U.S. NUCLEAR REGULATORY COMMISSION
REGION 1V

Inspection Report: 50-298/92-24 Operating License: ODPR-46
Licensee: Nebraska Public Power District
P.0. Box 499
Columbus, Nebraska 68602-0499
Facility Name: Cooper Nuclear Station
Inspection At: Brownville, Nebraska
Inspection Conducted: November 15 through December 26, 1992

Inspectors: . Kopriva, Senior Resident |nspector

. Walker, Resident luspector
. Paulk, Regional Inspector
. ENershaw, Regional Inspector
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Inspection Summary

A;gl%_lgi$gg&!§: Routine, announced inspection of operational safety ;
veritication, maintenance and surveillan.e observations, corrective actions i
for violations followup, and )icensee event report followup. '
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Results:

. The inspectors identified a missing nut on the jacket cooling water
restraint for Diesel Generator 2. The licensee was responsive in
correcting the problem and performing operability determination
(Section 2.2).

. The licensee identified a missing nut from a residual heat removal pipe
restraint. Again, corrective actions and operability determination were
performed in a timely manner (Section 2.3).

. A fire drill performance was good. Postdrill critiques appeared to be
informative and accurate. There was no apnrarent management review of
drill activities or disposition of items (Section 2.4),

. A low voltage condition on the 69 kV transmission line resulted in
declaring the site emer?ency transformer 1no?erable Licensee actions
for corracting the problem were good, and followup activities appear to
be thorough (Section 2.7).
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. Maintenance activities were well planned, organized, and executed

(Section 3.0).

summary of Inspection Findings:
. Violation 298/9215-01 was closed (Section 5.1).

. Licensee Event Reports 91-011 and 92-014 were closed (Section 7).
. Inspection Followup ltem 298/%224-01 was opened (Section 2.8).
Attachment:

. Persons Contacted and Exit Meeting
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. Unresolved Ttem 298/9123-03 was closed (Section 6.1). |
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investigation, the licensee discovered a low voltage condition on the 69 kV
transmission line which supplied power to the emergency transformer. The low
voltage condition was caused by offsite electrical distribution 1ineup
changes. A capacitor bank was placed into service which increased the line
voltage and cleared the under—voltage problem. The licensee declared the
transformer operable at 1:15 p.m. The inspectors reviewed the licensee’s
response to the low voltage condition and concluded that the licensee's
actions for correcting the problem were good and that their followup
activities appeared to be thorough.

2.8 MHigh Pressure Coolant Injection Suction Valve Automatic Actuation During
lest

On December 9, 1992, while performing Surveillance Procedure 6.2.2.8.6, "PCIS
Suppression Chamber Water Level Calibration Test," the high gressura core
injection system pump suction automatically transferred to the suppression
chamber (torus) from the emergency condensate storage tank, The pump suction
transfer occurred while backfilling the reference leg for Level Transmitter
PC-LT-12. The reference leg was common to two float switches, HPCI-LS-91A and
-B. When the reference leg was backfilled, the flow rate was too high. The
water could not drain out of the level switch(es) as quickly as it was being
added, resulting in the float level for one or both switches to increase,
causing the unplanned actuation. A suction path to the high pressure coolant
tindection pump was maintained; therefore, the high pressure ceoolant injection
system remained fully operable during the event. The preferred suction path
to the high pressure coolant injection system was restored approximately

15 minutes following the event.

On December 10, at 10:30 a.m., while the licensee was reviewing the deficiency
report documenting this occurrence, the licensee determined that NRC
notification was required in accordance with 10 CFR 50.72(b)(2)(11) because of
an unplanned actuation of an engineering safety feature component. The
licensee completed the notification at 10:45 a.m.

The licensee responded well to the actuation event. Although there was a
delay in reporting the event to the NRC, the licensee's deficiency report
program caught the error, which was good. Review of the licensee's
reportabiiity evaluations for deficiency reports will be an Inspection
Followup Item (IF1 298/9224-01).

3 MAINTENANCE OBSERVATIONS (62703)
3.1 Reactor decirculation Motor/Generator Set Ventilation Fan Repair

The inspectors observed  rk activities associated with Maintenance Work
Request 92-27v9 to repair reactor recirculation motor/generator set Exhaust
Fan HV-FAN-(EF-2i0). Operations personnel had identified several problems,
including broken belts, a loose belt guard, and the exhaust damper did not
appear to close. The mechanics found the top sheave worn and the belts were
off and broken. Also, the belt guard was broken. A new top sheave and belts
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The inspector visually observed the condition and operation of the HPCI pump
and observed the auxiliary operator take readings of pump flow rate and
pressure.  Good communication was observed between the control room and the
auxiliary operator. The inspector observed good ALARA practices by the
auxiliary operator and the health physics technician while obtaining various
readings of the HPC1 pump.

Upon completion of the HPCI pump operability surveillance, the auxiliary
operator walked down the accessible parts of the HPCI system. During the
walkdown, two turbine exhaust line drain pot valves (AOV70 and AOV71) were
observed to have slight packing leakage. The auxiliary operator completed the
proper maintenance work reguest forms for repair of the leaks.

The inspector also observed the quality assurance verification of the
completed surveillance procedure. A1l necessary signoffs were completed and
no discrepancies were noted, Good communication was noted between operations
and other plant personnel. Adherence to principles of ALARA were excellent
and the health physics technician was thorough in assuring low radiation
exposure during the surveillance.

§ CORRECTIVE ACTIONS FOR VIOLATIONS (92702)

5.1 (Closed) Viplation 298/9215-01: State and Local Notifications not
(-.Q@ eted witnin 15 Minutes of the Declaration of Noti 1’51‘cmgn o%

Unusual Event

This violation stated that the licensee farled to notify state organizations
within 15 minutes of the declaration of an emergency. The Sicensee took the
following corrective actions:

. To improve communications with the control room, the licensee revised
Station Operations Review Committee Procedure 0.3 to allow the shift
supervisor to be involved in Station Operations Review Committee
discussions which might affect the operational status of the plant.

. The licensee changed the answering service company used for the Missouri
State Emergency Management Agency, new pagers were procured, a backup
State Emergency Management Agency duty officer was added, a revision was
made to the duty officer’'s response manual concerning power plant
emergency notification, and training for duty officers was instituted,

. The licensee successfully tested the system on August 19, 1992, at
8 a.m,, August 20 at 8 p.m., and September 1 at 8 a.m.

The inspectors reviewed the revision to Station Operations Review Committee
Procedure 0.3 allowing shift supervisor participation in operability
discussions, the documentation for the completed offsite communications
enhancements, and the documentation for the state notifications tests., The
actions appeared to be appropriately completed,
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PERSONS CONTACTED

. Bray, Operations Quality Assurance Supervisor
£. Bray, Regulatory Compliance Specialist
Brungardt, rations Manager

. Dutton, Training Manager

. Estes, Management Trainee

. Flaherty, Engineering Manager

. Gardner, Plant Manager

. Moeller, Acting Technical Staff Manager
. Sayer, Radiological Manager

L. Wenzl, NED Site Engineering Manager

F. Young, Maintenance Supervisar

—

LB LOOCLLTr "
_r-nEx

The licensee porsonnel Tisted above attended the exit meeting held on
December 26, 1992. in addition to ih. p2rsonnel listed above, the inspectors
contacted other personnel during this gection period.

2 EXIT MEETING

An exit meeting was conducted on December 28, 1992. During this meeting, the
inspector reviewed the scope and findings of this report. The licensee did
not identify as proprietary any information provided to, or reviewed by, the
inspectors.
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