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practices, and management oversight. Additionally, several CNS efforts resulted
in extension of the shutdown period because District management took a careful
and conservative approach to resolving these emerging issues. Region 1V
management has been kept apprised of the District’s actions.

The District’'s findings, while having a negative connotation regarding
compliance, also have a positive side. Recent findings are in great part a
result of management efforts to improve the questioning attitude of personnel and
management’'s comnirment to resolving emerging issues. CNS culture improvement
initiatives to identify and fix problems correctly the first time are working.
New management has brought to CNS fresh ideas and higher standards for problem
identification and resclution. Issues are being raised and resolved which, in
past years, may have been placed at a lower priority. District management firmly
believes that these initiatives will result in sustained improvement for the long
term. The District will continue to monitor the effectiveness of performance
improvement efforts to ensure that desired results are being achieved. The NRC
will be kept informed of the progress of performance improvement efforts.

If there are any questions about the information presented in the attachment, or
on other matters, please call.

Singerely
/ 0’1——-\.\,
G; R.\Horn
Vi resident, Nuclear
/nx

Attachuent

ce: U.S. Nuclear Regulatory Commission
Attention: Document Control Desk

NRC Resident Inspector Office
Cooper Nuclear Station

NPG Distribution
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Introduction

CAL 4-94-06B, Item 5, required that prior to restart, the District provide Region
IV with a letter that discusses the following:

(a)

(b)

(c)

(d)

(e)

(£)

(g)

(h)

the root cause(s) for defeating the undervoltage trip function in the
Motor Control Center N supply breaker;

the actions taken to confirm the design basis for the Control Room and
Turbine Building Ventilation Systems;

the results of all testing that was performed for the issues discussed in
Items 1, 2, and 3 of the CAL;

the safety significance of all off-normal or discrepant conditions in
Items 1, 2, 3, and 4 of the CAL;

the corrective actions that will be taken to prevent recurrence of the
installation of devices (i.e., cable ties, jumpers, blocks, etc.) that
will prevent the actuation of safety system functions and to ensure that
the design basis surveillance testing criteria are established and
maintained for the facility;

the lessons learned by CNS staff in response to the incident involving the
undervoltage trip function in the motor contrel center supply breakers,
including the lack of prompt recognition cf the potential safety
significance;

the basi= for the Nistrict’s determination that the testing programs for
Electrical Distribution System surveillance testing and inservice
inspection of penetration welds are technically adequate and complete;
and,

the basis for the District’s assurance that the testing programs for other
licensed activities are adequately implemented.

Each of these CAL issues are addressed in this attachment. Where appropriate,
the District also has addressed previously ongoing activities that are res»onsive
to NRC concerns and additional issues that have emerged as a result of initial
problem investigations.
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CAL 4-94-06b
Item 5 (a) :

"Discuss the root cause(s) for defeating the undervoltage trip function in
the Motor Control Center N supply breaker."

NPPD Respomse

On May 16, 1994, a cable tie was found installed on the undervoltage trip
device for the 480-volt feeder breaker to MCC-N. Its installation
defeated this undervoltage trip device which was installed to isolate
(shed) its load in the event of Loss of Off Site Power.

The root cause of the event is the failure of management to ensure that
rogueirenents for configuration control were not adequately implemented
into the maintenance procedure. Maintenance procedures must have
appropriate configuration control elements. Management ‘s expectations
must be clearly communicated and effected through the procedure review and
approval process. While procedure content guidance existed regarding this
issue, it was not well expressed. Strong, clear management expectations
regarding its inclusion in maintenance procedures was not provided.

The immediate cause of the loss of configuration control was found to be
an inadequate maintenance procedure. The procedure allowed installation
of a cable tie, but did not provide specific guidance to remove, or verify
removal, of the cable tie. While not the root cause, post-maintenance
testing and surveillance tests both failed to identify that the cable tie
was still installed and that the breaker could not perform its intended
safety function. Human error also was involved. However, it was only a
symptom and not the root cause.

CAL 4-94-06b
Item S (b) =

"Discuss the actions taken to confirm the design basis for the Control
Room and Turbine Building Ventilation Systems."

NPPD Response

The District has reviewed several hundred documents to verify the design
basis for the Control Room and Turbine Building Ventilation Systems.
These documents span nearly 30 years, beginning with pre-construction in
the mid 1960's, through the present. The documents reviewed included
General Electric plant design criteria; Burns and Roe calculations, system
descriptions and correspondence; pre-operational test procedures and test
results; the FSAR and related amendments, questions and answers; the SER;
the USAR; correspondence with the NRC; internal NPPD correspondence; test
procedures, design changes and supporting calculations.

The results of our review are as follows:
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] ! ilati i Des Basi
The Control Room Ventilation System design basis is:

a) Provide temperature and humidity control and air movement for
personnel comfort and optimum equipment performance.

b) Provide sufficient filtered fresh air supply for personnel.

c) Minimize the possibility of exhaust air recirculation into the air
intake.

d) Provide for operator protection in the event of a Design Basis

Accident by providing filtered air and maintaining the Control Room
Envelope at a positive pressure with respect to adjacent areas.
This function is performed by the Control Room Emergency Filter
System. Dose calculations assume a positive pressure in the Control
Room Envelope; however, no specific value of pressure is assumed for
use in the calculations. Dose calculations assume 10 CFM of
unfiltered inleakage in accordance with guidance furnished by Murphy
and Campe in a paper titled, “Nuclear Power Plant Control Room
Ventilation System Design for Meeting General Criterion 19."

The Control Room Ventilation System is not designed to automatically
respond to toxic gas events; rather, operators don Self Contained
Breathing Apparatus (SCBA) and manually secure the outside air supply to
the Control Room.

The administrative, operability, and surveillance requirements for the
Control Room Emergency Filter System were discussed during a meeting

between NPPD and NRC on July 7, 1994, and confirmed in a letter to the NRC
from G. R. Horn, dated July 20, 199%4.

Tur} Buildi v {1at ; . Basi
The Turbine Building Ventilation System design basis is:

a) Provide temperature control and air movement for personnel comfort
and optimum equipment performance.

b) Provide sufficient filtered fresh air supply for personnel.

c) Provide for air movement from lesser to progressively greater areas
of radicactive contamination potential prior to final exhaust.

d) Minimize the possibility of exhaust air recirculation into the air
intake,
e) Accommodate effluent monitoring capability.
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On June 24, 1994 another test of the Control Room Envelope was conducted
to verify that the new administrative limit (2 +0.04" wg) could be
satisfied. The test failed. Another search for new or degrading leak
paths was conducted. Several small leaks were identified and sealed.

Recent testing confirms that the Control Room Emergency Bypass Filter
System can satisfy its design basis of providing a positive pressure to
the Control Room envelope. The administrative limit of > +0.04" wg has
been consistently achieved during numerous tests of Control Room Envelope
integrity conducted since July 9, 1994, with the exception of a test
conducted on July 22, 1994, which failed due to a flow balancing
deficiency. The balancing deficiency has been corrected and appropriate
Control Room Envelope testing was satisfactorily performed on July 27,
1994.

The effects of wind speed have also been considered during recent testing
and will be considered during future testing. Investigatiocn into system
design improvements to increase system performance margins is continuing.
These improvements will be implemented prior to startup from the spring
1995 refueling outage.

b uildi

Actions taken recently to correct operational deficiencies in the Turbine
Building Ventilation System discovered following the unsatisfactory
Control Room Emergency Bypass Filter System test conducted on April 11,
1994, include the following:

a) Repaired exhaust fan vortex and ocutlet dampers and controls.

b) Cleaned and lubricated the vortex dampers for the exhaust fan.

c) Repaired damaged ductwork.

d) Verified sensing line integrity.

e) Cleaned and balanced the system to obtain -0.25" wg in the Steam Jet

Air Ejector (SJAE) Room at design flow.

f) Updated the system operating procedure to require operation at
-0.25" wg with respect to the environment in the SJAE Room. This
parameter is also routinely logged in the Control Room Data log in
the Control Room.

As a result of the above actions, satisfactory system operation at the
-0.25" wg differential pressure margin in the SJAE Room has been
demonstrated. Preventive measures will be implemented through the ongoing
Preventive Maintenance Program to ensure that performance of the Turbine
Building ventilation system will remain satisfactory.
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CAL 4-54-06b
item 5 (c)3:

"Discuss the results of all testing that was performed for the issue
discussed in Item 3 of the CAL:

Primary Containment Penetrations.”

NPPD Response

Walkdowns of primary containment penetrations for Design Basis
Reconstitution purposes were performed from May 18 through June 5, 1994.
As a result of identified discrepancies, eleven design changes were
developed and implemented. These actions included the addition of test
connections, installation of welded caps on spare penetrations, complete
redesign of several containment isolation barriers, and installation of
caps on vents, drain lines and test connections.

As-found testing was performed for penetrations which had not previously
been Type A, B, or C tested and for which as-found testing was determined
tc be practicable. The total as-found leak rate due to these additional
tests was approximately 26 SCFH, not including drywell pneumatic supply
check valve IA-CV-65CV. Leak rate testing for this check valve revealed
that it could not be pressurized. The safety significance of this leak
rate is discussed in the response to Issue 5(d)3. Following modifications
and repairs, the total Primary Containment as-left leak rate, including
IA-CV-65CV, was less than the 0.6 La (189 SCFH) limit specified in CNS
Technical Specifications.

Penetrations classified as IIIN, IVP, or indeterminate, were identified
for which appropriate NDE records could not be found to ensure that the
piping welds were of vguivalent quality level to the containment. A
design change was completed on forty-seven penetrations during this outage
to upgrade the design and installation of this piping to a quality that is
equivalent to the primary containment. The District will update the CNS
ASME Section XI Inservice Inspection Program prior to the 1995 outage to
include these piping segments. This action will ensure that the quality
level of these piping segments will be maintained in the future.
Thirty-five related butt welds were radiographed. Of that total, five
rejectable indications were found. Two of the five rejected welds were
removed by shortening a piping run and the remaining three welds were
repaired. In addition, a total of 262 socket welds were subjected to
ligquid penetrant examination. There were no rejectable indications.

Based on the as-left leak rate, the repair of rejectable NDE indications
on butt welds, and no rejectable indications for socket welds, the
District concludes that containment integrity satisfies regulatory
requirements. This issue was discussed with the NRC on June 27, 1994.
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CAL 4-94-06b
item S5 (d)1:

"Discuss the safety significance of all off-normal or discrepant
conditions found in Item 1 of the CAL:

4160-volt undervoltage relay logic and 480-volt undervoltage devices (as
found) . "

NPPD Response

4160-Volt Undervoltage Relay Logic

The safety significance of the 4160-volt undervoltage relay discrepancies
discovered during performance of Special Procedure 94-208 is as follows:

a)

b)

c)

EE-REL-27X3/1G timed cut at 14.63 seconds, which is 3.63 seconds
longer than allowed by acceptance criteria (10 seconds + 10%). This
relay provides a close interlock in the DG breaker EG2 close circuit
to prevent breaker closure until the 480-volt switchgear breakers
feeding non-essential loads have adequate time to trip. The design
basis for the DGs specify that the output breaker of tne DGs must be
closed within sixteen seconds from the time of DG actuation to meet
the 10CFR, Part 50, Appendix K Analysis. The 14.63 second timing of
EE-REL-27X3/1G would not have prevented DG2 from meeting this
requirement. Concurrent with relay timing, DG2 would start, reach
required speed, and bus load shedding would occur. Since DG2 would
have started within the sixteen second limit and relay EE-REL-
27%X2/1G would have clcsed within the sixteen second limit, Bus 1iG
also would have been powered within the required sixteen seconds and
the intended safety function would have been satisfied.

The resistance of contacts 11-12 of EE-REL-27X/1GB was found to be
higher than the acceptance criteria limits. These contacts provide
a trip signal to breaker 1GB during a loss of voltage. The trip of
breaker 1GB separates Bus 1G from the off-site power supply and
allows transfer to the Emergency Transformer, if available. The
acceptance criteria is <1 ohm and the resistance of these contacts
was measured at 3.1 chms. The 1 ohm acceptance criteria was chosen
as a screening point for contacts requiring further evaluation.
Subsequent review determined that this contact would have been able
to perform as designed under all design basis conditions. Based on
the above, the as-found contact resistance had minimal safety
significance.

On June 16, during performance of testing associated with Special
Procedure (SP) 94-208, a malfunction associated with the 52/IN
contact, the breaker position switch, for breaker 1GS occurred after
the breaker had been racked to the test position to support testing
and then racked in. The breaker malfunction was due to
mis-adjustment of its guide wheels which resulted in it becoming
misaligned as it was racked into its cubicle. The misalignment led
te an over-travel in the position switch as the breaker was
electrically cycled, which resulted in the breaker malfunction.
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To ensure that we thoroughly understood the cause of failure, a
vendor representative was utilized to assist in evaluating the
condition and correcting it. All other safety related breakers of
this type have been inspected and no similar conditions were found.

The inoperable status of the breaker did not have an adverse impact
on plant safety during the special procedure. Bus 1G had already
been declared inoperable and the plant was in Cold Shutdown. The
redundant division was available during performance of the special
procedure and during repair of the breaker.

During normal operations, breaker 1GS is normally open, and would
automatically close upon loss of power from the Normal and Startup
Transformers, powering the 1G bus, providing that power is available
from the Emergency Transformer. Had this malfunction occurred while
at power, the effect would have been that the breaker would not have
tripped upon loss of power from the Emergency Transformer.

To assess the operability of the breaker during the past operating
cycle, a review of the operating history of the breaker was
performed. It was determined that in each case where the breaker
was racked in and cycled once successfully, the breaker would then
cperate properly in each subsegquent demand. All failures of the
breaker to operate properly have occuried on the first cycle of the
breaker after it has been racked in.

On July 18, 1993, the 1GS breaker was racked in and was successfully
cycled during the transfer to the emergency transformer and back to
the startup transformer. No indication of a breaker problem was
indicated between the July 18 cycling and the performance of
STP 94-208.

In the misaligned condition, the ability of the breaker to perform
its function during a seigmic event is being evaluated. In the
event that the seismic qualification was not affected by the
misalignment, this condition would have had no safety significance.
Should the breaker not be found seismically qualified, the safety
significance would have been minimal based upon the following
discussion.

The sequence of events that would have resulted in an accident
scenario of concern is as follows:

a) loss of a portion of the transmission system and normal
off-site power (emergency transformer power source remains
available) ;

b) closure of the 1GS breaker, transferring the Division II

emergency bus to the emergency transformer;

c) loss of the 1GS breaker trip function due to the effects of a
seismic event;
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4) loss of the emergency transformer, de-energizing both
4160-volt busses; and,

e) failure of Diesel Generator 1.

Given this sequence, HPCI and RCIC would have been operated in
accordance with plant procedures to stabilize the plant. Operator
action would be necessary to locally trip the 1GS breaker,
permitting breaker EG2 to close, allowing the DG to assume the
necessary loads.

480-Volt Undervoltage Devices

Due to test failures and demonstrated unreliability of the 480-volt
undervoltage trip devices (UVTA) discussed in Item 5(c¢)1 above, Nuclear
Engineering Design Calculations (NEDC) 94-110, "Operability of DGl With
Additional Loads," and NEDC 94-114, "Steady State Operability of DG and ET
With Additional Loads," were prepared to assess whether the EDG units
would satisfy their intended safety function, even if the UVTAs did not
function as intended. As a result of these calculations, the District
concluded that: 1) the EDGs would not have stalled; 2) EDG capacity would
not have been exceeded to the degree that performance would have been
adversely impacted; 3) EDG tie breakers would not have tripped; 4) the
fuel supply would have been adequate; and, 5) all electric motors supplied
by the EDGs would have successfully accelerated to operating speed. In
summary, the EDG units would have been able to perform their intended
safety function, even if all twelve of the UVTAs failed.

CAL 4-94-06b
Item 5 (d)2:

"Discuss the safety significance of all off-normal or discrepant
conditions found in Item 2 of the CAL:

Surveillance testing acceptance criteria for the control room and turbine
building ventilation systems."

NPPD Response

As previously discussed, the design basis Control Room operator dose
calculation assumes 10 CFM of unfiltered inleakage based on positive
pressure in the Contrcl Room envelope. Therefore, the safety significance
of the failure to achieve a positive pressure was evaluated by calculating
the dose consequences of up to 2000 CFM of unfiltered inleakage. The
basis for this assumption and the detailed results of the calculation has
becn provided to the NRC by separate letter from G. R. Horn, dated July
20, 199%4. In summary, the resulting dose would be within GDC 19 and
Standard Review Plan (SRP), Section 6.4 limits.

Based on the results of the calculations summarized in the referenced

correspondence, the District concludes that the as-found condition of the
Control Room envelope had minimal safety significance.
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CAL 4-94-06b
Item 5 (d)3:

"Discuss the safety significance of all off-normal or discrepant
conditions found in Item 3 of the CAL:

Containment penetrations.”

NP¥D Response

The majority of the containment penetrations that did not comply with
design requirements had been successfully tested at design pressure during
the primary containment ILRT last performed in 1991. As-found testing was
performed for penetrations which had not previously been subjected to ILRT
or LLRT test pressure, and for which as-found testing was determined to be
practicable. Testing demonstrated that the leak rates were within
Technical Specification limite with the exception of the Drywell Pneumatic
Supply Check Valve, IA-CV-65CV, in penetration X-22. Type C LLRT testing
revealed this penetration could not be pressurized.

Potential off-site and on-site radiological dose consequences due to
leakage from penetration X-22 during the 30 days following the accident
were evaluated per calculation NEDC 94-154, "Off-site and On-Site Dose
Consequences For LLRT Failure of IA-CV-65CV." The results of this
calculation are summarized in the follcwing chart.

-

S——— = - —— : . — - —
Scenario: } Whole Body Dose Thyroid Dose Whole Body Dose Thyroid Dose
| | (Rem) (Rem) Limits (Rem) Limits {(Rem)

— . ‘,,Y —.

Dose (USAR XIV-6.3)

Off-site LOCA Dose
With Additional
Leakage from
Penetration X-22

Current Design Basis
Control Room
LOCA Dcse

Control Room Design
Basis LOCA Dose With
Additional Leakage
from Penetration X-22

Control Room LOCA Dose
With Additional ‘
Leakage from
Penetration X-22 and
and no SGTE Actuation
Delay
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Off-site doses, considering the additional leakage in Scenario 2, are far
below the 10CFR100 limits of 25 Rem whole body and 300 Rem thyroid. For
Scenario 4 the Control Room doses exceed the SRP 6.4 limit of 30 Rem
thyroid, but are below 10CFR Part 100 limits. However, this scenario
reflects conservatisms which go beyond those required by the relevant
guidance documents for dose calculations of this type. The more accurate
analysis is discussed below.

Scenario 5, which addresses additional leakage with no Standby Gas
Treatment System (SGTS) delay, is more accurate in depicting the Control
Room dose. This case does not consider 90 seconds of unfiltered release
from secondary containment prior to SGTS actuation, which is assessed in
design basis calculations based upon worst case secondary containment
valve closure time. The basis for removing this assumption comes from
draft NUREG 1465, "Accident Source Term for Light Water Nuclear Power
Plauts," which indicates that it would take over one hour for fission
product radionuclides to begin to exit containment. Therefore, it is a
more realistic case tc assume that all flow frem secondary containment
containing fission products would be filtered throvyl. the Standby Gas
Treatment 3System within this time. Since Control Ruoin dose for the more
realistic Scenario, No. 5, is within GDC 19 and SRP 6.4 limits and the
off -site dose would be within 10 CFR Part 100 1limits, the safety
significance of the inoperable X-22 penetration is minimal.

Additionally, barriers that should realistically mitigate the effects of
the assigned leak rate include two other valves outboard of IA-CV-65CV and
the Instrument Air and Nitrogen Systems. However, since these barriers
are non-safety related, they were not taken credit for in the analysis
described above. The design pressure/temperature for the associated
piping is 125 psi/200°F and the piping system operating pressure for both
systems is above 100 psi, well in excess of containment design pressure.
These conservatisms provide further assurance that the Control Room
operator thyioid dose would be within regulatory limits.

Creation of the postulated release pathway from primary containment
requires a failure in the instrument air system piping, both inside and
outside containment, concurrent with a DBA LOCA. A Probabilistic Safety
Analysis (PSA) was used to estimate the frequency. It was postulated that
under accident conditions (large break LOCA resulting in core damage,
probability of occurrence 5.54E-08/yr.), the line could become a pathway
for radionuclides to reach the environment. The probability of a line
break outside of containment was assumed to be bounded by the probability
of a loss of the Instrument Air System. This probability, including pipe
breaks, is conservatively assumed to be 2.58E-04.

Therefore, the frequency of occurrence of this scenario resulting in a
release of radionuclides outside of containment through this penetration
to the environment is 1.43E-11/yr. This value is well below the
regulatory concern value of 1.0E-07/yr used in Probabilistic Safety
Assessments for containment bypass events. Based on the above
considerations, containment penetration leak pathways had minimal safety
significance.
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CAL 4-94-06b
Item 5 (d)4.a:

"Discuss the safety significance of all off-normal or discrepant
conditions found in Item 4 of the CAL:

Electrical distribution system surveillance."

NPPD Response

A review of the Electrical Distribution System was conducted to verify
testing was performed as specified in the Technical Specifications, USAR,
and Design Basis. This review identified two discrepancies with potential
safety concerns which are discussed below:

a)

b)

Relays 27/1F-1 and 27/1G-1 were not being tested properly per the
definition of the instrument functional test. The monthly
functional test visually verified contact closure; however, the
Technical Specification definition required the associated auxiliary
relay to be energized. The past method of functionally testing the
relay was not a safety concern because:

1) Relays 27/1F-1 and 27/1G-1 are calibration tested once per
cycle and functionally tested once per cycle by surveillance
Procedure 6.3.4.3.

2) The subject relays are protective relays which have contact
mechanisms in which the relay contact position is visible in
the both the open and close conditions. In the test mode, the
relay contact will not be in the intermediate position.

3) The monthly functional check did prove the induction disk
rotated when the input voltage was removed, indicating a loss
of voltage had been detected by the relay mechanism.

The monthly surveillance procedure has since been revised to correct
this discrepancy and the relays have been satisfactorily tested.

Two installed Diesel Generator Starting Air pressure indicators for
which qualification was in question were discovered. An engineering
evaluation was performed which verified that the instruments were
qualifiable and capable of performing their safety function.
Documentation of their qualification has now been developed.
Therefore, the safety significance of this discrepancy was minimal.
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CAL 4-94-06b
Item 5 (d)4.b:

"Discuss the safety significance of all off-normal or discrepant
conditions found in Item 4 of the CAL:

Inservice inspection of penetration welds."

NPPD Response

Twelve Class 2 welds were found to have been excluded from the ISI
Program. However, even with the addition of the twelve welds to the total
Class 2 weld population, the required weld examination percentages are
still satisfied. For the current ten year interval, one ocutage remains to
complete inspection interval examination requirements. CNS is confident
that the welds are mechanically sound based on NDE verification at
original construction. As such, the District has concluded that the
safety significance of excluding the 12 Class 2 welds from the ISI Program
is minimal. Further information related to this issue is provided in the
response to CAL Item S(g).

CAL 4-94-06b
Item 5 (d)dc:

"Discuss the safety significance of all off-normal or discrepant
conditions found in Item ¢4 of the CAL:

Testing programs implemented in other areas of licensed activities."

NPPD Response

The safety significance associated with ongoing testing programs
implemented in other areas of licensed activities is addressed in the
response to Item 5(h).

CAL 4-94-06b
Item S (e)l:

"Discuss the corrective actions that will be taken to:
Prevent recurrence of the installation of devices (i.e., tie wraps,

jumpers, blocks, etc.) that will prevent the actuation of safety-system
functions."

NPPD Response
The following corrective actions have been or will be taken:

a) A walkdown was conducted to verify that no similar cable tie
installations were in place. None were found.

b) A review was performed of station mechanical and electrical
maintenance procedures; surveillance procedures in the chemistry,

operations, and instrument and control areas, as well as the
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c)

d)

CAL 4-94-06Db

14.x series instrument and control procedures, to identify similar
procedural deficiencies. Three mechanical procedures were
identified as deficient. Changes have been initiated to correct
them. Fifteen electrical procedural deficiencies were identified.
Changes have been initiated to correct them. Three minor
diecrepancies were identified and corrected in the operations and
instrument and control procedures. The noted procedure
discrepancies will be corrected and approved prior to next use. No
discrepancies were identified in the chemistry procedures. Field
walkdowns were performed for similar deficiencies that could have
been created during past use of the deficient procedures. No
equipment configuration discrepancies were found.

A revision has been made to Maintenance Work Practice (MWP) $.0.4 to
add guidance to further ensure that any impairments, changes, or
blocking devices installed during performance of maintenance have
been removed prior to completion of the procedure.

In response to management deficiencies, maintenance supervision has
held meetings with their personnel to emphasize the need for
procedure compliance and immediate correction of problems and
incomplete understanding of procedure requirements. Considerable
efiort is also being expended by Maintenance Management to ensure
that expectations are clear regarding procedure compliance,
procedure adequacy, and control of maintenance activities.

Item 5 (e)2:

"Discuss the corrective actions that will be taken to ensure that the
design basis surveillance testing criteria are established and maintained
for the facility."

NPPD Response

The testing requirements specified in Technical Specifications and the
USAR for the major components of six critical systems have been reviewed
against existing surveillance procedures. The systems reviewed included:

High Pressure Coolant Injection

Reactor Core Isolation Cooling

Residual Heat Removal (Low Pressure Coolant Injection mode)
Core Spray

Automatic Depressurization

Emergency Diesel Generators

The review was performed as follows:

a)

An existing cross reference between Technical Specifications and
surveillance procedures, which is maintained by the Surveillance
Coordinator, was independently reviewed for correctness.
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b) The Technical Specification surveillance reguirements were reviewed
against *he respective surveillance procedures to determine if the
requirem¢ents were being met.
c) USAR seccions describing the six systems were reviewed to determine

if the USAR reguirements were being met by the surveillance.
The results of this review are summarized in the response to Item 5(h).

Also, the District will verify that operating and surveillance <+est
procedure content and surveillance test acceptance criteria are consistent
with the design basis. Verification of surveillance testing program
adequacy will be accomplished for future system-related Design Criteria
Documents (DCDs) as part of tle Design Basis Reconstitution Project.
Based upon a risk assessment, management has selected those systems that
will be completed on an expeditious basis.

An in-depth systematic review of the surveillance test program was
initiated on July, 11 1%994. This review addresses testing requirements
specified in the Technical Specifications, the USAR, and those completed
DCDs to ensure that the surveillance test procedures, including those
specifically developed for ASME IST purposes, adequately incorporate
pertinent requirements. This review is scheduled to be completed by March
1995. The systems included in the scope of this review are those for
which Technical Specification testing requirements are specified.

Organizational and programmatic changes will be made to enhance
configuration control consistency between design input and design output
documents to ensure that: 1) procedure modifications are reviewed for
impact on design input documents; 2) design output documents are revised
when affected by changes to calculations; and, 3) changes to CNS
engineering program documeits (e.g., LLRT) are reviewed for impact on
design input documents. Additionally, the District will perform a review
to identify additional de2sign input and output documents that require
enhanced configuration raintenance provisions.

CAL 4-94-06b
Item 5 (f) :

"Discuss the lessons learned by the Cooper Nuclear Station staff in
response to the incident involving the undervoltage trip function in the
motor control center supply breaker, including the lack of prompt
recognition of the potential safety significance of some issues."

NPPD Response

An assessment was performed of CNS performance related to the noted
incident. The District found that the initial response was narrow,
compliance-based, and poorly directed by management. Management and staff
exhibited narrow-focused and compliance-based values. Although the
District has been striving to provide the tools and management oversight
to overcome those behaviors, it is clear that efforts have not yet been
successful.
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Management perfcrmance issues are being addressed in great part by cha.uges
in management staff, communicating management expectations, and requiring
an increased level of accountability. The District’'s immediate goal is to
acquire new talent with higher performance standards, to deepen management
resources, and to allow reassignment of some incumbent managers to other
areas of need, while bringing fresh industry perspective to Cooper Nuclear
Station’s central management structure. A new Site Manager and Licensing
Manager, both from plants which recently improved their performance,
assumed their duties on July 11. The Maintenance Manager has been
replaced from within. A new senior manager with many years in the Navy
Nuclear Program has been hired. A new Corrective Action Program Manager
has been assigned, Condition Resolution Team mentor support has been
provided, and five full-time, rotational Condition Resclution Team Leader
positions are being established. Additional planning is underway for
repliarement or reassignment of the other key senior and middle manager
positions, as appropriate.

Weaknesses in Quality Assurance staff performance during recent events are
being addressed by: 1) the establishment of stronger guidance for dealing
with emerging issues and interaction with the line organization; 2)
increased oversight and supervision of QA field activities by QA Division
and Department Managers, 3) training to improve safety and assessment
skills (underway and to be completed by August 1994); and, 4) publication
of senior managemen: expectations for quality assessment activities.
F

Management oversight of Condition Review Group (CRG) activities has been
increased by having a senior manager oversee the CRG's evaluation and
decision making activities in the role of a protagonist to ensure adequate
rigor and urgency. Condition Reports are being more thoroughly screened
for significance by the Technical Staff prior to submittal to the CRG.

To improve safety attitudes and performance, training in safety principles
and performance-based evaluation techniques will be provided to
appropriate segments of the NPG staff starting in September 1994,
Advanced rcot cause analysie and investigation training will also be
provided.

Other programs were found to be ineffective during recent events. For
example, the Operating Experience Review (OER) program should have
addressed the inadequate diesel load shed testing and logic system
functional testing problems. To ensure that this deficiency is not
pervasive, a comprehensive review of past operating experience documents
has begun.

The absence of design basis information adversely affected the District’s
efficiency in responding to potential safety issues. As a result, the
reconstitution schedule has been accelerated. Efforts to review and
upgrade the CNS surveillance and other testing programs are discussed
elsewhere in this letter.

In summary, the District has taken, and will continue to take actions

responsive to technical, programmatic, and managerial problems as they are
identified.
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CAL 4-94-06b
Item 5 (g) :

"Discuss the basis for your determination that the testing programs for
electrical distribution system surveillance testing and inservice
inspection of penetration welds are technically adequate and complzce.”

NPPD Response
Electrical Distribution

The District is confident that the surveillance tes “iiic of the Electrical
Distribution System (EDS) for Cooper Nuclear Statica is adequate. This
contfidence is based on the number and scope of actions that have been
taken. The following summarizes some of the more significant activities
and improvemente that have been made during the current outage.

a) compared the General Electric ECCS input assumptions against the
Emergency Diesel Generator (EDG) load calculation;

b) upgraded the 480-volt undervoltage design;

c) reviewed the 4160-volt first and second level undervoltage logic and
conducted additional testing via special procedures, temporary
procedure changes, or new surveillance procedures;

d) revised the EDG sequential loading test procedure and performed the
revieed test on both divisions to ensure appropriate load shedding;

e) reviewed maintenance practices regarding installation and removal of
devices such as cable ties, jumpers and contact bcots and initiated
procedure changes where necessary;

f) reviewed operating procedures for proper operation of the Electrical
Distribution System;

g) reviewed the battery load study and compared it with battery load
testing procedures;

h) reviewed Design Criteria Documents (DCDs) for AC, DC, and EDGs at
the component level, including support systems (e.g., Fuel 0il
Transfer, HVAC, etc., that support the EDGs) to ensure proper
testing/functionality could be demonstrated; and,

i) reviewed the above DCD listings for Licensing commitments and open
items identify items of potential safety significance.

Future actions planned by the District are addressed in response to Items
S(e)l and S5(e)2.

With regard to preconditioning, CNS will neither test nor repair
components, systems, or structures for the purpose of satisfying as-found
acceptance criteria in surveillance tests. As-found testing will be
performed prior to maintenance requiring adjustment of setpoints or
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re-calibration per the surveillance program. For example, prior to
performarnce of Technical Specification instrument surveillance
calibrations and setpoint adjustments as-found data will be recorded.
Similarly, prior to performance of maintenance on essential electrical
breakers, as-found data will be recorded.

Inservice Inspection of Penetration Welds

As discussed during the July B, 1994, meeting with the NRC, examples of
incorrect classification of primary containment penetration piping welds
were identified. As a result, a commitment was made to assess the 18I
Program, to suumit an addendum to add the excluded welds, component
supports, and pressure test boundaries tc the ISI Program, and to submit
relief requests if required prior to the 199¢ refueling outage to ensure
ASME Section XI requirements are implemented. Upon completion of these
activities, the District will consider the ISI Program to be technically
adequate and complete.

CAL 4-94-06b
Item 5 (h) :

"Discuss the basis for your assurance that the testing programs for other
licensed activities are adequately implemented. "

NPPD_Response

As discussed in Item S5(e), the surveillance testing for the major
components of six critical plant systems has been reviewed to ensure
conformance to the USAR and Technical Specification testing requirements.
These reviews were performed on systems with substantial safety
significance: High Pressure Coolant Injection, Reactor Core Isolation
Cooling, Residual Heat Removal Low Pressure Coolant Injection Mode, Core
Spray, Automatic Depressurization, and Emergency Diesel Generator Systems.
The review found several discrepancies between CNS tests and the USAR. The
discrepancies were corrected by USAR revisions or were incorporated into
surveillance test procedures.

As a result of the investigation of the undervoltage trip assembly
problems, the District also reviewed its program for logic system
functional testing (LSFT). This review included the following systems:

High Pressure Coolant Injection Standby Gas Treatment

Reactor Core Isolation Cooling Reactor Building HVAC

Reactor Protection Diesel Generator HVAC

Control Room HVAC Reactor Equipment Cooling
Residual Heat Removal Core Spray

Alternate Rod Insertion Fire Protection

Service Water Low-Low Set

Automatic Depressurization Diesel Generator Lube 0il
Standby Liquid Control Diesel Generator Auto Start
Diesel Generator Fuel 0il Primary Containment Isolation (Gr 1-7)
Diesel Generator Starting Air Anticipated Transient w/o Scram
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Each contact in the above listed systems was evaluated to determine if it
performed an essential safety function and to determine whether a
procedure existed which confirmed each contact’'s operability. Where
testing was not being performed, either appropriate procedures were
revised or special test procedures were issued to perform the testing.
Completion of this testing has confirmed the design and functionality of
the logic systems. From all of the testing performed, one minor,
non-safety significant discrepancy associated with relay timing was noted.
Time delay relay REC-REL-1FR was found outside of its allowable range (27
to 33 seconds), but within procedural limits (15 to 60 seconds). Actual
relay time delay was 33.27 seconds. The relay was calibrated and retested
satisfactorily.

Furthermore, the District has implemented several orograms and activities
to critically evaluate and improve CNS cuperation. ‘= -art of these longer
range programs, a series of self-evaluations of key grams continues to
be performed, including those involving licensea .esting activities.
Examples include: fire protection, MOV program, Appendix J, ISI, IST, and
instrument setpoint. "Health Reports" are also being generated for each
program. These reports consider a number of program performance factors
including currency of the program with industry practice, currency with
regulatory issues and commitments, and establishment of adequate program
centrols. The health reports for activities involving testing programs
include the surveillance testing program, the calibration program,
inservice testing program, containment leak rate testing program, relief
valve setpoints, instrument setpoints, relay setpoirts, and the MOV
program.

While no significant deficiencies were identified, a health report for the
Protective Relay Setpoint Program identified concerns related to overall
program management. Previously, control of the setpoints included in this
program was considered one of many elements of the electrical maintenance
program, not a unique setpoint program. Currently, program responsibility
has been assigned to the design engineering group.

In addition, inservice testing and inspection, containment leak rate
testing (program upgrades in progress), and the Check Valve and Vendor
Manual Programs were all found to have health ratings that require further
in-depth assessment and program improvements. The most significant
concerns have been related to program ownership and support (i.e.,
management), not technical concerns. No technical deficiencies that would
impact safe plant operation have been identified. Management concerns
previously noted will be addressed. Any safety significant technical
deficiencies discovered during in-depth program reviews will be evaluated
for impact on safe plant operation and aggressively resolved.

While some activities remain to be completed, the District has concluded

that testing programs for other licensed activities are adequately
inplemented.
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Mr. L. J. Callan
Regional Administrator
NRC Region 1V

611 Ryan Plaza Drive
Suite 400

Arlington, Texas 76011

Subject : Response to Request for Additional Information
Cooper Nuclear Station
Docket No. 50-298, DPR-46

References: 1. Confirmatory Action Letter (Revision 2) dated July 1, 1994 to
Guy R. Horn - Nebraska Public Power District (CAL 4-94-06B).

2. Letter from G. R. Horn (NPPD) to L. J. Callan (NRC) dated
July 29, 1994, "Response to Confirmatory Action Letter."

3. Meeting Between Nebraska Public Power District and the Nuclear
Regulatory Commission on July 29, 1994, concerning restart
readiness.

4. Confirmatory Action Letter Dated August 2, 1994, to Guy R. Horn
- Nebraska Public Power District (CAL 4-94-08).

Dear Mr. Callan:

On July 1, 1994, Confirmatory Action Letter 4-94-06B was issued which
verified, among other things, that Nebraska Public Power District (the
District) would provide the Nuclear Regulatory Commission (NRC) Regior IV
office with a letter that discussed eight areas of interest.

On July 29, 1994, the District provided the letter to the NRC and participated
in a meeting with the NRC to discuss plant restart. With these two activities
completed, all items in CAL 4-94-06B that were agreed upon as a precursor to
plant restart were satisfied. However, at this meeting, the NRC requested
additional, more detailed information regarding the District’'s component and
system preconditioning policy, and its relationship to the implementation of
testing programs. The NRC also requested, prior to restart, that the District
document some of the detailed discussions held during the meeting and, in some
cases, provide more detailed information on how reviews addressed in the

July 29, 1994, letter were conducted. Attachment 1 to this letter provides
the detailed information.

On August 2, 1994, the NRC issued CAL 4-9¢-08, which requested that (as a

supplement to the CAL 4-94-06B response) the District describe its basis for

cTTWﬁhat an adequate review of Cocper Station operational experience,
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industry experience, and NRC information has been conducted to support plant
restart. The NRC reguested that the District’'s discussion also address two
recent cases where previous District reviews apparently did not address
certain precursor information. Attachment 2 to this letter provides this
information. The NRC requested that all of the above information be provided
before plant restart and that the information be discussed at a public
meeting, currently scheduled for August 12, 1994, at the Cooper Station.

All of the District’'s activities, collectively considered, represent an
extensive amount of work aimed at confirming that there are no significant
issues at the Cooper Station which would warrant continued plant shutcown.
The District has been very responsive to NRC concerns and often has conducted
investigations that typically would not be considered a condition for plant
restart. The District acknowledges that some of its reviews (e.g., Operating
Experience Reviews) may not have identified all issues. Although some
investigations are ongoing, the District does not anticipate that its
continuing efforts will uncover deficiencies that have a significant impact on
public health and safety. If any safety significant findings occur, the
District will take appropriate actions up to and including plant shutdown, if
necessary. Of course, further evaluations will be conducted as scon as
possible, consistent with schedules discussed with the NRC.

If there are any questions regarding information presented in the attachments,
or on other matters, please call.

Sincgrely

vige }resident, Nuclear
RCG/nr
Attachments

ec: U.S. Nuclear Regulatory Commission w/attachments
Attention: Document Control Desk

NRC Resident Inspector Office w/attachments
Cooper Nuclear Station

NPG Distribution w/attachments
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A. DETAILED DISCUSSION OF INITIATIVES

Recent events at Cooper Nuclear Station (CNS) prompted several District
initiatives to determine the scope of the equipment and process deficiencies
that exist at the Cooper Station. Many of the actions taken to correct
immecdiate deficiencies have been detailed in meetings and/or other
correspondence with the NRC. While there may be several ways to perform
reviews of issues, the District is confident that its approach i1s satisfactory
for determining restart readiness. The following section details actions
taken by the District.

1. CONFIGURATION CONTROL - CABLE TIE

The District concludes that the following actions represent a comprehensive
investigation of the cable tie issue and should prevent recurrence of similar
deficiencies. The District took the following actions to determine the scope
of the problem and tc correct any actual or incipient configuration control
deficiencies.

First, a walkdown was conducted to verify that no similar cable tie
installations were in place. None were found. The next step was to review
station mechanical and electrical maintenance procedures; surveillance
procedures in the chemistry, operations, and instrument and control areas; and
the 14.x series instrument and control procedures, to ensure that
configuration control had been maintained. Three mechanical procedures and
fifteen electrical procedures required revision, alony with three minor
discrepancies in the operations and instrument and control procedures. No
discrepancies were identified in the chemistry procedures. The above listed
items will be corrected prior to next use of the procedure and do not
adversely impact restart of the plant.

Concurrent with these activities, field walkdowns were performed to look for
deficiencies that could have been created as a result of using the deficient
procedures. No equipment configuration discrepancies were found. Based on
these activities it was reasonably concluded that the cable tie condition was
limited to the example identified.

Tc snsure that configuration control continues to be procedurally maintained,
a revision has been made to Maintenance Work Practice (MWF) 5.0.4 to add
gridance to further ensure that any impairments, changes, or blocking devices
installed during performance of maintenance are removed prior to completion of
the procedure. Also, management has held meetings with maintenance personnel
to emphasize expectations with regard to configuration control, procedure
compliance, and immediaic correction of ambiguous or incomplete procedures.
Additional meetings will be held to ensure that sensitivity to thig issue
continues.
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2.  LOGIC SYSTEM FUNCTIONAL TESTING

The activities summarized below provide adequate assurance that logic system
functional testing at Cooper Station is adequate. This concern svolved as a
result of the discovery of the RHR Service Water Booster pump contacts that

had not been tested. The process utilized for this issue is described below:

When the District discovered that contacts had not been tested as required, a
review of the following systems was begun:

High Pressure Coolant Injection Standby Gas Treatment

Reactor Core Isolation Cooling Reactor Building HVAC

Reactor Protection Diesel Generator HVAC

Control Room HVAC Reactor Equipment Cooling
Residual Heat Removal Core Spray

Alternate Rod Insertion Fire Protection

Service Water Low-Low Set

Automatic Depressurization Diesel Generator Lube 0il
Standby Liquid Control Diesel Generator Autc Start
Diesel Generator Fuel 0il Primary Containment Isolation (Gr 1-7)
Diesel Generator Starting Air Anticipated Transient w/o Scram

The elementary logic diagrams for each system were reviewed, contact by contact,
and correlated against the existing surveillances. The screening methodology was
as follows:

a. Does an existing surveillance actually verify the operation of the
contact directly? If yes, then no further action is necessary. If
no, then proceed to b.

b. Does the contact perform an automatic essential function as
determined by an engineering review of the Technical Specifications
and the USAR? If yes, then test prior to startup. 1If no, test
after startup. *

This review was completed on June S, 1994, and testing commenced. In mid-July,
due to a question concerning the LOCA signal auto close contacts for the Core
Spray full flow test valves (which had been scheduled for post startup testing),
a re-review of the post startup population of contacts was directed by senior
management using this additional criterion:

Is the contact operationally significant (i.e., interlock that prevents an
operator error) and not verified by existing testing? If yes, then test
before startup. 1If no, then test after startup.

The second screen was completed on July 18, 1994, All contacts have been

satisfactorily tested. A plan will be generated to address contacts requiring
testing after startup.
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3. SURVEILLANCE REVIEW

The District concludes that the following activities adequately determined the
extent of the surveillance deficiency revealed by the undervoltage and load shed
testing inadequacies. A team of experienced Senior Licensed Operators reviewed
the CNS Technical Specifications, USAK, and surveillance programs to identify any
weaknesses or discrepancies. The major components (i.e., pumps and valves) of
the following systems were reviewed: High Pressure Coolant Injection, Reactor
Core Isolation Cooling, Residual Heat Removal (Low Pressure Coolant Injection
mode) , Core Spray, Automatic Depressurization, and Emergency Diesel Generators.

The review was performed as follows:

- An existing cross reference between Technical Specifications and
surveillance procedures, which is maintained by the Surveillance
Coordinator, wae independently reviewed for correctness.

- The Technical Specification surveillance requirements were reviewed
against the respective surveillance procedures to determine if the
requirements were being met.

“ USAR sections describing the six systems were reviewed to determine
if the USAR reguirements were being met by the surveillance.

The above reviews represent a significant undertaking by District personnel in
a short period of time (July 2 to July 5, 1994). Reviewers developed a list of
guestions/discrepancies which was assigned to the appropriate departments
(engineering, maintenance, etc.) for resolution. The discrepancies have been
evaluated and incorpcrated into surveillance procedures, or corrected by USAR
revisions. Additionally, the Design Basis Reconstitution Project will be
accelerated and will include a review of surveillance testing adequacy for all
systems in the project.

Based on the above reviews, the District has reasonable assurarice that
surveillance procedures adequately implement regulatory requirements.

4. DESIGN BASIS REVIEW OF THE ELECTRICAL DISTRIBUTION SYSTEM

While the reviews of various specific items were addressing individual concerns,
the District determined that a comprehensive evaluation of the entire syrtem
should be performed to ensure that the problems were not encemic. As a secondary
matter, this review also would address the adequacy of implementation of the
Operating Experience Review (OER) program. This effort has received additioaal
scrutiny because of its failure to adequately address the Westinghouse DB 50
breaker issue. The Electrical Distribution System (EDS) (AC Distribution, DC
Distribution, and the Emergency Diesel Generators) was chosen because many of the
recent problems appeared to affect electrical components and testing, and because
of this system’'s critical nature. The investigation concluded that EDS
components would have performed their intended safety function.
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Starting on July 19, 1994, a multi-discipline integrated review of the EDS was
performed. The team consisted of personnel from the Engineering Department and
Senior Reactor Operators. This review utilized design criteria documents (DCD)
and evaluated the actual requirements at not only the systems level, but also at
the component level. Included in these system level and component level reviews
were support systems such as DG fuel oil, HVAC, DG lube o0il, etc. Each of the
commitments affecting testing or plant safety was reviewed to determine if they
were adequately met. The initial review of the DCDs resulted in 49 questions
requiring further evaluation and were investigated by Design Engineering, System
Engineering, Operations Engineering, Configuration Management, or Operations
Support Group. All of these items have been addressed. The review was completed
on July 28, 1994.

B. TION ISTRI

While the actions taken as a result of the t~chnical issues that arose during the
current shutdown provide some assurance .nat systems and components required for
plant operation will funcrtiun as required, the District concluded that additional
reviews were warranted before startup. Therefore, the following actions have
been taken:

1.  OPERATING EXPERIENCE REVIEW

In 1993, the District recognized that its Operating Experience Review (OER)
Program must be improved. This effort began in September 1993. The 1993 program
began with a review by the Corrective Action Program Overview Group (CAPOG) of
twenty percent of approximately two years of operating experience documents. On
December 1, 1993, due to approximately a ten percent rejection of OER
assessments, the sample size was expanded by another twenty percent. As
discussed further in Attachment 3, the SBM switch and REC corrosion-related
correspondence were not in the CAPOG sample population. Again, CAPOG re-reviews
were a sampling effort that was not intended to assess all OER closeout
documernitation. Therefore, the fact that these issues were not satisfactorily
closed was not fostered by 1993 OER oversight efforts.

However, due to the failure of the 480 VAC undervoltage trip devices, the
District has commenced an additional pre-startup review of closed OER
information. The scope of this review covers all closed OER responses for the
years 1992, 1993, and 1994, all closed pre-1987, and 25% of 1987-1991 responses.
The 1992-1994 period was chosen to validate the adequacy of the current program
and represents approximately 25% of the entire historicel database. A 100%
review of the pre-1987 period was chosen because there was an apparent lack of
formality in the program at that time. A 25% sample of the 1987-1991 population
was chosen to provide assurance of program adequacy after it was formalized in
19€7. This recent limited review provides a reasonable basis for the District'’s
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conclusion that the OER program has not overlooked issues that have a significant
impact on plant safety. The screening criteria used during this review are as
follows:

° The item could adversely affect nuclear safety.
® The item is needed to comply with the CNS Technical Specifications.
L] The consequences of not completing the OER action could affect the

ability of a safety system to satisfy its design function.

. The consequences of not completing the OER action could result in
reduced safety system availability.

The closure documentation for items meeting the screening criteria are tlien
reviewed for adequacy. If the basis for closure does not appear fully adequate,
the item will be re-reviewed by NPPD engineering. CNS management will determine
if pre-startup actions are required for any inadequate responses as determined
by engineering. If an item does not satisfy the above criteria, it is assumed
that the previous review, if inadequate, would not have a significant safety
impact.

Approximately 14% of the pre-1987 .ii»ms. approximately 6% of the 1987 - 1991
items, and approximately 0.4% of the post 1991 items (2 out of 552) have been
returned for review of response adequa~™y.

A full review of the OER database responses for adequacy will be performed with
an estimated completion time of 2 years.

The LER database also is being screened to identify recurring issues. Recurrence
of the same or similar issues is indicative of a potentially inadequate
corrective action. Those items found by the screening will be evaluated against
the criteria defined above to determine if corrective action review is required
prior to startup and CNS management will determine if any followup coY¥rective
actions will be required prior to startup. The remaining items will be reviewed
after startup and the need for further action determined.

2. ASSESSMENT OF COMMUNICATION EFFECTIVENESS

Recent events at CNS have shown that additional efforts are necessary to ensure
that everyone understands management expectations, especially for those issues
that have been named as causes of recently discovered deficiencies, e.g.,
procedure use, preconditioning, and importance of problem identification. Since
the maintenance organization also has been involved in several recent findings,
additional management meetings have been held with the maintenance staff to
discuss issues and to communicate expectations.

To reenforce the expectations expressed in the management meetings, the Site

Manager issued a memorandum to the site dated July 29, 19%4. This memorandum
specifically addressed preconditioning of components for the purpose of passing
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surveillance tests, maintaining a questioning attitude, and the importance of
clear and precise communication.

Independent of the above, from July 30, 1994, to August 1, 1994, the QA Division
conducted a series of interviews with maintenance, coperations, instrumentation
and control, and chemistry to assess the state of understanding and acceptance
of management's expectations. A specific list of questions covering procedural
adherence, preconditioning, and identification and reporting of deficiencies was
used. The following discussion provides a summary of the QA effort.

; 44 iond

The interviews had mixed results. For example, within the areas explored,
management has been effective in communicating its expectations to NPG personnel
with one notable sxception. While over 93% (222 of 238) of personnel interviewed
had an acceptable understanding of what constitutes preconditioning, 45% (107 of
238) did not clearly understand the importance of not preconditioning. The
majority of these personnel discussed the effects on as-found readings, the
ability to acrsu.ately identify problems or the inability to trend problems.
While these 2:e also important factors, the key issue of functionality does not
appear t~ have been adequately communicated and/or absorbed. It appears that
this iack of full understanding is the result of inadequate training on the
subjet.

CNS management is currently evaluating appropriate ways to expand preconditioning
training to ensure complete understanding of the policy by all personnel.

Procedure Adherence

Interview results indicate that there is a very good understanding of
management’'s expectations throughout the Nuclear Power Group. Virtually every
individual interviewed clearly understood both the need for procedural use and
compliance, as well as the need to question the adeguacy of the procedures and
instructions they use as part of their daily routine. Fifteen percent of
interviewees, however, expressed that they did not fully understand management’'s
expectations, many because the expectations were changing o rapidly, it was
difficult to definitively state that they were understood. This is an
understandable reaction to the many recent culture improvement initiatives.
Through continued management reenforcement of expectations, this concern will
dissipate.

Problem ldentification

The interview results indicate that management has been very effective in
communicating expectations in this area. Virtually all of those interviewed
expressed a clear understanding of their responsibility to identify and document
problems and concerns to ensure that they are corrected. However, management is
concerned that interviews alsc indicated that several individuals are reluctant
and/or uncomfortable with escalating problems that they did not feel had been
resolved to their satisfaction. In this regard, reluctance by one individual is
toc many. Therefore, management will be increasing its focus on this aspect of
problem identification.
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Cooper Nuclear Station has developed a Startup and Power Ascension Management
Plan to ensure that plant equipment, personnel performance, and organizational
responsiveness are ready to support a safe and reliable plant startup and
ascension to full power operation. A copy of this plan is provided (for
information) as Attachmerc 3. The District does not anticipate forwarding
subsequent revisions to the NRC. Tne Plan's purpose will be accomplished through
the following objectives:

o Assign temporary positions and responsibilities to provide accountability
and clear lines of responsibility during the startup and power ascension
process.

B Establish communication paths to ensure accurate and timely transfer of

information to support startup and power ascension.

. Describe outage activities to ensure completion of work supports a safe
startup.
= Resolve emergent issues in a timely manner so safe startup and power

ascension are not impeded.

L] Conduct startup and surveillance testing in a safe and efficient manner to
ensure that system and component operability support startup and power
ascension

Two aspecte of the plan are of special interest. First, each system engineer
will review open items for his or her system to ensure there are no unresolved
items which may impact that system. Open items for review include (among others)
operating experience reviews, maintenance work requests, and temporary
conditions. The completion of this review will be certified by the system
engineer and reviewed by management,

Second, the manager of each station department will review open action items,
condition reports, training, etc., to ensure that his department is ready to
support startup and plant operation. As with the system engineer, the completion
of the review will be certified by the department manager and reviewed by senior
management.

Any item that meets one or more of the following criteria must be addressed prior
to startup:

L] The item could affect nuclear safety.

® The item is necessary for a safety system to satisfy its design function.
v The item is needed to comply with the CNS Technical Specifications.

. The item may result in reduced safety system availability, increased

forced outage rate, or reduced capacity factor in the time before it is
completed or resolved.
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4.  FIELD COACHING TEAM

Obtaining prompt and precise feedback on performance in the field has been a
problem at Cooper Station. This has occurred in great part because effective
communication methods to ensure that this information exchange occurred did not
exist in all areas. To remedy this deficiency for the short term, CNS has
established a multi-disciplined team of CNS personnel headed by an independent
manager charged with monitoring operations, maintenance, and surveillance testing
in the field to ensure management requirements for proper testing and maintenance
are understood and executed.

Charter

A charter has been written for this Field Coaching Team (FCT) which establishes
specific criteria for observation and evaluation of field activities. At a
minimum, the FCT team will observe adherence to procedures, identification and
resolution of procedural inadequacies, awareness of any potential for a process
or activity to contribute to preconditioning, demonstration of effective
communication, and the performance of work in a safe and guality manner.

Scope

This process will focus at a minimm on:

L] Adherence to procedures/instructions.

. Identification and resolution of procedure/instruction problems and
inadequacies.

. Identification and rescolution of any potential preconditioning problem.

« Identification and resolution of ineffective communication.

« Ensuring effective utilization of resources to accomplish tasks safely and

with qualit, results.

. Insuring any perceived schedule pressure is corrected.

L] Insuring identification of problems and generation of CRs when
appropriate.

- Application and consistent use of self-checking.

L Supervisory involvement in field activities.

Process

FCT personnel will be provided with orientation training by the Site Manager to
ensure that they fully understand management expectations. Once trained, team
members will disperse into the field, making their presence and function known
to all personnel engaged in an observed activity. At no time will the team
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subvert the role of line management -- in fact, they will serve as augmentation
to line management’s ability to observe and correct inappropriate practices.
Specific techniques for assessment will be as dictated by the activity being
observed, with appropriate consideration to the level of intrusiveness necessary
to fulfill the objective and purpcse of the FCT process. The District currently
anticipates that the FCT team will observe pre-startup testing, and startup and
power ascension testing. Once the startup and power ascension is complete, the
team will remain in place to cbserve field activities until its purpose has been
fulfilled.
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EBM Switches and Reactor Equipment Cooling Piping

As noted in Attachment 1, the 1993 OER review effort established a screening
criteria for determining which findings required additional focus. This effort
utilized a sampling approach to determine with reasonable assurance that previous
OER efforts were satisfactory. Results of an assessment of the 1993 reviews
could fall in one of three primary categories: (1) the components were not part
of the sample group and therefore, the District’s re-review did not directly miss
potential safety issues, (2) the components were reviewed by the District as part
of its sampling effort and it was reasonably concluded that the issues had been
adequately addressed, or (3) the components were reviewed by the District as part
of its sampling effort and it was erroneously concluded that the issues had been
adequately addressed.

A review was performed to determine whether the SBM switches and REC issues had
been specifically assessed by the OER review. Neither the SBM switches nor the
REC issues were included in the sampling review. Therefore, it is reasonable to
conclude, hrased on current findings, that these previous reviews were adequate.
This corclusion, however, should not be considered an excuse for not identifying
the SBM switch and REC issues. Proper questioning attitudes should have led to
further discussion and satisfactory resolution of these issues. Notwithstanding
these conclusicns, the District assessed the potential safety significance of SBM
switch failures and the REC System. A brief summary of safety significance
conclusions is provided below.

SBM Switches

A review of SBM switch operating history at CNS illustrates that since GE SIL
155, "Possible Failures of Type SBM Control Switches," recommended inspection and
refurbishment of the switches in 1980, there have been twoc switch failures
(February 198% and July 1994) due to the phenomenon described in the SIL. Seven
additional switches with broken cam followers have been observed. However, this
condition did not result in switch failure and none of the failures or cracks
have occurred in switches refurbished in 1980. -

During recent inspections a majority of switches not refurbished in 1980, had one
or more cam followers categorized as "Category B" per GE SIL 155. However, this
status is not considered a failure. GE does not recommend these switches be
replaced and has conducted testing that shows approximately 45,000 successful
switch cycles can be expected before switch failure. Therefore, the Category B
switches are expected to perform upon demand. However, the District will
establish a replacement protocol fcor the pre-1976 switches.
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