioned by the inspector, the oncoming
operators were aware of operational occurrences from the previous shift




2.2 Inadvertent ESF Actuation

On September 6, 1994, at 3:30 p.m., operators were instructed to restore
Radiation Monitor GG RE-27, fuel building exhaust monitor, to service
following a filter change. Operators mistakenly restored Monitor GT RE-22,
containment purge exhaust radiation monitor, which had been in bypass for I4&C
surveillance testing. At 4:05 p.m., operators received ESF actuation of the
control room ventilation isolatian acti .tion system and containment purge
isolation actuation system. The licen.ee initiated Performance Improvement
Request (PIR) 94-1468. The licensee's subsequent investigation revealed that

the actuation occurred as a result of scheduled and approved 1&C technician
testing of Monitor GT RE-22.

The inspector concluded that operators failed to maintain cognizance of [A&C
surveillance testing and, as a result, restored the incorrect radiation
monitor, thus allowing the testing to generate the inadvertent ESF actuation.
This appears to represent an example of contra) room personnel not maintaining
control of activities which have the potential to impact plant conditions as
was the case in the drain down event discussed in Section 2.4. This matter
will remain unresolved pending further NRC review of licensee corrective
actions and further assessment of licensee performance related to this event
and the drain down event This will be Unresolved Item 482/9410-0].

2.3 Alarm Response Procedure Not Followed

On September 8, 1994, the inspector observed that operators had not followed
all the required steps of Procedure ALR 00-061B, "Process Rad Hi," Revision 9
Step 6 of the procedure required operators to direct chemistry to sample,
perform dose calculations, refer to the offsite dose calculation manual. and
go to OFN SP-010, "Accidental Radioactive Release," Step 1. When Radiation
Process Monitor GH-RE233, gaseous process monitor, alarmed, operators directed
chemistry to sample; chemistry stated that sampling was not necessary and the
operators agreed. Since the cause of the alarm was the securing of fans in
the radwaste building that caused noble gasses to accumulate near the
radiation monitor, the reason chemistry gave for not sampling was valid. This
was, however, not consistent with the procedure requirement, and operators did
not follow the administrative procedures to permit them to not follow this
procedure as written. The licensee responded by counselling the shift
supervisor and supervising operator regarding the requirements for following
procedures and discussing management expectations for following procedures at
the next shift supervisor/supervising operator meeting. Operations will also
review Procedure ALR 00-061B to determine if it is applicable to all
ccaditions that might generate the alarm. This matter will remain unresolved
pending further NRC review of licensee corrective actions and further review
of licensee performance related to procedural adherence. This will be
reviewed along with the issues discussed in Sections 2.2 and 2.4. This will
be part of Unresolved Item 482/9410-0]




2.4 Inadvertent Transfer of Water From the RCS to the RWST

On September 17, 1994, with the plant in Mode 4 at approximately 290°F cold
leg temperature and 345 psig, operators opened Valve EJ HVB716A, RHR A to
safety injection system hot leg recirculation Loops 2 and 3 isolation, with
Valve BN VB717, RHR pump to RWST, open causing the RHR Train A pump to
transfer approximately 9,200 gallons of water from the RCS to the RWST. This
drained the pressurizer from an almost solid condition to nearly empty,
depressurized the RCS to approximately 250 psig, and caused approximately

600 gallons of water to overflow out of the top of the RWST to the liquid
radwaste system. Operators responded immediately by isolating letdown,

maximizing charging, stopping the two running reactor coolant pumps (RCPs),
and shutting Valve EJ HVB716A.

Operators were filling the pressurizer to establish a solid condition and
adjusting RHR Train B boron concentration so it could be declared operable as
an additional RCS loop as required by TS 3.4.1.3. ‘o accomplish this,
operators were establishing a recirculation lineup for the Train B RHR system
with the RHR pump taking a suction on the RWST and discharging through Valve
EJ HVB716B and Valve BN VB717 back to the RWST. Prior to the lineup of RHR
Train B, electricians had performed Valve Operation Test and Evaluation
System (VOTES) testing on Valve EJ HVB716A. The shift supervisor and
supervising operator had previously discussed the necessary conditions for
safe VOTES testing on Valve EJ HVB716A and determined that as long as Valves
EJ HVB716B and BN V8717 remainaed shut, Valve EJ HV8716A could be opened
safely. No caution tags or other preventive measures were taken to ensure
that these two valves remained shut during the repeated stroking of

Valve EJ HVB716A. During the VOTES testing, a packing ieak was noted and
m~chanics tightened the packing on Valve EJ HVB716A to stop the leak.
Electricians then requested a followup VOTES test to ensure that the packing
adjustment did not increase valve stem friction excessively. After operators
opened Valve BN V8717, as part of the RHR B recirculation lineup, electricians
requested operators to open Valve EJ HVB716A again as part of the VOTES
testing. The reactor operator asked and received permission from the
supervising operator to open Valve EJ HVB716A and created the unintended flow
path. Several annunciators alerted operators to the major transient and
operators responded by verifying that letdown was isolated, stopped the
running RCPs and stopped the transient by shutting Valve EJ HV8716A
approximately 1 minute after it began. The licensee noted later that the
VOIES testing of Valve EJ HVB716A was not scheduled to be performed during

that shift and was investigating the reasons for the performance of
unscheduled work.

During the event followup, the inspector noted that, after the packing
adjustment, part of the valve retest involved the performance of

Procedure STS EJ-202, "RHR System Inservice Valve Test." Revision 3. The
inspector’s review of this completed procedure revealed that the performer
marked Step 5.3 of the procedure "N/A" meaning that the Step was not
applicable. Step 5.3 required the plant to be in Mode 5 or 6 during the
performance of this test Procedure AP 15C-002, "Procedure Use

and




Adherence," Revision 0, step 6.7.5.2, allows omission of step or section if
"Omission of the Step or section does not violate the precautions and
limitations stated in the procedure." The precaution and limitation listed in
step 2.2.2.5 stated that "RHR valve testing per this surveillance shall be
performed in Mode 5 or Mode 6. In addition, Step 6.3.10 of Procedure

AP 15C-002, requires procedure performers to modify existing procedures or
develop new ones prior to continuing work whenever a procedure is incorrect or
is found to be inadequate for the situation.

The licensee responded by issiing PIR 94-1644. As part of the corrective
actions, operations developcd a briefing on procedural compliance and the use
of N/A as described in Procedure AP 15C-002. This briefing was promptly given
to all operating crews, and the licensee planned to give this briefing to al)
operations personnel involved in the use of procedures.

The licensee also initiated PIR 94-1537 and formed an Incident Investigation
Team (1IT) to review the event. The Vice President Plant Operations stopped
all outage work until the plant was stable and management could ensure that
outage activities would not impact stable plant operations. The licensee’s
investigation revealed that similar events had occurred at Callaway and Wolf
Creek in 1983 prior to initial criticality for both units. The only record of
the Wolf Creek event was control room log entries. In addition, as a recult
of another similar event at Braidwood on March 18, 1990, the licensee had

added a placard to Control Board RLO17 to mimic the location of
Valve BN V8717.

After reviewing plant activities, the inspector concluded that the VOTES
testing on Valve EJ HVB716A did not need to occur at the time it was
performed. The inspector further concluded that, when the decision was made
to perform VOTES testing on a component with the potential to affect the only
available safety train, the licensee failed to take adequate measures to
prevent this testing from impacting that safety train.

This matter will remain unresolved pending further NRC review of )licensee
corrective actions and further review of licensee performance related to
procedural adherence and control room personnel control and cognizance of
activities which have the potential to impact plant conditions. The event
discussed in Section 2.2 will be included in this review along with the issue
discussed in Section 2.3 related to following an alarm response procedure.
This will be part of Unresolved Item 482/9410-01.

2.5 Source Range Instrumentation Noise

On September 16, 1994, the licensee declared Source Range Nuclear Instrument
Channel 31 inoperable due to high noise. Operators completed the act‘ons
required by TS 3.3.1, Action 5a. On September 17, 1994, the licensee declared
Source Range Nuclear Instrument Channel 31 inoperable due to high noise
Operators completed the actions required by TS 3.3.1, Action 5b, which

included opening the reactor trip breakers.
s




When the reactor trip breakers opened, the P-4 contact in coincidence with low
Tave initiated an automatic feedwater isolation signal which closed the
feedwater isolation, feedwater regulating, and feedwater bypass valves.

Operators reported this ESF actuation within 4 hours per 10 CFR 50.72, and
initiated PIR 94-1548,

After evaluating the immediate ramifications of this event and the event
described in paragraph 2.4, the licensee determined that operators had
stabilized the plant, carefully proceeded with establishing RHR Train B as an
operable RCS loop as required by TS, verified that the shutdown margin was

indeed positive due to the high RCS boron concentration, then proceeded with
the cool down and outage activities.

The 1icensee has noted enough problems with source range nuclear
instrumentation noise that they scheduled replacement of both detectors very
early in the work schedule for the 1994 refueling outage. The licensee
replaced both detectors on September 20, 1994. The inspector concluded that
the licensee’s actions immediately following the event and the long-term
corrective actions were appropriate.

¢.6 Inadvertent Excessive Heatup Rate of the Pressurizer

On September 17, 1994, as the licensee recovered from the event described in
paragraph 2.4, operators exceeded their pressurizer administrative heatup rate
limit. Operators energized the pressurizer heaters with the pressurizer
neariy full in an attempt to reestablish a bubble so one RCP could be
restarted. Th2 operators knew that, without forced circulation of the RCS,
there wr '1d be uneven heating. Licensee management had established a
conservative administrative pressurizer heatup rate limit of 75°F per hour to
minimize thermal stresses on the pressurizer and te provide operators with
some margin to the 100°F in any hour period TS limit. As soon as operators
determined that the pressurizer heatup rate was high, they secured the
pressurizer heaters. This action limited the heatup rate to 94.6°F per hour.
The licensee initiated PIR 94-1533 to evaluate the event and provided
recoomendations to prevent recurrence.

2.7 Inadvertent Draindown of the PRT Overflowed the Containment Normal Sump

On September 19, 1994, electricians asked operators for permission to "stroke"
Valve BB HVBO37A, PRT to containment normal sump isolation. Operators
believed this request to mean that electricians would open then immediately
close the valve. The electricians opened the valve and left it open unti)
operators received a containment normal sump high level alarm. By the time
operators contacted the electricians and directed them to close the valve, the
containment normal sump overflowed The licensee initiated PIR 94-1545. The
inspector concluded that operators failed to maintain appropriate control of
plant equipment manipulated by nonoperations personnel




2.8 Conclusions

Two examples of a self-revealing violation occurred when operators failed to
maintz®n cognizance of plant activities. Two examples of a second violation
occurred when operators failed to follow plant procedures. Licensee actions
In response to failed source range instruments were appropriate. Management's
establishment of administrative operating 1imits more restrictive than 1S was
conservative and appropriate. A significant operationa) challenge resulted in
the operating strategy being ineffective in controlling pressurizer heatup
rate to within this administrative limit. Operators failure to maintain
control of the position of the PRT drain valve resulted in an inadvertent
overflow of the containment normal sump.

3 MAINTENANCE OBSERVATIONS (62703)

During this inspection period, the inspector observed and reviewed the
selected maintenance and activities listed below to verify that personnel
complied with regulatory requirements and licensee procedures that

included: receiving permission to start: requiring quality control department
involvement, proper use of safety tags, proper equipment alignment and use of
Jumpers, appropriate radiation worker practices, use of calibrated tools and
test equipment; documenting the work performed:; and ensuring proper
postmaintenance testing. The inspector witnessed portions of the maintenance
activities discussed below.

3.1 Control Switch Calibration

On September 8, 1994, the inspector observed I&C technicians perform portions
of Procedure STN IC-252A, "Calibration of RHR Pump A Mini Flow Valve Contro)
Switch," Revision 2. The technicians worked well together, used calibrated
test equipment, and had a current copy of the procedure with them in the
field. During the calibration setup, the technicians installed two smal)
reservoirs on both sides of the instrument to provide a volume of water on
either side of the bellows. Personnel had marked the reservoirs with a yellow
and magenta posting which stated that the reservoir had interna)
contamination. HP personnel had not set up a contaminated area and did not
provide job coverage. One technician used rubber gloves and a plastic squeeze
bottle with a small piece of tubing out the top to fill the reservoirs with
demineralized water. The technician inserted the tube into the chamber.
filled the reservoir, then removed it but did not handle it as potentially
contaminated The inspector questioned this after the 1id and tube were
removed from the bottle and placed on a multimeter. The technicians
acknowledged that they had not utilized good radiation worker practices. The
inspector noted that the technicians frisked their hands and the tube and
found them to not be contaminated. The inspector concluded that this
represented weak radiation worker practices.

Later i .he calibration, the procedure required the technicians to remove
wires from Terminals 1, 2, 3, and 4 of a barrier terminal block After
removing the first wire, the technician noted that the terminal block was not
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numbered. While that particular step could have been completed, in that the
step required the removal of four of four wires, the technicians still stopped
and contacted their supervision prior to continuing the calibration. The
inspector concluded that this represented a good questioning attitude and a
refusal on the part of the technicians to proceed in the face of uncertainty.

3.2 RCS Wide Range Pr re Indi r R nt

On August 31, 1994, the inspector observed I&C technicians perform a portion
of the replacement of Indicator BB-PI1-406, "RCS Wide Range Press Channel

No. 4." The inspector noted that the technicians used effective work
practices, had permission to perform this work, and followed the procedure.
The inspector noted that the retest section of the work request (WR) had not
been filled out. The technicians explained that this would be filled out by
the work group supervisor after they completed the indicator replacement. The
inspector asked if there was any possibility for the WR to be closed out
without a complete retest. The technicians stated that they did not consider
this to be a possibility because they routinely discuss retests after the
initial portion of the work is complete. The inspector concluded that the
work was performed well.

3.3 Spent Fuel Pool Cleanup Pump Isolation Valve Seat Replacement

On September 14, 1994, the inspector observed mechanics perform portions of
the valve seat replacement for Valve EC V0038, Fuel Pool Cleanup Pump 2A
discharge isolation valve, using WR 02554-94. The mechanics lapped the valve
and performed a blue check on the valve disk to confirm good sealing on valve
closure. The inspecter noted that the mechanics failed to initial the block
indicating completion of Step 7.01 of the WR and Steps 7.1.i and 7.1.2 of the
work signoff sheets. The WR supplemental work instructions stated that the
work steps could be worked out of order as long as workers did not change the
intent of the work. Step 7.01 pertained to an inspection of the
body-to-bonnet sealing surfaces. The assistant superintendent of mechanical
maintenance stated that this inspection was intentionally delayed until just
prior to reassembling the valve so that mechanics could ensure that the
sealing surfaces were in good condition upon reassembly. This practice also
ensured that workers wouid notice and repair any incidental damage to the
sealing surfaces which may have occurred while the valve was disassembled.
Steps 7.1.1 and 7.1.2 pertained to the use of exclusion dams. The
supplemental work instructions stated that optional or contingent work steps
that were not performed were to be marked NA. The assistant superintendent of
mechanical maintenance stated that he left it up to the workers to decide
whether exclusion dams were needed or not. The inspector reviewed the
completed WR and noted that all steps were signed off appropriately. The
inspector concluded that the reasons for not signing these steps in order were
reasonable; however, the workers questioned did not know the reasons. The
licensee indicated that they would aduress this issue with the workers
involved to establish appropriate corrective actions.



3.4 Mechanical Snubber Replacement

On September 23, 1994, the inspector observed mechanics replace

Snubber BB11R004232. When the inspector arrived, one mechanic and one quality
control inspector were out on scaffolding discussing the replacement of the
snubber. The mechanic was wearing a safety harness which did not appear to be
tied off. The quality control inspector was not wearing a harness The
inspector questioned where the harness tie off point was and the mechanic
responded by immediately tying off. The inspector questioned whether the
quality control inspector was also required to be tied off. The quality
control inspector responded by stating "1 didn't expect to be there that
long." The inspector questioned licensee management regarding the tie-offs
and management promptly responded by stating that both individuals should have
been tied off, and that the response from the quality control inspector was
inappropriate. The licensee counselled both individuals and had the quality
control inspecter brief all quality control inspectors on lessons learned and
safe scaffold work practices. This briefing by the quality control inspector
occurred on September 25, 1994, during a turnover meeting.

The inspector also observed the mechanic carefully set up a plastic bag
underneath the snubber to catch the fasteners and washers while removing the
snubber The mechanic stated that this was to protect workers who might be
underneath the work area. A few minutes later, the mechan‘c permitted a
hammer to fall approximately 15 feet to the floor.

The inspector concluded that the maintenance work was performed appropriately

and that the licensee's actions in response to weak personnel safety practices
were appropriate.

3.5 Houseke.ping and Material Condition lssues

Throughout this report period, the inspector observed numerous examples of
minor houtekeeping and material conditien problems. These included mis-ing
fasteners in safety and nonsafety-related equipment, overgreasing of fan
bearings, and clear plastic found on the spent fuel pool building operating
floor. This issue was previously discussed in NRC Inspection

Report 50-482/94-08, paragraph 3.5. While none of the examples directly
impaired safety-related equipment, some had the potential to degrade plant
equipment. The licensee responded by correcting each identified problem and
by revising the guidance to electricians for greasing the fan bearings.

3.6 Conclusions

The maintenance work observed was performed well Licensee responses to the
inspector’s observation of weak safety practices were appropriate. The
inspector observed weak radiation worker practices that were also recognized
by the worker after the potential existed for personal contamination Worker
recognized inadequate work instructions, stopped the work, and obtained
clarification, rather than proceeding in the face of uncertainty The reason




for performing work steps out of sequence was not well known by some workers
during valve repair work,

4 SURVEILLANCE OBSERVATIONS (61726)

The inspector reviewed this area to ascertain whether the licensee conducted
surveillance of safety significant systems and components in accordance with
TS and approved procedures. The inspector verified that personnel knew the
purpose and scope of the test, used calibrated test equipment, used

appropriate self-checking, used good repeat back techniques, and communicated
clearly.

4.1 Pressurizer Pressure Analog Channel Operational Test

On August 18, 1994, the inspector observed portions of Procedure STS 1(C-5028B,
"Channel Calibration of 7300 Process Pressurizer Instrumentation,"

Revision 11. The technicians were knowledgeable, used good communication
techniques, and properly calibrated test equipment. The inspector noted that
the procedure had been verified to be the latest ravision. The inspector
verified that this test satisfied the surveillance requirements of TS 4.3.1.]
(Table 4.3-1; 9, 10), 4.3.2.1 (Table 4.3-2; 1.d, 11.a), 4.3.3.5.1
(Table 4.3-6; 7), and 4.4.4.1 for pressurizer rack mounted instruments only.
The inspector concluded that the test was performed properly.

4.2 Main Steam Safety Valve (MSSV) Setpoint Testing

On September 14, 1994, the inspector observed portions of

Procedure STS MT-008, "MSSV Settings," Revision 6. This test measured the
MSSV Tift setpoint using the Furmanite Trevitest method. The test performers
used calibrated test equipment. Licensee personnel escorted and provided
technical oversight of the Furmanite personnel who actually performed the
test. The application of hydraulic force to the Trevitest 1ift rig was
performed in a manner which produced a clear valve 1ift. This resulted in a
clear, peak force trace that the test performers read directly as the peak
force. The test performer was, therefore, not required to perform any
subjective interpretation of the test force trace. Two independent
individuals calculated the 1ift pressure and their results were compared
before the results were logged as the test result. The inspector verified
that this test satisfied the surveillance requirements of TS 4.0.5 and
§.7.1.1. The inspector concluded that the test was controlled well and
accurately measured the valve setpoints.

The inspector noted that test performers and mechanics did not reconnect the
safety chain on a ladder near the MSSVs as they walked between the mezzanine
level and main upper operating level of Area 5 in the auxiliary building. The
inspector questioned whether licensee policy required this chain to be
reconnected after each individual traversed the ladder The mechanics and
their supervision stated that they were not required to reattacn the chain if
they were working between the two areas, but they were required to reconnect
it before they i1eft the area After verifying this understanding with safety




services, they learned that this understanding was incorrect and that the
safety chain was required to be reconnected after each individual traversed
the ladder The inspector concluded that the mechanics did not have a
complete and accurate understanding of personnel :fety requirements.

4.3 Conclusion

Observed surveillance testing was well controlled and satisfied 1§
surveillance requirements.

5 ONSITE ENGINEERING (37551)

The inspector reviewed and evaluated engineering performance related to
selected plant problems. The inspector evaluated licensee activities related
to identifying potentia’ design and operability concerns.

5.1 RHUT Overflow

On August 26, 1994, RHUT B overflowed to the clean radwaste sump as operators
pumped water from the spent fuel transfer canal to RHUT B. The level
transmitter indicated that the RHUT was only 71 percent full as the tank
overflowed. As a result of a hardware problem, the sump overflowed and the
high level annunciator failed to annunciate. Water spilled onto the radwaste
building floor and into the dirty radwaste sump via floor drains. Operators

were alerted to the problem when dirty radwaste sump high level
annunciator alarmed. Operators r. onded by stopping the transfer of water,
cleaning up the water on the radwaste building floor, and initiating a WR to
repair the annunciator. Management initiated an IIT to evaluate the level
discrepancy.

The inspector reviewed the licensee's final IIT report. The 11T determined
that a large amount of air was trapped between the recently installed
replacement bladder and the liquid volume in the tank. This air pressed the
bladder up against the top of the tank, then compressed the air while water
overflowed to the clean radwaste sump. The IIT evaluated operator and other
licensee personnel actions, vendor and industry experience, generic
transportability, systom design, and administrative controls. The IIT drew

detinitive conclusions and made practical recommendations which would address
the issue.

The inspector concluded that the licensee’s actions in response to the event
were appropriate. The inspector further concluded that the 1IT performed a
thorough evaluation of the problem, analyzed the problem effectively, and
provided good recommendations to prevent recurrence.

5.2 Engineering Evaluations of TS Operability

On two occasions the shift supervisor requested engineering assistance to
support operability determinations On August 30, 1994, the licensee found
Asiatic clams in essential service water supply |

ines to hYe auxiliary




feedwater system and also found a small leak from the back of the Containment
Spray Pump B room cooler. The shift supervisor requested engineering to
perform Procedure KGP-1215, “Evaluation of Nonconforming Conditions of
Installed Plant Equipment," Revision 2, evaluations of these two conditions.
The licensee concluded that both conditions were minor and .'id not affect the
operability of the associated systems. The inspector reviewed these two
evaluations and found them to be adequate and consistent with both the
licensee procedure and NRC guidance in Generic Letter 91-18, "Information to
Licensees Regarding Two NRC Iaspection Manual Sections on Resolution of
'graded and Nonconforming Conditions and on Operability."

5.3 Engineering Evaluation of Temporary Conditions on Plant Struct es,

The licensee initiated a new program for reducing the scope of engineering
evaluations required for temporary conditions such as scaffolding, shielding,
freeze seals, etc. By using a probabilistic risk assessment methodology,
using time as an input variable, and administratively limiting the length of
time these temporary conditions will be present, the licensee plans to
eliminate the need for detailed seismic evaluations of the impact of these
conditions on safety-related plant structures, systems, and components. The
inspector learned that a similar approach was taken at the LaSalle facility,
and that the Office of Nuclear Reactor Regulation is reviewing this approach
under Technical Assignment Control 89067, "LaSalle One: Reduced Seismic
Criteria at CECo Facilities." The inspector asked the licensee if this
approach will be used for operability determinations or TS interpretations.
The licensee responded by stating that this approach will be limited to
reviewing the need for seismic evaluations and will not be used for
operability determinations or TS interpretations. The inspector’s review of
this new program will be completed after the Nuclear Reactor Regulation review
of Technical Assignment Contrcl 89067 is complete. This will be tracked as
Inspection Followup Item 482/9410-02.

5.4 Conclusions

Licensee evaluations of the RHUT overflow was thorough and provided good
recommendations. Engineering assistance with operability determinations was
timely and appropriate. The licensee decision to not use their new
engineering methodology for seismic evaluations as the basis for TS
interpretations or operability determinations was appropriate,

6 PLANT SUPPORT ACTIVITIES (71750)
6.1 RWPs

The inspector evaluated radiation worker personnel activities related to the
following RWPs:




94 0007 Routine 1&C access for calibrations of components
(radiological controlled area excluding containment)

94 0091 MMA to disassemble/rework various leaking EC system
components located on 2000 foot fuel building. Includes

valve seat replacement on EC VOO38, reworking of PE COIA/B
and all other associated support work.

The inspector concluded that these RWPs were appropriate for the planned work
and were followed by the associated radiation workers.

6.2 Excessive Gaseous Radwaste Release Rate

On September 1, 1994, while initiating a gaseous radwaste release, Process
Radiation Monitor GH RE-10B alarmed at the alert level. Operators followed
Gas Release Permit 940123 which permitted a release rate of up to 7 standard
cubic feet per minute (SCFM). Operators used a release rate of 6.2 SCFM when
the monitor alarmed. Operators reduced the release rate to 3.0 SCFM and then
to 1.5 SCFM before the alarm cleared. The licensee initiated PIR 94-1460.
The PIR evaluation stated that chemistry technicians calibrated qas effluent
monitors with Xe-133, which has a lower average beta energy than the typical
fission product gasses The majority of the gaseous activity from gas tank
releases is due to Kr-85, which has a higher average beta energy and, thus,
causes 1 higher reaction on the process radiation monitor. The licensee
determined that no release rate limits were exceeded. The licensee revised
Procedure CHM 03-153, "Use of EMS for Gas Decay Tank Releases, Revision 17, to
include a method of more accurately predicting the monitor response. The
intpector agreed with the licensee’'s conclusion that the procedure was
deficient and concluded that the licensee’s corrective actions were
appropriate.

©.3 QDocumentation of HP Overtime Use

On September 20, 1994, the call superintendent authorized 23 cortract HP
technicians to exceed the overtime limits specified in Administrarive
Procedure ADM 01-023, "Guidelines for WCGS Staff Working Hours," Revision 8.
This administrative procedure impiements the requirements of TS 6.2.2.f and
requires that the guidance in Generic Letter 82-12 be implemented the shift
supervisor made a log entry to document this approval and attached a
memorandum that discussed an error which created the need for the high level
of overtime and listed the individual’s names, the number of hours in excess
of 72 in 7 days, and the date this would occur. Neither the memorandum nor
the shift supervisor's log entry documented an evaluation of the potential
impact of these individuals working this level of overtime. The inspector
questioned the licensee regarding this evaluation. The licensee stated that
both the call superintendent and the shift supervisor verified that this
evaluation was performed. The licensee determined that Administrative
Procedure ADM 01-023 could be improved and revised the procedure to




incorporate a form which will be used for all future approvals of overtime in
excess of the limits in the procedure

6.4 Conclusions

RWPs were used properly. A self revealing chemistry procedure deficiency
resulted in a gaseous radwaste release which caused the process radiation
monitor to alarm at the alert level. HP supervisory errors resulted in the
need to authorize contract HP technicians working overtime exceeding
administrative limits as required by TS, and the licensee initiated a revision

to improve the procedure for future approvals of overtime in excess of
administrative limits,

7 PREPARATION FOR REFUELING (60705)

The inspector reviewed various aspects the licensee’s preparation for
refueling. In particular, the inspector reviewed the procedures directly
related to major outage activities; the planning, scheduling, and outage risk

assessment activities; and the reactor engineering coastdown plan.
The inspector reviewed the foliowing procedures:

ADM 04-020, Chemistry Surveillance Program

FHP 01-001, New Fuel Receipt

FHP 04-001, Spent Fuel Inspection

FHP 02-001, Refueling Procedure

FHP 02-011, Fuel Shuffle and Position Verification

FHP 02-012, Control Rod Shaft Unlatching/Latch

FHP 02-013, Upper Internals Removal and Installation
FHP 03-001, Refueling Machine Operating Instructions
FHP 03-003, Spent Fuel Assembly Handling Tool Ops

FHP 03-006, Fuel Transfer System Operating Instructions
FHP 03-007, Spent Fuei Pool Bridge Crane Op Instruction
GEN 00-006, Hot Standby to Cold Shutdown

QAP 16.2, Stop Work

STS CR-002, Shift Logs for Modes 4, 5, and 6

STS RE-004, Shutdown Margin Determination

SYS EJ-120, Startup Residual Heat Removal Train

These procedures provided the licinsee with adequate detail and appeared to be
appropriate te control the plant. The inspector reviewed the licensee’s
planning, scheduling, and outage risk assessment activities. The inspector
concluded that the licensee was prepared for the outage and was appropriately
concerned with conditions which could jeopardize plant safety. The inspector
reviewed the coastdown plan, found that it provided adequate guidance and was
consistent with TS requirements, and noted that operators followed it

The inspector noted that the licensee zuthorized removal of many of the

equipment hatch missile shield bolts on September 13, 1994, 3 days prior to




shutting down the unit for refueling. The inspector guestioned this action in
light of the need for the missile shizld to be in place as part of containment
integrity. The licersee asserted that there was not a single credible missile
which they could envision which had the potential to move the door and damage
the hatch. After the inspector questioned the remova' of the bolts, the
ficensee stated that they would review the missile shield bulting requirement
and determine the minimum number of bolts needed for the shield to meet the
safety requirement. The licensee also stated that they would review other
work performed prior to shutdown and determine if any work was performed in
Mode 1 which would have been more appropriately performed after shutdown.

The inspector concluded that the missile shield bolt removal was a minor
example of work which could have been more appropriately performed after
shutdown. The inspector finally concluded that the licensee was appropriately
prepared for refueling when they shut down for the seventh refueling outage.

8 ONSITE ReVIEW OF AN LER (92700)

{Closed) LER 482/94-007: Failure to Perform Emergency Diesel Generator Fast
Load Test

This LER involved the failure of operations to perform the fast load
surveillance of Emergency Diesel Generator A as required by 1S 4.8.1.1.2.f.
The licensee determined that the root cause of the event was a cognitive
personnel error on the part of the operator preparing the surveillance test
procedure for use. Contributing causes included the operator's choice of
shift turnover time to prepare the procedure for use, and unclear delineation
of the requirements of TS 4.8.1.1.2.f in the procedure. The licensee revised
the procedure to clearly delineate the TS requirements, initiated PIR 94-1281,
and placed the completed PiR evaluation in the operations required reading
program. This event was discovered by licensee initiated Self-Assessment
SEL#94-031, "Wu.., Surveillance Testing." The inspector considered it
appropriate and proactive for the licensee to have initiated the
self-assessment which identified this event. The inspector further concluded

that the licensee's corractive actions appeared appropriate to prevent
recurrence,




ATTACHMENT |

—

PERSONS CONTACTED

Boyer, Manager, Training

(oates, Supervisor, Instrumentation and Control Support
Delong, Supervisor, Quality Control Inspections
Fowler, Manager, Maintenance and Modifications
Flannigan, Manager, Regulatory Services

Gayoso, Chief Busines. Officer

Hagan, Vice President Nuclear Assurance

. Harvey, Manager, Document Services

ohannes, Chief Administrative Officer

Lindsay, Manager, Performance Assessment
Logsdon, Superintendent, Chemistry

. Maynard, Vice President Plant Operations

. McKinney, Manager, Operations

Parmenter, Operations

Pippin, Manager, Outage

Rhodes, Vice President Engineering

Serhal, Supervisor, Plant Safety Assessment
Sims, Supervisor, Operations Support

Stamm, Manager, System Engineering

Wideman, Supervisor, Licensing
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fhe above licensee personnel attended the exit meeting. In addition to the
| -

personnel listed above, the inspectors contacted other personnel during this

inspection period.

2 EXIT MEETING

An exit meeting was conducted on September 23, 1994. During this meeting, the
inspectors reviewed the scope and findings of the report. The licensee did
nct identify as proprietary any information provided to, or reviewed by, the
inspectors




ACRONYMS

engineered safety features
health physics

instrumentation and control
Incident Investigation Team
licensee event report

main steam safety valve
performance improvement request
pressurizer relief tank

reactor coolant pump

reactor coolant system

residual heat remova)

recycle hoid up tank

radiation work permit

refueling wat.r storage tank
standard cubic feet per minute
Technical Specification

Valve Operation Testing Evaluation System
work request
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Docket 50-482
License NPF-42

Wolf Creek Nuclear Operating Corporation

ATTN: Neil S. Carns, President and
Chief Executive Officer

P.0. Box 411

Burlington, Kansas 66839

SUBJECT: NRC INSPECTION REPORT 50-482/94-12 (NOTICE OF VIOLATION)

This refers to the inspection conducted by Mr. J. F. Ringwald and

¥s. J. L. Dixon-Herrity of this office on September 25 through November 5,
1994 The inspection included a review of activities authorized for your Wolf
Creek Generating Station facility At the conclusion of the inspection, the

findings were discussed with those members of your staff identified in the
enclosed report

Areas examined during the inspection are identified in the report. Within
these areas, the inspection consisted of selective examinations of procedures
and representative records, interviews with personnel, and observation of
activities in progress The purpose of the iaspection was to determine
whether activities authorized by the license were conducted safely and in
accordance with NRC requirements

Based on the results of this inspection, certain licensed activities appeared
to be n violation of NRC requirements, as specified in the enclosed Notice of
Violation (Notice) Although some of the specific examples of the vinlations
are relatively minor in nature, all examples are included because they appear
to involve inattention to detail and the failure to follow procedures which
indicates a potential that management expectations in this area have not been
well communicated or understood

We are particular! oncerned with work scheduling early in the refueling
outage which led to problems such as the technician’'s error during maintenance

N | ab

your only available train of control room ventilation that challenged the
cperability of the system L 1> similar to your decision to proceed with
) HVB716A as described in paragraph 2.4 of NRC Inspection
y transferring approximately 9200 gallons
water storage tank Your scheduling of
to Jeopardize your only available

11d not appear to be necessary We recognize

1 yOury rain p

rers > !




Wolf Creek Nuclear Operating
Corporation

You are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response. In your
response, you should document the specific actions taken and any additional
actions you plan to prevent recurrence. After reviewing your response to this
Notice, including your proposed corrective actions and the results of future
inspections, the NRC will determine whether further NRC enforcement action is
necessary to ensure compliance with NRC requ'atory requirements.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice." a copy of
this letter and its enclosures will be placed in the NRC Public Document Room.

The responses directed by this letter and the enclosed Notice are not subject
to the clearance procedures of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96.511.

should you have any questions concerning this inspection, we will be pleased
to discuss them with you.

Sincerely,

JiraLwe

A. Bill Beach, Director
Division of Reactor Projects

Enclosures:

] Appendix A - Notice of Violation

2. Appendix B - NRC Inspection Report
50-482/94-12

cc w/enclosures:

Wolf Creek Nuclear Operating Corp

ATTN: Vice President Plant Operations
P.O. Box 411

Burlington, Kansas 66839

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

2300 N Street, NW

wWashington, D.f 20037

U.S. Nuclear Regulatory Commi
ATTN Regional Administrator.
/99 Roosevelt Road

Glen | \v' | Iin




Wolf Creek Nuclear Operating
Corporation

Wolf Creek Nuclear Operating Corp.
ATTN: Manager Regulatory Services
P.0. Box 4]]

Burlington, Kansas 66839

Missouri Public Service Commission
ATTN: Assistant Manager
Energy Departmen’
P.0. Box 360
Jefferson City, Missouri 65102

Kansas Corporation Commission

ATTN: Chief Engineer
Utilities Division

1500 SW Arrowhead Rd

Topeka, Kansas 66604-4027

Office of the Governor
State of Kansas
Topeka, Kansas 66612

Attorney General

Judicial Center

301 S.w. 10th

2nd Floor

Topeka, Kansas 66612-1597

County Clerk
Coffey County Courthouse
Burlington, Kansas 66839-1798

Kansas Department of Health
and Environment
Bureau of Air & Radiation
ATTN Public Health Physicist
Division of Environment
Forbes Field Building 283
Topeka, Kansas 66620




APPENDIX A

NOTICE OF VIOLATION

Wolf Creek Nuclear Operating Corporation Docket: 50-482
Wolf Creek Generating Station License: NPF-42

During an NRC inspection conducted on September 25 through November 5, 1994,
three violations of NRC requirements were identified. In accordance with the
"General Statement of Policy and Procedure for NRC Enforcement Actioms,”

10 CFR Part 2, Appendix C, the violations are listed below:

A. Technical Specification 6.8.1.a states, in part, that written procedures
shall be established and implemented covering the applicable procedures
recommended in Appendix A of Regulatory Guide 1.33, Revision 2,

(1) Regulatory Guide 1.33, Appendix A, Section 7.a, requires
procedures covering the 1iquid radioactive waste system.
Procedure SYS HE-201, "Boron Recycle Holdup Tank Operations,”
Revision 9, Step 4.4.1, requires that the operator perfory
Section 4.2 for proper system alignment for recycling and sampling
to transfer water from the Recycle Holdup Tank B to the spent fuel
pool

Contrary to the above, on September 30, 1994, an operator failed
to perform Section 4.2 of Procedure SYS HE-201, and thereby
incorrectly transferred unsamplied Recycle Holdup Tank A to the
spent fuel pool instead of Tank B as planned.

Regulatory Guide 1.33, Appendix A, Section l.c, requires
administrative procedures covering equipment control.
Administrative Procedure ADM 02-102, "Control of Locked Component
Status." Revision 28, Step 4.12, requires that all valves required
to be locked be rechecked prior to entry into Mode 4

Contrary to the above, on October 26, 1994, Valve BB V0149 was
found inadequately locked such that it could be repositioned
without removing the locking device

Regulatory Guide 1.33, Appendix A, Section 10, requires procedures
covering chemical and radiochemical contrel. Chemistry

Procedure CHM 02-050. "Determination of Boron (Titration Method),"
Revision 6. Step 9.2.15, requires that two stoops of mannitol and
five drops of phenolphthalein be added to the sample container in
preparation for the titration

Contrary to the above, on October 30, 1994, a chemistry technician
added three partial scoops of mannitol and an indeterminate amount
of phenolphthalein to the sample container
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Section 6.3.4, requires that the intent and direction provided in
the procedures be followed during the course of activities,
Attachment 2 of Procedure KGP-1210, "Performance Improvement
Requests," Revision 10, identifies the failure of a safety-related
piece of equipment to perform its intended safety function on
demand or as expected as significan'. Procedure KGP-1201,
“Corrective Action," Revision 1, requires that a Performance
Improvement Request (PIR) be initiated to determine the cause and
corrective actions to prevent recurrence for significaint hardware
failures

mntrary to the above, on October 16, 1994, Essential Service
water Self-Cleaning Strainer A, a safety-related component, failed
to operate when the driver motor thermal overicads tripped on
actuation and a PIR was not initiated

This is a Severity Level !V violation (Supplement 1) (482/9412-01).

Technical Specification ©.2.2.f. requires that the amount of overtime
worked by unit staff members performing safety-related functions shall
be limited in accordance with the NRC Policy Statement on work hours
(Generic Letter No. 82-12) Generic Letter No. 82-12 states that
individuals should not be permitted to work more than 24 hours in

48 hours or 72 hours in 7 days

Contrary to the above, on October 13, and October 19, 1994, operators
worked in excess of the Technical Specifications guidelines without
authorization in that a refueling SRO worked 12 hours in excess of 72
hours in 7 days and a licensed operator performing valve lineups in
containment exceeded 24 hours 1n a 48 hour period

This is a Severity Level [V violation (Supplement VII1) (482/9412-02)

Technical Specification 6.1]1 states that procedures for personnel
radiation protection shall be prepared consi.‘*ent with the requirements
of 10 CFR Part 20 and shall be approved, maintained, and adhered to for

.
all operations involving personne! raciation exposure

Radiation Protection Procedure RPP 02-105, "HWP "Racdiatior Work
Permit]," Revi n 6, Step 3.1, states that ¢n2 protective

equipment specified un the radiation work permit is to be per
Procedure RPP 03-505, "Selection of Protective Clothir

: d,
Revision 1. Procedure RPP 03-505 requires protective clothi
be sele '\d base n the known or expected ntamination lev
the work area Radiat n Work Permit 942100 f
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Contrary to the above, on September 28, 1994, a licensee employee
removed contaminated packing from a valve in a known contaminated
system without wearing a full set of protective clothing.

(2) Procedure RPP 02-105, "RWP," Revision 6, Stop 9.3.1, states that
the protective equipment specified on the RWP is a minimum

requirement, which all personnel accessing the RWP must comply
with

Radiation Work Permit 940005, Revision 0, requires a full set of
protective clothing for contaminated access

Contrary to the above, on October 6, 1994, a licensee c¢wployee
accessed a contaminat~d area in certrifugal charging pump room B
without a full set of protective ciothing in that the coveralls
were not zipped up prior to entry.

(3) Procedure AP 25B-100 "Radiation Worker Guidelines," Revision 9,
Step 6.6.3, requires radiation workers to perform a hands, feet,
and face frisk after exiting a contaminated area

Contrary to the above, on October 30, 1994, a chemistry technician
failed to frisk after exiting a contaminated area.

This is a Severity Level IV violation (Supplement 1V) (482/9412-03).

Pursuant to the provisions of 10 CFR 2.201, Wolf Creek Nuclear Operating
Corporalion is hereby required to submit a written statement or esnlanatior to
the U.S. Nuclear Regulatory Commission, ATTN: Document Control Desk,
Washington, D.C. 20555 with a copy to the Regional Administrator, Region IV,
611 Ryan Plaza Drive, Suite 400, Arlington, Texas 76011, and a copy to the NRC
Resident Inspecto~ at the facility that is the subjact of this Notice, within
30 days of the date of the letter transmitting this Notice of Violation
(Notice) This reply should be clearly marked as a "Reply to a Notice of
Violation" and should include for each violation: (1) the reascn for the
violation, or, if contested, the basis for disputing the violation, (2) the
corrective steps that have been taken and the results achieved, (3) the
corrective steps that will be taken to avoid further violations, and (4) the
date when full compliance will be achieved [f an adequate reply is not
received within the time specified in this Notice. an ovrder or a Demand for
Information may be issued to show cause why the license should not be

modified. uspended r revoked. or why uch other action

dS may be proper
hould not be taken where gqood cause hown. consideration will be given

w extlending the response time

Dated at Arlingtop, Texa
this /8T day of Me&nduen/ 1994




APPENDIX B
NUCLEAR REGULATORY MM |
REGION 1V
NRC Inspection Report 50-482/94-12
Operating License: NPF-42
Docket 50-48?
Licensee Wolf Creek Nuclear Operating Corporation
P. 0. Box 4]])
Burlington, Kansas 66839
Facility Name Wolf Creek Generating Station
Inspection At Coffey County, Burlington, Kansas

Inspection Conducted September 2% through November 5,

Insoertors , Ringwald, Senior Resident Inspector
Dixon-Herrity, Resident Insprctor

M vhuaibi, Intern

44 Ut
y | ¥ . By | .
A L A 121~ 94
D. D. &hamberTain, Acting Chief, Date
Project Branch B, Division of
“Xl"d‘ tor Prolect:

Approved

Inspection Summary

Areas lf\‘.pm(m Routine, unannounced inspection including plant status
operational safety verification, maintenance observations, surveillance
observations, plant support activities, cuwolex surveillance, refueling
activities estart from refueling, foreigr terial exclusion controls,

and licensee event report LER) review: onsiy

performance declined somewhat during this report period Operators
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ability of the system to perform its safety function in a humid environment
.ame into question (Section 4.1). A concern about working on the onl
available train of safety-related equipment had been expressed with the
licensee during the last report period. This was driven by an event where
maintenance on the residual heat removal system resulted in draining the
pressurizer to the refueling water storage tank.

The failure on the part of operators to follow procedures allowed the contents
of an unsampled recycle hold up tank (RHUT) to be transferred to the spent
fuel pool (SFP) (Section 2.2); two operators to exceed Technical

Spect ‘vations (T5) overtime limits (Section 2.5); and a locked valve to be
improperly secured (Section 2.6). Operators' failure to maintain cognizance
of their actions and to use self-checking techniques resulted in the
inadvertent deenergization of a safety-related direct current (DC) bus
(Section 2.3), and the inoperability of both trains of containment atmosphere
radiation wonitoring (Section 2.4). The failure of operations to properly
review a work request, and of maintenance and engineering to adequately
communicate expectations with operations resuited in operators doclaring
Centrifucal Charging Pump (CCP) A operable before the expected postmaintenance
testing was performed (Section 3.2).

. Maintenance

Most maintenance observed was well controlled and performed, but there were
several exceptions. The failure to self-check allowed a technician to install
a probe incorrectly which would have prevented the safety-related heaters on
the Control Room Pressurization System Train B from energizing if called to do
50 (Section 4.1). This failure and an incident involving confusion as to
whether as-left data should be reverified indicated that maintenance
supervision and craft were not familiar with the maintenance department
procedures (..ction 4.2). Contractors brought onsite to augment the
maintenance sta‘f during the outage did not follow licensee procedures or
instructions in some instances (Section 3.3).

. Pl r

performance in the area of plant support was adequate. Although good health
physics (HP) practices were noted in general, two examples of failure to
follow the dress out requirements on radiation work permits (RWPs) indicated a
need for improvement (Sections 6.1 and 6.3). The licensee identified a
continuing problem with following procedures in the area of material control
(Section 10.1). Chemistry personnel also failed to follow procedures while
determining the boric acid contents of a primary sample (Section 6.4), by
failing to frisk when exiting a contaminated area in the lab (Section 6.5),
and in requesting that operations isolate the incorrect valves to change a
filter (Section 2.4)

. Engineering




Engineering performance and support to operations were R:norally ?ood. This
was evident in the initial troubleshooting effort for the SFP cooling pump
bearing failure (Section 5.1), reactor physics testing (Section 9.1), and
reparation for and followup analysis of the noise event (Section 5.4&‘
ver, engineering failed to consider the broader implications of t

problem with the SFP cooling pump and to invoke the corrective action program
in response to a repeat failure of the Train A essential service water (ESW)
strainer, a safety-related piece of equipment (Section 7.1).

. Management Overyiew

Observations of poor performance indicated that management actions have not
been consistently effective at improving performance. Operations' continued
lack of cognizance of activities having the potential to affect plant
conditions was reflected ir allowing a surveillance to be performed on one
train of the control room pressurization system while the other train was out
of service, unintentionally taking both trains of containment radiation
monitors out of service, and unintentionally deenergizing a safety-related OC
bus. The corrective actions taken by management when this concern was brought
to their attention were immediate and appropriate. During "he second part of
the recent refueling outage, more time was spent on reviewing work and no work
was scheduled on the operable train. These actions prevented further similar
mishaps during the outage.

A need for management to stress its expectations with regards to procedure
adherence was identified due to the identification of a number of procedure
violations. Examples of these included the failure to follow RWPs, adherence
to overtime limits, and the control of contractors activities. Several
performacce improvement requests (PIRs) from the previous year dealing with
the control of materials in and around the exclusion area arcund the SFP
indicated that a prablem existed with maintaining controls over foreign
material exclusion. The corrective actions in response to the problem failed
to prevent similar problems during the outage. Managements responded to
instances of failure to follow procedures by stressing the need to follow
procedures and by increased emphasis toward handling problems associated with
faitlures to foliow procedures.

Supervision ard the genera) profes.ionalism in the control room and during
tests observed during the oulag: were found to be yood. Management decisions
to place holds on restart unti. engincering completed their reports on the
noise event a=d the emergencv diesel generator (EDG) transformer fire were
considered conservative and appropriate,

Summary of Inspection Findings:

Violation 482/9412-01 was apened (Sections 2.2, 2.6, 6.4, and 7.1)"
Violation 482/9412-02 was opened (Section 2.5)¢

Violation 482/9412-03 was opened (Sections 6.1, 6.3, and 6.5)r

LER 482/94;009 wai closed (Section 11). -~



v LER 4B2/94-012 was closed (Section 11)

Attachments:

. Persons Contacted and Exit Meeting
. Acronyms




DETAILS
1 PLANT STATUS (71707)

At the beginning of this inspection period, the plant was in Mode 6 at the
bot‘nnt of the seventh refueling outage. Operators restarted the reactor on
October 30, 1994, and placed the unit online on November 3, 1994, At the end
of the inspection period, operators were increasing power from 75 percent.

2 OPERATIONAL SAFETY VERIFICATION (71707, 93702)

The inspectors performed this inspection to ensure that the licensee operated
the facility safely and in conformance with license and regulatory
requirements. The methods used to perform this inspection included direct
observation of activities and equipment, observation of control room
operations, tours of the facility, interviews and discussions with licensee
personne), independent verification of safety system status and TS limiti
conditions for operation, verification of corrective actions, and review o
facility records.

2.1 EDG Potential Transformer Fires

On September 30, 1994, a fire erupted on the EDG A power potential transformer
while operators were performing a maintenance run. On October 11, 1994, a
similar fire erupted on EDG B during a similar maintenance run. The fires
were both extinguished promptly by individuals present in the room using a
portable carbon dioxide fire extinguisher. The events and the licensee
response was reviewed and reported in NRC Inspection Report 50-482/94-13.

2.2 Unsampled RHUT Pumped to the SFP

On September 30, 1994, an o?orator was directed to pump RHUT B to the SFP but
inadvertently pumped unsampled RHUT A to the SFP as a result of not following
a procedure. Operators used Procedure SYS HE-201, “Boron Recycle Holdup Tank
Operations," Revision 9, to perform many different tasks associated with the
boron recycle system, Some of these tasks included transferring water from
tither RHUT to any desired location including the other RHUT, the SFP, or the
SFP transfer canal; recirculation of either RHUT for sampling, filtering the
water in either RMUT; and flushing the transfer line. This procedure relied
heavily on procedure section sequencing to ensure that valves were properly
lined up. Prior to transferring the contents of an RHUT to the SFP, operators
were required to have chemistry sample the tank, or to verify that the entire
contents of the tank came from a presumed clean source. The transfer of the
water in RMUT B to the SFP, was to be performed without sampling the RHUT
since operalirs knew the source of the water. Knowing this, the operator read
Step 4.4.1, which stated “"Ensure that the tank to be used is 'Off-Service',
recirced per Section 4.2 and sampled if necessary," and determined that this
step was not required since sampling was not necessary. Section 4.2, however,
also established the 1ineup for the transfer and ensured that only the
contents of the correct RHUT would be transferred. When the operator later



started the transfer pump, the prior valve lineup transferred the incorrect
RHUT to the SFP fhis fatlure to follow the procedure is the first example of
& violation of TS5 6.8.1.a (Violation A, 482/9412-01). The licensee stated
that Procedure SYS HE-20]1 would be revised to improve the clarity of what the

sections actually accomplish. The licensee also counselled the individua)
involved

when the unintended transfer began, the operator monitored the applicable
Indications, quickly recognized the error and stopped the transfer The
inspector concluded that this was a good operating practice to immediately
monitor the expected indication for a control action, and to stop the action
when the expected indications were not received

¢.3 fallure to Review Prints Resulted in the Inadvertent Loss of NKO?

On October 5, 1994, operators opened the battery disconnect to Bus NKO?
inadvertently deenergizing the bus The TS required two DC busses at the time
and the NKOI and NKO3 buses remained operable. Operators took the NK2?
charger out of service for preventive maintenance and supplied the NKOZ bus
from the NKO4 bus via test connections These test connections were between
tie battery disconnects and the DC buses. Since the NK22 battery charger was
out of service and the NKO4 bus was aligned to supply power to the NK02 bus.
maintenance recommended that they be permitted to complete preventive
maintenance on the NK12 battery. After discussing this recommendation with
the electricians and with personnel from the tagging group, operators agreed
and opened the battery disconnect to i1so’ate the battery from the bus.
According to the shift supervisor, operators did not consult the applicable
drawings prior to opening the disconnect nor did they use any other means to
verify the effect of opening the disconnect The inspector concluded that
while these actiuns did not render any 15 required equipment inoperable, this
Inadvertent deenergization of a DC bus without consulting the applicable
prints represented a poor practice on the part of licensee personnel

¢. 4 Operations and Chemistry Miscoordination Resulted in Loss of Containment
Atmosphere Radiation Monitors GT RE-3] and GT RE-32

On October 13, 1994, a miscoordination between perators and a chemistry

technician resulted in operators placing Radiation Monitor GT RE-31 in bypa
and shutting the isolation valve for Radiation Monitor GT RE-32 Thi
rendered both containment atmo phere radiation munitors inoperabl
Additionally It opened a path between the auxiliary building atmo phere and

containment via Radiation Monitor G1 Rt-31 while the chemistry techniciar

hanged the filter The inspector letermined that this was not a concern
because containment inteqrity was not required at the tim After placing
Radiation Monitor GT RE-3] in bypass, the operator: requested that the
chemistry technician change the filter immediately The chemistry technician
misread the pr dure ar requested that the perator hut the valves that
lated Radiat ) r GT RE-3: tailing ) m the proper valve

A ! rendering
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these monitors s required by 15 3.3.3.]1 to be operable during all modes. The
action statement allows both to be inoperabie as long as the containment purge
valves are maintained closed. The operators were in the process of closing
the purge vi ‘es to meet the action statement, when flow was restored to
Radiation Mo..tor GT RE-32. The inspector concluded that this represented
inattention to detai) on the part of the chemistry technician and operators,
and failure of the operators to verify the valves requested prior to shutting
them. The licensee initiated PIR 94-1777 for review of this matter.

2.5 Overtime Limitation Exceeded

On October 13, and October 19, 1994, the licensee identified two examples
where 1icensed operators exceeded the overtime limitations of 15 6.2.2.f,
without authorization. In the first case, management authurized a refueling
senfor reactor operator to exceed 72 hours in 7 days by no more than 6 hours.
As a result of miscommunication, the individual worked 12 hours in excess of
72 hours in 7 days. In the second case, a licensed operator performing valve
lineups in containment exceeded 24 hours in a 48 hour period without
authorization. The inspector concluded that these are two examples of a
violation of 15 6.2.2.f (Vielation B, 482/9412-02).

The licensee initiated PIR 94-1770 and 94-1842 immediately after discovering
that the workers exceeded the overtime limitations. After the inspector
discussed this violation with the licensee, the licensee recognized that the
PIR screenings failed to identify these events as potentially reportable.
Subsequent to the discussions with the inspecior, the licensee initiated
Reportability Evaluation Request 94-048 to evaluate these occurrences for
reportability,

2.6 Inadequately Locked Valve

On October 26, 1994, the inspector identified that Valve BB V0149, Reactor
Coolant Pump B seal water injection 1ine isolation, was not adequately 1acked.
Operators used excessive chain such that the valve could be repositioned
without removing the locking device. The inspector concluded that this
resulted in the valve not actually being locked. Procedure ADM 02-102,
“Control of Locked Component Status," Revision 28, Step 4.12, requires that
all valves required to be locked be rechecked prior to entry into Mode “.

This 1s the secord example of a violation of 15 6.8.1.a (Violation A,
482/9412-01). The licensee initiated PIR 94-191] for review of this matter,

2.7 Conclusions

A self-revealing example of a violation of 1S 6.8.1 occurred when an operator
failed to follow the procedure resulting in the pumping of an unsampled RHUT
to the SFP. The inspector identified a second example of a violation of

1S 6.8.]1 when operators used excessive chain, and therefore, failed to
properly lock Valve BB V0149, Operators extinguished EDG potential
transformer fires promptly. The failure of licensee personnel to review the
prints prior to opening the NK12 battery disconnect resulted in operators



inadvertently deenergizing the NKO2 bus. A miscoordination between operations
and chomistry resulted in the inoperability of both tra‘ns of containment
atmosphere radiation monitoring. The licensee identified two examples where
operators worked overtime in excess of the 15 6.2.2.f ovartime guidelines
without authorization.

3 MAINTENANCE OBSERVATIONS (62703)

During this inspection period, the inspectors observed and reviewed selected
maintenance activities to verify that personnel complied with regulatory
requirements including: receiving permission to start work; requiring quality
control department involvement, proper use of safety tags, proper equipment
alignment and use of jumpers, appropriate radiation worker practices, and use
of calibrated tools and test equipment; documenting the work performed; and
roqulr!n? proper postmaintenance testing. Inspectors also evaluated the
impact of the observed work on system operability and plant safety.
Specifically, the inspectors witnessed portions of the following work

requests (WRs):

. WR 03346-94 Removal and deletion of the electrical portion of
Target Rock Valve BB HVBIS57B in accordance with Plant
Modification Report (PMR) 04934,

. WR 03930-94 Replacement of Breaker NGOIBBR3 for Pressurizer Relief
Isulation Valve BB HVEOOO0A.
. WR 04850-94 Postmaintenance testing of Breaker NGO3C HF3 for

Valve EG HVIS, component cooling water (CCW) return
from nuclear auxiliary component.

. WR 0490294 Postmaintenance testing of Breaker NG 03CJF3 for
Valve EG HVS3, CCW supply to nuclear auxiliary
component

. WR 05245-94 Addition of weld metal to the socket welds of

Valve BG HV8357, CCP to seal injection, to obtain a
weld profile in accordance with PMR 4394

. WR B0055-94 Replacement of Reactor Coolant Loop | Differential
Pressure Flow Transmitter 8B FT0414, per NRC
Bulletin 90-01.

. WR 05769-94 Main Steam lsolation Valve AB HVOO17 troubleshooting.
Suspected 'eaky rod end head/gland O-ring (pressure
sealing O-ring).

. WR 60242 93 Replacement of the turbine-driven auxiliary
feedwater (AFW) pump's internal rotating assembly for
inspection



. WR 03774-94 Modification of the vendor portion of the injection
cooling 1ine on EDG B,

. WR 03338-94-0) ;usu:lauon of Cables 11BGGS2A» and 1 1BGGS2AB in CCP
oom A,

Selected observations from the activities witnessed are discussed below,

3.1 Maintenance Miscoordination With Enginsering and Coerations

On October 12, 1994, mechanical maintenance notified the shift supervisor that
(CP A had not been properly retested following scheduled outage maintenance.
The initial maintenance on the pump did not appear to have the potential to
affect the pump flow characteristics. Subsequently, mechanics decided to
remove and reinstall the original outboard thrust and journal bearing package
in order to permit removal of the seal package. Due to inadequate
communications and an inadequate review of the work request, operations failed
to identify the need to perform Surveillance Procedure STS BG-100A,
“Centrifugal Charxing System A Train Inservice Pump Test, " to meet TS5 4.0.5
requirements for ASME Section X1 testing prior to declaring the pump operable.
Following maintenance, operators performed a postmaintenance pump run;
however, the conditions were not established nor data collected to determine
if the pump would have met the ASME Section XI test criteria. After
notitication, the shift supervisor stopped core alterations and immediately
directed the performance of Surveillance Procedure 515 BG-100A, which was
completed satisfactor\l‘. Operations initiated PIR 94-1766 to track
corrective actions and Reportability Evaluation Report 94-043 to determine
reportability. Subsequent testing demonstrated that the pump was capable of
performing its safety function, subsequent engineering evaluation
determined that the test was not actually required by 15 4.0.5 since the
original thrust and journal bearings were reinstalled. The inspector reviewed
the work request, reviewed the pump drawings, and questioned the system
engineer. The inspector determined that the removal and reinstallation of the
original bearing housing could not change the axial or radial position of the
pump shaft, and, therefore, could not affect the flow characteristics of the
pump. While the licensee was able to demonstrate the adequacy of the retest
performed, the inspector noted that the work request documented the
expectation that STS BG-100A would be run and vibration readings taken to
determine whether a hot alignment would be required or not. The licensee also
needed to complete the evaluation of Reportability Evaluation Report 94-043 in
order to determine the adequacy of the retest actually performed. The
inspector concluded that this miscoordination between operations and
maintenance represented inattention to detail and inadequate communication
between maintenance, engineering, and operations.



1.2 Control of Contract Workers

During the refueling outage, the licensee identified several examples of
contract worker errors as discussed below

On September 24, 1994, a contract worker began disassembling a head vent
solenoid valve during head disassembly rather than determinating the
leads at a Jjunction box This was discovered by the licensee as the
worker began to remove the solenoid valve cover The licensee took
appropriate actions to reassemble the head vent solenoid valve to
maintain valve environmental qualifications

On September 24, 1994, workers started a fire when a contract supervisor
directed contract workers to apply propane torch heat directly to a
condensate demineralizer vessel liner contrary to the work instructions
The instructions required that heat be applied to scrapers which were
then to be used to soften and remove the liner Licensee employees were
monitoring this work approximately once per hout

On September 27, 1994, the licensee observed a refueling technician

seated in a reclined i tion inside a hot particle control zone while

waiting for thg mp et n of fuel uitrasonic testing

In each of these cases, the licensee took appropriate actions to correct the
inappropriate work practice and reinforce expectations with contractor
management The inspector concluded that while the occurrence of these
examples reflects inadequate control of work by contractors, licensee
management took strong actions with contract management to reinforce work
expectations once identified

LON( 'l\;‘ 10NS

The inspector identified an example of a violation of 1S 6.8.1 when mechanic
failed to cign off required work instructions prior to proceeding to
subsequent work steps The licensee identified a maintenance miscoordination
with engineering and operations, which resulted in declaring CCP A operable

without ;wl'hl"‘l'u; the required ‘”\p\“'\dl\u The remaining maintenance work

observed was performed we Farly in the refueling outage, the licensee

identitied several examplé¢ where contract work was not well ontrolied
& SURVEILLANCE OBSERVATIONS (61726)
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ST1S AL-211 furbine-Driven AFW System Flow Path Verification and
Inservice Check Valve Test, Revision &

ST1S 1C-~204A Analog Channel Operation Test of TAVG, d7 and Pressurizer
Pressure. Revision 4

STS 1C-5006G Channel Calibration DT/TAVG Instrumentation Loop 4,
Revision 10

STN 1C-264 Calibration of Containment Differential Pressure
Instrumentatior Revision 4

IMP EN-IB FSW Train B Post-Loss of Coolant Accident Flow Balance
Selected observations from the review of these activities are discussed below

Instrumentation and Control (I&C) Surveillance on the Only Available
Control Room Ventilation System

On September 26, 1994, electricians and [&C technicians performed Surveillance
Procedure STS GK-001B. "Control Room Emergency Vent System Train B Oppvablllty
Test." Revision 14 During the test, the licensee discovered that the control
room pressurization unit heaters were deenergized from 8 45 and 9:35 p.m The
shift supervisor initiated PIR 94-1609 and Reportability Evaluation

Report 34-040 The licensee determined that operability of the pressurization

system did not require the heaters during the period when the heaters failed
to energize The inspector reviewed the licensee’s evaluation and agreed with
the licensee's operability determination

The inspector noted that this surveillance was performed when the Control Room
Pressurization System Train B was the only train available, and the techniciar
error challenged the operability of the system Concurrent fuel handling
required operability of thi system This 1 similar to the drain don event
described in NRC Inspection Report 50-482/94-10, paragraph ¢ 4, wher
maintenance on a valve associated with the only available train of esidual
heat removal created the conditions that permitted the event to orcu The
inspector discussed the similarity of these two events with ths Vice President
Plant Operations, and expressed concern regarding the sc heduling of
maintenance with the potential to aftftect the «.n], available safety train Ihe
Vice President Plant Operation tated that they had also recognized this
concern and had taken additional steps to conduct reviews of planned work for
the remainder of the refueling outage These reviews provided assurance that
the licensee would not permit work to proceed where the potential existed to
affect the only available safety train The inspector observed that the
licensee erected flagging around safety-related switchgear and other equipment

urage workers from entering and working on required operable
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on the only available train of safety equipment challenged system operability.
The inspector concluded that this represented an improvement and noted that
the licensee did not require this scheduling pr--tice in their formal
scheduling program. At the exit the licensee stated that they were
considering changes to their scheduling program.

4.2 IAC Surveillance Data Collection Expectations Mot Clearly Understood

On October 20, 1994, the inspector observed J&C technicians perform testing of
T, delta T, and pressurizer pressure circuiiry in accordance with

SYS (C-204A, *Analog Channe) Operational Test of T, delta T, and Pressurizer
Pressure Protection Set IV," Revision 4, The inspector also ubserved as
technicians calibrated the over temperature delta T (0TdT) reference setpoint
:or STS 1C-500G, "Channe! Calibration DT/Tavg Instrumentation Loop 4,"

evision 10. The inspector arrived at the work site during shift turnover and
verified that all the test equipment used for the job had current calibration
due dates. Additionally, the inspector verified that the equipment was sotug
in accordance with the procedures. When the oncoming technicians arrived, the
inspector noted that the oncoming crew had received an adequate turnover.
Prior to starting work, the technicians took time to verify proper equipment
setup and interconnections for the next section of the procedure. At
different points in the procedure, the technicians recalled past experiences
related to those steps that they were preparing to start. Ffrom these
discussions, the inspector noted that the technicians were knowledgeable of
the test. The inspector also noted good communication, good use of procedures
and good cross checking practices.

while performing STS IC-204A, the technicians found one data point, the 0TdT
reference (setpoint) of Data Table 4, out of the acceptable tolerance range.
The technicians transitioned into STS IC-500G and corrected the
out-of-tolerance condition as directed by the procedures. When the
technicians returned to the original procedure, they discussed the effect of
the calibration on previously collected data and whether or not they should
recheck the previously checked points to ensure that AS-LEFT values were
within the acceptance criteria. The inspector noted that the technicians
appeared uncortain, and that after discussion, they decided to recheck the
AS-LEFT values. All newly acquired values were within the tolerance ranges.
The inspector noted that the technicians obtained values that had changed as
much as 43 percent of the acceptable tolerance range. The inspector expressed
concern with the technicians' apparent uncertainty regarding whether they
should recheck the AS-LLFT values after the calibration. The inspector
discussed this concern wiith several different members of the |&C department.
The first-iine supervisor initially indicated that the technicians had done
too much by rechecking the AS-LEFT values. The 1&C department supervisor and
superintendent stated that they expected the technicians to recheck all of the
AS-LEFT values. Administirative Procedure ADM 08-807, "1&C Group Surveillance
Testing." Revision 10, Step 5.3.5 stated, “The AS LEFT columns of applicable
data tables will be completed such that the AS LEFT condition is clearly
documented. It is acceptable to note AS FOUND across the AS LEFT column if no
calibration adjustments are made." The inspector expressed concern at the
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technic rans' apparent uncertainty and the initial response of the first-line
supervisor since this was not consistent with senior management’'s expectations
and the procedural ro:uirononts. While the technicians fulfilled procedural
requirements, this did not appear to be the result of a clear understanding of
the requirements but solely as a result of discussions held in the field. The
I&C superint .ndent stated that this concern would be addressed with all
t:vo}vod individuals to ensure that procedural requirements would be met in
the future.

4.3 Conclusions

An 1&C technician installed a test probe on the output of a signal condition
unit rather than the input on the Control Room Pressurization System Train B,
thus preventing the heaters from energizing. The inspector ex ressed concern
over this, in that, the licensee scheduled this surveillance when Train B was
the only available train of this safety system. I&C technicians and
first-1ine supervision expressed confusion regarding the requirements for
rochock1n? AS-LEFT values following a calibration to correct an
out-of-tolerance reading. The rolaintn? observed surveillance testing was
well controlled and satisfied TS surveill

5 ONSITE ENGINEERING (37551)

The inspectors reviewed and evaluated engineering performance related to
selected plant operability and design issues as discussed below.

5.1 SFP Pump B Bearing Failures

On October 30, 1994, SFP Cooling Pump B inboard bearing failed, rendering the
only train of SFP coolin? inoperable. Twenty-two minutes later, the licensee
was able to restore SFP Train & cooling. Mechanical maintenance replaced the
bearing and restored the pump to operation. Prior to completing a root cause
of failure determination, the bearing failed again on October 5, 1994,
Mechanical maintenance repaired the pump again, and worked with engineering to
complete a root cause failure determination. By carefully measuring the oil
level needed to adequately lubricate the bearing, the licensee determined that
the vendor provided inaccurate instructions for setting the Trico oiler. The
vendor instructions stated that the oiler height should be 9/16 inches, while
engineering determined that the proper oiler evel should be 13/16 inches
based on adequate oil level in the bearing. The inspector questioned whether
any other pumps supplied by the same vendor could be similarly affected.
Engineering stated that this had not been considered. The licensee
acknowledged the inspector's concern and initiated a review for any other
pumps supplied by the same vendor. The irspector concluded that while the
initial troubleshooting effort appropriately found the vendor error,
engineering failed to consider the broader implications of this discovery.

ance requirements.



5.2 Reactor Startup Procedural Weaknesses

On October 30, 1994, the inspector observed the reactor startup using the
Reactor Engineering Procedure RXE 01-002, "Reload Low Power Physics Testing,
Revision 7. As stated in par«graph 9, the inspector concluded that the
reactor startup was well controlled and represented a cautious approach to
criticality. The inspector noted that the procedure required an initial
determination of pressurizer and reactor coolant boron concentration, but
failed to establish any 1imits on the maximum difference permitted The
inspector also noted that Step 4.27 stated that “Values given for the
various parameters (for example, Flow Rates) are intended to be approximate
and for guidance only and shall not be construed as absolutes.' The procedure
also did not require a test log nor establisn any other requirement for the
test performer to ¢ cument deviations from the proceduve based on Step 4.22
The inspector expre.sed concern that this very general statement permitted the
test performer to deviate from any value in the procedure without having to
document the deviation nor the reason for the deviation. ODuring the reactor
startup, Step< 6.3.20 and 6.3.23 required the performer to dilute at a rate of
30 ¢ During the reactor startup on October 30, 1994, the inspector
observed the reactor engineer recommend that the dilution rate be reduced t(
15 gpm to permit pressurizer and reactor coolant system boron concentrationt
Lo equalize When questioned, the reactor engineer stated management
considered this acceptable because of the flexibility permitted by Step 4.22
The reactor engineer did not document this decision nor the basis for it The
licensee stated that while this may be strictly true, management has
considerable confidence in the minimum qualification requirements of reactor
engineers The inspector concluded that the flexibility permitted %~ “le
procedure and the failure of the procedure to require documentatio

permitted deviations constituted a weakness in the guidance provided by the
procedure The licensee stated that a test log would represent an improvement
but emphasized that they did not consider the potential procedure weakne to
have any impact on nuclear saf
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5.4 Noise fvent

During the refueling outage the licensee installed numerous sensors and
monitoring eouipment in order to capture data on a potential noise event
caused by reactor coolant system movement associated with the heatup. During
Refueling Outage V, the noise event generated a seismic acceleration of

0.34 g. During Refueling Outage VI, the noise event generated a selsmic
acceleration of 0.18 g. During this refueling outage, a noise event occurred
on October 28, 1994, with an acceleration slightly above 0.05 g. Within hours
of the event, the licensee determined that the data collected showed that the
energy release caused by this event was bounded by calculations used to bound
the previous noise events The inspector concluded that the licensee
preparation for a possible noise event during this outsge, and the prompt
analysis to bound the event represented good anticipation and good

preparation. Following the noise event, the licensee issued a press release
and the Vice President Plant Operations placed a hold on restart until
engineering completed their report documenting the analysis of the event. The
inspector concluded that this hold on plant restart was appropriate.

5.5 Conclusion:

Initial troubleshooting effort for the SFP cooling pump bearing failure was
good. Mowever, engineering failed to consider broader implications of their
findings in that they did not address other pumps that may have had similar
problems unti] questioned by the inspectors. The inspector concluded that
Procedure RXE 01-002 had several weaknesses. The procedure allowed the
performer to deviate from any value in the procedure without having to
document or justify these deviations. Additionally, this procedure required
that initial boron concentrations in the pressurizer and the reactor coolant
system be measured but did not specify a maximum allowable difference betlween
the two During STS BG-100B, the inspectors noted that engineering
involvement during this surveillance was very good. Licensee preparation for
a possible noise event during this outage and prompt analysis to bound the
event , represented good anticipation and good preparation The licensee’ s
gecision to place a hold on restart until engineering completed their report
on the noise event was conservative and appropriate

6 PLANT SUPPORT ACTIVITIES (717%50)
6.1 Manual Valve Repacking with Improper Protective Clothing

The inspector observed activities associated with repacking Valve BG B483A,
the Coolant harg 1 Pump A Discharge Valve FC V121 inlet 1solation valve
under WR 90000-92 on September 28, 1994 The only HP protective clothing the
mechanic wore was a pair of rubber gloves The mechanic used good mechanical
work practices during removal of the installed packing, and carafully
contained al f the removed material in a plastic bag The mechani
immediately passed the bag to the HP technician providing continuous coverage
The HP techni an frisked 11 the removed ‘v\g(ﬁ:'w, and found ontamination on
the last ring f pa ing The nspector noted that with the removal of the




last ring of packing, the mechanic exposed the contaminated charging system
fluid to atmosphere, and therefore, breached the system

The inspector reviewed the WR, found that the work was properly authorized,
and noted adequate instructions regarding work technique and the specification
of the replacement packing. The WR specified that RWP 94-2100 would be used
for this work

The inspector reviewed the RWP and determined that it required fuli protective
clothing when working in contaminated areas Ihe general area around the
repacked valve was not established as a contaminated area, but when the last
ring of packing was removed from the valve, 1t was determined to be
contaminated, and the charging system, which was open to the atmosphere with
the valve packing removed, was contaminated Procedure RPP 03-5u5, “Selection
of Protective Clothing," Revision 1, required protective clothing to be
selected based on actual or expected conditions. Since the work was 1o breech
a known contaminated system, the minimum set of protective clothing for this
job was required to be full protective clothing per Radiatior Protection
Procedure (RPP) 03-50% [his observation was discussed with the 1ead HP
technician who had instructed the craftsman to follow the observed practice
during the valve cepacking The requirements of the RWP were discussed with
the HP technician who agreed that the verbal instructions t« the craftsman did
not comply with the written requirements of the RWP and RPP 03-505, but
believed the instructions were adequate to control any potential contaminatio
given the scope of work The RWP was revised on September 30, 1994, to be
less restrictive in its requirements and allow the HP technician more
flexibility in establishing the necessary contamination controls for each
circumstance

Although no contamination control problems were encountered during the
observed activity, the inspector cont luded that the failure of the activity to
be performed in accordance with the requirements of the RWP and RPP 03-505 was
the first example of a violation of 15 6.11 (Vielation L, 482/9412-03) The
|icensee responded by initiating PIR 94-167¢

6.2 Good Radiological Controlled Area (RCA) Material Release Practices

":i Insped L0} bserved that the M: tec! 1ci1an mot 1tored hand-carrie ] tems
be removed from the RCA n a very conscientious and thorough manner The

technician used an appropriate ywnbination of frisking and smearing 1 ensi
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inspectors questioned the operator as to the RWP activity requirements. The
o‘orltor explained that the RWP required only a minimum set of protective
clothing, which consists of cloth booties, rubber shoe covers, and gloves.
After noting that the operator signed RWP 940005, Revision O, the inspectors
asked the lead MP technician about this contaminated area entry. The lead WP
technician explained that the RWP allowed a minimum set for a walk-thru and
that WP considered this contaminated area entry a walk-thru.

Procedure RPP 02-105, "RWP." Revision 6, Section 9.3.1, stated that:
“Protective equipment specified on the RWP is a minimum requirement which all
personnel accessing the RWP must comply with, unless otherwise directed so in
the special instructions.” Procedure RPP 03-505, “Selection of Protective
Clothing," Revision 1, Attachment 11.1, note 4, defined a walk-thru as: "walk-
thru - contact with contaminated equipment/components 1s likely and work
is performed. " Additionally, this attachment required a full set of
protective clothing for any activity other than a walk-thru or a reach across
v an area of 1,000 to 50,000 Beta/Gamma dpm/100 sq cm of smearable
contamination. After further discussions, the HP supervisor of radwaste
initiated PIRs 94-1935 and 94-1936. WP further explained, that while the
procedures do not require the use of tape, general employee training instructs
all employees to tape gloves and booties to the coveralls, and HP expects
everycne wearing a full set of protective clothing to use tape.

The inspector concluded that the operator’s entry into the contaminated area
with !nproporl{ donned coveralls to be a violation of the RWP and, therefore,
a second example of a violation of 15 6.1]1 (Violation C, 482/9412-03).

6.4 Chemistry Technician Failed to Follow the Chemistry Procedure

On October 30, 1994, the inspector observed a chemistry technician perform a
boric acid concentration titration analysis of a primary sample in accordance
with Procedure CHM 02-050, “Determination of Boron (Titration Methed),"
Revision . Step 9.2.15 of the procedure required the technician to add two
scoops of mannitol and five drops of phenolphthalein indicator solution. The
inspector observed the technician add three partial scoops of mannitol and an
indeterminate amount of phenolphthalein. This failure to follow the procedure
is a third example of a violation of 1S 6.8.1.a (Violation A, 482/9412-01).
The licersee initiated PIR 94-1943 to evaluate and determine corrective
actions, and counseled the technician.

6.5 Chemistry Technician Failed to Frisk

On October 30, 1994, the inspector noted that a chemistry technician exited a
contaminated area in the primary sample laboratory without frisking, then
proceeded to handle objects in presumed clean areas of the laboratory.
Procedure AP 25B-100, "Radiation Worker Guidelines," Revision 0, Step 6.6.3,
requires radiation workers to perform a hands, feet, and face frisk after
exiting a contaminated area. The inspector concluded that this is a third
example of a violation of TS 6.11 (Violation C, 482/9412-03). The licensee
responded by initiating PIR 94-1938 and counseling the technician.



6.6 Conclusions

The \nspektors identified three e wmples of a violation of 15 6.1 The
two examples dealt with poor dress out practices while working in a
contaminated area. The last example identified a poor frisking practice

the chemistry lab. Additionally, the inspector identified an example of
violation of 15 6.8.1.a when a chemistry technician failed to follow the
nuantitative requirements of a procedure in deternining the boric acid
concentration of a primary sample Last, the inspectors noted good practices
while observing HP handling of hand carried items exiting the RCA

7 COMPLEX SURVEILLANCE (61701)

The inspectors observed the following complex surveillance test required by 15
to verify that the licensee performed the tests in accordance with 15,
utilized sufficient oversigh. to coordinate the complex activity, used
technically adequate procedures, used appropriste test equipment, and properly
dispositioned any test results, which failed to meet the acceptance criteria

Integrated Diesel Generator and Safequards Actuation lest Irain A

On October 15-16, 1994, the inspectors observed portions of the preparation
for and performance of Surveillance Procedure STS KJ-001A, "Integrated D/G and
Safeguards Actuation Test Train A," Revision 12 The briefing provided
prior to the performance of the test was satisfactory The personnel
performing the procedure in the control room were qualified reactor operators
who performed the test in accordance with the procedure. Good communication
existed within the control room and between the control room and the field
The test supervisor ensured all test performers understood each test sequence
prior to proceeding The inspertor noted that the test performers used
equipment within the marked calibration neriod System engineering and
quality contro! representatives observed the test

Ihe inspector reviewed the procedure and the test results and verified that
the test met the 15 requirements identified in the procedure Both the
prod edure and the result were found to be « ax(h[»]i‘\t' and satisfactory
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identify the root caute for the tripping of the driver motor thermal
overloads. They suspected that the root cause was binding inside the strainer
as ¢ result of debris lodging under one of the distributor arm seal plates.
Engineering observed that turning the strainer manually one revolution in both
the forward and reverse directions appeared to eliminate the problem. The
corrective action taken was to revise System Operating Procedures SYS OP-001,
“Weekly Equipment Rotation and Readings," Revision 3, and SYS EF-201, "ESW
Screen Wash and Self Cleaning Strainer Operation,” Revision 7, to ensure that
the strainer was manually actuated and run for 2-minutes weekly to eliminate
any buildup of debris. The engineering disposition titled, “ESW Strainer I
Overload," for WR 03181-94, recommended the weekly rotation and further
recommended that the strainer be inspected internally at the next available
opportunity. No action was taken to enter this recommendation into any
tracking system,

The inspector expressed concern regarding the licensee's failure to tak:
further action to identify the root cause and the failure to take actions %o
implement the system engineer's inspection recommendation to inspect the
internals. The licensee asserted, that based on the NR(C review of the initial
failure documented in NRC Inspection Report 50-482/94-06, paragraph 2.2, the
strainer was not required for ESW system operability, The inspector noted
that Update Safety Analysis Report, paragraph 9.2.1.2.2.1, described the
strainer as a component in this safety-related system, and further noted that
the discussion in NRC Inspection Report 50-482/94-06, paragraph 2.2,
emphasized the context of the actual environmental conditions at the time of
the prior strainer failure. The unexplained ‘ripping of the strainer when it
was called upon to function raised questions regarding its operability. While
the inspector acknowledged that this strairer would not be required at all
times for the ESW system to perform its safety function, the solf-cloantn?
function of the strainer may be required fur the system to perform its sa ety
function during certain environmental conditions. At the conclusion of the
inspection period, the licensee acknowledged that no documented plans existed
for further corrective action for this strainer failure,

Attachment 2 of Procedure KGP-1210, "Performance Improvement Requests,”
Revision 10. identified the failure of a safety-related piece of equipment to
perform its intended safety function on demand or as expected as significant.
Procedure KGP-1201. "Corrective Action," Revision 1, required that a
Performance Improvement Request (PIR) be initiated to determine the cause and
corrective actions to prevent recurrence for significant hardware failures.
The inspector concluded that the failure to initiate a PIR was a fourth
example of a violation of 15 6.8.1.a (Violation A, 482/9412-01).

7.2 Conclusions

The inspector icentified a violation when the licensee failed to initiate a
PIR following a repeat failure of an ESW strainer. The complex surveillance
observed was performed i1n an adequate manner with good communication and
supervisory oversight



8 REFUELING ACTIVITIES (60710)
8.1 Observed Refueling Activities

The inspectors observed activities associated with refueling activities,
Specifically, the inspectors observed the removal and reinstallation of
several fuel assemblies from the core and their subsequent movement thr:ough
the transfer canal Contractor personnel performed the core alteration: under
the direct supervision of a licensed senior reactor operator The super «isor
maintained an appropriate level of involvement in ongoing activities The
inspector noted continuous communications with the control room as 'equired by
15 3.9.5, and also noted the audible indication of source range nuclear
instrumentation as required by 1§ 3.9.2 The contractors performing the
refueling equipment manipulations and fuel movements were attentive to
indications on the fuel handling machine regarding status and vosition
indicating lights as well as load readings from the refueling mast load cell
HP technicians appropriately posted the reactor cavity as a contaminated area
Workers used tied off safety harnesses when not on the bridge Workers also
tied off or taped safety glasses, dosimetry, and other small items required to
perform the refueling to prevent these items from dropping into the reactor
cavily

On September 27, 1994, while observing fuel offloading, the inspector observed
what appeared to be a piece of foreign material on the edge of the core
barrel, and pointed it out to the senior reactor operator in charge of fuel
handling The senfor reactor operator looked at the object with a pair of
binoculars, contacted reactor engineering and continued offloading fuel
Shortly thereafter, the workers moved the fuel assembly closest to the object.
After the offloading was complete, the licensee performed their scheduled
foreign object search and retrieval procedure During the foreign object
search and retrieval, the licensee took a closer look at the object and
identified 1t as a piece of Q-tape (clear with fibers) They then retrieved
and examined the tape and concluded that due to i1ts physical characteristics,
it could not have been in the vessel during the previous cycle and probably
washed into the vessel during reactor vessel and refueling cavity flooding
However, the licensee also stated that no tape of this type was known to have
been used 1n the area Ihe inspector concluded that the failure of the
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9 RESTART FROM REFUELING (71711)

9.1 Reactor Physics Testing

The inspector walked down portions of the Charging Train B, Safety Injection
Train B, and AFW systems. The inspector found system valves in the proper
position with locking devices where needed. The inspector noted that
housekeeping had degraded in the CCP B and Safety Injection Pump B rooms, but
not to the extent to impact system operability. This observation included
such items as a valve locking chain on the floor under a valve, numerous tools
left on and near the pump skids, a valve packing washer left on a tugport. "
:::dtnq hood and brackets left on a room cooler, and bags of material left in
room.

The inspector observed the reactor startup on October 30, 1934, The shift
supervisor and supervising operator used good command and control techniques,
and the reactor operators used good communicatior techniques, especially
during rod movement. The inspector noted reactor startup procedural
weaknesses as described in paragraph 5.2. Despite these weaknesses, the
inspector concluded that operators controlled the restart well, conducting a
cautious approach to criticality. During the startup, the shift supervisor
periodically questioned the operators to ensure that they were continuously
anticipating criticality, and considering appropriate contingency actions.

On October 31, 1994, inspectors observed as reactor onginocrtn? and operations
personnel performed rod worth calculations. The task was comp eted in
accordance with Procedure RXE 01-002. The reactor engineer and contractor
supervising the activities and taking the data were knowledgeable on the
procedure. The inspectors noted good communication between the supervisnr and
the operator controlling the rods and that the operator was briefed before
procoodlnz on *o each new step. A1l involved w.re noted to use good
self-checking techniques.

9.2 Conclysions

The inspector concluded that operators controlled the restart well, conducting
a cautious approach to criticality. The personnel who accomplished the
necessary tasks used appropriate procedures and good communication and self
checking techniques.

10 FOREIGN MATERIAL EXCLUSION CONTROLS (2515/125)

The objective of this inspection was to ensure that the licensee had
implemented effective procedures to prevent foreign material from
inadvertently entering safety systems during maintenance activitius, outages,
and routine operations.
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10.1 foreign Material Exclusion

The inspector reviewed the following procedures that dealt with forotgn
material exclusion: Administrative Procedures ADM 01-110, “Housekeeping
Control,* Revisfon 13; ADM 01-034, *Internal/External System Cleanliness,"
Revision 14; and FHP 02-004, *Refueling Cavity Exclusion Area," Revision 3.
Although these procedures outlined an adequate program to prevent the
introduction of foreign materials into safety systems, two weaknesses were
identified. The first was the failure of the reviewed procedures to provide
guidance on action to be taken when foreign material is identified in a safety
system., This allowed the foreign material (Q-tape) identified in the reactor
in Section 7 of this report to remain in place after being pointed out. The
exclusion area boundary also failed to perform its function, in that, it
allowed the piece of tape to enter the fuel pool and settle on the core
barrel. The results of a review by the licensee documented in PIR 94-1682
Qndifat:d that the event was isvlated and that no corrective action was
required.

The second possible weakness was the lack of guidance in the procedures on
meeting the requirement to track personnel accountability within exclusion
zones and the possible reliance on existing personnel tracking devices (local
card readers or radiation work permits, for example). Although the inspector
did not identify any events where this had caused a problem, PIR 94. 1852
questioned the adequacy of the procedures instruction on maintaining
accountability within an exclusion area. PIR 94-185]1 identified a separate
problem with the exclusion area around Diesel Generator B duri bearing
maintenance. The exclusion area was set up so that workers could not access
the west side of the engine to work if they entered at the manned entrance.

In adaition to the PIRs referenced above, the inspector reviewed all PIRs that
dealt with foreign material exclusion from the last year. There were a number
of instances where individual failed to follow procedures. During
inspections of the fuel building and reviews of material control logs on
December 9, 1993 (PIR 93-1624), July 13, 1994 (PIR 94-1200), July 19, 1994
(PIR 94-1225), and October 14, 1994 (PIR 94-1781), the quality assurance group
identified numerous clear plastic articles stored in lockers and items that
were - ged into the exclusion area around the SFP were not logged out. To
preve .. “epeat occurrences, prior to Refuel Outage VII, discussions were held
with work group supervisors to stress the need to follow housekeeping
procedures and to require that they review their work site at the end of the
job to ensure housekeeping requirements were met. These earlier corrective
actions were not fully effective in that the problems were identified again 1n
PIR 94-178] toward the end of the outage.

The inspectors toured containment on October 26, 1994, to determine whether
foreign material exclusion was a concern. The plant was in Mode 4 and the
licensee was in the process of removing the remainder of the equipment and
debris from Refuel Outage VII. The inspector ncted that housekeeping was
good Inspection of the containment recirculation sump verified that it was
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free of debris and that the screen material was in good condition. No foreign
material exclusion concerns were identified.

10.2 Conclusions

The program for foreign material exclusion was found to be adequate with some
procedural weaknesses noted. These dealt with the control of exclusion areas,
direction requiring expedient identification and removal of foreign material

found, and lack of direction in maintaining personnel accountability, Recent

PIRs also highlighted a continuing problem in fcllowing the procedures in the
area of material control,

11 LER REVIEWS - ONSITE (92700)

The inspectors reviewed the folloutn? LERs for accuracy; effective root cause
determination, reasonable safety analysis, and appropriate corrective action.
The inspectors verified the completion of corrective actions described in the

LER on a sampling basis to provide assurance of the completion of corrective
actions.

1.1 -009: | yity Addition Without an
oron Injection Flow Path

On September 18, 1994, the licensee made a positive reactivity addition by
adding hydrogen peroxide to the reactor coolant system for the :urposo of
initiating a crud borst. Later, the licensee discovered that this occurred
without an operable boron injection flow path as required by 15 3.1.2.3.
After the 24 hour EDG A surveillance run, the licensee discovered that the
overspeed trip limit switch was loose and could have tripped the EDG during a
seismic event. This condition was not discovered until :fter the hydrogen
peroxide addition. The licensee tagged out CCP B as required by 15 3.1.2.3
for cold overpressure protection, and the loose overspeed limit switch
rendered EDG A inoperable as an emergency power source for CCP A, As a
result, no operable boron injection flow path was available as required b{
TS 3.1.2.3. The licensee's root cause investigation determined that the loose
overspeed trip 1imit switch was a result of normal vibration frum the diesel
operation during the 24-hour operability test, This vibration caused the
screws to disengage and, therefore, allowed the limit switch to move freely.
The licensee's corrective actions were to replace the loose limit switch and
coat the retaining screws on the new limit switch with locking compound to
prevent disengagement during normal diesel operation. Additionally, the
licensee inspected the overspeed trip limit switch for EDG B, found that it
appeared normal, and coated its retaining screws with locking compound. The
inspector concluded that the licensee's corrective actions appeared
appropriate to prevent recurrence,
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1.2 Wﬂlﬂﬂ

On September 25, 1994, the licensee began core offload with the refueld
machine load monitor incorrectly calibrated such that the automatic overload
cutoff was set 100 pounds in the nonconservative direction. At the time of
discovery, 1] heavy fuel assemblies had been moved without an automatic load
cutout set 250 nds above the weight of the assembly us required by

1S 3.9.6. The licensee determined that the cause of the event was an unclear
surveillance procedure ard personnel misunderstanding the requirements for
field calibration of the load monitor. The licensee stopped core alterations,
inspected all 1] assemblies and found no damage, recalibrated the load
monitor, and enhanced the applicable procedure. The inspector concluded that
the corrective actions appeared appropriate to prevent recurrence.
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Rich Jr., Superintendent Flectrical Maintenance
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William Manager Flant 1P
the above icensee personnel attended the exi1t m2eting In addition to the
personnel listed above, the inspectors contacted other personnel during this
inspection period

2 EXIT MEETINA

An exit meeting was condi : n November 1994 During this meeting, the

tors reviewed 1% i | N report The licensee did
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U. §. Nuclear Regulatory Commission £
ATIN: Document Control Desk

Mail Staticen P1-137

Washington, D, €. 20858

Reference: Letter dated “Movember 16, 1994, from A. B. Beach,
NRC, to N. §. Carns, WONOC

Subject : Docket No., 50-482: Reply to Notices of Violation
482/9412-01, <02 and -03

Gent lemen :

Attached is Wolf Cresk Nuclear Operating Corpo-ation’s (WCNOC's) Reply to
Notices of Violation 482/9412-01, -02, and -03) which were documented in the

Reference (NRC Inspection Report 50-482/ 12) .

violation 482/9412-01 concerned four examples of WCNOC personnel failure to
follow procedures. Violation 482/9412-02 concerned two examples of WCNOC's
failure to ensure personnel adhered to the policy on the use of overtime.
Violation 482/9412-03 concernad three examples of WONOC's failure to correctly
implement the Radiation Protection Program.

WONOC's response to these Notices of Violation is in the Attachment to this

letter. The corrvective actions for these violations are comprehensive and
will ensure WONOC's compliance with the applicable regulations and procedure
regquirements .

If you should have any gquestions regarding this response, please contact me at
(316) 3154-883), extension 4450, or Mr. R. D. Flannigan at extension 4500,

Very truly yours,

Otto L. Maynard
OLM/jad
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Reply to Notices of Vielation $412-01. -02. =03

violation 482/9412-01: Failure to follow procedure.

A

Techrical Specification 6.8.1.a states, in part, that written
procedures shall be established and implemented covering the
applicable procedures recommended in Appendix A of Regulatory Guide
1.33, Revision 2.

(1)

(2)

(3)

(4)

Regulatory OGui“es 1.33, Appendix A, Section 7.a, requires
procedures covering the liguid radicactive waste system.
Procedure SYS HE-.01, “Boron Recycle Holdvp Tank Operations,”
Revision 9, Step 4.4.1, requires that the operator perform
Section 4.2 for proper system &l.gnment for recycling and
sampling to transfer water from the Recycle Holdup Tank B to
the spent fuel pool.

Contrary to the above, on September 30, 1994, an operator
failed to perform Section 4.2 of Procedure SYS HE-201, and
thereby incorrectly transferred unsampled Recycle Holdup Tank A
to the spent fuel pool instead of Tank B as planned.

Regulatory Guide 1.33, Appendix A, Section 1.¢, requires
administrative procedures covering eguipment control .
Administrative Procedure ADM 02-102, “Control of Locke
Component Status,* Revision 28, Step 4.12, requires that all
valves required to be locked be rechecked prior to entry into
Mode 4.

Contrary to the abov on October 26, 1994, Valve BB V0149 was
found inadeguately locked such that it could be repositioned
without removing the locking device.

Regulatory Guide 1.33, Appendix A, Section 10, requires
procedures covering chemical and radiochemical control.
Chemistry Procedure CHM 02-050, “Determination of Boron
(Titration Method) ,* Revision 6, Step 9.2.15, requires that two
scoops of mannitol and Vive drops of phenolphthalein be added
to the sample container in preparation for the titration.

Contrary to the above, on October 30, 1994, a chemistry
technician added three partial scoops of mannitol and an
indeterminate amount of phenclphthalein to the sample
container.

Regulatory Guide 1.33, Appendix A, Item 1.d, regquires
.administrative procedures to address procedure adherence.
procedure AP 15C-002, “Procedure Use and Adherence, * Revision
0, Section 6.3.4, requires that the intent and direction
provided ia the procedure be followed during the course of
activities. Attachment 2 of Procedure KGP 1210, “Performance
Improvement Requests, ” Revision 10, identifies the failure of a
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safety-related piece of equipment to perform its intended
safety funciion on demand or as erpected . significant
Procedure KGP-1201, *Corrective Action,* Revisica 1, requires
that a Performance Improvement Request (PIR) be initiated to
determine the cause and corrective actions to prevent
recurren. . for significant hardware failures

Contrary to the above, on October 16, 199% , Essential Service
Water Self-Clcaning Strainer A, a safety-related component,
failed to operate when the drive motor thermal overloads
tripped on actuation and a PIR was not initiated.”

Adwisaion of Vielaticn:

The Wolf Creek Nuclear Operating Corporation (WCNOC) agrees with ' he above
noted violations

Reascn for Viclation:
ROQL _cause.
Example # 1

The root cause for this examovle is cognitive personnel error, in that, the
operator failed follow proc: ryY step 4.2

Example # 2

The root cauee for this example is cognitive personnel error, in that, the
individual who secured nd locked valve BB V0149, failed to apply good self
checking practice ¢ individual should have verified the chain was
correctly run and i ae flack was removed, prior to securing the valve and
leaving the area

Example # 3

The root cawse for this example is cognitive personnel error, in that,
individual did not perform the titration as required by the procedure

Example # 4:

The root cause for this example is cognitive personnel error, in that,
individual did not initiate a Performance Improvement Regquest (PIR) for the
ESW Strainer failure as requi-ed by the WONOC Corrective Action Program

The root cause for the generic aspects of the abuve noted examples is

inconsistent enforcement of Management’'s expectations to all plant personnel
Contributing Factors.

A contributing factor to generic aspects

the part of WCONOC to develop clearly defined con C for procedure non

the failure

compliance problems
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Correactive Staps Taken and Reaults Achieved:

PIR 94-1675 was initiated to address the specifir aspects of the first
example Procedure SYS HE-201 was revised. Thi., revision clarified the
requirements for placing the “B" tank in recirculation.

PIR 94-1911 was initiated to address the sgpecific aspects of the secord
example. The chain on Valve BB V0149 was repositioned anu correctly secured
The individual who lovked Valve BB V0149 was counseled by the Shift
Supervisor.

PIR 94-194) was initiated to address the specific aspec.s of the third
example . The individual who failed to follow proceiure CHM 02-050 was
counseled on the need for verbatim procedural compliance. PIR 94-1943 was
placed in Chemistry Required Reading to make all Chemistry personnel aware
management ‘s expectations on procedural compliance. Chemistry personnel were
notified at the weekly chemistry meeting (on November 23, 1994) to identify
other procedural enhancements, that were needed, and that any procedural

problem that prevented a task from being completed must be corrected prior to
performing the task.

PIR 94-2116 was initiated to address t.e specific aspects of the fourth
rample .

94-2133 was initiated to address the generic aspects of this v.olation
a result the following corrective actions were implemented.

Corrective Steps That Will Be Taken to Avoid FPurthez Viclations:

WCNOC Management will communicate its expectation-consequence standard to all
plant personnel. This action will be completed by January 30, 1995.

WONOC will set aside a day dedicated to the subject of the “Use Of
Procedures.” During this day, there will be meetings with all groups where
the Vice President pPlant Operations reemphasize what management’'s expectations

for the use of procedures and review the disciplinary actions for failure to
follow procedure

Managers and supervisors will meet with their people to review the procedures
they frequently use to ensure everyone is aware of what the rejuirements are
in the procedures. Additionally, management’'s expectations will be discussed
to ensure plant personnel have a clear understanding of management’'s
expectations. During these meetings the disciplinary policy will be reviewed

to ensure all personnel have a clear understaniing of the consequences of not
following procedures

The Vice President Operations has established a “Topic Of The Week” program
This program will focus management attention on procedures which personnel
have experienced problems fc.lowing properly. This program will be used as
long as it is deemed appropriate by plant management The implementation of
this program is considered by WCNOC as an enhancement to the operation of the
station and not as a regulatory commitment
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Date Nhan Full Compliance kill Be Achisved:

Pull ~ompliance with Technical Specification 6.8.1.a has been achieved
Corrective actions to prevent recurrence of the problem will be completed b
January 30, 1985,
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Violation 482/9412-02 Concerned two examples of WCNOC's failure to assure
mg

personnel adhered to its policy on the use of
overtime

Technical Specification 6.2.2.f regquires that the amount of
overtime worked by unit staff members performing safety-related
functions shall be limited in accordance with the NRC Policy
Statement on work hours (Generic Letter No. 82-12) Generic Lette.
No. 82-12 states that individuals should rot be permitted to work
more than 24 hours in 46 hours or 72 hours in 7 days

Contrary to the above, on October 13, and October 19, 199%4,
operators worked in excess of the Technical Specifications
guidelines without authorization in that a refueling SRO worked 12
houss in excess of 72 hours in 7 days and a licensed operator

performing valve lineups in the containment exceeded 24 hours in 48
hour period.”

Admlssion of Viclation;:

WCNOC agrees with the above noted violations
Reason fox Viclation:

RQQL cause.

Example & 1

The root cause for this example is cognitive personnel error, in that the

Operations Supervisor within the Wolf Creek Outage Control Center failed to

communicate to his relief and to the individual the limits of the working

hours extension, and the individual involved did not verify the
authorized prior to commencing work

hours

Example # 2

Tuw root cause for this example is cognitive personnel error, in that, the
Operations Supervisor and the individual involved thought that by being sent
home and directed to return later that evening the working day i7 veset

consequently no authorization to exceed working hours was regquirad
requested

oY
Vi

Cantributing Factors:

Review of previous violations of w ing hour limits indicates that the
greatest potential for exceeding working hour limits occur during
outages When workers are scheduled for consecutive
holdover can casecade to cause the 24 hour in a 48 hour

refueling
12 hour shifts any
period to be exceeded

Corrective Stepsa Taken and Results Achieved:

Several actions have been taken whi onnel
exceeding the working hour 1li 'hese incl periodic sinforcemen
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the working hour policy by management, placing the working hours limits in the
General Employee Training, and listing the working hour limits in the
Refueling VII Outage Handbook These actions were not totally effective and
the following was also done

PIR 94-1770 was initiated © address the specific aspects of the (first
example The individual invoalved was aware of the working hour limitation
and, in fact, initiated a request to get approval to exceed the administrative
limit However, due to an inaccurate estimate of the number of hours to
complete the assigned task and a miscommunication between the individual and
his supervisor and the on-coming supervisor during the shift change, the
individual worked more hours than approved Upon discovery the approval was
received This PIR was placed in Operation’'s required reading to ensure all
personnal, including supervisors, are aware of the circumstances of the event

PIR 94-1842 was initiated to address the specific aspects of the second
example The Operations Outage Manager failed to recognize the effect on
exceeding working hour guideline on an individual working a partial shift

returning home for a rest period and then returning later to work an entire
shift in the same 24 hour period The individual involved also failed to
recognize the impact of working a partial shift followed by a full shift

Since another working hour incident had recently occurred and was being routed
in required reading, an electronic mail message was sent to all Operation’s
personnel emphasizing the importance of complying with working hour
guidelines The individual who failed to comply with the policy on working

hours was counseled by his Shift Supervisor on the importance of following
administrative procedures

These are the only instances of the individuals involved exceeding working

hour requirements. All individuals were aware of the policy requirements on
working hours

PIR 94-2135 was initiated to address the generic aspects of th

i
S 118

As a result, the following corrective actions were implemented

Procedure ADM 01-0%), “Guidelines For WCGS Staff Working Hours” was revised
and re-issued as AP 13-001, Revision 0, “Guidelines For WCGS Staff Working
Hours .* The revision included adding a section on responsibilities

Specifically, Step 5.3 requires that all personnel are responsible for being
cognizant of their hours worked, complying with the work hour limitations of
the procedure and informing their supervisor that an overtime assignment may
violate the requirements of this procedure Managers and supervisors were
notified concerning the changes to this procedure Additionally, information
concerning this procedu.e and individual responsibilities were published in a
weekly publication available to all personnel

Integrated Plant Scheduling has included in the outage preparation progranm
need to reinforee the working hour peolicy n addition to

A
194}

listing the working
hour limits in the outage handbook >rior to each outage, the policy statement

on working hours and management’'s expectations will be

issued to all outage
personnel
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Management will continue to reinforce the working hour policy by periodically
issuing policy statements reviewing the working hour limitations
management’'s expectations that all personnel will be personally
for ensuring they do not exceed the limits

and
responsible

Procedure compliance was addressed in PIR 94-213) This PIR was issued
address the generic aspects of Notice Of Violation 482/9412-01

to

The “Guideline For WCGS Staff Working Hours” procedure will be the

*Topic Of
The Week* during the week of March 20, 199%

Full complia e with Technical Specification 6.2.2.f has bpeen

achieved

‘..
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Violation 482/9412-03 Concerned three examples of WCNOC's failure to
correctly implement its Radiation Protection Program

Technical Specification 6.11 states that procedures for personne.
radiation protection shall be prepared consistent with the
requiremeats of 10 CFR 20 and shall be approved, maintained, and

adhered to for all operations involving personnel radiation
exposures

(1) Radiation Protection Procedure RPP 02-105, “RWP [Radiation Work
Permit) ,* Revision 6, Step 9.3.1, states that the protective
equipment specified on the radiation work permit is to be per
Procedure RPP 031-505, *“Selection of Protective Clothing,"”
Revision 1. Procedure RPP 03-505 requires protective clothing
to be selected based on the known or expected contamination
levels in the work area. Radiation Work Permit 941200,

Revision 0, requires a full set of protective clothing for
accers to contaminated areas.

Contrary to the above, on September 28, 199, a licensee
employee removed contaminated packing from a valve in a known
rontaminated system without wearing a full set of protective
clothing

Procedure RPP 02-1CGS5, *“RWP," Revision 6, Step 9.3.1, states
that the protective equipment specified on the RWP is a minimum

requirement, which all personnel accessing the RWP must comply
with

Radiation Work Permit 940005, Revision 0, requires a full set
of protective clothing for contaminated access

Contrary to the above, on October 6, 199, a licensee employee
accessed a contaminated area in centrifugal charging pump room
B without a full set of protective clothing in that the
coveralls were not zipped up prior to entry

frocedure AP 25B-100 “Radiation Worker Guidelines,” Revision 0
Step 6.6.3, requires radiation workers to perform a hands
feet, and face frisk after exiting a contaminated area

Contrary to the above on October 30, 199%, a chemistry
technician failed to frisk after exiting a contaminated area
(This involved an individual reaching across a radiological
control area boundary to manipulate a valve

Adalassion of Viclation:

WCNOC agrees with the above no
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Reason for Vielation:
Rogt CANAS.

Example # 1

The root cause for this example is cognitive personnel erroi in that, the
Health Physics Technician failed to follow the Radiation Work Permit (RWP)
revision requirements set forth in procedure RPP 02-105, Revis:on 6, “RWP.*"
WCNOC's Health Physics Program allows the Health Physics Technician to reduce
protective requirements, when the environmental conditions permit, as long as
the RWP is revised to reflect the reduction

Example # 2:

Although the environmental conditions did not warrant, nor did the RWP require
plant personnel to don coveralls the operator voluntary elected to use
coveralls The root cause for this example is cognitive personnel error, in

that, the individual contrary to the WCNOC Health Physics Program, failed to
correctly wear the coveralls

Example & 3

The root cause of this example is an inadequate procedure, in that, procedure
AP 25B-100 did not addvess frigsking requirements for a reach across situation
as described in tlae above noted example

Corrective Staps Taken and Results Achieved:

PIR 94-1672 was initiated to address the specifi~ aspects of the first
ecample

PIR 94-1936 was initiated to address the specific aspects of the second
example PIR 94-1936 was placed in the Operations Required Reading Program

This action was taken to familiarize personnel with the event and the
requirement to don protective clothing correctly.

PIR 94-1938 was initiated to address the specific aspects of the third
example.

PIR 954-2134 was initiated to identify the above noted concerns, to insure a
root cause evaluation for the above noted concerns was performed, and to
assure corrective actions to prevent recurrence were implemented.

PIR 954-2124 was placed in the Health Physics Required Reading Program This
action was taken o familiarize personnel with the events, their root causes,
and the correctjve actions implemented to prevent recurrence

Corrective Steps That Will Be Taken to Aveid Further Viclations

Procedure AP 25B-100 *Radiation Worker Guidelines” will be revised This

\/ -~
revision will clarify the frisking requirements for reach across situations

This revision will be completed by January 30, 1995
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The Vice President Operations has established a “Topic Of The Week" program
This program will focus management attention on procedures which personnel
have experienced problems following properly This program will be used as
long a# it is deemed appropriate by plant management The implementation of
this program is viewed by WCNOC as an enhancement to the operation of the
station and not as a regulatory commitment

During tne week of January 9, 1995, various procedures associated with
Radiation Worker Practices will be the “"Topic Of The Week.* These events and
similar events will be discussed

Rate Mhan Full Complisnce Will Be Achieved:

Full compliance with Technical Specification 6.11 has been achieved

Corrective actions to prevent recurrence of the problem will be completed by
January 30, 19%5




N JLLEAR REGULATORY COMMISSION
REGION IV

GBIV RYANPLAZA DRIVE SUITE a0
ARLINGTON TEXAS 76011 8064

JAN 24199

Wolf Creek Nuclear Operating Corporation

ATTN Neil S. Carns, President and
Chief Executive Officer

P.0. Box 411

Burlington, Kansas 66839

SUBJECT: NRC INSPECTION REPORT 50-482/94-12

Thank you for your letter of December 30, 1994, in response to our letter and
Notice of Violation of December 1, 1994,

Based on our review of your r~esponse, we have no further questions at this
time on your proposed corrective actions. We will review the implementation

of these actions during a future inspection to ensure they have been effective
in precluding future noncompliance

Sincerely,

’
o bf'r{ !

A. Bill Beach, Director
Division of Reactor Projects

Docket 50-482
License NPF-42

Wolf Creek Nuclear Operating Corp
ATIN: Vice President Plant Operations
P.0. Box 411

Burlington, Kansas 66839

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

2300 N Street, NW

Washington, D.C 20037

U.S. Nuclear Regulatory Commission

ATTN: Regional Administrator, Region [1I
801 Warrenville Road

Lisle, [1linois 60532-435]

Wolf Creek Nuclear Operating Corp
ATTN Manager Regulatory Service:
P.O. Box 411

Burlington, Kansas 66839




Wolf Creek Nuclear Operating
Corporation

Missouri Public Service Commission
ATTN Assistant Manager
Energy Department
P.O0. Box 360
Jefferson City. Missoury 65102

Kansas Corporation Commission

ATTN Chief Engineer
Utilities Division

1500 SW Arrowhead Rd

Topeka, Kansas 66604-4027

Office of the Governcr
State of Kansas
Topeka, Kansas 66612

Attorney General

Judicial Center

301 S.W. 10th

2nd Floor

Topeka, Kansas 66612-1597

County Clerk
Coffey County Courthouse

Burlington, Kansas 66839-1798

Kansas Department of Health
and Environment
Bureau of Air & Radiation
ATTN Public Health Physicist
Division of Environment
Forbes Field Building 283
Topeka, Kansas 66620




wolf Creek Nuclear Operating Corporation
ATTN Neil S. Carns, President and
txecutive Officer

Burlington . i 56839
SUBJECT NRC INSPECTION REPORT 50-482/95-05 AND NOTICE OF VIOLATION

This refers to the inspection conducted by Mr. J. F. Ringwald and Ms. J.
Dixon-Herrity of this office on March 12 through April 22, 1995. The
inspection included a review of activities authorized for your Wolf Creek
Generating Station facility At the conclusion of the inspection, the
findings were discussed with those members of yvour staff identified in the
enclosed report

Areas examined during the inspection are identified in the report Within
these areas, the inspection consisted of selective examinations of procedures
and representative records, interviews with personnel, and observation of
tivities in progress The purpose of the inspection was to determine
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NRC requirements

Based on the results of this inspection, certain licensed activities appeared
to be in violation of NRC requirements, as specified in the enclosed Notice of
Violation (Notice) Violation A resulted from two failures of your personnel
to follow your surveillance test procedures We are concerned by the first
event because a licensed operator did not exercise sufficient care to
jistinguish between Panels RP332 and RP333 during surveillance testing. We
are concerned by the second event because technicians failed to exercise
sufficient care to perform only the steps specified during a partial
urveilllance test performance

Violation B resulted from improper maintenance causing a locked high radiation
area door to be unlocked for a period of approximately 4 hours While
Violation B was identitied by your staff, it is being cited because the
onditions for enforcement discretion as given in 10 CFR Part 50, Appendix B
Section Vi }.(2) were not satisfied with regard to comprehensive corrective
actiol th vou did not plan to perform a detailed root cause
r

feter he inspector questioned your evaluation of the

'
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follow the instructions
our response. In your
taken and any additicnal
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Wolf Creek Nuclear Cperating -2+
Corporation

Notice, including your proposed corrective actions and the results of future
inspections, the “QC wil)l determine whether further NRC enforcement action is
necessary to ensure compliance with NRC regulatory requirements.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," a copy of
this letter, its enclosure(s), and your response will be placed in the NRC
Public Document Room (PDR). To the extent possible, your response should not
include any personal privacy, proprietary, or safeguards information so that
it can be placed in the PDR without redaction. However, if you find it
necessary to include such information, you should clearly indicate the
specific information that you desire not to be placed in the PDR and provide
the 109;1 basis to support your request for withholding the information from
the public.

The responses directed by this letter and the enclosed Notice are not subject
to the clearance procedures of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96.511.

Should you have any questions concerning this inspection, we will be pleased
to discuss them with you.

Sincerely,

j&ﬁ5qeﬁf

4$v'A. Bill Beach, Director
Division of Reactor Projects

Docket: 50-482
License: NPF-42

Enclosures:

1. Notice of Violation

2. NRC Inspection Report
50-482/95-05

cc w/enclosures:

Wolf Creek Muclear Operating Corp.
ATIN: Vice President Plant Operations
P.0. Box 411

Burlington, Karsas 66839

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

2300 N Street, NW

Washington. D.C. 20037
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Wolf Creek Nuclear Operating Corp
ATTIN Manager Requlatory Service
P.O. Box 411

Burlington, Kansas 66839

Missouri Public Service Commission
ATTN: Assistant Manager
Energy Department
P.0. Box 360
Jefferson City, Missouri 65102
Kansas Corporation Commission
ATTN hief Engineer
Utilities Divis
1500 SW Arrowhead Rd
lopeka, Kansa 66604-4027

Office f the Governor
state of Kansa¢

Topeka, Kansa 666.2

Attorney General
Judicial Center
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2nd Floor
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ENCLOSURE |

erating Coiporat Docket: 60-482
ytatior License NP} 4?7

onducted 12 through April 22, 1995. two

equirements were ntified in accordance with the

i1cy and Procedure for NRC Enforcement Actions,
tnforcement Policy), the violations are listed

chnical Specification 6.8.1.a states. in part, that written procedures
hall be established and implemented covering the applicable procedures

“

recommended in Appendix A of Lequlatory Guide 1.33, Revision 2

Regulatory Guide 1.33, Appendix A, Section 8, requires procedures for
performing surveillance tests

Surveillance Procedure S 188 Slave Relay Test K618B Train

injection." Revisio ] ' ), require that Fuse

U4? be removed from Au 11 Re | el RP333 prior t

11ng with the

to the above, on April 17, 1995, operators failed to perform
1.3 of Surveillance Procedure ZTS IC-618B, resulting in the
ripping of the or !, operating condenser air removal pump

trative Procedure A 5C-002, "Procedure Use and Adherence
Step ©.6.7, permits procedure cover sheets to be
direct the pert ance of specified sections of a
procedure

nty to the above, oril 18, 1995, instrument and contro):

5.3.20 of

technicians replacing Card BBTY0OA421L cempleted Step
surveillance Procedure STS IC-500E, "Channel Calibration DT/TAVG

1strumentation Loop 2 V1S | a step not specif ed

n the over




boundary and could have permitted unauthorized entry into an area with

radiation levels greater than 1000 mR/h at 45 cm

This is a Severity Level ]V violation (Supplement 1) (482/9505-03)

Pursuant to the provisions of 10 CFR 2.201, Wolf Creek Nuclear Operailing
Corporation 1s hereby required to submit a written statement or explanation to
the U.5. Nuclear Regulatory Commission, ATIN Document Control Desk,
washington, D.C. 20555 with a copy to the Regional Administrator, Region 1V,
611 Ryan Plaza Drive, Suite 400, Arlington, Texas 76011, and a copy to the NR(
Resident Inspector at the facility that is the subject of this Notice, within
30 days of the date of the letter transmitting this Notice of Violation
(Notice) This reply should be clearly marked as a "Reply to a Notice of
Violation" and should include for each violation: (1) the reason for the
violation, or, if contested, the basis for disputing the violation, (2) the
corrective steps that have been taken and the results achieved, (3) the
corrective steps that will be taken to avoid further violations, and (4) the
date when full compliance will be achieved Your response may reference or
Include previous docketed correspondence, if the correspondence adequately
addresses the required response [f an adequate reply is not received withir
the t specified in this Notice, an order or a Demand for Information may be

4

0 why the license should not be modified, suspended, or revoked, or

iIch other action as may be proper should not be taken where good cause
hown, consideration will be given to extending the response time.

Dated at Arlington, Texas,
this 22nd day of May 1995




ENCLOSURE 2

NUCLEAR REGULATORY
REGION 1V

NRC Inspection Report
Operating License NPF

Docket 50-482

Licensee Wolf Creek Nuclear Operating Lorporaticn
P. 0. Box 4]]
Burlington, Kansas 66839

Facility Name Wolf Creek Generating Station (Wolf Creek)
Inspection At Coffey County, Buvrlington, Kansas

Inspection Conducted: March 12 through April 22, 1995

4

Inspectors ) Ringwald, Senior Resident Ins (¢ tor
N

Dixon-Herrity, Resident Inspei
Meadows. Operator Examiner

[ I\ 1{ |

Reactor Project Branch B

{ ™ \
Slats x ] ™N -
Approved . {. \ L lz’ qb
D ?P Kirsch, Acting )?!ﬁ‘:"' v ba \
~

[nspection Summary

Areas Inspected Routine, unannounced inspection including plant status,

operationa! safety verification, maintenance observations, surveillance

observations, plant support, followup operations, and followup plant
upport

Results
Plant Operations

Operations performance continuecC to be generally very good with noted
excention¢ A self-revealing violation occurred

4 u
foll

when an operator failed
w a surveillance procedure step that resulted in the tripping of the
perating condenser air removal pumg The prom identification of the

tripped pump represented gocd attentior to detay! and
preparation (Section 2.1) After the 1Ing

L4

good surveillance te
pector questioned the Technica
feedwater isolation valves, licensee

ypecificatio S larification or

ement 1 ! f..v’! ¥ 4’.? ("Y 107 was ""(‘t




two-way communication (Section 2.4) Inattention to
¢ 0f operators to imolement previously identified
was exhibited when operations personnel drained the self

preparation for maintenance and reated a potentially

B
ronment for »1eCLY gl maintenance (Section 3 )

Maintenance performance was generall j00d The licensee identified a
violat aused by inadequate maintenance on a door locking mechanism when a
ocked high radiation area door was found open The licensee initiated a
letailed root cause evaluation only after the inspector discussed the issue
with the Maintenance Manager (Section 8.2) Maintenance technicians exhibited
Inattention to detail by using a piece of degraded equipment to clean a
safety-related motor control center (Section 3 1) Poor planning on the part
't maintenance was evident when oil was drawn out of a bearing by the negative
ressure ide of a tent set up to support sand blasting (Section 3.2)
lect . were confused by weak procedure steps which did not contain
for electricians to perform all the measurements recommended by
technical manual Electricians appropriately contacted their
when they encountered the confusing procedure steps (Section 3.3)
ation and control (I&C) technicians failed to iollow procedures
umming/amp card change out, causing a delay in the completion of the
task, then failed to notify their supervisor of the error or initiate a
Performance Improvement Request (PIR) (Section 3.4)

tngineering performance declined somewhat during this report period
tngineering evaluations of past industry concerns over temporary startup
rainers were appropr e 10 i ’§S the concern at Wolf Creek, but failed t
that the as-buj ngs reflected the plant’s actual contiguration
. 1.1 The 1S D ors 1dentiftied an unresolived issue when an
was noted in all separating the trains in the 1988-foot pi
the AR ) g at Wolf Creek, bhut not at Callaway (Section
re than 500 percent millirho (pcm) below the
ated ‘ ¢ caused by a personnel error on the part of an
engineer he fue iesign group and by inappropriate assumptions and
weaknesse ‘ e core model!ling computer ode while communication problems
between » core gn an LOr engineering groups have continued to of

n Report 50-482/93-14, completed

)
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Plant “,_;p}.:u t

Plant Support performance was generally good The inspector identivied a weak
ecurity egscort "Vd""" that wa [""m[t‘v orrected section 6 i'

Mdnag~mw”Y Uverview

I1&C technicians did not initiate a PIR following the identification of a
orocedural violation during a surveillance test; licensee personnel did not
perform a detailed root cause evaluation until queitioned by the inspector
following a faiiure to maintain a locked high radiation door closed:
continuing communication problems between the core design and reactor
engineering groups; and, the creation of potentially hazardous working
conditions represent examples of where the corrective action program did not
function as effectively during each stage of the corrective action process as
it could have

summary of Inspection Findings
Violation 482/9505-0]1 was opened (Sectior

Unresolved [tem 482/9505-02 was opened (Section 5.1.2)

Violations 482/9412-0]1, -02, and -03 were closed (Sections 7.1,
8.1, respectively)

n 8

'\'
0.¢)

Unresolved [tem 482/9419-03 was osed (yecti(
chments

Contacted and Exit Meeting




DETAILS

1 PLANT STATUS (71707)

At the beginning of this inspection period, the plant was in Mode 3 On
March 2. 1995, operators restarted the reactor but achieved criticality with
rods more than 500 pcm below the estimated critica:. position and above the rod
insertion limit as discussed in paragraph 5.2 of this report Operators
returned to Moce 3 and, after an initial review, restarted the reactor on
March 13, 1995. Operators stabilized the plant at 100 percent power on

March 16. 1995, and operated at essentially 100% power for the remainder of
the inspection period. The President and Chief Executive Officer implemented
a reorganization which eliminated the Technical Services Department and
reassigned the Vice President Technical Services to the position of Vice
President Engineering following the announcement of the imminent retirement of
the former Vice President Engineering.

2 OPERATIONAL SAFETY VERIFICATION (71707)

The inspectors performed this inspection to ensure that the licensee operated
the facility safely and in conformance with license and regulatory
requirements The methods used to perform this inspecti~ included direct
observation of activities and equipment, observation of control room
opeiations, tours of the facility, interviews and discussions with licensee
personnel, independent verification of safety system status and TS limiting
conditions for operation, verification of corrective actions, and review of
facility records

Operator Surveiliance Error

On April 17, 1995, the only operating condenser air removal pump tripped when
operators performed Surveillance Procedure STS IC-618B, "Slave Relay Test
K618B Train B Safety Injection," Revision 11. The pump tripped because
operators failed to remove Fuse Block FU42 from Auxiliary Relay Panel RP333 as
required by Step 8.1.3 of the procedure Operators did not perform this step
because they incorrectly assumed that this fuse block had already been
removed farlier on the same shift, they removed Fuse Block FU42 from
Auxiliary Relay Panel RP332 during the performance of Surveillance
Procedure STS [C-618A They had not completed the restoration from the test
and, therefore, had not replaced this fuse block This led to the inaccurate
yssumption that the fuse block had already been removed. The failure to
perform Step 8.1.3 of Surveillance Procedure STS IC-618B is the first example
] : 8.1.a (482/9505-01)
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Commitment Tracking
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referring to 1S 3.3.¢ The shift supervisor stated that since 7§ 3.3.2
applied to enyineered safety features logic signals and not tc the valves,
1S 3.3.2 did not apply in this case The inspector requested that the Office
)f Nuclear Reactor Regulation (NRR) interpret this 1S The NRR Project
Manager stated that 15 3.3.2 did apply in this case, and the operators should
have entered 1S5 3.3.2, Table 3 .3-3, Functional Unit 5.a. Action 27 The
n for this interpretation was that the footnote for Valve AE FV-0039
pecifically stated that 1S 3.3.2 applied to teedwater isolation valves
Since TS 3.3.2 includes RESPONSE TIMES as shown in Table 3.3-5, and feedwater
vlation i1s listed in Table 3.3-5 as Items 2.a.2, 3.a.2, 4.a.2, and 8.b, all
requiring a RESPONSE TIME of £ 7 seconds, an inoperable feedwater isolaticn
valve would require entry into 75 3.3.2, Action 27. The inspector discussed
this position with licensee management who stated that they disagreed with
*this positiun and believed that TS 4.0.5 was the orly applicable TS action
statement for this condition Subsequent discussions with NRR clarified that
this interpretation did not extend to all components with response time
listed in Table 3.3-5 of TS 3.3.2, but only applied to the Feedwater Isolation
Valves because of the footnote in TS 3.6.3 Licensee management subsequentl
agreed with this interpretation Licensee management then promptly issued TS
larification 4-95, which superseded TS Clarification 13-85 and incorporated

2 )

requirement to enter TS 3.3.2, Table 3.3-3, Functional Unit 5.a., when the

1
|

valves have mechanical problems as well as logic/relay problems
nspector concluded that management's decision to incorporate this
interpretation into TS Clarification 4-95 was appropriate

Nne

On May 24, 1994, the licensee submitted a TS amendn 't request to add an

additional TS 1imiting condition for operation of the feedwater isolation
valve This amendment would add a 4-hour shutdown requirement for a sin
noperable feedwater isolation valve and would require entry into TS 3
more than one feedwater isolation valve were inoperable This amendment is
expected to be issued during the next few months The licensee stated that
they plan to modify TS Clarification 4-95 when this TS amendment is approved

he inspector also noted that TS Clarification 13-85 stated that "With 2 or
more red train actuators OR two or mrre yellow train actuators INOPERABLE, the
respective train of engineered safety features actuation system actuation
hall be declared INOPERABLE per Tech. Spec. 3.3.2 Table 3.3-3 Item 5.a." The
inspector questioned this and noted that, with more than t inoperable
accumuiators in each train, the licensee would exceed the mitted number
inoperable channel: The licensee acknowledged this and ha ncorporated a
ion in ' ' 95 which required an entry in 5 $.0.3
e 'é“ w ."‘. ' ¢ ‘:d?,'.

arifie anagement’




and Management Presence

pector assessed the individual operator turnover and board walkdowns as
ional and detailed, with an aggressive questioning attitude of plant
readines While most turnovers were very good to excellent, one reactor
perator turnover stood out as being outstanding The shift supervisors and
upervising operators exhibited a safety-first attitude towards controlling
the flow of plant scheduled maintenance and surveillance testing The Vice
President Plant Operations implemented a quiet hour between 6:30 and 7:30 for
both morning and evening shift turnovers, and only permitted nonturnover
activities n the control room that were immedictely critical to safe plant
operation The shift briefing immediately following turnover was adequate
but, at times, brief The operations staff was permitted, but not necessarily
encouraged to share observations and comments The noise level in the control
room coupled with the lack of vocal projection on the part of some operators
made 1* very difficult for all attendees to hear everyone's comments. The
Operations Manager or Superintendent Operations consistently attended most
shift briefings, but did not consistently participate As a result, a number
f opportunities to reentforce management expec.ations at shift lurnover were
nissed The inspector ncluded that the shift turnovers were generally very
nda

ommand and itrol, Communications, and Control Board Operations

The inspector noted that the supervising operator and shift supervisor
aggressively addressed plant problems, particularly those affecting nuclear
afety Command and control were noted to be very good There were times,
especially early in the shift, where the supervising operator appeared to be
potentiallv distracted by paperwork Shift communication was assessed as
adequate but, at time inconsistent between individuals While operators
onsistently used two-way communications, the inspector noted a number of
examples where the two-way communication was not crisp and had the potential
to contribute to miscommunicatior The inspector noted that operators were
aware and supervision reinforced the need for additional attention to
communication when substitute operators filied vacancies during a particular
shift The inspector noted yus examples of good self-checking technique
furing control board op on The inspector ncluded that command and
ontrol, communication., an on | board operations were qgenerally very qgood




The inspector determined that these procedures were adequate *n that they
could be performed efficiently by trained licensed operators No system or
operating inconsistencies were identified The inspector concluded that
control room operating practices were found to be generally very good with a
few notad opportunitins for improvement

3 MAINTENANCE OBSERVATIONS (62703)

Uuring this inspection period, the inspectors observed and reviewed the
selected maintenance activities listed below to verify that personnel complied
with regulatory requirements and licensee procedures including: receiving
permission to start, requiring quality control department involvement, proper
use of safety tags, proper equipment alignment and use of Jumpers, appropriate
radiation worker practices, and use of calibrated tools and test equipment;
documenting the work performed; and requiring proper postmaintenance testing.
Specifically, the inspectors witnessed portions of the following work

requests (WRs)

WR 00329-95 Enhancement Painting of the Diese]l Generator. the
surrounaing Structures, and Room

¥R 00460-95 Internal Inspection of Self Cleaning Strainer

WR 01406-95 lime Response Testing of NB Cubicle 115 Magne-Blast
Breaker

Summing Amplifier Card BBTY0421L Change Out

Magne-Blast Breaker Prop Spring Replacement

Paint Packing Gland Area

tssential Service Water (ESW) Pump House Motor Control
Center (MCC) NGOSE Circuit Breaker Insnection

480 volt alternating current (ac) NGOOSEAF1 MCC and
teeder Breaker Inspection and Test

ESW MCC Transformer Meggar Test

f

Preventive M()'.r‘?pn_dr”,. 0 fo Cubi«

Breakey
ckout Relay

witnessed




ESW MCC and feeder Bres er Inspection

In March 22, 1995, the inspector observed portions of the inspection and
leaning of the 480 volt ac NGOOSEAF] MCC and feeder breaker tlectricians
performed the work in accordance with the instructions contained 1in
WR 50859-94 and Maintenance Procedure MGE EOOP-07, "Motor Control Centers. and
ontrol Panels, (leaning, Inspecting, and Testing," Revision 7, with one
exception The inspector noted that electricians used an air compressor to
blow dust out of the breaker buckets and asked one of the electricians if this
was a common practice The technician explained that Procedure MGE EOOP-07
allowed low pressure air to be used to remove dust and debris from the MCC
Both the inspector and the technician noted that the gauge read 45 “$19 and
was broken The electrician stopped the individual performing the kK from
using the compressor and removed it from the job site. Electricians . .ed
brushes to remove the dust during the remainder of the task

The inspector discussed the use of air for this purpose with the surervisor
sponsible for the job The supervisor stated that the use of air was
ceptable, but not desirable, in high dirt accemulation areas and that it
uld have been 25 to 40 psig The l1rcensee initiated PIR 95-u574 to
cument the use of a degraded piece of equipment The inspectar verified

that the procedure did allow the use of low pressure air, but noted that it

11d not provide a definition for low pressure The inspector discussed the
concern with the maintenance engineer responsible for the procedure. The
engineer stated that supervision reminded electricians of the definition of
low pressure air (30 psig) during a staff meeting after the PIR was written
and that this knowledge was within the skill of the craft The engineer als
explained that the nozzle used with the air compressors had relief holes
drilied in them to limit the pressure of air delivered, so the gauge did not

reflect the pressure at the nozzle The inspector concluded that the use of a

degraded piece of equipment to clean cafety-related equipment represented

inattention to detail

14

The inspector noted that the oor in front of the MCC was wet with scattered
mall puddles The inspect iscussed this practice with the supervisor
responsible for the job The super 0r stated that 1t was a poos practice
The supervisor also indicated that tricians did not expect the wet
environment, but took all conceivab precat ns to protect perscnnel working
n the MC( lectricians verified tha bus had been deenergized and

u

jrounded sonnel followed wor ‘ocedures, and most of the tools being
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jsing drain hoses i v levated affold plank wa jsed as a channel to guide
the water away from the area Water pla hed off the [)‘.dhb and onto the
floor The licensee initiated PIR 95-0909 to document this second occurrence
and 1dent i1ty ) Wctive ¢ | Although tne floor had less water by the MCI
this time than durin @ W 10U tuation, the inspector determined that

e farlure t implement e corrective action identified as a result of
PIR 94-0124 represented a failure of the corrective action program:-— -As.a
resudt - this created an unnecessary potential hazardous working condition for
personnel scheduled to work 1n the area

Preparation for ESW Pump Packing Gland Painting

On March 22, 1995, the inspector observed maintenance technicians prepare the
packing gland on ESW Pump A for painting Maintenance technicians installed a
tent {rom the above lower motor bearing down to the floor to contain the sand
juring the painting preparation on the surface of the gland when a negative
pressure was drawn on the tent to contain the sand, 01] was drawn out of the
bearing The maintenance technicians quickly identified the problem, stopped
work. and notified the control room and their supervision The technicians
moved the tent below the bearing and the work continued tngineering
jetermined that drawing the oil out did not damage the bearing he licensee
nitiated a WR to change the o1l in the bearing The inspector concluded that
the corrective actions taken were appropriate and that proper planining could
have prevented the problem

Magne-Blast Breaker Procedure Weakness
On March 22. 1995, the inspector noted that the electricians were confused
juring the performance of Step 7.10.14 of Procedure MPt £009Q-02 on the
Magne-Blast Breaker from Train A, NB Breaker Cubicle 116. This step required
the electricians to measure the earance between both the driving and
ching pawls and the ratchet wheel While the signature page required the
ians to measure the clearance for both pawls, Step 7.10.14 only
( d instructions for measuring the clearance for the latching pawl The
nspector noted confusion on the part of the electricians regarding the
technique for performing *hese measurements and then initially measured only
the driving pawl clearance The electricians contacted their first-line
supervisor who came to the 1eid anc rovided adequate guidance for measuring
earance for both pq . the spector concluded that i1t was appropriate
pervision when it was apparent that

' T
paw! measurement the 1nspectoy




Summing Amplifier Card Replacement

On April 18, 1995, the inspector observed I&C technicians replace Summing
Amplifier Card BBTYO421L in Instrument Protection Set 2 WR 01838-95
instructed *he [&C technicians to perform a number of steps in Surveillance
Procedure . 1C-500E, "Channel Calibration DT/TAVG Instrumentation Loop 2,
Revision 1Z, to identify "as found" and "as 12ft" data The technician marked
the steps to he performed hut, after starting the work, continued from

Step 5.3.19 to 5.3.20, instead of proceeding to Step 5.4 as required by the
surveillance test routing sheet The technician's per‘ormance of a
surveillance test procedure step not directed by the surveillance test routing
sheet 15 a second example of a violation of TS 6.8.1.a (482/9505-01)

As a result, the technician installed an unneeded test lead. At the
conclusion of the procedure, the technicians found that the procedure steps
did not direct the removal of the lead inadvertently installed during

Step 5.3.20 The technicians stopped work and had the surveillance test
routing sheet revised to add steps to remove the lead The inspector noted
that the practice of performing only scattered steps as directed by the
surveillance test routing sheet had the potential to confuse the technicians
and directed the technicians to perform selected steps in a manner contrary to
their training While this error did not impact safety-related equipment, it
did result in confusion and a delay in exiting the limiting conditicn for
operation

This occurrence was of further concern because the individuals failed to
discuss the error with their supervision, and failed to initiate a PIR until
after the inspector questioned licensee management The licensee initiated
PIR 95-0919 to evaluate and track corrective actions

4 SURVEILLANCE OBSERVATIONS (61726)

fhe inspectors sampled selected surveillance tests required by TS to verify
that personne! performed the tests in accordance with TS, used technically
adequate procedures and appropriate test equipment, and properly dispcsitioned
any test results which failed to meet the acceptance criteria

Specifically, the inspectors witnessed the following surveillance tests:

Personnel Airlock Test

Manuai /Aut ‘ . Synchroni

Em;,r'“.v‘ g Generator




Selected observations from the test activities witnessed are discussed below
4.1 Emergency Diesel Generator Test Procedure Weakness

On Apral 5, 1995, the inspector observed operators perform Surveillance
Procedure STS KJ-005B, "Manual/Auto Start, Synchronization, and Loading of
tmergency Diese! Generator NEO2," Revision 21. The inspector verified that
this tesi sa*isfied the surveillance requirements of 1S 4.0.5, 4.8.1.1.2.4.1-
6, and 4.8.1.1.2.¢ Step 5.2.1.6 did not clearly identify which neter
operators were to use to monitor for the megawatt reading of the diesel
generator power load. After interviewing a trained licensed opeiator, the
inspector found that the procedure does reference a drawing and computer point
identification number, indirectly identifying the proper meter to read. The
inspector determined that, although obscure, the step could be used by a
trained operator. The inspectnar concluded that, while the procedure was
adequate, 1t had the potential to be confusing, and this step was weak.

5 ONSITE ENGINEERING (37551)

The inspectors reviewed and evaluated engineering performance related to
reactor engineering support of operations

5.1 As-Built Differences in the Plant

o

1.1 Temporary Startup Strainers

While performing system walkdowns, the inspector noted that the spacers at the
suction of the component cooling water pumps were different from the spacers
used on other safety-related pumps. The inspector reviewed the piping and
instrumentation diagrams for the different systems and found that the drawings
depicted temporary startup strainers where spacers were supposedly located in
the field. The inspector discussed the concern with an engineer from the
support engineering group. The engineer identified Operational Assessment
Reviews 86-0014 and 85-0545, which verified through review of past w "
requests that all of the temporary strainers had been removed and re: aced
with spacers. PIR 95-0592 was written to identify the failure to update the
jesign documentation to refliect the current configuration of the plant. The
inspector concluded that the licensee had responded to industry events and NR(
concerns appropriately, but did not follow through with the corrective actions

to

) ensure that their documentation reflected the actual plant configuration,

| ) il ¢ r fl \ p . s Dntinnal DOne
5.1.2 Auxiliary Building 1988-Foot Pipe Chase Optional Opening

The inspectors noted that *there was an access hole in the wall between the two
trains on the 1968 foot level pipe chase of the auxiliary building at Wolf
reek, but not at Callaway The inspectors discussed this difference with
jesign engineering personrel, who were not aware of the difference, but later
identified Field Change Request |-085% which requested that the change be
nage 1 ! riginal Qe )T r NSyt tor ewed the field change request
nag t ] that t had req ted a temporary opening D¢ eft to allow the

1 ) » N
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completion of work activities north of the opening. The recommended action
was that a 2-foot B-inch by 6-foot B-inch opening be left, then closed with
reinforced masonry after the work in the area was complete in the early part
of 1983, The inspector reviewed Drawing Change Notices C-0C1231(Q)-11-1,
C-0C1915(Q)-19-1, and C-0C1241(Q)-14-' and found that the opon1n¥ was
identified as an "optional opening" in the drawings. Updated Sa 01{ Analysis
Repor: Figure 1.2-10, “fquipment Location Auxiliary ’.-ilding Partia

Plan £1. 1988'-0" & 2012'-0"," did not identify an opening. No further
documentation of the change was found. The engineer wrote PIR 95-0418 to
research the question 'nd evaluate whether the opening presented a safety
concern and whether a change would be needed to the Updated Safety Analysis
Report. The inspector did not tdontlfg an immediate safety concern. This
issue will remain unresolved pending the completion of PIR 95-0418 (482/9505-

02).
5.2 facly Craticality

On March 12, 1995, operators established critical reactor o eration on Bank (
at 53 steps when the estimated critical position (ECP) calculation predicteu
criticality on Bank C at 187 steps. While this was above the rod insertion
1imits. % was 1075 pem below the ELP, Operators maintained this position
whi) eactor engineering evaluated the condition. Since nuclear engineering
pers - 2] were not able to explain why the core was 5o much more reactive than
the £CP estimate, operators returned to Mode > and conducted a second approach
to criticality on March 13, 1995, The secc  approach to criticality ECP
predicted criticality at 79 steps on Bank C, and criticality was achieved at
95 steps on Bank C. Nuclear engineering peisonnel initiated FIR 95-041] to
evaluate the cause of the early criticality. The basis for the decision to
restart included nomina! core performance since rofuolin? and an understanding
of weaknvsses in the Babcock & Wilcock NOODLE core mode'ing compute: code as a
result of very 1ittle data on this core in a hot zero power condition. The
inspector conciuded that the licensee's immediate responte to the early
c*iticality was good.

Dur ng the evaluation of PIR 95-0411, nuclear engineering personnel recognized
that there have been several communication problems between the core desian
group and reactor engineering during the past 2 years. As a result, nuclear
engineering initiaied PIR 95-0680. This PIR focused on the Nuclear Parameters
and Operation: Package as a communication too! between core design and reactor
engineering. Two of these errors were axamples of a violation issued with NRC
Inspection Report 50-482/93-14. In addition, PIR 94-2284 addressed the
failure of the core design group to include U-234 data in the isotopic
inventory tables for Region 10 fuel in the Nuclear Parameters and Operations
Package. While this did not create an operational concern, it did prevent
reactor engineering from completing special nuclear material inventor) reports
without additiona)l data. These continuing communication errors between these
two groups during the period when the licensee hat assumed the responsibility
for reactor core design is of concern because the potential exists for these
communication problems to result in inappropriate reactor operational
decisions which could jeopardize thermal limits. The licensee completed Self



Assessment 95-009, “Reload Design,” on April 3, 1995, and issued nine PIRs

associated with one weakness and eight recommendations for improvement. The

Manager, Nuclear En tnooringi stated that these errors are being taken very
2

seriously and that PIR 95-0512, Self Assessment 95-009, and the circumstances
surrounding the early criticality were being used to duvelop aggressive
corrective actions to resolve the communication problens tetwven the core
design and reactor engineering group.

During the evaluation of PIR 95-0411, nuclear engineering found that core
design found a personne)l error in the calculation associated with

Calculation AN 94-019. The error was that the core designer assumed that the
predicted axial offset at the planned critical condition assumed a rodded core
at that rod position, whereas reactor engineering traditionally used this
value as an un-odded value and, therefore, addad the effect of the rods at the
plam.2d critical condition. Nuclear engineering initiated PIR 95-0680 to
address the cause of this error, Nuclear engineering also determined that the
core modeling computer code contained basic weaknesses which did not exist in
the current Westinghouse ANC code. Nuclear engineering has benchmarked the
Westinghouse ANC code for Wolf Creek and has initiated the appropriate
licensing documents to use this code starting in Cycle 9. One principle
weakness of the NOODLE code was the need to bias the code generated values
with actua) data taken from hot zero and hot full-power conditions. Since the
licensee only had limited hot iero power data, the bias used to adjust the
NOODLE code for the March 12, 1995, critical condition was not appropriate.
This coupled with the error addressed by PIR 95-0680 accounted for the
discrepancy between the ECP and the actual critical condition on March 12,
1995. Comparable calculations using the ANC code without any bias value
produced a very close ECP of the March 12, 1995, criticality without the
application of any bias,

The inspector concluded that, while communication problems between core design
and reactor engineering continue to occur, corrective actions planned and in
process demonstrate a commitment on the part of *he Manager, Nuclear
Engineering to correct these problems.

5.3 System Engineer Unfamiliar with Industry Information

On March 22, .395, during Train & NB system Magne-Blast breaker maintenance,
the inspector noted that the NB system engineer was unfamiliar with NRC
Information Notice 94-02. The inspector questioned the system engineering
electrical supervisor and determined that the supervisor expects system
engineers to be familiar with recent industry experience documents applicable
to their systems. The supervisor stated that the system engineer had been ii
training when this Information Notice was issued and had not learned of the
issue after the completion of the training. The supervisor and system
engineer took immediate action to ensure that the system engineer became
familiar with recent industry experience relating to the NB system. The
inspector concluded that the supervisor's expectations were appropriate, and
the corrective actions were appropriate.
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6 PLANT SUPPORT (71750)

The inspectors sampled selected activities in the different areas of plic-.
support and verified that they were implemented in conformance with licensee
procedures and regulatory requirements.

6.1 Potentially Ineffective Security Escort

On March 30, 1995, the inspector observed y security escort located n a
portable vindowed structure approximately 40 feet from the north entrance of
the admin stration building. The licensee tasked this escort with observing
all personnel exiting the northeast door of the administration build'ng and
siopping anyone who required escorted access to the protected area. The
licensee posted another escort at the south door of the administration
building and chained all remaining doors, thus verifying that the two escorts
could observe all exits from the building. After noting a large truck pass
between the escort and the northeast door, and later observing a prolonged
conversation between the escort and another individual, the inspector
questicned whether the escort ~ould adequately perform his/her escort func'ion
at that location and whether the escort was distracted. The licensee
responded by relocating the portable windowed structure to a location directly
opposite the northeast door of the administration building, approximately

15 feet from the door, and by giving all escorts an additional briefing on
their escort duties. The inspector concluded that placing the visitor at the
initial location had the potential to render the escort ineffective. On
April 21, 1995, the inspector asked if the licensee had initiated a PIR. No
PIR had been written but, after the inspector's discussed this issue with the
Assistant to the Manager Plant Support, the Superintendent Security initiated
PIR 95-0952 on April 25, 1995. The inspecto/ cuncluded that the licensee's
initial corrective actions were appropriate,

7 FOLLONUP-OPERATIONS (92901)
7.0 (Closed) Violation 482/9412-01: Failure to Follow Procedures

This item involved four exauples of licensee personnel failing to follow
procedures. Corrective actions involved initiating PIRs for each violation,
anhancing procedural guidince, counselling the individuals involved, placing
one applicable PIR in required reading, and initiating PIR 94-2133 to address
the generic aspects of this violation. Corrective actions to addross the
generic aspects of this violation included communicating management’s
expectation-consequenc2 standard to all plant personnel, initiating a
standdown day dedicated to the subject of the "Use of Procedures," requiring
managers and supervisors to meet with their people frequently to ensure
management's expectations are well understood and discipline policies relating
to procedure use are understood, and the establishment of a "Topic of the
Week" program where various license programs will be discussed among managers
and then with 1iccnsee personnel. The inspector concluded that these actions
appear appropriate to address the concerns associated with this violation,
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7.2 (Llosed) Violation 482/9412-02: Overtime Limits Exceeded

This 1tem involved two examples where licensee personiel exceeded the TS
overtime 1imits without the authorization required by TS or the licensee’s
program. The licenses initiated PIRs for each of the examples, placed the
first PIR in the operations department required reading program, and scat
electronic mail to all operations personnel regarding the second example. The
licensee applied discipline where appropriate. Management initiated

PIR 94-2135 to address the generic aspects of this violation. As a result,
the licensee revised administrative procedures, incorporated working hour
limitations into the integrated plant scheduling pro:rau. and addressed the
procedural compliance aspects of these events into the corrective actions
associated with NRC Inspection Report 50-482/9412-01. The inspector concluded
t:at tho:o :ctions appear appropriate to address tho concerns associated with
this violation,

8 FOLLOWUP - PLANT SUPPORT (92904)

8.1 W‘ ! -03: _Radiation Protection Program Not

This item invulved three examples where licensee personnel failed to co ly
with radiation protection program procedures. The licensee initiated PIRs to
address the three events and placed the one portalning to operators in
operations r juired reading. The licensee initiated IR 94-2134 to identify
the concerns in all three examples, placed the PIR in health physics required
reading, enhanced administrative procedures, and addressed the procedural
compliance aspects of these events into the corrective actions associated with
NRC Inspection Report Violation 482/9412-01. The inspectur concluded that
these actions appear appropriate to address the concerns associated with this
violation,

8.2 mgafa% gnrmmg Item 482/9419-03: Lockec High Radiation Area Door

This item involved the failure of the licensee to maintain the door to

Room 74021 locked. The item was not resolved because the licensee had not
completed a root cause determination of the lock failure. The licensee
initiated PIR 95-0097, but did not classify it as significant. The licensee
did not initiate a root cause of failure determination until after the
inspector questioned the failure. The licensee subsequently concluded that
inadequate maintenance on the door approximately 4 hours prior to discovery
caused the locking failure. Maintenance also determined that the security
department locksmith performed the maintenance, yet the maintenance department
had been assigned responsibility for maintenance of door locking mechanisms.
When personnel identified the initial problem with thy locking mechanism, the
<ecurity locksmith and a mechanical maintenance super. for discussed the
problem and the supervisor asked the locksmith to repair the lock since all
mechanical maintenance personnel assigned to the supervisor were engaged in
other work assignments. Maintenance personnel involved in the root cause of



farlure a fetermined that the ocksmith did not use a WR and therefore

the vark contro proces di1d not review the work The licensee nstalled a
tee! hasp on Door 74021 on March 15, 1995, to permit the use of an external
CKIng aey 4 fhe licensee determined that while radiation levels in the

room were greater than 1000 mR/h at 4°f " no personnel! were unintentionally
exposed as a result f this event Additiona! corrective actions included
reviewing doors with a similar design and reviewing the fatlure to use a WR
with applicable personnel The inspector concluded that these actions appear
Lo address the concerns rajsed by th event The fatlure of the licensee to
maintain Door 74021 1s a violation of 1 6.12.2 (482/9505-03) The licenses
identified violation 1s being cited because the conditions for enforcement
discretion as given in 10 CFR Part 50, Appendix B, Section VII1.B.(2) were not
satisfied with regard to comprehensive corrective actions in that the licensee
did not plan to perform a root cause failure evaluation until questioned by
the inspector Lince the licersee completed a root cause determination and
the identified corrective actions, no response to this violation is required
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SUCLEAR REGULATORY COMMISSION

July 10, 19987

Otto L. Maynard, President and
Chief Executive Officer
Wolf Creek Nuclear Operating Corporation
P.O. Box 411
Burlington, Kansas 66839

SUBJECT: NRC INSPECTION REPORT 50-482/87-10 AND NOTICE OF VIOLATION

Dear Mr. Maynard:

An NRC inspection was conducted May 18 through June 28, 1997, at your Wolf Creek

Generating Station reactor facility. The enclosed report nresents the scope and results of
that inspection.

During this inspection, four citable violations of NRC requirements were identified in the
areas of Dperations and Plant Support. Violation A addresses a failure of Wolt Creek to
adequately monitor and ensure compliance with the medical requirements associated with
operators performing licensed duties. This is a concern because the NRC identified the
issue and the failure to ensure that operators have corrective lenses for respiratory
equipment coud endanger both the individuals and their capability to protect plant
equipment during an emergency. Violation B, which addresses problems with your control
of overtime, is of concern because of the repetitiveness of this problem, especially since it
had been previously cited in NRC Inspection Report 50-482/94-12.

Violation C addresses problems with your compliance with Technical Specification
4.5.2.¢.2, which requires a visual inspection of containment be performed at the
completion of each containment entry when containment integrity is established. Violation
D addresses problems with the compliance of your staff with the requirements to wear
thermoluminescent dosimetry whenever they enter a radiological controlled area of the

plant.

During the exit meeting on June 27, 1997, the Chief Operating Officer expressed the
position that if programs and procedures were adequate, but personnel failed to comply
with them, the ensuing events did not constitute a problem with corrective actions.
Instead, the problem was one of human perormance. The NRC acknowledges that human
performance can be separable from programmatic and procedural deficiencies. However,
repetitive instances of human performance failures cannot be ignored and must be
addressed by licensee corrective action programs.

The violations are cited in the enclosed Notice of Violation (Notice) and the circumstances
surrounding these violations are described in detail in the encloced report. Please note that
you are required to respond to this letter and should follow the instructions specified in the

Al



Wolf Creek Nuclear Ope.ating Corporation 2.

to determine whether further enforcement action 1s necessary to ensure compliance with
regulatory requirements.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice,” a copy of this letter,
its enclosures, and your response will be placed in the NRC Public Document Room (PDR).
To the extent possible, your response should not include any personal privacy, proprietary,
or cafeguards information so that it can be placed in the PDR without redaction,

Should you have any questions concerning this inspection, we will be pleased to discuss
them with you.

Sincerely,

| &
omas P. n, ctor

ivision of Reactor Projects

Docket No.: 50-482
License No.: NPF.42

Enclosures:

1. Notice of Violation

2. NRC Inspection Report
50-482/97-10

cc w/enclosures:

Chief Operating Officer

Wolf Creek Nuclear Operating Corp.
P.O. Box 411

Burlington, Kansas 66839

Jay Silberg, Esq.

Shaw, Pittman, Fotts & Trowbridge
2300 N Street, NW

Washington, D.C. 20037

Supervisor Licensing
Wolf Creek Nuclear Operating Corp.
P.O. Box 411

Burlington, Kansas 66839

Chiet Engineer
Utilitiee Division



Woll Creek Nuclear Operating Corporation

Kansas Corporation Commission
1600 SW Arrowhead Rd.
Topeka, Kansas 66604.4027

Otfice of the Governor
State of Kansas
Topeka, Kansas 66612

Attorney Heneral

Judicial Center

301 S W, 10th

2nd Floor

Topeka, Kansas 666121697

County Clerk
Coftey County Courthouse
Burlington, Kansas 66839-1798

Vick L. Cooper, Chief

Radiation Control Program

Kansas Department of Health
and Environment

Bureau of Air and Radiation

Forbes Field Building 283

Topeka, Kansas 66620

Mr. Frank Moussa

Division of Emergency Preparedness
2800 SW Topeka Bivd

Topeka, Kansas 66611-1287

3



ENCLOSVRE 1

NOTICE OF VIOLATION

Woll Creek Nuciear Operating Corporation Docket No.: 650-482
Woll Creek Generating Station License No. NPF.42

During an NRC inspection conducted on May 18 through June 28, 1997, fou: violations of
NRC requirements were identified. In accordance with the “General Staterment of Policy
and Procedure for NRC Enforcement Actions,” NUREG- 1600, the violations are listed
below:

A 10 CFR Part 50, Appendix B, Criterion V, states, in part, “. . . activities affecting
quality shall be prescribed by documented instructions, procedures, or drawings of a
type appropriate to the circumstances . . . . Instructions, procedures, or drawings
shall include appropriate quantitative or qualitative acceptance critena for
determining that important activities have been satisfactorily accomplished.”

Contrary to the above, on May 8, 1997, the NRC inspectors discovered that there
were no instructions or procedures to ensure that all licensed operators, who were
required to wear corrective lenses as a condition of their individual licenses, had
corrective lenses of the appropriate type available should these individuals be
required to wear self-contained breathing apparatus while performing licensed
duties.

This is a Severity Level IV violation (Supplement |) (5C-482/9710-01).

8 10 CFR Part 50, Appendix B, Criterion XVI, specifies that measures shall be
established to assure that conditions adverse to quality, such as failures,
malfunctions, deficiencies, or deviations are promptly identified and corrected. In
the case of significart conditions adverse to quality, the measures shall assure that
the cause of the condition is determined and corrective action taken to preclude
recurrence.

Contrary 1o the above, as of May 24, 1997, a significant condition adverse 1o
quality - repetitive examples of workers engaging in safety-related work in excess of
the Technical Specification 6.2.2.1 limits without the review and approval of
management - was identified, but actions were not taken to determine and correct
the cause of the repeat of these violations. Specifically, the licensee responded to
Violation B of NRC Inspection Report 50-482/94-12, but the corrective actions were
inadequate to preclude recurrence, and this condition was not recognized until
questioned by the NRC inspectors.

This is a Severity Level IV violation (Supplement 1) (50-482/9710-02).

PFOPTSTEFD WP



= Techrical Specification 4 5 2 ¢ 2 requires in part that a visual inspection be
performed: (1) For all accessible areas of the containment prior to establishing
CONTAINMENT INTEGRITY and (21 Of the areas affected within containment at the
completion of each contairment entry when CONTAINMENT INTEGRITY s
established.

Contrar; to the above:

1 On October 18 1997, the licensee identified that Technical Specification
Claritication 010-85 directed plant personnel to perform the required
containment inspection once each day after re-establishing containment
integrity rather than after establishing containment integrity each time
following containment entries. The licensee implemented the clarification
numerous times cince the clarification was developed in 1985,

2) On May 20, 1997, containment integrity was estaolished after three
separate containment entries without the performance of the required
containment inspectior.

This is a Severity Level 1V violation (Supplement 1) (60-482/9710-03).

D. Technical Specification 6.11 requires, in part, that procedures for personnel
radiation protection be adhered to for all operations involving personnel radiation
exposure.

Administrative Procedure AP 25A-001, “Radiation Protection Manual,” Revision 2,
Step 6.8.1, requires that personnel requining access into the radiological controlled
area be 1ssued personnel radia’ ion dosimetry devices which must be worn ¢t a"
times within the radiological controlled area.

Contrary to the above:

1) On March 20, 1997, an engineer and a quality control inspector entered a
high radiation area within the radiological controlled area without wearina the
thermoluminescent dosimetry they had been issued.

2) On June 12, 1997, two mechanics entered 1'.e radiological controlled aea
without wearing the thermoluminescent dosimetry they had been issued.

This is a Severity Level IV violation (Supplement 1V) (50-482/9710-06).

Pursuant to the provisions of 10 CFR 2.201, Wolf Creek Nuclear Operating Corporation is
hereby required to submit a written statement or explanation to the U.S. Nuclear
Regulatory Commission, ATTN: Document Control Desk, Washington, D C. 20655, with a
copy to the Regional Administrator, Region IV, 611 Ryan Plaza Drive, Suite 400, A.lington,
Texas 76011, and a copy to the NRC Resident Inspect:: at the facility that is the subject



of this Notice, within 30 days of the date of the letter transmitting this Notice of Violation
INotice). This reply should be clea iy marked as a “Reply to a Notice of Violation” and
should include for each violation: (1) the reason for the violation, or, if contested, the
basis for disputing the violation, (2) the corrective steps that have been taken and the
results achieved, (3) the corrective steps that will be takenr 1o avoid further violations, and
(4) the date when full comphiance will be achieved. Your response may reference or
include previous docketed correspondence, (f the correspondence adequately addresses the
required response. |f an adequate reply 18 not received within the time specified in this
Notice, an order or a Demand for Information may be issued as 10 why the license should
not be moditied, suspended, or revoked, or why such other action as may be proper should
not be taken. Where good cause s shown, consideration will be given to extending the
response time.

Because your response will be placed in the NRC Public Document Room (PDR), to the
extent possible, it should not include any personal privacy, propnetary, ot sa‘eguards
informatic $o that it can be placed in the PDR without redaction. viowever, if you find it
necessary to include such intormation, you should clearly indicate the specific information
that you desire not to be placed in the PDR, and provide the lagal basis to support your
request for withholding the information from the public.

Dated at Arlington, Texas
this 10th day of July 1987



Docket No.:
License No.
Report No .
Licensee:
Faciity:
Location:

Dates:
Inspectors:

Approved By:

ENCLOSURE 2

U.S. NUCLEAR REGULATORY COMMISSION
REGION IV

50-482

NPF .42

50-482/97-10

Wolf Creek Nuclear Operating Corporation
Wolt Creek Generating Station

1660 Oxen Lane, NE
Burlington, Kansas

May 18 through June 28, 1997

J. F. Ringwald, Senior Resident Inspector
J. L. Dixon-Herrity, Resident Inspector

W. D. Johnson, Chief, Reactor Projects Branch B

ATTACHMENT: Supplemental Information

27 4p
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repetitive examples of a failure 1o follow Technical

The icensee identified twi
Spectications involving entries of radiation workers into the radiological controlled

area without the required thermoluminescent dosimetry. One of the two entries

nvolved entry into a high radiation area without the required dosimetry This was
determined to be a violation (Section R1
The inspector observed an effective emergency plan technical support center drul

and critique (Section P51




he perate ¢ O perient power from the beginning f the

nspection penod until May 20 997, when operators manually tripped the reactor in
response to a large steam leak (described in Section O01.1) perators restarted the plant
and returned to essentially 100 percent power on May 26, 1997, where they operated

through the end of the inspection period

I, Operations
Conduct of Operations

Manual Reactor Trip in Response to Unisolable Extraction Steam Leak

Zl\f,[yq ton S Qpe

The inspector observed ntrol room operators reduce power then manually trip the
reactor ESPONSEe 10 & turbine extraction steam valve body-to-bonnet leak The
nspector observed the operators’ actions following the trip, reviewed the
subsequent forced outage, and reviewed the licensee's postirip evaluation and

corrective actions
Obhservations and | indings

On May 20, 19987 at 2:02 p.m operators in the control room noted a 3 megawatt
electric loss of load and received notification of a steam leak under the 2085-foot
evel of the turbine building The shift supervisor dispatched operators 10 verity the
report and evaluate the severity of the leak. The operator determined that the leak
was on the 2033 -foot level, but due to the steam in the area could not confirm the
location of the source. Control room operators commenced a controlled load
reduction and ordered an evacuation of the turbine building. The shift supervisor
and operations manager decided to manually trip the reactor due to the size of the
ieak and the receipt of alarms due to grounds on the nonsafety electrical bus
Operators tripped the plant at 2:57 p.m. All safety-related equipment responded as
designed. Subsequent inspections revealed that the leak was from the
body-to-bonnet joint on Valve AF FVOOS8C, the third stage extracticn steam
isolation valve to High Pressure Feedwater Heater 7B

The licensee disassembled the valve and found that the bonnet flange bolting was

potentially undertorqued. No damage was noted on the valve flange The gasket
wWas replaced with a new rrugated iron gasket wrapped with graphite tape. The
censee found that tha valve had last been disassembled in April 1993, At that
time, mechamcs replaced the body-to-bonnet rugatea ron gasket with a gasket

made from Garlock 9800 mpressed sheet materia Engineers calculated that the




01.2

mechanics applied a cold compressive load on the gasket of approximately

6600 psi. The manufacturer recommended a compressive loasd between 5500 and
16000 psi. The licensee determined that the optimal compression was potentially
net achieved, and the minimum load recommended by the vendor may not have
been adequate for iong-term reliability.

The inspector reviewed the licensee's immediate corrective actions. Engineering
personnel identified additional high pressure and high temperature equipment that
the subject gasket material had been used in and evaluated the application. As a
result, engineering found the same gasket materizl in the body-to-bunnet joint of
one other extraction steam valve. Maintenance personnel replaced the
body-to-bonnet gasket of this valve during the forced outage with a corrugated iron
gasket wrapped with graphite tape. Engineers identified eight other valves
potentially susceptible to this problem. These valves were determined to not pose a
significant threat of leakage prior to (he next refueling outage because either the
torque apphed was adequate, or they were used in lower temperature fluid systems.
While engineering concluded that these valves were currently acceptable, they
recommended that the gaskets be replaced during the refueling outage in
September 1997,

Conglusions

The operators responded to the identification of a nonisolable extraction steam
system valve leak in an appropriate manner by manually tripping the reactor. The
licensee response to the event and the immediate corrective actions taken were
appropriate.

Main Feedwater Pump Speed Controller Failyze
Inspection Scope

Operators in the control room responded to the failure of the flow controller for
Main Feedwater Pump B. The inspector observed a portion of the operators’
response to the event.

Qbservations and Findings

On May 30, 1997, all four steam flow-feed flow mismatch annunciators alarmed.
Control room operators immediately noted that the controller for Main Feedwater
Pump B, Controller FC SK-509B, had failed to zero output and shifted to the manual
mode, and that the feed regulating valves responded by opening fully. The operator
immediately took manual control of Main Feedwater Pump B using the General
Electric speed controlier and controlled steam generator levels. The inspector
observed operators refer to the appropriate alarm response procedures. Due to
quick response of the opeators, the effect on the plant was imited to a very small
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change v steam generator level. Operators controlled the main feedwater pumps in
manual until the driver card was replaced the next day.

According to the plant manager, approximately 10 years ago, a similar event
resulted n a sigriticant transient before operators were able to recover steam
generator level. After stabilizing the plant during the previous event, operators
recognized that if the General Electric speed controller manual signal was adjusted
to the nominal steady state output, and a similar failure occurred again, they could
quickly shift control to the General Electric speed contrullers and maintain feed
pump speed control with very littie effect on steam generator level. Operators
subsequently incorporated this practice into si.nulator training. The May 30, 1997,
event and operator response demonstrated that the corrective actions for the
previous event significantly mimimized the consequences nf the controller failure.

Conclusions

Appropriate operator response prevented a controller failure from causing a
significant plant transient The appropriate operator response was a direct result of
effective and lasting corrective actions stemming from a similar event which
occurred approximately 10 years ago.

Operator Knowledge and Performance
Clearance Order Status
Inspection Scope (71707)

The inspector reviewed clearance orders to ensure that they were properly prepared
and mplemented

Qbservations end Findings

The inspectors noted no concerns with the clearance orders reviewed. However,
the inspectors identified a possible vulnerability in the licensee's program. The
operations representative to the work control center maintained the original
clearance orders in the work control center during the day shift from Monday
through Friday, and returned them to the control room at other times. Operators
maintained copies of the clearance orders in a second set of books in the control
room. However, the current status of the clearance orders including changes
occurring during the time the books were kept in the work control center were not
easily accessible to control room operators. While each clearance order change was
approved by the shift supervisor, the licensee's program did not require copies of
these changes to be maintaincd in the control room. Consequently, operators had
the potential to refer to copies of clearance orders that may not have reflected all of
the changes, and therefore would not provide ready access to accurate current
plant alignment for response to events, if needed.



PErators w

svstems for response t

Operations Organization and Administration

Corrective Lenses for Respiratory Protection Equipment
Inspection Scope (71707

The inspector reviewed the | omplance witt rrective lens requirements

for hcensed operators while rator protection aunng the conduct of

ensed activities
Observations and Find nas

On May b, 1987, the inspactor asked the shift supervisor if they had any

mechanism 1o track respirator glasses for operators who had individual license
onditions requiring them to wear

corrective lenses while performing hcensed

duties. The shift supervisor stated that they maintained copies of the individual

on each operator 1o ensure that
iney comphied with the requirements of their license

licenses in the shift supervisor's desk, and relied

The shift supervisor also

siated that there was no tracking program to ensure that operators requiring

orrective lenses actually had them tor use while utilizing respiratory protec:
equipment, Several days later

n
the INSpector expressed this concern to the

Perations supervisor and asked
restrictions
equipment

f there were any operators who had corrective lens
but did not have corrective lens inserts for respiratory protection

The operations superintendent acknowledged that no program existed
and therefore said that they could not determine whether all required corrective
lenses were available or not, Several days later

the operations supervisor informed
the inspector that they did not have required

corrective lenses for all operators, and
that the needed lenses were being ordered On May 16, 1997

the emergency
preparedness manager initiated Performance

improvement Request (PIR) 97-1450 to

document the dentification of this question from another licensee

On May 20 997. while the steam leak described in

section O1.1 was active, the
nspectos n respiratory protection egquipment without
orre Ivity Later the  § the inspector asked the
nadiy 1.1 been @ ODerator f!'S‘|‘<'|"(ln’ (\'

stating that the ense provided a minor

provided by

ve the ind

eyesight nrect

enses made for
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eyesight while wearing respiratory protection equipment. As a result, the operator
individually decided not to wear the corrective ianses while wearing respiratory
protection equipment. The inspector noted that the icense stated that corrective
lenses were required any time the individual engaged in licensed activities.

The inspector determined that the licensee did not have an administrative program
10 ensure that operators requiring corrective lenses actually had and used the
required lenses for all icensed duties, and that this was an activity affecting quality.
The failure to provide these administrative controls is a violation of 10 CFR Part 50,
Appendix B, Criterion V (VIO 50-482/9710-01).

Conglusions

The inspector identified that the licensee failed to provide an administrative program
to ensure that operators had and used the corrective lenses required by their
individual licenses for all licensed activities.

Qvertime Requirements
Inspection Scope (71707)

The inspector reviewed the licensee’'s use of overtime and compliance with the
Technical Specification requirement.

: Fing

During April 1997, the inspector asked the licansee for the data pertinent to
reviewing the licensee's compliance with Technical Specification overtime
requirements. While compiling the data, the licensee noted that there had been a
history of examples where they had not complied with the Technical Specifications
requirements. NRC Inspection Report 50-482/84-12, which was issued on
December 1, 1994, addressed examples which occurrad during the Refueling
Outage Vil. Corrective actions for this violation included several actions that
heightened the awareness of personnel to these requirements. Since then, one
example occurred in 1996 and four examples occurred in 1996. Nine examples
have occurred in 1997, The licensee initiated PIRs for each of these occurrences
and the corrective actions involved procedure revisions, actions to reinforce
expectations with workers, and the statement that the discipline policy would be
invoked if future examples occurred. PIRs 95-1633 and 96-0286 recognized that
previous corrective actions were ineffect've and attempicd to address the repetitive
nature of these occurrences, but failed to prevent the subsequent occurrences.

While these examples of unauthorized overtime use without management approval
occurred, the licensee also authorized overtime usage in excess of the overtime
limits provided in the Technical Specifications a total of 118 times in 1996, 545
times in 1996, and 101 times during the first 6 montns of 1997. While some of



these authorizations were related to plant outages, many of them were not.
Technical Specification 6.2.2 f requires the licensee to comply with the guidelines
of Generic Letter 8212 whch states that “Enough plant operatira personnel should
be emploved to maintain adequate shift coverage without routine heavy use of
overtime. The objective is to have operating personnel work a normal B-hour day,
40-hour week while the plant i1s operating. MHowever, in the event that unforseen
problems require substantial amounts of overtime to be used, or during extended
periods of shutdown for refueling, major maintenance, or major plant modifications
on a temporary basi s, the following guidelines shall be followed: . . . Recognizing
that very unusual Jircumstances may anse requiring deviation from the above
guidelines, such deviation shall be authorized by the plant manager or his deputy, or
higher levels f management. The paramount consideration in such authorization
snan we nat significant reductions in the effectiveness of operating personnel would
be highly unlikely.“ Given the high number of deviations from the Generic

Letter 82-12 guidelines, the inspector questioned whether each occurrence
represented the “. . . very unusual circumstances . . .“ provided for in the Generic
Letter. The Chief Operating Officer acknowledged that the number of authorizations
for overtime above the Generic Letter 82-12 guidelines had been excessive and that
the numbers would be reduced considerably in the future.

The inspector reviewed the data provided by the licensee and noted that overtime
data for verifying that exempt personnel complied with Generic Letter 8212
guidelines was not available. The inspector asked the Chief Administrative Officer
how they monitored exempt personnel overtime use to ensure that routine heavy
use of overtime did not occur. The Chief Administrative Officer acknowledged such
trending information was not available. The only data which was available were the
authorization forms for overtime use in excess of the Generic Letter 82-12
guidelines for exempt employees.

The inspector asked if the licensee routinely reviewed the use of overtime to
evaluate compliance with the Technical Specification requirement. The Chi~t
Administrative Officer acknowledged that they did not. After recognizine the
history of problems in this area, the licensee initiated PIR 97-1303,

Since the licensee failed to monitor and review the use of overtime on a perodic
basis, this issue was only identified as a result of NRC inspection in this area. The
licensee’'s failure 1o initiate actions to prevent recurrence of unauthorized use of
overtir.e exceeding the Technical Specification requirements, particularly after a
previous cited violation and previous significant PIRs, represents a corrective action
fallure in this area. Since the work activities associated with several of the
examples of workers exceeding the Technical Specification overtime requirements
involved safety-related work, this is a significant condition adverse to quality. The
failure of the licensee to take adequate corrective actions to preclude recurrence of
these events is a violation of 10 CFR Part 50, Criterion XVI (VIO 50-482/9710-02).
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QOperating Ofticer 1 will review the root
action plan for all significant PIRs. Organizatior
1@ Operations personne! 10 support the
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who performed the evaluation. During the discussions

the engineer stated that the

fire h se was stu over because it was a tight fit. The inspector noted
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needed 1o remove the ver from the fire huse station. When the inspector asked
the engineer it the experiment was ever performed with the hook and loop fasteners

untastened, the engineer stated that this was never considered The inspector
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fit. Based on these questions, the inspector determined that the licensee ' s
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I, Maintenance
M1 Conduct of Maintenance
M1.1 General * mments on Maintenance Activities
8. Inspection Scope (62707)

The inspectors observed all or portions of the following work activities.
106716 Task 3 Calibration check of the Emergency

Diesel Generator A rocker lube oil
reservoir level annunciator

109427 Task 1 Installation of a drain trap on instrument

119829 Task 2 Postmaintenance test for Component
Cooling Water Pump C

INC L-1000 N/A Calibration of Instrument Air
Compressor A temperature indicator

RNM C-1301  Task 4 Calibration Check of Emergency Diesel
Generator A volts per hertz relay

STN SP-033 N/A Quarterly Channel Check for ST RE-33,

containmeant purge radiation monitor
b. Observations and Findings
The inspectors found no concerns with the maintenance observed.

¢.  Qonglusions

The inspectors concluded that the maintenance activities were being performed as
required.

M1.2 General Comments on Surveillance Activities

The inspectors observed all or portions of the following surveillance activities.



9A, Revision 5 - legraded voltage TADOT NBO1 bus - Separation

14 ;,(\ 1
STS ICBY96. Revision B Channe! calibration triax spectrum recorder (PASSIVE)
S@ISMIC Monttor

STS KJOI1S5A. Revision 4 Manual/Auto start synchronization D/G NEO1

b. Qbservations and Findings

Except as noted in Sections M3.1 and M3.2

the inspectors had no concerns witl
the surveilllances Obhserve

INGIUSIONS

Except as noted in Section M3.1 and M3.2, the inspectors concluded that the

survelliance activities were being performed as required
Maintenance Procedures and Documentation
Falure to Test P-11 Permiss ve Input Relay

.H‘.,“'w_ tion k),\ ope .,“ "‘s‘.]:

Engineers at Callaway determined that the an iNput relay in the pressurizer pressure
P-11 circuits for Protection Channels | |

and Il were not tested. The inspectors
reviewed the licensee’s actions taken in response to this concern

Qbservation and Findings

On June 4, 1997, engineers at Callaway contacted engineers at Wolf Creek and

informed them of a concern they had dentified dauring a review in response to
Generic Letter 96-01 Testing of Safety-related Logic Circuits The surveillance
tests for the solid state protection system failed to overiap in that the input relay
and contact for the safety-injection block for low pressurizer pressure and

|

iow-steamline pressure were not tested

This portion of the system was designed
jifterently from the res in that the three lights on the annunciator
panel remained on as long tact was open. When the system was placed
in test, the contat the three lights for the circuit remained it
The system was n naition dunng operation in that manua




werng

1 this removed

Nt personnel |

method 1o test tne untested portior the plant operating he

censee s general operaung procecu rators to \'.,;Q." that the iu)'a!x

went out at 1970 psig ang (""-",*"1 actions ' taken it H\l‘\ did not fo.
Channel Operational Test of TAVG, Delta 7, and Pressurizer Protection Set 1
Partial to Test P-11 Permissive Revision B

procedures used to test the system, STS (C. 201 A 'O2A, and -203A, "Analog

were modified to allow testing of the
circunt The inspectors observed technicians test the input relay using the revised
methodology. The three channels functioned according to design. At the end of
the inspection period, iicensee personnel were still working with the vendor and

Lallaway personnel 10 establish a long-term solution The lona-term corrective
actions will be reviewed during a future inspection and will be tracked as an

nspection followup item (482/9710-04)

LONCIusIor S

Fhe licensee appropriately addressed concerns resulting from the ident fication of an
untested portion of the solid state protection system

Seismic Monitor Surveillance Test
Inspectics Scope (61726)

The inspector observed portions of the surveillance test of the seismic monitor

Qbservations and Findings

On June 16, 1997, the inspector obse, ved instrumunt and control technicians
perform Procedure STS IC-896, “Channei Calibration Triax Spectrum Recorder
(PASSIVE)," Revision 8. During the surveillance the inspector compared the
procedure with the vendor technical manual and found several differences. The
suggested data table in the vendor technical manual recommended that the
technicians record the actual displacement measurements during sensitivity
determination. The procedure only required the technicians to record the results of
the calculation to convert the measurement from displacement to sensitivity. The
procedure suggested that the technicians use a tool to move the plates while
obtaining the displacement marks to avoid side loads that would affect the outcome
of the measurements. The Jrocedure did not specity how to obtain the

»

Jisplacements and the technicians performed this by hand

After dis §8iNg the observations with tt

wW e le n ans and the first ine SUDervisol

the inspector determined that the differences noted did not atfect ti

@ outcome of




E4

E4.1

15

the observed surveillance test., MHowever, 1o enhance the test, the first line

supervisor decided to revise the procedure by August 30, 1997, to address these
differences

£2NCIVSIONS

The surveillance of the seismic monitor was being performed appropriately,
Inspector identitied dirferences between the procedure and the recimmended
testing method in the vendor technical manual resulted in the initiation of
enhancements to the surveillance procedure.

lll,_Engineering
Engineering Staff Knowledge and Performance

Eailure to Meet Technical Specification 4.3.1.1
Inspection Szope (376651)

The licensee determined that they were not meeting Technical Specification 4.3.1.1
regarding power range channel adjustments following calorimetiic calculations. The
inspectors reviewed the concern and the corrective actions taken.

Observations and Findings

On June 4, 1997, an engineer in nuclear engineering questioned whether a change
made in July 1996, to Procedures STS . 3-001, "Power Range Adjustment to
Calorimetric,” Revision 21, and STS SE-002, "Manual Calculation of Reactor
Thermal Power," Revision 16, violated Technical Specification 4.3.1.1, Table 4.3-1,
Power Range, Neutron Flux High Setpoint Note 2. Note 2 states that above

16 percent of rated thermal power, excore channel gains are to be adjusted to be
consistent with calorimetric power if the absolute difference is greater than

2 percent. The engineer had initiated the change in response to Westinghouse
Technical Bulletin ESBU-TB-92-14-Rq, "Decalibration Effects of Calorimetric Power
Measurements on NIS High Power Reactor Trip at Power Levels Less Than

70 Percent RTP." This bulletin recommendad that if the nuclear instrumentation
indicated power is greater than the calorimetric indicated power and the calorimetric
power level is less than 70 percent, the nuclear instrumentation channels should not
be corrected by introduction of a gain shift to refliect the calorimetric power.

Based on this guidance, the licensee revised Procedures STS SE-ON1 and -002 on
July 31, 1996, to prevent a reduction of the nuclear instrumentation gain to match
calorimetric power if the power level is less than 70 percent. This change directed
operators 1o not comply with the requirements of Technical Specification 4.3.1.1,
On May 25, 1997, the licensee operated below 70 percent power in a condition



where Technical Specification 4.3.1.1 required adjustment of the nuclear

instruments, yet the revised procedure directed operators not to make the required
adjustment

After identifying the concern, the licensee revised Procedures STS SE-001

nd 002, initiated PIR 97-1635, and indicated that they planned to issue an LER
The inspector reviewed the procedures and noted that an on-the-spot-change had
been approved on June 9, 1997, Additional corrective actions included disc phining
the engineer involved in the initiating error. The licensee indicated that resolution of
PIR 97-1635 will also consider add'tional actions to reinforc- the importaace of the
review orocess, particularly with the individuals involved in rev.ewing these
procedure changes. Since operators failed to make the required nuclear instrumrent
adjustments, this is a violation of Technical Specification 4.3.1.1. This
nonrepetitive, licensee-identified and corrected violation is being treated as a
noncited violation, consistent with Section VII.LB.1 of the NRC Enforcement Policy
(NCV 50-482/9710-05)

Conclusions

Engineers exhibited good questioning attitude in identifying a failure to meet a
Technical Specification requirement to maintain the nuclear instrumentation
calibrated within two percent of the calorimetric During the review of the change
to the surveillance procedures, engineering and operations personnel failed to

ensure that the procedure provided guidance consistent with the requirements of
Technical Specifications

(Closed) Unresolved Item 50-482/9704-06: Use of vendor technical manuals for
selecting substitute parts. This item involved the use of vendor technical manuals
to select substitute parts without an equivalency evaluation based on their inclusion
in a bulletin included in tha manual. The licensee contacted a former
architect-engineer site manager and a quauty assurance manager from the air
conditioning unit vendor. Both individuals agreed w.th the licensee’s interpretation
regarding the use of the vendor technical manual for selecting substitute parts. The
quality assurance manager said that the felt element would not be appropriate
despite its appearance on the vendor bulletin page containing the designations of
the approved filter cores simply because it was not grouped in the same column
with the core initially suppl -4 by the vendor. The quality assurance manager also
said that if an'' of the filter core dasiqnations grouped with the one initially supplied

with the unit wer= not appropriate for use at Wolf Creek. the entry would have been
lined out in that table

The inspector concluded that the licensee interpreted the manual In a manner
consistent with the expectations f the vendor. The inspector aiso concluded that

the logic for selecting replacement parts was not consistent and could lead to future

)

ontusion and possible misinterpretation and inappropr.ate substitution of

'F.’D?a(;(r"“é"\? (*arvf‘ Ag the exit 'v”u-v:Hq the necensee ack r'”\N'(‘dqﬂ‘i.‘» this {)(“)\'rt)';'f‘v

It
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IV, Plant Support
Radiological Protection and Chemistry Controls
oalely
Inspectior

Using Inspection Procedure 71707 and 71750, the inspectors evaluated the
and B switchgear rooms and safety injection
operability

components to v('h'\

and housekeeping were adequate. The
afd seal housing of Safety Injection Pump B

aused a large boric acid accumulatio n the skid of the pump. The accumulation

occurred in a posted contaminated area on the pump skid. The inspector noted that
this accumulation had worsened over the last several months and oil leaks had
added to the accumulation The licensee initiated an action re 1est to repair the
leak. On June 6, 1997, the inspector discussed the issue with the radiation
protection manager. The inspector noted the skid had been cleaned on June 12
1997. The inspector discussed the frequency of cleaning up this type of spill with
radiation protection management. The skid had been cleaned 2 1/2 weeks before
The pump outboard bearing area also had a small but active leak. The licenser was
monitoring the leak and the area daily to ensure that the leakage remained on the

skid and inside the posted contaminated area, and to track the status of the leak

The aspector concluded that safety-injection equipment was being maintained in ar
’ " g

operable condition and that the radiation protect an department appropriately

monitored a minor system leak
Restricted Area Entry Without Thermolu. .nescent Dosimetry
Inspection

',hP nspe { W ] cun ances su unaing the ncensee
rkers ‘xrv'{.r,.. 1 the rec

red by administrative




The work ers

josimetry, and received ! em and 2 millirerr

indicated
] automated access system

Eb,,_. Hcensee s ( )(V,L,Lf..l ,,v,!r e

was not functioning at the time, and as workers manually logged onto the radiation

work permit, they obtained electronic dosimetry but failed to obtain and wear their

Issued thermoluminescent dosimetry. While in the high radiation area, a rker

noted that these two workers did not have ther noluminescent dosimetry. The

~orkers exited the high radiation area while being escorted by a health physics
technician. The licensee initiated PIR 97-0844

oliowing the first occurrence on
March 20, 1997 classified it significant

downgraded it to nonsignificant (thus

geciaing to not perform a detailed root-cause determination with detailed corrective

ictions), and closed it on April 23, 1997, Corrective actuons included disciplining

the workers involved, suspending radiological controller area access to the two

workers until they rece:ved retraining from the radiatic

Nt otectu superintengent
and aiscussing the event in the station newsletter admonishing all radiation workers
{0 comply with radiation worker requirements. A PIR search identified one
additional example of a worker inside the radiological

controlled area without a
thermoluminescent dosimeter, occurring in 1995

On June 12, 1997

two mechanics entered the restricted area without dosimetry
and without logging in on a radiation work permit as required by

Procedure AP 25A-001. The licensee initiated PIR 97-1764 that day and classified
t as significant, and as of the end of the inspection

th had not closed it. The workers
parucipated ir

' @a meeting in a room between the radiologically controlled area access
desk and an acceptable but infrequently used door that led into the radiologically
The workers were not signed onto any radiation work permit. At
the conclusion of the meeling, the workers recognized that they needed to obtain
so™e measurements in support of the work they had discussed during the meeting
The workers used the infrequently used door to exit the meeting room and enter the
radiological controlled area. After oh 1ning the measurements, the
recognized their error and reported their error to

controlied area

workers
health physics personnel. The
workers were disciplined on June 27, 1997

<

While these events were licensee identified they

are repetitive, s .l“gf.‘S'\'”q that
additional corrective action 1s needed to preciude future recurrence

The failure of
radiation workers to wear the required thermoluminescent dosimetry during

-’ﬁdl",’i“’ﬂ'. al controlled area entries 18 a

11
>

violation of Technical Specification 6

VIO 50-482/971(




it they n
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preciuding recurrer
Miscellaneous Radiological Protectio.. & Chemistry Controls
Criticality Monitoring
Inspection Scope (92904)

The inspector reviewed the status of the licensee'’s ¢ ompliance with the
requirements of 10 CFR 70.24

Qbservations and Findings

On June 24, 1997, the licensee received notification chat their request for

exemption from 10 CFR 70.24 criticality monitoring requirements was approved by
the US NRC Office of Nuclear Reactor Regulation

The exemption stated that
the staff concludes that the licensee's request for an exemption from the
requirements of 10 CFR 70

24 is acceptabl2 and should be granted. Accordingly
the Commission hereby grants Wolf ( ‘eek Nuclear Operating Corporation and
exemption as described in Section |l above from 10 CFR 70.24 ;

Gonclusions

The inspector concluded that the licensee was exempted from (he criticality

monitoring requirements

the assumptions and conditions described in the letter granting the exemption

of 10 CFR 70.24 provided that they maintained in effect

Staff Training and Qualification in Emergencv Preparedness

Emergency Plan Drill

Inspection Scope (71750

The inspector observed emergency plan personnel actions in

the technical support
center during an activation dnill

Jervations

on June required emergency plan
personnei center Emergency plar
pgrsonnre 3t r tThime
and the statt bea

{iract




nanagement per it rt center was a
sonnel conducted their ind established immediate priorities. The
lers then tern ind asked the drill participants to conduct a
we. The critique was iNnd personnal raised concerns without
parent reservatiorn

NCIUSIONS

The licensee conducted an effective technic al support center activotion drill, and
critiqued their performance in an effective manner

X1 Exit Meeting Summary

The inspectors presented the nspection results to members of licensee management at the
onciusion of the inspection on June 27, 1997. The licensee acknowledged the findings
presented. In response to several issues e g.. the issues discussed in Sections 06.2
08.1, and R1.2, the licensee commented that

1§

f personnel failed to « omply with acequate
programs, then the ensuing events did not constitute & problem with corrective action, but

with human performance. The inspectors acknowiedged this concern. While human

performance appeared to be a significant aspect of these occurrences, corrective actions
p 4 o

must address human performance as well as programmatic adequacy

The inspectors asked the licensee whether any materiais examined during the inspection

should be considered proprietary. No proprietary information was identified
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IP 37651

IP61726 Surveillar

P 62707 Plant Operations

iP 71750 Plant Support Activities
IP 717Q7 Plant Ope ations

IP 92904 Followup-Plant Support

ITEMS OPENED, CLOSED, AN

Qpened

3710-01 Corrective lenses /or respiratory protection
equipment (Section 06.1)

9710-02 Overtime Requirements (Section 06.2)

ontainment tours during forced outage (Sections 08.1
nd 08.2)

9710-03 C
a

9710-04 Evaluate final resolution of the P-11 input relay testing

(Section M3.1)
9710-06 Restricted area entry without thermoluminescent dosimetry
Section R1.2)

50-482/9704-06 Use of vendor technical manuals for sele ting substitute
parts (Section E8.1)

50-482/96-014 Failure to comply with Technice' Specification 4.5.2.¢ for
visual inspactior f{ containment (Section 08.1)
50-482/9618-02 Safety Injection Pump A operable

50-482/97-009

Mode 5 (Section 08.3)

Failure to comply with Technical Specification 4.5
(Section 0O8.2)
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NUCLEAR OPERATING CORPORATION R ot
Gary D. Boyer

Chief Administrative
Officer

August 8, 1997
CO 97-0056

U. S. Nuclear Regulatory Commission
ATTN: Document Control Desk

Mail Station P1-137

Washington, D. C. 20555

Reference: Letter dated July 6, 1997, from T. P. Gwynn,
NRC, to O. L. Maynard, WCNOC

Subject: Docket No. 50-482: Response to Notice of
Violations 50-482/9710-01, -02, -03, and -06

cent lemen:

This letter transmits Wolf Creek Nuclear Operating Corporation’s (WCNOC)
response to Notice of Violations 50-482/9710-01, =02, =03, and -06.

Violation 9710-01 cites a failure to have instructions or procedures to

ensure that licensed operators had appropriate corrective lenses
available for use with self-contained breathing apparatus. Violation
9710-02 addresses examples of workers performing safety-related work in
excess of the Tec“nical Specification 6.2.2.f work hour limits.
Violation 9710-03 .identifies violations of Technical Specification
Surveillance requirement 4.5.2.c.2. Violation 9710-06 identified two

incidents of personnel entering the Radiation Control Area (RCA) with
incorrect dosimetry.

WCNOC’s response to these violations is provided in the attachment. If
you have any questions regarding this response, please contact me at
(316) 364-8831, extension 4450, or Mr. Richard D. Flannigan at extension
4500.

Very. trulz/youxﬂ n
Yeamh Z’A@E :

‘Gary Boye
GDB/jad

PO Box 411 / Burtington. KS 66839 / Phone (316) 364-8831
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Office of the Governor
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Attorney General
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2nd Floor
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Vick L. Cooper, Chief

Radiation Control Program

Kansas Department of Health
and Environment

Bureau of Air and Radiation

Forbes Field Building 283

Topeka, Kansas 66620

Mr. Frank Moussa

Division of Emergency Preparedness
2800 SW Topeka Blvd

Topeka, Kansas 66611-1287




Attachment to CO 97-0056
Page 2 of B

Corzective S"eps That Will Be Taken And The Date When Full Cimpliance
Will Be Achieved:

A procedure to track and monitor adherence of Licunsed Operator

restrictions is being developed and will be issued by Augist 29,
1997,

A reminder of the requirement that some licensed operators are
required to have appropriate eye wear to wear SCBAs in the control
room is being added *o the training material involving the donning of

SCBAs. This will be incorporated by August 29,1997




Attachment to CO 97-0056
Fage 4 of 8

Corrective Steps That Will Be Taken And The Date When Full Compliance
Will Be Achieved:

Department Heads will communicate to supervisors their expectations

on adherence to work hour limitations. This will be completed by
August 30, 1997.

The Department Heads will communicate to emplovees their expectaticons

on self tracking and reporting work hour limits. This action will be
completed by August 30, 1997,

The Plant Manager will meet with the Call Superintendents tu
communicate expectations for them to challenge each supervisor's

justification for exceediny the work hour limitations. This meeting
will be corducted by August 15, 1997,

The Plant Manager will establish a performance indicator on approved
work hour deviations by August 30, 1997,

tool for management monitoring of
justification.

This indicator will be a
authorization frequency and

The Plant Manager will develop

a4 method to monitor exempt employee
hours worked.

The expectation and method will be communiceced to all
supervisors and managers by September 15, 1997,

AV

WS

Procedure AP 13-001, Revision 2, Guidelines for WCGS Staff Working
Hours”, will be enhanced to provide better guidance. This revision
will be completed by August 22, 1997,

&l

mality Evaluations will

‘efueling Outage Nine. The results of this monitoring will be made
available to management by November 30, 1997.

monitor implementation of AP 13-001 during




The root cause of this event was determined to be

Attachment to CO 97-0056
Page 6 of 8

inadequate program

monitoring or management., The corrective actions following the concerns
with the use of Technical Specification Clarifications addressed the
need for literal compliance; however, Wolf Creek employees have failed

to meet Operations’ performance expectations whan addressing literal
compliance,

Corrective Steps Taken and Results Achieved:

Licensee Event Report (LER) 97-009-01 was issued

Status Charts provided incorrect information about performing
contzinment inspections. These documents were initially revised to
ensul'e compliance with Surveillance Requirement 4.5.2.¢.2. However,
upon che receipt of Technical Specification Amendment 105, the
chance: made to these documents were no longer required. Technical
Spec..fication Amendment 105 was received on June 23, 1997, and the R2
Status Charts were revised to address Amendment 105. This ensures

compliance with Surveillance Regquirement 4.5.2.c.2, and no further
actions are required.

The inability of the individuals involved to comply with Technical
Specifications, along with the other noted occurrences of similar
concerns, identifies the need for further site-wide discussions
concerning the appropriate and expected use of literal compliance.
This was addressed at site-wide meetings held during July, 1997.

Weuuum«mmmumm*@m

All Technical Specification Clarifications deleted after September,
1996, will be reviewed to ensure applicable information is captured
in Operations’ procedures. This review will be coordinated by
Operations Support with the assistance of Licensed Operators. This
review will be completed by August 12, 1997, and the appropriate
procedure revisions will be completed by September 16, 1997.

To ensure the proper completion of future containment inspections,
guidance will be added to STS EJ-001 concerning the required

performance and the scope of the inspection which should take place.
This will be completed by August 31, 1997.

To address the root cause of this concern, discussions of
Management’'s Expectations and literal compliance will take place with
each Shift Supervisor, Supervising Operator and appropriate members
of Operations Training. These discussions will be conducted by the
Manager Operations, and will be completed by August 31, 1997.

AP 25A-100, “Containment Entry”, will be revised to provide an
acceptable jefinition of containment entry. Based on the receipt of
Amendment i0S, the procedure will also Le revised to notify the Shift
Supervisor, as required, to ensure completion of STS EJ-001 in

accordance with Technical Specification Amendment 105. AP 25A-100
will be revised by August 31, 1997,



Attachment to CO 97-0056
Page 8 of 8

WCGS Health Physics will submit a proposed design change to be
evaluated using the design change process. This design change will be
submitted by Januar, 1, 1998




UNITED STATES
NUCLEAR REGULATORY COMMISSION
HEGION IV

GITRYAN PLAZA DRIVE, SUITE 400
ARLINGTYON, TEXAS 760118064

NG |5 1991

Otto L. Maynard, President and
Chief Executive Officer
Wolf Creek Nuclear Operating Corporation
P.O. Box 411
Burlington, Kansas 66839

SUBJECT: NRC INSPECTION REPORT 50-482/97-10

Dear Mr. Maynard:

Thank you for your letter of August 8, 1997, in response to our letter and Notice of

Violation dated July 10, 1997. We have reviewed your reply and find it responsive to the

concerns rased in our Notice of Violation. We will review the implementation of your

corrective actions during a future inspection to determine that full compliance has been

achieved and will be maintained

Sincerely,

Docket No.: 50-482
License No.: NPF-42

cc:

Chief Operating Officer

Wolf Creek Nuclear Operating Corp.
P.O. Box 411

Burlington, Kansas 66839

Jay Silberg, Esq

Shaw, Pittman, Pott. & Trowbridge
2300 N Street, NW

Washington, D.C. 20037
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Attorney General

Judicial Center

301 S.W. 10th

2nd Floor

Topeka, Kansas 66612-1597

County Clerk
Coffey County Courthouse
Burlington, Kansas 66839-1798

Vick L. Cooper, Chief
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Bureau of Air and Radiation

Forbes Field Building 283

Topeka, Kansas 66620

Mr. Frank Moussa

Division of Emergency Preparedness
2800 SW Topeka Bivd

Topeka, Kansas 66611-1287




