RIV-2007-A-0048 Callaway DRP 61 DAYS
Concern 1 Assigned To: RPBB Ol Action: No
Ol Report:

The licensee decided, due to economic reasons, to not correct a long standing design
deficiency on the RHR suction relief vaives' discharge piping during the spring 2007
refueling outage but wait until the next refueling outage.

Action Branch Assigned Planned  Completed
1 Acknowledgement Letter ACES 04/06/2007 05/06/2007 [04/24/2007 |
2 Initial ARB Meeting RPBB  04/06/2007 05/06/2007

RP3B to inspect all 3 concerns.

3 Staff Review RPBB  04/06/2007 l04/09/2007 |
Develop concerns list.

4 Inspection RPBB  04/17/2007 05/17/2007 [05/24/2007 |
RPBB to inspect all 3 Concerns.

5 Letter From Alleger ACES 04/30/2007 |
Alleger faxed corrections to acknowledgment letter.

6 Review Submittal RPBB 05/01/2007 05/08/2007
Review alleger's letter.

7 Phone Call w/Alleger ACES [05/01/2007 |
Called alleger with RPBB, EB1 & reactor analyst to discuss findings prior to licensee
startup.

8 Closure Letter ACES 05/24/2007 06/24/2007

9 Final QA Review ACES  05/29/2007 [06/06/2007 |

10 File Closed ACES

11 Review Submittal RPBB 09/05/2007 09/12/2007

12 Response after Closure ACES 09/06/2007 09/24/2007
Sent as acknowledgment letter to RIV-2007-A-0096.

13 Followup ARB Meeting ACES 09/06/2007 09/24/2007 [09/24/2007 |

Contention 1:

RPBB to review how we addressed all concerns in RIV-2007-A-0028 and bring back to
special ARB.

Contention 2:

ACES/RPBB to contact alleger, to discuss previous NRC actions taken on this issue
including basis for our conclusions and provide opportunity for the Cl to provide additional
information.

Contention 3:

ACES/RPBB to provide a written response that captures the information verbally provided
by the resident inspector and provide an overall summary of the NRC's assessment..
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From: Richard W Deese

To: Anton Vegel, Darrell White; David Dumbacher; Dwight Chamberiain; James Heller;
Judith Walker; Karla Fuller; Michael VVasquez

Date: 09/26/2007 1:38:02 PM

Subject: Action from Monday's ARB

From the ARB, | was instructed to draft a written response of the overall summary of the NRC's
assessment of the Callaway Plant's problem identification and resolution program to aid in answering the
alleger's concems outlined in his letter to Senator Durbin, | offer up the following. Please provide
feedback/comments to me.

CC: Gaddy, Vincent
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Event

In October 2003, after responding to the loss of an instrument bus, operators manipulated
and/or allowed the plant to operate such that the Minimum Temperature for Criticality was
exceeded. The plant shut down before the Technical Specification aliowed time was exceeded.
Control rods were left withdrawn for an extended period of ime (around 90 minutes). The on-
shift crew did not log the entry into the Technical Specification conditions nor did they initiate a
corrective action program document, both of which were required by Callaway plant procedures
at the time. The alleger asserts that these failures to report the conditions per procedure were
intentional omissions. :

Chronology (all dates are in 2007)
March 2 Allegation received

March 3-18 Concerns List developed. There were more than 2 concerns; only the pertinent
ones are listed.

Concern 1

On October 23, 2003, while shutting down to Mode 3, the RCS temperature dropped below
the Minimum Temperature for Critical Operation. However, the temperature transient was
not documented in a condition report until 38 days later when identified by a training
Instructor. This condition report did not address why the control rods were not inserted
until 90 minutes following the reactor shutting down. A later condition report
documenting the Issue (CARS 200701278} was assigned a significance level 4. The
concem Individual (Cl) expressed concern that this significance level was too low. The
condition aiso wae not documaentad in the shift supervisor log.

Concemn 2

The operating créw waited 0 minutes io fuily insert control rods following shutting down
the reactor. The Cl believes this delay may have been intentional to avold scrutiny of
crews actions, since the crew was supposed to maintain Mode 2 in ca=2 the squipment
necessitating the shutdown was repaired. The Cl states that purposefully delaying
inserting the control rods, not logging entry into Technical Specifications and not
documenting significant operational transients in the corractive action program are
dishonest and negligent omissions.

CoMMEnT; CONCERNS courp PE MiE spetiFcc . THEY
SEeM SIMLAR .



there was no violation of regulatory requirements to warrant an Ol Investigation.
RPBB to document review of issue more fully inciuding whether failure to log entry into TS
3.4.2 or time to document issue in CAR violated an NRC requireme
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June 19 E-mail from DRP-B to Senior Allegation Coordinator.

Allegation RIV-2007-A-0028 - Concemn 2

The NRC inspector that was assigned Concern 2 came to the following conclusions based on
interviews and reviewed plant technical data:

- The licensee failed to log the entry into Technical Specification Action Statement 3.4.2,
the reactor critical below 551°F as required by their procedures. -The inspector did not
believe it was a willful act. His impression was that the operators didn't know what was
actually going on. At the time the plant had experienced a loss of a vital bus and the
operators had ramped powsr down to approximately 2 percent. Xanon then drove the
temperature and neutron flux ievel down. The reactor went below the 551 °F for about
15 minutes at which time the operators tripped the turbine as part of their shutdown .
procedure. This placed the steam dumps in service which regulated the temperature at

S5T°F.
The inspector determined that the licensee did not violate any TS requirements.

. The inspector did not find any evidence that any licensee actions or omissions were
willful.

. The licensee wrote a CAR and has taken co}l'ecﬁva actions to preclude this from
recurring.
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August 7 Closure Letter. Closure of Concerns 1 and 2 shown beiow:

Concern 1

On October 23, 2003, while shutting down to Mode 3, the RCS temperature dropped below the
Minimum Temperature for Critical Operation. However, the temperature transient was not
documented in a condition report untii 38 days later when: identified by a training instructor. This
condition report did not address why the control rods were not inserted until 90 minutes
following the reactor shutting down. A later condition report documenting the issue

(CARS 200704278) was assigned a significance Level 4. The concem individual {Cl)
expressed concem that this significance level was too low. The condition also was not
documented in the shift supervisor log.

Resolution 1 - Substantiated

In your letter dated April 20, 2007, you advised that on March 20, 2007, you presented
CARS 200701278 to the Reactivity Management Review Committee and that the CARS
significance was rescreened at Level 3. -

The NRC reviewed computer point trend data, operator logs, Technical Specification
requirements, corrective action documents and operator procedural guidance.

The October 23, 2003, piant transient resulted in RCS temperature decreasing approximately
2 degrees F. below the Technical Specification 3.4.2 minimum allowed RCS temperature while
critical. Fifteen minutes late a mode change from Mode 2 (Startup) to Mode 3 (Hot Standby)
occurred. This Technical Specification limiting condition for operation entry and mode change
were not documented per requirements. The operators procedural guidance expected to be
able to control RCS temperature and reactor power stable using control of steam loads to
establish a reactor critical condition of about 5 E -8 amps. . The reactor did become subcritical
without immediate operator action and did transition through five decades of power decrease
due fo the transient in a 20-minute petiod. No attempts were made to restore power and after
2 hours, the procedural requirement to insert control rods was implemented. Thirty-eight days
later a corrective action document (CAR) identified the discrepancy.

The licensee recently inittated CARs 200702601 and 200702606 which highlighted the need to
re-review the 2003 event to ensure procadural content and operator training was adequate to
respond to future events. These corrective action documents have been assigned significance
Level 3 and the actions prescribed have the potential to address the 2003 inadequacies.

The concemns described in Allegation RIV- 2007-A-0028, and confirmed by inspedidn, were
contrary to the requirements of the licansee’s Technical Specification bases and operating
and were an initlating events reactor restart concern. The NRC plans to document

procedures
this violation in NRC Inspection Report 2007-003.
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to detarmine whether there were indications of misconduct that would warrant an investigation
by the Office of Investigations.

The technical staff determined that the reactor did become subcritical without immediate
operator action and did transition through five decades of power decrease due to the transient in
a 20-minute period. No attemptis were made to restore power and after 2 hours, the procedural
requirement to insert control rods was implemented. This time delay was not prudent and did
suggest that the operators may not have exercised optimum reactivity management and may
not have had adequate plant awareness. The inspector's review of operating procedures did
not find any timeliness guidance on performing the steps to insert the control rods.
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08/30/2007 18:17 AM US NRC - Call-~ay Resldent inspscter OFf B/%

correspondence between me and the US NRC and copies of intemnal Callaway Action
Requests (the process for reporting concems to company leadership).

| have three concems which are provided below.

| greatly appreciate your past commitments to public safety concems and to the safe
generation of nuciear power. Please let me know if you or your staff can provide me
any assistance in resolving my concemns.

Very respectfully,

Concem 1

On October 21, 2003 the operating crew at Callaway Plant lost control of reactivity and
the piant inadvertently shut down. There appears to me to be strong evidence that the
Shift Manager (in 2003 the fitle Shift Supervisor was used) left the control rods
withdrawn for 80 minutes to avoid having to admit to upper management that his crew
lost control of the reactor. | base this accusation on the following:

1) The crew did not document the inadvertent shutdown in the Operations log.
2) The crew did not document the inadvertent shutdown in the Callaway Action

Request System. _

3) None of the five current Shift Managers with whom | discussed this issue can give
me a reason why the control rods would remain out for 80 minutes following the shut
4) The training supervisor who documentad the pressurizer leve! transient from earfier
in the shift recelved negative feedback from the Shift Manager regarding the need to
decument the transient in the CAR System.

The US NRC has refused to invastigate whether or not the leaving of the control rods
withdrawn was an intentional attempt to cover up a transient. Their position is that
since the Callaway Plant procedura for condusting 2 reactor shutdown contsins no tive
requirements, there was no misconduct that would warrant an investigation by the
Office of Investigations.

| do not agree with their position. | have made an allegation regarding the integrity of
individuais who hold US NRC issued Senior Reacior Operator licenses. The Shift
Manager invoived in the incident was later involved in an inadvertant Safety injection
(February 2004) which led to the failure of safety related relief vaives on the Residual
Heat Removal system and in a significant plant transient while synchronizing to the
eleciric grid (November 2005) which, although it was clearly cause by operator error,






"based on the emergent design issues and deferment risk.” As a result, Callaway Plant
was allowed to resume power operations following RF15 with a Primary Relief Tank
piping arrangement which couid cause unpredictable damage to the RHR Suction
Relief valves during a designed lifting of the Pressurizer PORVSs.

" | disagree with the assessment of the US NRC. The assessment of the US NRC is

based on Callaway's claim that the design modification couid not be ready in fime for
implementation during RF15. Although this was true, it was wholely due to the
procrastination and short staffing of Callaway Plant. -

A further issue is that Callaway Plant would prefer not to know about problems with its
safety related equipment. During the investigation of the failure of the relief valves, it
was suggested that the valves be replaced on a "staggered test basis" which would
cause one to be repiaced during odd numbered refueling outages and one to be
repléced during even numbered refueling cutages (currently both vaives are replaced
during even numbered refueling outages). The advantage of this is that equipment
probiems could potentially be detected 18 months (one fuel cycle) earlier.

Although the detection of equipment problems 18 months sooner is an advantage to
the public, it is not necessarily an advantage to AmerenUE. If one valve is discovered
broken, the other vaive must be assumed to be broken - which could then necessitate a
mid cycle outage to replace the valve. Callaway rejected the suggestion of replacing
the vaives on a "staggered test basis” bmohlmmbe'rastam
mddmuhrhnotmabmnahlhdmwrmmpohlwymmm
still be in the system.

lnpedorrrimIhMgaﬁonafRN&OO?-A—OﬂdameUSNRCgmalotddebﬂﬂy
to the documentation of AmerenUE. Why an appropriately staffed and funded facility
(which Callaway claims to be) cannot turn around a piping design modification in seven
months was not addressed. The reasoning provided by the Inservice Test Engineering
group for not performing future tests of the failed valves on a wubﬂ

was also not challenged.
Concem 3

Caiiaway Action Request 200609298 documented how an acid system at the cooling
tower was improperly retired-in-place with residual acid still in the linss. Repesied
docuineriiation of problems related to acid corrceion included the following:

1) Repeated leaks from ratired-in-place components

2) Equipment Operators refusing to perform tagging operations because of the
condition of the system

3) An incident of highly acidic (pH 1) water leaching into the lower levels of a building
during hard rains because of extensive acid poliution in the surrounding soil

4) Above ground piping completely corroded away

5) An unisolabie leak from the bottom of an acid tank.






September 12, 2007

MEMORANDUM TO: Jim Helier, Senior Allegations Coordinator

FROM:

Judith Walker, Allegations Coordinator

Vincent Gaddy, Chief, Reactor Projects Branch B

SUBJECT: REVIEW OF ALLEGATION MATERIAL RIV-2007-A-0048 and

RIV-2007-A-0028

In response to your memorandum of September 5, 2007, requesting review of its attached
material, the following responses to your questions are provided below.

| assigned Rick Deese, a newly assigned Senior Project Engineer independent of the
issue, to review the letter to figure out the differences in what was previously inspected
and what the alleger is now asserting. His review is documented in Attachment 1.

|V|dual ha ralsed new has ralsad new concerns

No new regulatory issues were identified.

Under si i followup priority (i.e. high - i iate action ired, or

Icenseeorn i i der “action.”

Provide additional information pertaining to the depth and breadth of our inspection on
the previously asserted claims and also the role of the NRC and the bounds of our
enforcement.

DRP Projects Branch B.






cites two other instances. One of these incidents describes an operator involved in an
indvertent safety injection and the other describes a significant plant transient while
synchronizing to the grid. Neither of these descriptions contain information as to how
the operators' integrity was questionable. After conducting an interview with the
Callaway senior resident inspector and reviewing the alieger’s letier, no information to
support misconduct in these instances was evident that would further support the
alleger's claims. The incidents appear to be caused by operator error and therefore do
not implicate the integrity of the individuals involved.

| did note two possible issues which were indirectly brought up in the alleger’s
discussion. First, the alleger asserts that an individual received negative feedback for
entering an issue into the CAP which, if substantiated could be a SCWE concem.
Second, the alleger states that Calllaway incorrectly determined the cause of an event to
be equipment error, not human error, which could be an example of poor comrective
actions by the CAP. These issues were not directly brought out as concems by the
individual, therefore, | do not recommend inspecting them unless the ARB believes it
would support the agency position.

Concern 2.a: In response to an event which brought to Callaway’s attention of a design
deficiency with the RHR suction relief vaive, Callaway claimed they could not design and
implement in time a modification. The NRC “bought” this. The alleger questions why the
NRC did not question how a modification would not be adequately scoped and done.
Reply: Reactor Project Branch B inspected this concern and did question the licensee's
timeline with respect to development and implementation of the modification. The
inspectors concluded that the licensee did not properly develop the modification at first
and therefore it was not available for implementation during the refueling outage. The
inspectors did not intrusively question the cause of why the first development of the
modification was faulty (like due to understaffing or ecomonic reasons as the alleger
states). Instead the inspectors focused on the licensee's actions after failure to
implement the modification. From this inspection, the licensee was tasked to prove the
viability of the RHR suction relief discharge line to NRC Region IV staff members in a
conference call. This discussion yielded the conclusion that the line would not unduly
increase the risk of the plant if the line were left unmodified. As a result, the inspectors
conciuded that the subsequent revision of the modification will be implemented in a
manner timely with its safety significance and that no regulations (e.g. 10 CFR 50,
Appendix B, Criterion XVI, “Corrective Action,”) were violated. My review concluded
that the modification and its timeliness were adequately reviewed and | recommend no
further inspection action.

Concern 2.b: Also, the NRC did not challenge why Callway engineering did not adopt
the new policy of staggered train RHR suction relief valve testing.

Reply: Reactor Project Branch B did inspect this concern. Inspection determined that
the Callaway Plent’s actions to maintain their inspection times of both valves
simultaneously met the requirements of the ASME Code. Any inspection plan is at
discretion of licensee and any suggestion by NRC to change the inspection plan without
any other known deficiencies would be beyond the role of the NRC as long as the
licensee was mesting their code requirements. The assertion that Callaway personnel
scheduled the tests to avoid negative consequences may have been a contributor in the
decision, but the inspectors lacked any additional information which suggests negative
safety impact. As a result, the NRC is not in the position to challenge why Callaway did
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RPBB | Inspect 5M17/07 Normal L “
3 The licensee delayed testing RHR suction relief valve that 10 CFR 50 App. B

had been previously removed. A mid-cycle outage would Criterion XI

have been required to replace the other valve if the valve

had failed its test.

RPBB | Inspect 517/07 Normal L
4

|

5
6

ﬁewseﬁ 57@&

Indirect Charoes Direct Insnection Activities



Summary the of Concems (be briet}

¢ AmerenUE deferred corrective action for a potentially significant design
deficiency from the current refueling outage until the next refueling outage.
This design deficiency has been a long standing problem (please see
attached letter).

4 Delay in testing RHR relief valves (removed October 2005, not tested until
August 2006}_.l

¢ AmerenUE changed RHR relief valve surveillance from a staggered test
bases to reduce the probability of identifying a failed vaive.

The Callaway RHR suction relief and PORV discharge are routed through a common
discharge line into the PRT. During operating cycle 14, the PORYV lifted several times during
a plant transient. The PRT pressurized, lifting a column of water up the common discharge
line. This water collected on the backside of the RHR relief valve. A subsequent PORYV lift
caused a significant water hammer against the back side of the RHR relief valve, damaging
the valve internals. The licensee’s interim corrective action was to declare the RHR relief
valves inoperable if the PORV should lift. AmerenUE had scheduled modification to correct
the design problem this outage, but deferred the modification until the following refueling
outage.
|

What is the potential safety impact? s this an orgoing concem?
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ALLEGATION RECEIPT FORM

Page 25
Served on as Root Cause Team Member
Was the concem brought to mal 's attention? If so, what actions have been taken, if not?
Why was the ht to NRC's attention?
= ———=ap=_. S wkaase = ——————— E— .-




I ALLEGATION RECEIPT FORM '

Page 26

Full Name

[Redacted]

ALLEGER INFORMATION
§ Employer AmerenUE

Mailing Address (Home) [Redacted] Occupation Engineer

Telephone (Dmi [Redacted] Relationship to facllity Emphyee
(Othe

Preference for method and time n/a Was the individual advised of no

of contact identity protection

Referral

Explain that If the concems are raferred to the licenses, that a
NHC will review and evaluate the thoroughness and adequacy
are an agreament state issue or the jurisdiction of another a

r's identity will not be revealed and that the
tha licensea's response. If the concems
gency, explain that we will refer the concem to

r agrees, we will provide the alleger's Identity for followup.

the appropriate agency, and if the al
Does the individual object to the
referral? l nfa

Does the individual
releasing their identi

ect to

n/a

H:&ulauons prohibit NRC licensees (Including contractors and
a

subcontracto
ities (alleging violations of regulatory requirements, refusing to engage in practices made unlawful by statues, etc.).

rs) from discriminating against indlviduals \Jm: engage in protected

m: rtr‘?:tn riomr:‘?m involve n/a \g&s gr.géamsg?MI advised of the No
What was the protected activity?

Yes

What adverse actions have been taken? When?

n/a

Why does the individual believe the actions were taken as a result of engaging in a protected activity?
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April 5, 2007

Michael Peck
Nuclear Regulatory Commission

Senior Resident Inspector
Callaway Plant

Mr. Peck

The Primary Relief Tank Common Relief Valve Discharge Header at Callaway Plant is
not properly designed: the arrangement of the piping permits the RHR Suction Relief
Valves to be damaged by a water slug propelled down the pipe when a Pressurizer PORV
is actuated at Normal Operating Pressure.

Callaway Plant management has known about this liability since September 22, 2006.
The liability was formally documented in the Root Cause Report to. CARS 200607188 in
October 2006. 1 was the Operations representative to that Root Cause team. In October
12006 1 personally informed the Manager of Design Engineeting (then Fadi Diya) that the
piping arrangement was inadequate and needed to be corrected at the next opportunity
(Refueling Outage 15).

After quéstioning the Root Cause Team®s findings for three months, Callaway Plant
approved Modification Package MP 07-0007 on January 26, 2007. 1 learned late in the
evening on April 3 that MP 07-0007 has been removed from RF15.

On April 3, 2007 I informed the Manager of Design Engineering (now Mark McLachldn)
I was concerned our decision to not modify the PRT Common Relief Valve Discharge
Header during RF15 might not be viewed favorably by the NRC. Mr. McLachlan’s
response was that it was not the NRC’s decision-as to whetlier or not we performed the
modification. Callaway Plant had evaluateéd:the Operability of the system with an
Operability Determination and could decide to defer the modification based on a
Probabilistic Risk Assessment. If the NRC disagreed with our decisions, they could
challenge our decisions during their routing or special inspections. [ was directed to
CARS 200609803, Action 13 for the justification.

CARS 200609805, Action 13 states:

There were no instances where the set pressure of a relief was lowered, so loss of
inventory from low pressure actuation is not considered credible.

I am not satisfied that a low pressure actuation is not considered credible. The events of

February 11, 2004 caused the assembly pins of these valves to break into many pieces.
With assembly pin fragments (FME) present as the bellows assembly is moving up and

Qv -2or1-A-00 48
4



down due to the water hammer transient on the PRT Common Relief Discharge Header, I
behevc it is credible that-an assembly pin fragment might lodge in such a manner that the

* full spring force is no longer applied to the center of the disk. With metal FME present
along with bellows movement, many things are credible.

Yesterday (4/4/07), my concerns were documented in CARS 200703254, Inadequate
PI&R Delays Modification to Safety Related System one cyecle. CARS 200703254 was
sereened a Sig 4 (Corrective Action Only) meaning no investigation of the inadequacy of
the CARS 200609805, Action 13 respensenor any investigation of the inadequacy of our
PI&R and modification processes is necessary.

Note that Callaway Plant has had many opportunitics to discaver and correct the design
deficiencies of the PRT Commen Relief Valve Discharge Header:

In 1993, while pressurizing the RCS to start Reactor Coolant Pumps for the RF6
heatup, a RHR Suction Relief Valve lifted at 350 psig (more than 100 psi below
its setpoint), causing RCS pressure to blowdown to approximately 100 psig. This
valve was installed in the system during the February 13, 1988 Safety Injection
and had not passed & surveillance lift since that time (every time it was tested it
needed to be adjusted). When the valve was disassembled in 1994, the assembly
pin was found broken in five pieces. An inadequate PI&R failed to determine the
cause of the valve failure and clesed the issue stating: “Based on past history-and
the design of the valve, this incident is considered an isolated case.”

Contrary to good engineering practice, the RHR Suction Relief valve
surveillances are not performed on a staggered test basis. Performing these
surveillarices on a staggered test basis would have resulted in the removal and
testing of one of the valves damaged in the 2004 Safety Injection an entire cycle
earlier.

The valves removed in Qctober 2005 were not tested until August 2006. Itis not
understood why this 10 month delay was necessary.

Instead of suffering for having an inadequate PI&R process, Callaway Plant benefits

from it. Had one of the damaged valves been removed in RF13 and failed its bench test
during cycle 14, Callaway Plant may have been forced into a mid-cycle outage to replace
the other valve. Had the valves removed in RF14 been bench tested earlier in the cycle,
Callaway Plant may have been expected te make more of an effort to sorrect the design
deficiencies.of the PRT Common Relief Valve Discharge Header during RF15, incurring
unbudgeted expenditures.

It appears Callaway Plant has made a sound businéss decision. Delaying exit from RF15
potentially costs Ameren $1 million/day in lost generation. Due to our procrastination

and inadequate decision making, MP 07-0007 could delay our exit from RF13 were we fo
attempt to perform it during this autage. We have once again decided that it is worth the
regulatory risk to not do the right thing (correct known deficiencies with safety related
equipment). This is a sound business decision because if the NRC were to challenge our
response to CARS 200609805, Action 13, and if the NRC were to issue a finding and fine -



due to inadequate technical rigor in our response, it is extremely unlikely the amount of
the fine the NRC could level would be any comparison to the loss generation the
compary could suffer by delaying its exit from RF15.

Another item of note is the response to CARS 200607188, Action 11.4. This action
requested the surveillance frequency for testing the RHR Suction Relief Valves be
performed on a staggered test basis. The response clearly indicates the reason the
company does not wish to perform the surveillance on a staggered test basis is because
we would be better off not knowing of a potential problem with the other train’s valve
until the valve is no longer in the system and current (vice past) operability is no longer
an issue. Again, based on the limited regulatory fallout from having no operable RHR
Suction Relief Valves and no operable {(for COMS) PORVs for more than an entire fuel
cycle, the-refusal to perform these surveillances on a staggered test basis appears to be a
sound business decision.

| have attempted to address the inadequacy of the. PRT Common Relief Valve Discharge
Header with my management through several methods: as a member of the Root Cauge
Team for CARS 200607188, by directly speaking with Mr. Diya in October 2008, by
continued follow up with Mr. Sutherland (thie design engineer-for MP07-0007)
throughout the winter months, by direetly speaking with Mr. McLachlan two days ago
and finally with the origination of CARS 200703254, Callaway Plant management
believes it is doing the right thing in delaying MP 07-0007 until RF16. I weuld like
verification from the NRC that they agree with Callaway’s actions. I recognize the NRC
has 30 days to respond to me. If possible, I would like an answer before the plant is next
in MODE 5 - ascending (currently scheduled for April 20, 2007).

Please contict me I | you hiave any questions regarding this issue.

CHE
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November 7, 2007

Ms. Debra S. Katz

Katz, Marshall & Banks, LLP
1718 Connecticut Avenue, NW
Sixth Floor

Washington, DC 20008

SUBJECT: ALLEGATION NO. RIV-2007-A-0096
Dear Ms. Katz:

This letter is in reference to a letter your client addressed to the Honorable Richard J. Durbin,
United States Senate, dated August 15, 2007. A copy of his letter was provided to Mr. David
Dumbacher, the NRC Resident Inspector at the Callaway Plant, on August 30, 2007. In his
letter, your client asserts that the Callaway Plant has a culture which discourages disagreement
with upper management and which inhibits effective problem identification and resolution. Your
client indicated that he was neither satisfied with the thoroughness of NRC investigations nor
penalties imposed upon the licensee based upon the concerns (allegation files RIV-2007-A-
0028 and RIV-2007-A-0048) that he provided to the NRC.

NRC Region IV management assigned a senior member of the technical staff, independent of
the original resolution of the two allegations, to review your client's letter. On September 27,
2007, the Region IV Allegation Review Board concluded that we should reexamine certain
aspects of the two allegations. We opened Allegation RIV-2007-A-0096 to track our review.
The enclosure to this letter documents the issues raised by your client.

We will advise you when we have completed our review of this matter. Should you have any
questions or comments during the interim regarding this matter, please call me Monday - Friday
between 8:00 a.m. and 4:30 p.m. central time at 800-952-9677 extension 245. Should you want
to respond in writing, our mailing address is listed in the header of this letter.

Sincerely,

2 FarS

Harry A. Freeman
Senior Aliegation Coordinator

Enclosure:
Statement of Concerns

cc: To your client

CERTIFIED MAIL
RETURN RECIEPT REQUESTED



STATEMENT OF CONCERNS RIV-2007-A-0096
Aliegedly:

Concern 1

From allegation file RIV-2007-A-0028, Concern 1: The NRC has refused to investigate whether
or not the leaving of control rods withdrawn during a plant event in 2003 was an intentional
attempt to cover up a transient. Your client states that the integrity of the individuals needs to
be investigated by our Office of Investigations.

Concern 2
From allegation file RIVV-2007-A-0048, Concern 1: In response to an event which was brought
to Callaway’s attention of a design deficiency with the RHR suction relief valve, Callaway
claimed they could not design and implement in time a modification. Your client questions why
the NRC did not question how a madification would not be adequately scoped and done. Also,
the NRC did not challenge why Callaway engineering did not adopt the new policy of staggered
train RHR suction relief valve testing.

Concern 3
Not previously addressed under the allegation process: The cooling tower acid system was
improperly abandoned-in-place in the past. As a result, a leak developed damaging floor
conduits and the Rad Waste Control Room ceiling. Your client was not satisfied that the NRC
did not address this concern because the cooling tower acid system was a non-safety-related
system. His main point-of-concern is that the Callaway Corrective Action Program failed in
some manner and this was not addressed.

ENCLOSURE 1
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This letter refers to your April 5, 2007, letter to Mr. Michael Peck, NRC Senior Resident Inspector,
in which you expressed concerns related to the Callaway Nuclear Plant. You were concerned
about the licensee's decisions, which may have been due to economics, to change implementation
of modifications to the residual heat removal (RHR) system during the current refueling outage.

Enclosure 1 to this letter documents our understanding of your concerns. We will initiate actions to
examine the facts and circumstances based on our understanding of your concerns. Therefore, if
the summary of your concerns is not accurate, please contact me so that we can correct any
misunderstanding before we complete our review.

An evaluation of your technical concerns should normally be completed within 8 months, although
complex issues may take longer. In resolving your concerns, NRC intends to take all reasonable
efforts not to disclose your identity. However, you are not considered a confidential source unless
an explicit request of confidentiality has been formally granted in writing.

Thank you for notifying us of your concerns. We will advise you when we have completed our
review of this matter. Should you have any questions or comments during the interim regarding
this matter, please call me Monday - Friday between 8:00 a.m. and 4:30 p.m. central time at 800-
952-9677 extension 245. Should you want to respond in writing, our mailing address is listed in the
header of this letter.

Sincerely,

’zl::laau,;

Harry A. Freeman
Senior Allegation Coordinator

Enclosure:
Statement of Concerns

cc via Regular US Mail:
See next page

CERTIFIED MAIL
RETURN RECEIPT REQUESTED




cc:
Mr. Lawrence Criscione
211 E. Dunklin Street
Jefferson City, MO 65101



STATEMENT OF CONCERNS RIV-2007-A-0048
Allegedly:

Concern 1

The licensee decided, due to economic reasons, to not correct a long standing design
deficiency on the RHR suction relief valves’ discharge piping during the spring 2007 refueling
outage but wait until the next refueling outage.

Concern 2

The licensee changed the RHR suction relief valve surveillance from a staggered test basis to
reduce the probability of identifying a failed valve while the vaive is in the system. This again
was an economic decision.

Concern 3

The licensee delayed testing RHR suction relief valve that had been previously removed. A
mid-cycle outage would have been required to replace the other valve if the valve had failed its
test.

ENCLOSURE 1
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June 6, 2007

ivir. Lawrence Criscione
1412 Dial Court
Springfield, IL. 65704

SUBJECT: ALLEGATION NO. RIV-2007-A-0048
Dear Mr. Criscione:

This refers to my April 24, 2007, letter which acknowledged receipt of your concemns regarding the
Callaway Nuclear Plant. Additionally, | advised you that the NRC would initiate actions to review
your concerns related to modifications planned for the residual heat removal system.

In your letter dated April 30, 2007, you acknowledged that Concern 1 was accurate as written but

indicated that you did not intend for Concerns 2 & 3 to be separate allegations (concerns) but were i p
included to either demonstrate the licensee’s motive for not improving their Problem Identification

and Resolution process or to emphasize the reason the licensee did not consider RF15 as the first

available opportunity. Based upon your letter, the NRC staff did not not inspect either Concerns 2 or

3 or reach a conclusions regarding if either of these concerns were substantiated.

The NRC has completed its inspection of Concern 1. The enclosed “Resolution of Concern”
documents your concern and summarizes the NRC resolution. In summary, the NRC staff was not
able to substantiate your concern.

Thank you for informing us of your concern. We believe that our actions in this matter have been
responsive to your concerns. We take our safety responsibilities to the public very seriously and will
continue to do so within the bounds of our lawful authority. Unless the NRC receives additional
information that suggests that our conclusion should be altered, we plan no further action and we
consider this case closed.

Should you have any additional questions regarding our resolution, please contact Mr. Vincent G.

Gaddy, Chief, Reactor Projects Branch B, at 800-952-9677, Extension 141, or you can call me at
800-952-9677, Extension 245, Monday - Friday between 8:00 a.m. and 4:30 p.m. Central time.

Sincerely,

’&ﬂm

Harry A. Freeman
Senior Allegation Coordinator

Enclosure:
Resolution of Concern

cc via Regular US Mail:
See next page

CERTIFIED MAIL
RETURN RECEIPT REQUESTED




cc:
Mr. Lawrence Criscione
211 E. Dunklin Street
Jefferson City, MO 65101
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than 1 X 10° if the modification was deferred until Refueling Outage 16. Based on the emergent
design issues and deferment risk, the inspectors concluded that AmerenUE appropriately
applied the guidance in NRC Regulatory Issue Summary 2005-20 for deferment of corrective
actions to correct the RHR suction relief deficiency.

The inspectors did not substantiate that AmerenUE deferred the modification due to economic
reasons.

ENCLOSURE






R4ALLEGATION - Closeout Memo [ 2007-a-0048

From:
To:
Date:
Subject:

see attached

Vincent Gaddy

R4ALLEGE

Mon, Jun 4, 2007 7:21 AM
Closeout Memo RIV-2007-a-0048

Fegel



June 4, 2007

MEMORANDUM TO: Harry Freeman, Senior Allegaticns Coordinator

FROM : Vincent Gaddy, Chief, Projects Branch B, Division Reactor
Projects, Region IV

SUBJECT: ALLEGATION RIV- 2007-A-0048 CLOSURE MEMO

This memorandum provides information to address the alleger’s concerns regarding the subject
allegation. The NRC has completed its follow-up and inspection of the concerns. The enclosed
“Resolution of Concerns” documents each of the concerns and summarizes the NRC

resolution. In summary, one of the three concerns (Concern 1) provided on the Concerns List
was partially substantiated. An unsubstantiated concern does not mean that the information
that was provided was untrue, it only means that we did not find sufficient information during our
inspection to support the concerns.

Region IV received clarification, by an April 30, 2007 letter, that the alleger did not intend for
Concerns 2 and 3 be included as separate allegations. The alleger stated that the information
captured as Concemns 2 and 3 where provided as supplemental information only. Based on this
clarification, Branch B did not inspect either Concerns 2 or 3 or reach a conclusions regarding

if either of these concerns were substantiated.

Unless the NRC receives additional information that suggests that these conclusions should be
altered, Branch B plans no further action and considers this case closed.
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emergent design issues and deferment risk, the inspectors concluded that AmerenUE
appropriately applied the guidance in NRC Regulatory Issue Summary 2005-20 for deferment
of corrective actions to correct the RHR suction relief deficiency.

The inspectors did not substantiate that AmerenUE deferred the modification due to economic
reasons.



R4ALLEGATION - Allegation RIV-A- 8 Closure Memo

From:
To:
Date:
Subject:

Harry/ Judith

see attached.

Vince

CC:

Vincent Gaddy

R4ALLEGE

Thu, May 24, 2007 8:56 AM
Allegation RIV-A-0048 Closure Memo

Dumbacher, David, Peck, Michael S.

Page 1’



May 24, 2007
MEMORANDUM TO: Harry Freeman, Senior Allegations Coordinator

FROM : Vincent Gaddy, Chief, Projects Branch B, Division Reactor
Projects, Region IV

SUBJECT: ALLEGATION RIV- 2007-A-0048 CLOSURE MEMO

This memorandum provides information to address the alleger's concerns regarding the subject
allegation. The NRC has completed its follow-up and inspection of the concerns. The enclosed
“Resolution of Concerns” documents each of the concerns and summarizes the NRC
resolution. In summary, one of the three concerns (Concern 1) was partially substantiated. An
unsubstantiated concern does not mean that the information that was previded was untrue, it
only means that we did not find sufficient information during our inspection to support the
concerns.

Subsequent to the inspection followup of the these issues by the inspectors, the alleger
responded in a letter dated April 30, 2007, clarifying the three concerns he received in our
Statement of Concerns dated April 24, 2007. In the Statement of Concerns, the NRC
documented what we believed were the alleger concerns. The alleger stated that Concern 1
was accurate as written. The alleger stated that Concerns 2 and 3 were not accurate and they
were never intended to be interpreted by the NRC as being separate allegations. The alleger
stated that Concern 2 was merely included as a point to demonstrate Callaway Plant’s motive
for not improving their Problem identification and Resolution process. Concern 3 was merely
included to emphasize that the reason Callaway Plant does not consider Refuel 15 as the first
opportunity to correct its pressurizer relief tank design deficiencies was primarily due to the
decision to delay testing the relief valves for 10 months. Although the alleger stated that these
two concerns were not intended as separate allegation, they were followed up and addressed
as separate allegations.

Unless the NRC receives additional information that suggests that these conclusions should be
altered, Branch B plans no further action and considers this case closed.
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than 1 X 10°® if the modification was deferred until Refueling Outage 16. Based on the
emergent design issues and deferment risk, the inspectors concluded that AmerenUE
appropriately applied the guidance in NRC Regulatory Issue Summary 2005-20 for deferment
of corrective actions to correct the RHR suction relief deficiency.

The inspectors did not substantiate that AmerenUE deferred the modification due to economic
reasons.

Concern 2:
The licensee changed the RHR suction relief valve surveillance from a staggered test basis to
reduce the probability of identifying a failed valve while the valve is in the system. This again

was an economic decision.

Resolution 2;



2006 (P706579 and P706580). This time interval was within the one year specified by ASME
OM Section XI 2001, Appendix 1.



1) Concern 1 is accurate as written and is an appropriate summary of the allegation.

2) Concern 2 is not accurate. The Surveillance for removing and testing the RHR Suction Relief
Valves has an R2 frequency - required every other Refuel Outage. These surveillances are
currently performed during even numbered outages for both trains. The Root Cause Team for
CARS 200607188 suggested these surveillances be performed on a "staggered test basis" such
that one train would be performed during even numbered Refuel Outages and the other train
during odd numbered Refiiel Outages. These surveillances have never been performed on a
staggered test basls Although there may be valid reasons for rejecting. the suggestlon to
perform the surveillance testing on a staggered test basis, the reason glven in Action 11.4 to
CARS 200607188 indicates the company does not wish to perform the surveillances on.a. ..
staggered test basis because it would prefer not to know of a potential problem with the other.
train's valve untll that valve is out of the system.

The argument of the Root Cause Team was that had one train’s surveillance (say the 'A' Train)
been performed during RF 13, then the company would have performed the investigation of
CARS 200607188 eighteen months earlier. Here is how that process would have hypothetically
worked:

The 'A’ train valve removed in RF13 would not have been tested until early cycie 14.
Once the valve failed its surveillance test, the operability of the valve still installed in the
system (the 'B' train valve) would have been called into question. Callaway Plant would

haua than haan fanad with a mid frunsla RENINE B Aok +n I tha i hila wuahis







UNITED STATES
NUCLEAR REGULATORY COMMISSION

REGION 1V

611 RYAN PLAZA DRIVE, SUITE 400
ARLINGTON, TEXAS 76011-4005

May 1, 2007
MEMORANDUM TO: Vincent G. Gaddy, Chief, Reactor Projects Branch B
FROM: M-Iany A. Freeman, Senior Allegation Coordinator
SUBJECT: REVIEW OF ALLEGATION MATERIAL RIV-2007-A-0048

ACES has received the attached response to the acknowledgment letter for the Callaway RHR
Suction Relief Valve issue. Please compare and revise the Statement of Concerns.

An electronic copy of the Concerns List should be sent to RAALLEGATION. Should you have
any questions, please call me. Please document your time as follows:

Indirect Charges Direct Inspection Activities
A10304 Support for Allegations (Reactors) AF  Allegation Followup
A10191 Support for Allegations (Materials) BJ2 Allegation Prep/Doc

AFT  Allegation Travel

Attachments: As Stated

cc w/attachment: Allegation File



R4ALLEGATION - A-0048 Concerns 't . ~  Page1|

From: Frank Brush

To: R4ALLEGE

Date: Mon, Apr 9, 2007 8:07 AM
Subject: A-0048 Concerns List

The subject document should be attached.

Frank



surveillance from a staggered test basis to reduce the
probability of identifying a failed valve while the valve is in
the system. This again was an economic decision.

Criterion Xl

RPBB | Inspect High L
T
The licensee delayed testing RHR suction relief valve that 10 CFR 50 App. B
had been previously removed. A mid-cycle outage would Criterion XI
have been required to replace the other valve if the valve
had failed its test.
RPBB | Inspect High L

Il




UNITED STATES
NUCLEAR REGULATORY COMMISSION

REGION IV

611 RYAN PLAZA DRIVE, SUITE 400
ARLINGTON, TEXAS 76011-4005

April 6, 2007

MEMORANDUM TO: Vincent G. Gaddy, Chief, Reactor Projects Branch B

FROM: Wudith Walker, Allegation Coordinator

SUBJECT: REVIEW OF ALLEGATION MATERIAL RIV-2007-A-0048

ACES has received the attached material related to Callaway. This allegation is scheduled
to be discussed at the April 23, 2007, ARB. Please review the material by
April 17, 2007, for the following:

@ Determine what each of the individual's concerns are, whether they are NRC regulated
activities or not. Provide a brief statement of the concern. It is not necessary to include
all of the background information.

@ List each concern on a copy of the file “Allegation Concerns List.wpd” located at
r\#aces\allegations\ROPG 0858 Allegation Related Forms\Allegation Concerns List.wpd

L] List possible regulatory requirements (i.e. 10 CFR 26 etc.) that may apply to concem if
known.

° Under significance, provide a followup priority (i.e. high - immediate action required, or
normal - routine followup).

@ Provide a recommendation for disposition (i.e. Ol investigation, inspection, referral to
licensee, or none). List this under “action.”

° List the branch you believe that should be responsible for the action.
@ Provide a planned completion date, if known.
An electronic copy of the Concerns List should be sent to R4ALLEGE. This form must be

received by 1:00 p.m. on Wednesday for inclusion in the following Monday's ARB. Should you
have any questions, please call me. Please document your time as follows:

Indirect Charges Direct Inspection Activities
A10304 Support for Allegations (Reactors) AF  Aliegation Followup
A10191 Support for Aliegations (Materials BJ2 Allegation Prep/Doc

AFT Allegation Travel

Attachments: As Stated
cc w/attachment: Aliegation File






ALLEGATION RECEIPT FORM

Page 2

What other individuals could the NRC contact for information?

n/a

How cid the individual fi ut about the concem?

Served on as Root Cause Team Member

Was the concem brought to management’s attention? If so, what actlons have been taker, if not, why not?

Why was the erm brought to the NRC's attention?

im—




ALLEGATION RECEIPT FORM

Page 3

of contact

ALLEGER INFORMATION I
— ————— — F
Full Name Lawrence Criscione | Empiover AmerenUE
Malling Adkress (Home) 211 E. Dunklin Street Occupation Engineer
Jefferson City, MO
65101
Telephone Daytime) 573-230-3959 Relationship to facil
" ( o) hy Employee
(Other)
Preference for method and time n/a Was the individual advised of no

identity protection

! Reterral

Explain that if the concems are referred to the licensee, that aileger's identity will not be revealed and that the
NRC will review and evaluate the thoroughness and adequacy of the licensee's response. If the concems are
an agreement state issue or the jurisdiction of another agency, explain that we will refer the concem to the It
appropriate agency, and If the alleger agrees, we will provide the aileger's identity for followup.

Does the individual object to the
referral?

n/a Doss the individual object to n/a

releasing their Identity?

Regulations prohiblt NRC licensees (including contractors and subcontractors) from discriminating against individuals who engage in protected
activities (alleging viclations of regulatory requirements, refusing to engage in practices made unlawful by statues, etc.).

Does the concem Involve
discrimination?

Was the individual advised of the
nfa DOL process? No

h. What was the protecied activity?
Yes

n/a

What adverse actions have been taken? When?

Why does the Individual believe the actions were taken as a result of e ingina d activity?

Revised 9/3/03
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REGION IV

611 RYAN PLAZA DRIVE, SUITE 400
ARLINGTON, TEXAS 76011-4005

September 5, 2007
MEMORANDUM TO: Vincent Gaddy, Chief, Reactor Branch B y [WP
FROM: Harry A. Freeman, Senior Allegation Coordinat%/
SUBJECT: | REVIEW OF ALLEGATION MATERIAL RIV-2007-A-0048 a
RIV-2007-A-0028 / /[ IV-2 00 71—A- CD‘E} )m.(«..

Tha C.ancarnad Individual nravidad tha attachad tn tha NRC nn Aninnet 3N 20N7  Plaacs

s List the branch you believe that should be responsible for the action.
® Provide a planned completion date, if known.
An electronic copy of the ARB Disposition Record should be sent to R4ALLEGATION. This

form must be received by 1:00 p.m. on Wednesday for inclusion in the following Monday's ARB.
Should you have any questions, please call me. Please document your time as follows:

Indirect Charges Direct Inspection Activities
A10304 Support for Allegations (Reactors) AF  Allegation Followup
A10191 Support for Allegations (Materials) BJ2 Allegation Prep/Doc

AFT Allegation Travel

Attachments: As Stated
cc w/attachment: ‘Ailegation Files RIV-2007-A-0048 and RIV-2007-A-0028

Gl o ko (sloT



