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Omaha Public Power District
P.O. Box 399 Hwy. 75- North of Ft. Calhoun Fort Calhoun. NE 68023-0399 |

402/636-2000
August 1, 1994

LIC-94-0158 |

U. S. Nuclear Regulatory Commission
ATTN: Document Control Desk
Mail Station P1-137
Washington, DC 20555

;

References: 1. Docket No. 50-285
2. Letter from NRC (T. P. Gwynn) to OPPD (T. L.

Patterson) dated June 30, 1994

Gentlemen:

SUBJECT: NRC Inspection Repc;;t No. 50-285/94-15, Reply to a Notice
of Violation (NOV)

The subject report transmitted two NOVs resulting from an NRC
inspection conducted May 9-27, 1994 at the Fort Calhoun Station.
Attached is the Omaha Public Power District (OPPD) response to
these NOVs.

If you should have any questions, please contact me.

Sincerely,
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) W. G. Gates
,h Vice President

WGG/grc

Attachment

c: LeBoeuf, Lamb, Greene & MacRae
L. J. Callan, NRC Regional Administrator, Region IV
S. D. Bloom, NRC Project Manager
R. P. Mullikin, NRC Senior Resident Inspector
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REPLY TO A NOTICE OF VIOLATION

Omaha Public Power District Docket: 50-285
Fort Calhoun Station License: DPR-40

VIOLATION

During an NRC inspection conducted on May 8-27, 1994, three
violations of IIRC requirements were identified. In accordance with
the " General Statement of Policy and Procedure for NRC Enforcement
Actions," 10 CFR Part 2, Appendix C, the violations are listed
below:

A. Criterion V, Appendix B of 10 CFR 50, states " [a] c tivitie s
affecting quality shall be prescribed by documented
instructions, procedures, or drawings and shall be. . .

accomplished in accordance with these instruction, procedures,
or drawings. Instructions, procedures, or drawings shall
include appropriate quantitative or qualitative acceptance
criteria for determining that important activities have been
satisfactorily accomplished."

The Fort Calhoun Station Quality Assurance Plan, Revision 3,
Section 2.1, paragraph 4.2.1, states, in part, that activities
affer. ting quality shall be prescribed by documented ;

instructions or procedures and shall be accomplished in i

accordance with these instructions or procedures. j

1. Contrary to the above, in October 1993, the licensee
implemented Modification MR-FC-90-058, " Component Cooling |Water Relief Valve Unions," without specifying |

instructions to perform a leakage test following the '

installation of the modification.

2. Contrary to the above, on October 12, 1993, the licensee
failed to provide for the performance of post-maintenance
testing on Maintenance Work Order No. 924511, Revision 1,

;

af ter the installation of Temporary Modification 94-002. !

3. Contrary to the above, on or about March 9, 1994, the |

licensee failed to provide written instructions for the
conduct and documentation of the post-modification
vibration testing af ter installation of a flow orifice in
the raw water line to the component cooling water heat
exchanger under the guidance of Temporary Modification
94-007.

..___ __. ___ _ _
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These violations represent a Severity Level IV problem (Supplement !

I) (285/9415-01)

B. Licensee Condition 3.D of Amendment 42 to the Fort Calhoun ,

Station Facility Operating License, dated March 25, 1981, ;

requires that the licensee maintain in effect, and fully :
implement, all provisions of the Commission-approved physical :

security plan, including amendments and changes made pursuant |
to the authority of 10 C'R 50.54 (p) .

Paragraph 6.0 of the Physical Security Plan states that, i

" [i]ndividuals requiring 'inescorted access to the Protected
and Vital Areas of Fort Calhoun Station shall be authorized i

such access in accordance with Regulatory Guide (RG) 5.66, :
June 1991, and its appendix, which satisfies the requirements '

of 10 CFR 73.55." i
i

Paragraph 6.3 of Regulatory Guide 5.66 requires that a '

psychological evaluation be completed prior to granting
unescorted access.

I

Paragraph 7.l(a) of Regulatory Guide 5.66 requires that ;

licensees must consider willful omission or falsification of ,

material information submitted in support of employment or
request for unescorted access authorization when determining '

the reliability, or trustworthiness, of an individual.

Contrary to the above, three contractor personnel were granted
'access in September 1993 without having received a

psychological evaluation. Further, another contractor
individual falsified, or willfully omitted, criminal history i

information, and the licensee was unaware of the fact. I

This is a Severity . Level IV violation (Supplement III)
(285/9415-02)

OPPD RESPONSE

To simplify this response, OPPD has responded to each violation
separate ly. Section "A" of this response will address only section
"A" of the Notice of Violation and section "B" of the response will
addreas only section "B" of the Notice of Violation.

,
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EECTION A RESPONSE

1. The Reason for the Violation

This violation resulted from three separate incidents.

Example one was cited because of a failure to specify the
setpoint criteria and leak checking method with the acceptance
values in the Post-Modification Test procedure of the design
package. This violation resulted from a lack of procedural
guidance (at the time that the design package was prepared) in
the procedures which govern Post-Modification Testing.
Although Post-Modification Testing was properly performed, the
final construction package lacked complete documentation of
that testing. The design change package stated that the
Relief Valve Program engineer was to be notified to perform
setpoint testing prior to installation of the relief valves.
The Relief Valve Program engineer was notified and code
required setpoint and seat leakage testing was performed on
the relief valves in question.

Example two of the violation was cited for a failure to
provide for the performance of Post-Maintenance Testing on
Maintenance Wor'' Order (MWO) No. 924511, Revision 1, af ter the
installation of Temporary Modification (TM) 94-002. In
reference to the " Details" section of Inspection Report 94-15,
Page 11, Section 3.3.3, " Temporary Modification 94-002", the
report correctly states that the team identified two concerns
related to activities performed orior to the installation of
TM 94-002. However, example two of this violation, discussed
on Notice of Violation, page "i", Appendix A, is stated
incorrectly in that the violation was cited for failure to
provide instructions for the performance of the testing af ter
TM 94-002 was installed.

Standing Order (S.O.) M-101, " Maintenance Work Control" and
Maintenance Department Instruction No.7 (MDI-7), " Maintenance
Planners Instructions" delineate procedural requirements for
review and approval of changes to MWOs. This violation
resulted because the changes made to MWO 924511 were
determined by the planner to not constitute a change in work
scope as defined in the referenced procedures. Therefore, the
changes did not receive a technical review for specification
of Post-Maintenance Testing. S.O. M-101 and MDI-7 are unclear
regarding technical review of changes to MWOs.
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The Reason for the Violation (Continued)

A contributing cause to the event was a lack of cross-
discipline knowledge by the Maintenance Planner responsible
for preparing the change to MWO 924511.

Example three of the violation was cited for a failure to
provide written instructions for the conduct and documentation
of the Post-Modification vibration testing af ter installation
of a flow orifice under the guidance of TM 94-007. Example
three of this violation is incorrect in that it states the TM
failed to provide written instructions for taking vibration
measurements af ter the installation of a flow orifice. TM 94-
007, Revision 0, installed on March 9, 1994, removed a flow
orifice and installed a 12" spacer in its place. No Post-
Modification vibration testing was specified, or necessary,
since the system was being returned to its original design
configuration.

In modification MR-FC-90-26, completed during the 1992
refueling outage, a flow orifice was installed to reduce
excessive pipe erosion. However, the flow orifice caused
excessive vibration in the associated piping. On March 3,

1994, TM 94-007, Revision 1 was installed to change the
orifice size to reduce / eliminate the vibration. During the
conduct of MR-FC-90-26 and TM 94-007, Revision 1, Post-
Modification Testing was properly specified. This included
specification of vibration testing for the TM that changed the ;

orifice size (TM 94-007, Revision 1). '

On March 10, 1994, vibration readings were also taken
following installation of TM 94-007, Revisior. O. The readings

'
were not taken as part of the TM, but for additional
information needed to complete EAR 94-015 in which Design
Engineering was evaluating the vibration associated with MR-
FC-90-26. The vibration measurements that were obtained on
March 10, 1994 were not obtained to satisfy testing
requirements for TM 94-007, Revision O.

2. Corrective Steps That Have Been Taken and the Results Achieved

The following corrective steps that have been taken are
related to Example One of the violation,

a. This incident occurred prior to the corrective actions
that were taken in reply to Notice of Violation 9326-01,
issued by the NRC for inadequate Post-Modification
Testing. In the reply to this Notice of Violation, OPPD
committed to convene a Process Enhancement Team (PET) to
review and recommend changes to the Post-Modification

_ _ _ _ _
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Corrective Steps That Have Been Taken and the Results Achieved
(Continued)

Testing procedures. The review and recommended changes
| were completed on March 21, 1994. The changes and
| enhancements included:
|

| (1) Development of more rigorous procedural guidance
for specifying Post-Modification Testing criteria.
This guidance has been integrated into General
Engineering Instruction GEI-7, " Specification of

i

| Post Modification Test Criteria".

(2) Implementation of the Test Engineer function within
Nuclear Construction Management with individuals
experienced in system / component startup testing.

(3) Revision of existing configuration control
procedures to require the Test Engineers to
participate in the development and review of
testing criteria in design packages.

b. Additionally, in the response to Notice of Violation
9326-01, OPPD committed to including appropriate PET
recommendations into procedures and completing training
on the Post-Modification Testing process changes. This
was completed on June 1, 1994.

c. Specific instructions were added to GEI-7, " Specification
of Post-Modification Test Criteria" . These instructions
require identification of applicable Post-Modification
Testing procedures or special testing requirements and
acceptance criteria ;o be listed on forms within GEI-7.
Procedure GEI-7 was revised and a training " Hotline" was
issued on August 1, 1994.

| The following corrective steps that have been taken are
i related to Example Two of the violation.
|

d. Maintenance Planning personnel have been briefed on this
event. Emphasis on intent of the procedural guidance and
attention to detail related to work scope changes were
stressed. This was completed on August 1, 1994.

i

_ __ _ _________._____
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Corrective Stens That Have Been Taken and the Results Achieved
(Continued)

No corrective actions are necessary related to Example Three
of the violation.

<

3. Corrective Stens That Will Be Taken to Avoid Further
Violations

Related to Example One of the violation, corrective actions
have been completed as detailed above.

Related to Example Two of the violation, the following
corrective actions will be taken to avoid further violations:

a. SO M-101 and MDI-7 will be revised to strengthen the
process for review of changes to MWO's. The procedures
will be changed by September 15, 1994 and training will
be completed by November 1, 1994.

b. Additional training will be provided to the Maintenance
Planners regarding identification of Post-Maintenance
Testing requirements for cross-discipline Maintenance
Work Orders. This training will be completed by February
1, 1995.

Related to Example Three of the violation, no corrective
actions are necessary.

4. Date When Full Como]iance Will Be Achieved._

OPPD is rresently in full compliance based on the completed
actions listed above.

SECTION B RESPONSE

1. The Reason for the Violation

This violation resulted from two separate incidents. The
first incident related to three contractor personnel being
granted access to Fort Calhoun Station (FCS) in September 1993
without having received a psychological assessment as required
by 10CFR73. 56 (b) (2) (ii) . The second incident is related to an
individual : hat was granted unescorted access to FCS even
though a criminal History Check (CHC) later revealed that this
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|The Reason for the Violation (Cottinued)
individual had been arrested for a crime that would, not in !
itself, be a potential disqualifier.

]

Relative to the first incident, OPPD contracts with vendors
that have self-acreening programs. These programs are based
upon acceptance of the vendor's certification of compliance
with OPPD'c Nuclear Contractor Access Authorization Program
requirements, which includes the requirements of Regulatory
Guide 5.66. Compliance is validated through annual Quality
Assurance audits of the vendors' programs. In this instance,
the vendor falsely certified that the aforementioned three
individuals had completed all elements of the background
investigation when, in fact, they had not.

Relative to the second incident, OPPD failed to detect a
discrepancy between information provided by the individual
requesting unescorted access and the results of the Federal
Bureau of Investigation CHC. The incident occurred because,
in the past, the two documents were not maintained at the same
location and were not routinely compared. The Personnel
Security Questionnaire (PSQ) is not normally requested from a
self-screening vendor unless the CHC indicates an arrest for
a crime that would be a potential disqualifier.

2. Corrective Steos That Have Been Taken and the Results Achieved

The following corrective actions that have been taken are
related to the three contractor personnel being granted access
to FCS without having received a psychological evaluation.

a. The (inactive) files of the three individuals were
annotated to reflect the f act that required documentation
was lacking and that these individuals could not be
badged at FCS without completing the required
psychological assessments. This was completed on March
1, 1994.

b. The vendor's Nuclear Contractor Access Authorization
Program was temporarily suspended to verify the validity
of active clearances for their employees. This was
completed on March 4, 1994.

|
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Corrective Stens That Have Been Taken and the Results Achieved
(Continued)

c. The three individuals were subsequently administered and
passed the required psychological evaluations. This was
completed on April 20, 1994.

d. The vendor's self-screening program was audited by OPPD
to verify the integrity of the overall program. A
subsequent OPPD audit was conducted to confirm that
corrective actions initiated by the vendor were
implemented. Through a QA audit, OPPD verified the
integrity of the program. During the followup audit,
OPPD verified corrective actions were implemented. These
actions were completed on March 9, and May 17, 1994,
respectively. Additionally, on July 11, 1994, the
vendor's Nuclear Contractor Access Authorization Program
was suspended indefinitely.

The following corrective actions are related to the individual
that was granted unescorted access to Fort Calhoun Station
even though a CHC later revealed that this individual had been
arrested.

e. If a CHC has potentially disqualifying information,
corrective actions are being taken to ensure that the PSQ
and CHC are routinely compared when the CHC becomes
available. However, it should be noted that this

*

comparison is normally not done until thirty to forty-
five days after the individual has been badged. Since
the NRC has determined that such a comparison is an i

integral and important element of the access
authorization process, guidance to all licensees would i

seem appropriate, since this issue appears to be a
generic issue. This was brought to the NRC inspector's
attention during Inspection 94-15.

f. The individual was placed on the OPPD Denied Access List.
This was completed on May 26, 1994.

g. Philadelphia Electric Company (Limerick Nuclear
Generating Station), to whom the individual's clearance
had been transferred, was notified. This was completed
on May 26, 1994. !

h. A FCS Security Incident Report describing the event was
prepared. This was completed on May 26, 1994.

r
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Corrective Steos That Have Been Taken and the Results Achieved !

(Continued) |
>

i. Until OPPD could complete an evaluation of the event and
develop corrective actions, self-screening vendors were |
notified (by letter) of an immediate requirement to !

submit the PSQ with all future certification letters.
This was completed on May 26, 1994. >

j. OPPD has determined that it would be beneficial to !
receive a copy of the PSQ only upon receipt of a positive

'

CHC. A letter was sent to self-screening vendors on June
10, 1994 stating this request.

'
k. Access files were reviewed on individuals granted

unescorted access in conjunction with vendor
certifications received from January 1993 to May 1994.

3

During that period, seven files were initially identified
as having a positive CHC. The same seven were again
identified as a result of this review. After further
investigation, all seven files were, again, favorably !
adjudicated . This was completed on June 17, 1994, i

i

1. To ensure that comparisons of the PSQ and CHC are
accomplished, when required, security Administrative
Procedure - 30, " Conducting Background Investigations",
has been revised. This was completed on June 23, 1994.

,

!

!
3. Corrective Steos That Will Be Taken to Avoid Further j

Violations I

a. OPPD is evaluating whether it would be beneficial to |
eliminate the vendor self-screening program in its !
entirety. Also being evaluated is whether or not to
require self-screeners to submit the background |
investigation package with their certification letters j
for unescorted access. This evaluation and any program ;

changes will be completed by December 31, 1994.
|

4. Date When Full Comoliance Will Be Achieved j
OPPD is presently in full compliance based on the completed !
actions listed above. |

t
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