
7 NIAGARA
V MOHAWK

I

NINE MILEPOINT UNIT 1

RESTART ACTION PLAN
DECEMBER 1988

BS'01 04 03r77 BC~.( Di ')
P DR ADOC j( Q 50OOL'r? 0
P PNu



(.



NIAGARA MOHANK POHER CORPORATION

NINE MILE POINT UNIT 1

RESTART ACTION PLAN

DECEMBER 1988

Approved: . F'W
Executive Vice President - Nuclear Opera ons

(Q (g wP.
Vice President - Nu ear Engineering & Licensing

Concurrence: iz- r d

Gen al Superintendent - Nuclear eneration



~l
I

!

!

i

~ I

t

I

!

!

t

I



Nine Mile Point Unit 1 Restart Action Plan

Table of Contents

EXECUTIVE SUMMARY

~Pa e

INTRODUCTION

PART I - OVERVIEH OF PLAN DEVELOPMENT AND IMPLEMENTATION

1. Restart Action Plan Development Process

2. Underlying Root Causes

3. Specific Issues

4. Restart'Action Plan Implementation

5. Conclusion

I-2

I-4

I-5

I-7

PART II -. ISSUES/ROOT CAUSES HITH ACTIONS BEFORE RESTART AND STRATEGIES AFTER
RESTART

1. Underlying Root Causes

2 ~ Specific Issues

I I-1 '

I-11

APPENDICES

A. Restart Task Force Charter

BE Process for Assessment of Underlying Root Causes

C. Criteria to Determine if an Issue is a Regulatory Concern

A-1

B-1

C-1



I

I

I

f

~ ~



EXECUTIVE SUMMARY

This Restart Action Plan represents Niagara Mohawk Power Corporation's initial.
response to a Nuclear Regulatory Commission issued Confirmatory Action Letter
88-17 (CAL) dated July 24, 1988. This letter described the actions required
of Niagara Mohawk prior to restart of its Nine Mile Point Unit l.
In December 1987, Unit 1 was shut'down due to excessive vibration in the

'eedwater system. During, the shutdown, Niagara Mohawk committed to resolve
identified problems associated with the Inservice Inspection Program (ISI).
In the course of the outage, additional technical and programmatic
deficiencies were identified by Niagara Mohawk and the Nuclear Regulatory
Commission. These deficiencies led to the issuance of the CAL.

The Restart Action Plan was developed deliberately and systematically to
utilize and build on the existing strengths of the Nuclear Division of Niagara
Mohawk. It has used input from throughout the Nuclear Division to determine,.
analyze,'and propose corrective actions for solutions where prob'iems have been
encountered and weaknesses experienced. The Plan has been enhanced by
feedback from all leve'Is of personne1 from operations, engineering and support
organizations. As part of the review process, the Plan was explained and
discussed at a number of meetings within the Nuclear Division to assure buy-in
at all levels. It has also been reviewed by the Institute of Nuclear Power
Operations (INPO). Niagara Mohawk senior management, which had been an
integral part of the restart effort from t:he outset, approved submission of
the P!an.

This Plan responds to'he first two conditions of the Nuclear Regulatory
Commission's Confirmatory Action Letter:

l. Determine and document [Niacfara Mohawk's3 assessment of the root
cause(s) of why Niagara Mohawk line management has not been effective
in recognizing and remedying problems, in particular the problems
which were the subject of CAL 88-13 (maintenance of operator
licenses), Inspection Report SO-220/88-22 (licensed

operators'nowledge

and use'of emergency operating procedures), and the issues
discussed during the June 20, 1988 meeting at Region I.

2. Prepare a proposed restart action plan, and submit it to the Nuclear
Regulatory Commission, Region I Regional Administrator, for review
and approval. The Plan will identify all actions required to be

- completed prior to startup and a schedule for completion of all other
actions to be completed after startup that are needed to address the
root cause(s) identified in Item 1. For actions proposed for
completion after restart, [Niagara Mohawk] will provide justification
for why completion after restart will not have an adverse impact on
safe plant operation.

In accordance with the third requirement of the Confirmatory Action Letter, a
written report relative to the readiness of Nine Mile Point Unit 1 for restart
will be provided as all necessary actions are nearing completion.



The Restart Action Plan constitutes the short'-term actions, that is, those
necessary for startup, which represent Niagara Mohawk's commitment to improve
performance. A Nuclear Improvement Program is being developed in parallel
with the restart effort. It will include near-term and long-term corrective
actions for addressing management and organizational effectiveness and
long-term corrective actions associated with the specific technical issues.

The leadership and direction for the restart effort come directly from the
Chief Executive Officer and the President who have been involved in the
organization and review of the Restart Action Plan effort. In response to the
Confirmatory Action Letter, Niagara Mohawk senior management established three
primary objectives:

1. To take aggressive yet carefully considered measures to: identify
the issues, take required actions and assure that the results have
been documented, verify adequate completion of restart actions, 'and
maintain an auditable record;

2. To assure that the Plan is owned by Niagara Mohawk personnel at all
levels, with line management defining root causes and corrective
actions and taking necessary actions to implement the corrective
actions and verify their completion; and

3. To assure that senior Niagara Mohawk management is actively involved
in the development and implementation of the Restart Action Plan.

In developing the Restart Action 'Plan to fulfillmanagement objectives,
Niagara Mohawk has implemented a systematic approach to assure:

Issues are identified;
Issues are effectively analyzed to determine their root causes;
Effective corrective actions are identified which will address these
root, causes;

4. Appropriate accountability is assigned such that corrective actions
are implemented; and

5. Follow-up evaluations are performed to assess whether corrective'ctions are accomplishing the desired change in performance.

A Restart Task Force was 'established to consult with line management on the
deve.lopment of the Restart Action Plan and to facilitate its development and
implementation. The Restart Task Force reports directly to the Executive Vice
President — Nuclear Operations. The coordination and implementation of the
restart effort is the responsibility of the line organizations as headed by
the General Superintendent — Nuclear Generation and the Vice President—
Nuclear Engineering & Licensing, as well as .the various support organizations.

This Restart Action Plan has three major aspects. The first describes the
process for developing and implementing the Plan, identifying issues,
determining root causes, and developing and verifying corrective actions. The
second identifies generic problem areas, underlying root causes, and the
corresponding corrective actions. The third discusses the specific issues
that are being addressed in preparation for restarting Nine Mile Point Unit l.
The Plan also discusses strategies for post-restart actions where
appropriate. These strategies are intended to prevent recurrence of problems
similar to those experienced by Niagara Mohawk. The details of these and
other long-term measures will be part of the Nuclear Improvement Program.



A significant task in develdping the Rest'art Action Plan consisted of a review
of a number of initiatives Niagara Mohawk had taken in the past to correct
'previously-identified deficiencies and an analysis of why those actions were.
not always successful or timely. Actions were then taken to assure that the
present restart process responded to the previous shortcomings. These actions
included:

1. A more comprehensive effort to identify issues;

2. A more structured analysis with formal root cause assessment and
emphasis on human performance;

3 ~ An iterative effort involving a process of buy-in by the line
organization'elating to the identification of issues, root causes
and corrective actions, and implementation of the required actions;

4. An issue analysis with emphasis on a deeper look at management,
including a comprehensive look at past problem areas for trends and
common root causes;

. 5. A comprehensive look by all levels of supervision to identify, track,
resolve, and close out problems not previously documented; and

6. A systematic review by senior management and experienced, outside
consultants.

To determine the issues to be analyzed as part'f the Restart Action Plan,
Niagara Mohawk implemented a three-pronged approach:

1. An assessment was performed in which previously-identified issues and
trends were evaluated to determine if they were symptomatic of
underlying, broad-based issues and in which underlying root causes
were identified;

2. Specific issues that had previously been determined to be
prerequisite for restart, for example, matters contained in
Confirmatory Action Letter 88-17, were compiled; and

3. A process for ongoing review and identification of new issues was
established to determine if they involve matters that need to be
addressed prior to restart.

To identify underlying root causes, the Restart Task Force, with line
management participation and overview by senior management, reviewed selected
historical documents related to the ope'ration of Unit 1 and, to the extent
deemed necessary, Unit 2. This assessment identified trends and common
causes. Other sources were similarly assessed. Issues were evaluated to
determine if they were isolated or symptomatic of an underlying broader
issue. In the process of sorting the issues and trends by root cause
category, it was determined that substantially all of the issues fell into the
Management and Organizational Effectiveness category and have, therefore, had
a corresponding detrimental effect, as well, on morale and attitudes The
individual root causes were grouped into the following five underlying root
causes:



1.'he management tasks of planning ana'oal setting have not kept pace

!

wi'th the changing needs of the Nuclear Division and with changes
within the nuclear industry.

The process for identifying and resolving issues before they become
regulatory concerns was less than adequate in that there was not an
integrated or consistent process used to identify, analyze, correct,
and assess problems in a timely way.

3

4,

Management's technical focus has created an organizational culture
that diverts attention away from the needs and effective use of
employees.

Standards of performance have not been defined or described
sufficiently for effective assessment, and self-assessments have not
been consistent or effective.

5. - Lack of effective teamwork within the Nuclear Division and with
support organizations ls evidenced by lack of coordination,
cooperation, and communication in carrying out responsibilities.

The underlying root causes formed the overall basis for specifying corrective
action objectives.

The corrective actions corresponding to the underlying issues were then
grouped according to their respective root cause and corrective action
objectives. The corrective actions were reviewed to determine if they were

'equiredto be implemented prior to restart, or as near-term or long-term
actions after restart. The Plan contains corrective actions evaluated-
relative to their potential for impact on safe plant operations. Those items
which were: 1) significant to safe operations, or 2) necessary to demonstrate
sufficient progress on resolution of those issues that will not be fully
resolved before restart were categorized as Priority 1; that is, items to be

completed prior to restart. The Plan also contains summaries of the-long-term
strategies for continued actions beyond restart.

Niagara Mohawk recognizes that fully addressing underlying root causes is
necessarily a long-term effort involving, among other things, cultural
change. The overall longer-term corrective actions corresponding to the
underlying root causes, along with the long-term corrective actions related to
specific issues, form the basis of the Nucl.ear Improvement Program.

The specific issues are those described in a letter from Mr. H. Kane to
Mr. C. V. Mangan dated May 4, 1988, plus additional issues identified during
the course of the current Unit 1 outage. These are listed in Table l.

The identification of issues is an ongoing process. Each issue, or potential
issue as it is identified, is evaluated using established criteria'o
determine if its resolution is a necessary "prerequisite for restart. Each

issue so identified is assigned to a Niagara Mohawk line manager who oversees
the analysis for specific'root causes', with participation of line management
from other departments and assistance of the Restart Task Force. A consensus
on the root cause and corrective actions is reached through discussions among

the Restart Task Force and line organizations.



The same line manager is also responsible for determining corrective and
verification actions. The line managers, in conjunction with the Restart Task
Force, assure that proposed corrective actions adequately address the issue,
and that the verification steps provide sufficient evidence of completion.
This review is continued by senior management which provides feedback to line
management.

The first specific issue entitled "Outage Management Oversight" includes
management of all activities under the Restart Action Plan as well as
completion of all other activities necessary to assure Niagara Mohawk
management that Unit 1 is prepared for restart. Personnel who are assigned
accountability for developing the resolution of an issue are responsible for
managing the implementation of such a solution. The plan and schedule for
each issue is developed by the responsible manager and given to the Outage
Manager. Niagara Mohawk management oversees these restart activities and
evaluates progress at regularly scheduled review meetings.

Following completion of corrective actions, the responsible manager signifies
on a Closeout Summary Report that corrective actions have been taken.
Verification is carried out in accordance with the verification actions
described in the Plan. Once verification for a particular issue is'omplete,
the matter is reviewed by the Site Operations Review Committee (SORC) before
restart requirements are deemed to be satisfied and before -the Nuclear
Regulatory Commission is notified that the specific corrective action and its
verification has been completed..

A structured approach is being utilized to assess successful completion of the
Restart Action Plan and preparation of the Readiness for Restart Report. The
elements of this review include the Safety Review and Audit Board (SRAB),. a.
Restart Review Panel (RRP) chaired by the Executive Vice President - Nuclear
Operations and consisting of Niagara Mohawk senior management, both within and
outside the Nuclear Division, representatives from other nuclear utilities,
select members of the Restart Task Force and outside consultants, as well as
an INPO assist team assessment. The Chairman and Chief Executive Officer,
President, and the Board of Directors, including its Nuclear Oversight
Committee, will also participate. The final decision regarding the Company's
readiness for restart will be made by the Chief Executive Officer and reported
to the Nuclear Regulatory Commission.

In summary, Niagara Mohawk has fulfilled the first two steps required by the
Nuclear Regulatory Commission's Confirmatory Action Letter to restart Nine,
Mile Point Unit 1. The Company has established a comprehensive program to
correct identified problems to improve performance, drawing upon past
successes and shortcomings and utilizing a comprehensive self-evaluation
process. Hith the assistance and input from various levels of personnel in
the Nuclear Division and senior management, root causes have been identified,
'corrective actions established, verification activities planned, and long-term
strategies outlined. The completion of those activities identified in the
Restart Action Plan and their thorough verification, review, and acceptance by
all levels of Niagara Mohawk personnel will permit a restart readiness
determination by the Company.



TABLE 1

S ecific Issues

1. Outage Management Oversight
2. Maintenance of Operator Licenses
3. Emergency Operating Procedures

~ 4. Inservice Inspection
5. Control of Commercial Grade Items
6. Fire Barrier Penetrations
7. Torus Wall Thinning
8. Scram Discharge Volume
9. Appendix J Testing of Emergency Condenser and Shutdown Cooling Valves

10. Reactor Pressure Vessel Pressure/Temperature Curves
ll. 'rosion/Corrosion Program
12. Motor Generator Set Battery Chargers
13. Implementation of Long-Term Programs Related to I&C Technician Allegation

Issue
14. Safety System Functional Inspection
15. Cracks in Halls and Floors
16. Feedwater Nozzles
17. Inservice Testing
18. 125 VDC System Concerns



INTRODUCTION

In December 1987, Nine Mile Point Unit 1 was manually shut 'down due to
excessive vibration in the feedwater system. It was originally anticipated
that the feedwater system would be repaired and the Unit would be restarted

'ndoperated until the planned Spring 1988 refueling and maintenance outage.
However, prior to the December 1987 shutdown, both Niagara Mohawk and the .

Nuclear Regulatory Commission (NRC) had identified several concerns with
respect to the Inservice Inspection (ISI) Program. Because of these concerns,
Niagara Mohawk committed to resolve the open items associated with the ISI
Program prior to Unit 1 restart. Further Niagara Mohawk evaluation of the ISI
concerns indicated that the problems were potentially more extensive than
originally believed. Based on this evaluation, Niagara Mohawk decided to
start the refueling and maintenance outage early.

In March 1988, Niagara Mohawk identified a deficiency in a fire barrier under
the Nine Mile Point Unit 1 Battery Rooms during installation of a
modification;- As a result of this deficiency, a program was initiated to
evaluate the adequacy of all fire barriers.

In addition to the Inservice Inspection and Fire Protection programmatic
issues, other technical issues were identified by Niagara Mohawk and the NRC.
These issues were discussed with the NRC on June 20, 1988. Following this
meeting, the NRC discussed additional commitments with Niagara Mohawk. This
led to the NRC issuing Confirmatory Action Letter (CAL) 88-17 dated July 24,
1988 that contains the actions to be taken by Niagara Mohawk prior to restart .
of Nine Mile Point Unit 1. The .specific actions contained in the letter are:

"l. Determine and document [Niagara Mohawk's] assessment of" the, root
cause(s) of why Niagara Mohawk. line management has not been effective
in recognizing and remedying problems; in particular, the problems
which were the subject of CAL 88-13 (maintenance of operator
licenses), Inspection Report 50-220/88-22 (licensed

operators'nowledge

and use of emergency operating procedures), and the issues
discussed during the June 20, 1988 meeting at Region I.

2. Prepare a propo'sed res,tart action plan, and submit it to the NRC

Region I Regional Administrator for review and approval. The plan
will identify all actions required to be completed prior to startup
and a schedule for completion of all other actions to be completed
after startup that are needed to address the root cause(s) identified
in Item 1. For actions proposed for completion after restart,
[Niagara Mohawk] will provide justification for why completion after .

restart will not have an adverse impact on safe plant operation.

3. Provide a written report relative to the readiness of NHPl for
restart. Include in this report a) [the] bases for concluding that
NHPl is ready for restart, b) a self-assessment of the implementation
of the restart action plan, and c) [the] conclusions as to whether
Niagara Mohawk's current line management has the appropriate
leadership and management. skills to prevent, or detect and correct,
future problems."



The Restart Action'lan describes Niagara Mohawk's restart actions in response
to Confirmatory Action Letter 88-17. Specifically this document:

Summarizes the assessment process used to identify issues and their
root causes.

Summarizes the assessment process used to identify the underlying root
causes of why line management had not been effective in recognizing
and remedying problems and issues relating to regulatory concerns.

Identifies the specific issues, causes and the corrective actions

L

associated with those causes required to be completed prior to plant
startup, based on the identified root causes.

Summarizes those long-term strategies that address actions, that will
be completed after restart. These strategies reflect enhancements
that will further strengthen the effectiveness of management and the
organization and, therefore, go beyond the specific actions required
for restart and safe plant operation.

This Restart Action Plan represents the short-term part of Niagara Mohawk's
commitment to improve performance. The Nuclear Improvement Program, an
internal Niagara Mohawk document, is being developed in parallel with this
Plan and will include the near-term and long-term corrective actions for
addressing management and organizational effectiveness and long-term
corrective actions associated with specific issues.

The Restart Action Plan is divided into'arts I and II, and Appendices. Part

t
I provides an overview of the development and implementation of this Plan. It
describes the processes used to identify issues, determine root causes, and
develop corrective actions. It describes how specific issues will continue to
be identified and addressed, and how the Plan is being implemented.

Part II contains the corrective 'actions related to underlying root causes and
specific issues that are being addressed in preparation for restarting Nine
Mile Point Unit l. Information provided includes actions that will be taken
to verify corrective action implementation. Completion of these corrective
and verification actions is a prerequisite for restart and safe operation.

Part II also contains strategies for post-restart actions where applicable.
These strategies are intended to prevent recurrence of similar problems.
Near-term and long-term corrective actions to implement these strategies are
part of the Nuclear Improvement Program, which will be available for NRC

review.

The Restart Action Plan Appendices contain the Restart Task Force Charter,
Process for Assessment of Underlying Root Causes, and Criteria to Determine if
an Issue is a Regulatory Concern.



OVERVIEH OF PLAN DEVELOPMENT AND IMPLEMENTATION

l. RESTART ACTION PLAN DEVELOPMENT PROCESS

In developing the Restart Action Plan, Niagara Mohawk has implemented a

systematic approach to assure: a) issues are identified, b) issues are
effectively analyzed to determine their root causes, c) effective
corrective actions are identified which will address these root causes, d)
app'ropriate accountability is assigned such that corrective actions are
implemented, and e) fol:low-up evaluations are performed to assess whether
corrective actions are accomplishing the desired change in performance.

Prior to the receipt of the Confirmatory Action Letter, Niagara Mohawk had
recognized the need to improve elements of performance; This included
initiating actions to strengthen the organization and improve
communications. Confirmatory Action Letter 88-17 indicated that issue
identification and resolution was one of the areas where performance had
not been satisfactory. As a result, Niagara Mohawk =has included in this
Restart Action Plan changes in the management approach to correct
deficiencies in this area.

'y

way of comparison, the self-assessment process used in 1986 in response
to an ILC technician's allegations differs from the process being used for
the Restart Action Plan. The process used in 1986 did not meet
expectations regarding bringing forward and resolving concerns, teamwork

, deficiencies, and root causes of, management and organizational type
issues. Shortcomings in the process have been attributed to the lack of
buy-in by line management; resources applied to Nine Mile Point Unit 2 at

, that time at the expense of Nine Mile Point Unit 1; too narrow a focus in
identifying root causes and corrective actions; and too short an
evaluation time. Based on these identified limitations, the
self-assessment used for this restart effort differs from the effort of „

'986 in the following respects:

The current process involves a comprehensive effort to identify
issues.

The current process involves a more structured analysis of identified
issues and formal root cause assessments which emphasize human
performance factors.

The current process involves an iterative effort involving buy-in in
which a Restart Task Force coordinates while the line organizations
identify issues, develop or concur with root causes and corrective
actions, and implement the actions. The charter of the Restart Task
Force is contained in Appendix A.

The current analysis of issues involves emphasis on a deeper look at
management, including a comprehensive look back at past problem areas
and a comprehensive review of documents for trends and common root
causes.



The process now includes a comprehensive look by all levels of
supervision to identify problems not already documented and to
document them using a formal tracking system to identify, resolve,
and close out

issues'he,

current team is composed of higher level management and outside
consultants and is closely monitored by the President and Chief
Executive Officer.

II

In summary, the current effort involves a more comprehensive review of
issues, a retrospective look, focus on management issues, a .formal root
cause analysis, expanded involvement by senior management, and buy-in by
responsible organizations to assure timely and effective implementation.

Niagara Mohawk senior management implemented a three-pronged approach to
identifying issues to be addressed in the Restart Action Plan. First, an
assessment was performed in which issues and trends were evaluated to
determine if they were symptoms of underlying, broad-based issues. As a
result of this assessment, underlying root causes were identified.
Second, specific issues that had previously been determined to be
prerequisites for restart, for example, items in Confirmatory Action
Letter 88-17, were compiled. Third, an ongoing process for identifying
and reviewing new issues was established to determine if they involve
regulatory concerns that need to be addressed prior to restart. Sections
2 and 3 below describe this three-pronged approach in more detail.

2. UNDERLYING ROOT CAUSES

To identify underlying root causes, the Restart Task Force, with line
management participation, developed and implemented an assessment
process. This process involved rev'iewing the following historical
documents to identify issues and trends:

Seventy Licensee Event Reports/Special Reports involving Nine Mile
Point Unit 1 over a two year period;

SALP/NRC Inspection Reports back to 1981 with primary emphasis on the
most recent SALP report information;

INPO assessment reports for 1986 and 1987;

Enforcement conference minutes from 1983 to present for both units;

All ten Department of Labor Cases; and

Quality Assurance Trend Reports for both units over the last twelve
months'



In addition, two other sources of information were assessed for issues and
trends. These two sources were the results of a Nuclear Generation
brainstorming session relating to concerns addressed in Mr. V. Stello's
letter to Mr. J. Endries, dated July 8, 1988; and a Restart Task Force
matrix which addressed issues and their overall common observations/
contributory factors or elements. Included in these issues were the
long-term improvement programs committed to in response to the IEC
technician's allegations.

The process applied to assess issues and trends is detailed in
Appendix B. In summary, this process involved sorting root causes of
issues and trends into root cause categories. An assessment of these root
causes, sorted by category, led to the. identification of the following
five underlying root causes:

1. The management tasks of planning and goal setting have not kept pace
with the changing needs of the Nuclear Division and with changes
within the nuclear industry.

2. The process for identifying and resolving issues before they become

regulatory concerns was less than adequate in that there was not an
integrated or consistent process used to identify, analyze, correct,
and assess problems in a timely way.

3. Management's technical focus has created an organizational culture
that diverts attention away from the needs and effective use of
employees.

4. Standards of performance have not been defined or described
sufficiently for effective assessment, and self-assessments have not
been consistent or effective.

5. Lack of effective teamwork within the Nuclear Division and with
support organizations is evidenced by lack of coordination,
cooperation, and communication in carrying out responsibilities.

Subsequently, corrective action objectives and sets of specific corrective
actions were developed to address each of these underlying root causes.
Fully addressing these broader, underlying root causes is necessarily a

long-term effort involving cultural

changers

For this reason, all of the
corrective actions corresponding to these underlying root causes form the
basis of the Nuclear Improvement Program. Each corrective action item was

evaluated by an integrated team of selected Nuclear Division managers and
Restart Task Force representatives relative to its potential for impact on
safe plant operations. Those items which were 1) significant to safe
operations or 2) necessary to demonstrate sufficient progress on
resolution of those issues that will not be fully resolved before restart
were categorized as Priority 1; that is, items to be completed prior to
restart. All other items were categorized as post-restart items. An

independent review and evaluation of each of the items was performed by

I-3



senior Auclear Division management for reasonableness, clarity,
responsibility, and priority designation. Proposed changes and questions
were discussed and resolved with the integrated team who performed the
initial evaluation. The resultant corrective. actions required to be
completed prior to restart (Priority 1) are listed in Part II of the Plan
under Tables Ul through U5.

3. SPECIFIC ISSUES

The specific issues that are being addressed as prerequisites to restart
are listed in Part II. These issues encompass the specific" restart issues
described in a letter from Mr. H. Kane to Mr. C. V. Mangan, dated May 4,
1988, plus additional issues identified during the course of the Restart
Action Plan development. Niagara Mohawk is continuing its evaluation
process to identify additional specific issues and to act on them as their
assessments are completed. Any additional specific issues identified
subsequent to the submittal of this Plan will be resolved using the
process detailed in this. Plan. The Plan will not, however, be formally
amended to .include newly-identified issues.

Each issue was analyzed, using criteria per Appendix C, to determine if it
was a regulatory concern and hence to be included in the Restart Action
Plan. The responsible line organization then reviewed each assigned
issue, dividing it into sub-el'ements where appropriate, and analyzing each
issue/sub-element to determine specific root causes. The Restart Task

-Force provided guidance and facilitated meetings, as appropriate, and acted
as a catalyst to ensure that the 'responsible l.ine organization thoroughly
evaluated comments received. Consensus was reached on root causes and
corrective actions th'rough group discussions among the Restart Task Force
and line organizations.

The responsible line organization also was required to determine the
corrective and verification actions necessary to'olve the problem. The
line managers, in conjunction with the Restart Task Force, reviewed the
actions to assure that the corrective actions addressed the issue and that
the verification actions provided sufficient evidence of completion.
Senior management reviewed the Restart Action Plan as a whole; reviewed
the root causes and corresponding corrective and-verification actions for
each issue; and provided feedback to line management regarding adjustments
to the Plan.

Specific Issue 1, Outage Management Oversight, involves managing the
completion efforts for all of the Restart Action Plan actions as well as
the physical. plant completion.



4. RESTART ACTION PLAN IMPLEMENTATION

The Plan implementation process consists of three elements: performing
the corrective action, evaluating the results of action to verify that the
issue was fully resolved for restart, and closing the item.

The outage management organization has been expanded as part of the
resolution of Specific Issue 1, Outage Management Oversight. The outage
management organization evaluates progress on the issues addressed in this
Plan. A plan and. schedule for each issue is developed by the responsible .

manager and given to the Outage Manager. The Outage Manager incorporates
these plans and schedules into the schedule that he uses to manage all of
the restart prerequisites. Table 1 provides a listing of the types of
restart prerequisites tracked by the Outage Manager.

Following the completion of corrective actions identified in this Plan,
,the responsible manager signs off on a Close Out Summary, Report per
established administrative procedures. Verification activities are then
carried out per the stated verification actions described in this Plan ~

Sign off, signifying that verification action has been completed, is also
documented on the Close Out Summary Report. Once the corrective actions
and verification actions listed in this Plan are completed, documented,
and signed off for an issue, a review,and approval of the entire issue is
made by the Site Operations Review Committee before the issue is
considered to satisfy its restart requirements. Upon completion of
verification actions, the NRC is notified that the specific corrective
action and its verification action have been completed.

Niagara Mohawk management provides oversight of. restart activities and
evaluates progress at weekly and monthly review meetings. In addition,
Niagara Mohawk senior management has established a structured approach to
assess readiness for restart. This self-assessment involves various
levels of review, including reviews by the Safety Review and,Audit Board,
(SRAB) and a Restart Review Panel. The Restart Review Panel will be
chaired by the Executive Vice President - Nuclear Operations and consists
of Niagara Mohawk senior management both within and outside the Nuclear
Division, representatives from other nuclear utilities, select members of
the Restart Task Force and outside consultants. In addition to the
self-assessment, an INPO assist team assessment will be performed. Prior
to the final decision regarding the Company's readiness for restart being
made by the Chief Executive Officer, the President and Board of Directors,
including its Nuclear Oversight Committee, will participate in the review
of restart readiness. The Restart A'ction Plan involves all levels of
management in a comprehensive self-assessment process.



TABLE 1

RESTART PRERE UISITES TRACKED BY THE OUTAGE MANAGER

There are other prerequisites for restart beyond those specific corrective and
preventive actions reflected in the Restart Action Plan; The following is a
list of examples of specific types of items that will be tracked by the Outage
Manager and will receive ongoing, review to-assure that restart prerequisites

'illbe .properly completed, reviewed, and documented:

Corrective Actions associated with Underlying Root Causes

Corrective Actions associated with Specific Restart Issues

Site Operations Review Committee Open Items

Environmental Qualification Required Maintenance Items

Preventive Maintenance Items

Nork Request Items

System Walkdown - turnov'ers .

Area Halkdown — turnovers (including Housekeeping items)
Corrective Action Request Items

Nonconformance Report Items

Surveillance Report Items

Licensing 5 Regulatory Commi'tment Items (Nuclear Commitment Tracking

System Open Items)
Nuclear Regulatory Commission Open Items

Required System Operability Functional Testing Items

Operations Experience Assessments

Temporary Mods/Annunciators Blocked Items

Problem Report Items

Modification Request Form Items

Modification Items



5. CONCLUSION

Recognizing that the issue identification and the root cause analysis
efforts in the past were not completely satisfactory, Niagara Mohawk
developed the Restart Action Plan using a substantially more detailed and
comprehensive process than used in previous self assessments.
Specifically, issues and trends from various historical findings were
evaluated to determine if they were symptoms of broader, underlying
problems. The assessment clearly points out that underlying the specific
restart issues are broader management and organizational effectiveness
issues which have also 'had a detrimental effect on morale and attitude.
By addressing these broad issues from identification and assessment of
root causes through close out of their corrective actions, Niagara Mohawk
is confident that'he recognition of shortcomings and the effectiveness of
the actions taken to correct those shortcomings will improve its
performance across the organization. The comprehensive process used to
develop the Restart Action Plan has also identified the specific issues
having regulatory significance that may impact the safe operation of
Unit 1. With the implementation of the corrective and verification
actions committed to in this Plan, Niagara Mohawk is confident that it
will be ready to successfully start up and operate Nine Mile Point Unit l.
Senior management is committed to address the underlying root causes by
establishing performance measurements, clarifying ownership, and
performing timely assessments. The Restart Action Plan is the initial
step in the Nuclear Improvement Program. Successful completion of the
corrective actions in this Plan will constitute key early points on the
path toward the long-term goal of steadily improving Niagara Mohawk's
overall effectiveness.
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PART II — ISSUES/ROOT CAUSES HITH ACTIONS BEFORE RESTART AND STRATEGIES AFTER RESTART
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1. UNDERLYING ROOT CAUSES

Part II contains information on the two types of concerns that are being addressed in preparation for NMPl
restart, the Underlying Root Causes and the Specific Issues. Tables Ul through U5 identify, by underlying
root cause, corrective action objectives related to root cause categories of Management and Organizational
Effectiveness. The Tables also provide a listing of those corrective actions and verification actions which
have been identified as prerequisite to restart.

The assessment process and the specific types of documents. used as the basis for identifying the Underlying
Root Causes are summarized in Part I, Section 2.

Tables Ul through U5 provide the following information:

UNDERLYING ROOT CAUSE: Each of the Tables Ul through US addresses one of the underlying root causes.

CORRECTIVE ACTION OBJECTIVE: Management has analyzed each of the underlying root causes and has identified
one or more objectives for each. These objectives provide a focus for the restart corrective actions and
long-term strategies in addressing the root cause.

RESTART CORRECTIVE ACTION: For each corrective action objective, management has specified actions relating
to that objective that are to be completed prior to restart.

VERIFICATION ACTION: To the right of the Restart Corrective Actions are numbers which reference actions that
will be taken to verify that the completed corrective action satisfies the conditions necessary for close
out. The verification action will not be performed by the person who did the corrective action. Following
is a listing of the verification actions referred to by number on Tables Ul through U5.

1. Review procedure or policy to ensure that corrective actions have been, included.
2. Review records or documentation of action taken.
3. Review training materials to ensure that corrective actions have been included.
4. Review individual training records.
5. Observe work or training in progress.
6. Interview personnel for knowledge or understanding.
7. Observe meetings to assess communications and relationships.
8. Haik through procedures to ensure they function.
9. Inspect equipment or facilities for condition.

10. Test procedures or practices in the simulator or through drills.
11. Check equipment status and lineups.

LONG-TERM STRATEGIES: Following the corrective actions are summary paragraphs that discuss overall
strategies to be carried out after restart as part of the Nuclear Improvement Program. These long-term
strategies reflect enhancements that will further strengthen the effectiveness of management and the
organization and, therefore, go beyond the specific actions required for restart and safe plant operation.



TABLE Ul
UNDERLYING ROOT CAUSE 1

Mana ement and Or anizational Effectiveness Cate or

Underl in Root Cause:

1. The management tasks of planning and goal setting have not kept pace with the changing needs of the Nuclear
Division and with changes within the nuclear industry.

Corrective Action Ob'ective

1.1 Develop and communicate senior management's vision, direction, and performance expectations to address
changing needs in the Nuclear Division and changing industry standards.

Restart Corrective Actions Verification Actions

1.1.1 Develop the Nuclear Division vision and the goals for.1989 to establi h the basis
for current planning.

1.1.2 Modify Corporate objectives, as necessary, to support attainment of 1989 Division
goals.

1.1.3 Modify the monthly Performance Monitoring — Management Information reporting
, system to include senior management expectations.

Lon -Term Strate ies

2,6

2,6

1,2

Enhance the Nuclear Division planning and goals process such that the goals, objectives, and operating principles
for 1990 and beyond wi 11 be integrated, aligned, and developed from the top down to the first line supervisor
with implementing action plans developed from the bottom up. Provide a linkage between the organization goals
and individual performance expectations.



Corrective Action Ob ective

1.2 ~ Establish and implement a Nuclear Division planning and scheduling process- which defines specific
performance objectives, assigns responsibilities and priorities, and integrates and aligns the activities.

Restart Corrective Actions Verification Actions

1.2.1 Develop and implement the Nuclear Commitment Tracking System (NCTS)

1.2.2 Review and verify that regulatory and compliance commitments are entered onto
the Nuclear Commitment Tracking System (NCTS) database tracking system.
Complete items required prior to startup.

1.2.3 Develop a controlled and consolidated matrix showing implementing procedures and
assigned responsibilities for all Technical Specification test requirements.
Develop and implement procedures that are missing.

1,2

1,2

1.2.4 Define responsibilities for surveillance testing by the following:

a. Develop an administrative procedure to describe overall management
responsibilities for surveillance testing.'-

b. Establish that surveillance test implementing procedures include assigned
responsibility.

1.2.5 Develop controlled lists to identify specific types of equipment subject to
preventive maintenance, surveillance testing or other operational requirements.

1.2.6 Implement an improved program for scheduling, tracking, monitoring, and trending
surveillance tests at Unit 1. Consider lessons learned and the program used at
Unit 2.

1,2

Enhance the planning and scheduling process by= implementing a Division-wide integrated planning process which
incorporates a consistent prioritization method. Management will utilize the integrated plan.to improve the
process by which accountabi lities are established, activities coordinated, performance monitored, and performance
controlled. Follow-up evaluations wi 11 be performed to confirm that the integrated plan is working.



Corrective Action Ob ective

1.3 Oevelop and consistently apply strategic and tactical planning which takes into account resource
utilization and allocation.

Restart Corrective Actions =- Verification Actions

1.3.1 Oevelop the comprehensive Nuclear Improvement Program and resource load it for
1989..

1,2

Lon -Term Strate ies

'mplement the Nuclear Improvement Program.



TABLE U2
UNDERLYING ROOT CAUSE 2

Mana ement and Or anizational Effectiveness Cate or

The process for identifying and resolving issues before they become regulatory concerns was less than
adequate in that there was not an integrated or consi.~ent process used to identify, analyze, correct, and
assess problems in a timely way.

Corrective Action Ob ective

2.1 Develop and implement an integrated and consistent problem solving process by which issues are effectively
identified and analyzed, and corrective actions are implemented and assessed in a timely way.

Restart Corrective Actions Verification Actions

2.1.1 All supervisors ident.ify and report problems which they or their people are aware
. of and which have not been put into a tracking system. Generate probl.em reports

~ for processing, evaluation, and implementation.

2.1.2 Review previous Problem Reports to determine if there are any outstanding'ssues.-

2.1.3 Review Hork Requests back to 1986 to determine if there are any trends and
outstanding issues.

2.1.4 Review Quality First Program (Q1P) concerns and Corrective Action Requests for
trends that identify outstanding issues that could affect restart and safe plant
operation.

2.1.5 Review licensing changes and analyses from conversion of license in 1974 to the
present for outstanding issues.

2.1.6 Review "Tell the Superintendent" information for any issues that may relate to
restart.

),2,6



Restart Corrective Actions Verification Actions

2.1.7 Review lessons learned from Nine Hi le Point Unit 2 that may identify issues
applicable to Nine Hi le Point Unit 1 -that may relate to restart.

2.1.8 Interview personnel to determine the existing management processes and tools, identify 2

process problems, and obtain recommended solutions.

2.1.9 Clarify and document the current problem reporting process for restart and provide
links to other reporting and corrective action systems.

2.1.10 Implement corrective actions 1.A.l, 1.A.2, 1.A.3, 1.A.4 and 1.A.5 listed under Specific
Issue 1, Outage Hanagement Oversight (repeated here for completeness).

1.A.1 Establish and document an interim outage management organization with
sufficient resources and clearly defined authority and responsibility
to coordinate, 'integrate, and close out activities of the present outage.

1.A.2 Develop and implement detailed temporary procedures 88-6, 88-7 and 88-8
that identify and integrate required restart activities including detailed
checklists for completion, verification, and close out of specific tasks.

1,2,6

Obtain Site Operations Review Committee (SORC) approval of completed
prerequisite restart issues.

,Obtain NHPC Restart Review Panel Chairman's approval that readiness for
restart actions have been determined to be satisfied, including approval
by NHPC CEO. Submit Readiness for Restart Report to NRC.

Obtain NRC Region I Administrator authorization for restart.

Lon Term Strate ies

Develop a streamlined deficiency reporting=system to simplify the problem identification process. Improve the
capability of employees to recognize and respond to problems and concerns through training. Establish methods to
actively solicit employee input with regard to problem identification and to provide feedback on actions to be
taken. Finalize actions for improving the root cause and trending program. Review and upgrade, as required, the
processes used to develop corrective action plans, establish accountability for implementation, assign priori ty,
complete the actions, and assess the corrective actions against the original issue. Implement a lessons learned
system throughout the Nuclear Divisions

II-6
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Underl in Root Cause:

TABLE U3
UNDERLYING ROOT CAUSE 3

Man~aement and Or anizationai Effectiveness Cate or

3. Management's technical focus has created an organizational culture that diverts attention away from the
needs and effective use of employees.

Corrective Action Ob ective

3.1 Strengthen and consistently apply management attention to the effective. utilization and needs of employees.

Restart Corrective Actions

3.1.1 Update the functional organization chart to define the areas of responsibility
for the Nuclear Division based on the November 1988 organization chart and issue
to Nuclear Division personnel.

3.1.2 Communicate to employees the status and intended action on previous 1988-
commitments made to employees during meetings.

3.1.3 Communicate the Restart Action Plan to Nuclear Division employees and obtain
feedback.

Verification
Actions',2

1,2,6

2,6,7

Lon -Term Strate ies

Establish a program for employee development to include succession planning; career development; improved
definition of position responsibilities, accountabi lities, and authori ty; increased focus on training; and

improving the personnel appraisal process to better recognize superior and substandard performance.



Corrective Action Ob ective

3.2 Provide training to managers and supervisors to improve their teambuilding and coaching skills in support
of implementing Nuclear Division standards of performance.

Restart Corrective Actions Verification Actions

(All Corrective Actions are to be completed after restart.)

Lon -Term Strate ies

Interpersonal and management skills required for managers, supervisors, and employees to do their jobs more
effectively will be identified, and training and development programs wi 1 1 include and emphasize these skills .

Corrective Action Ob'ective

3 ' Improve training and recruiting practices to support implementing the Nuclear Division standards of
performance.

Restart Corrective Actions Verification Actions

(All Corrective Actions are to be completed after restart.)

Lon -Term Strate ies

A selection process with appropriate criteria will be developed and implemented in filling positions from
internal and external sources. The process will be designed to reflect the Nuclear Division's standards of
performance and career development strategies. Training programs will be developed to support achievement of the
desired standards and strategies.



. TABLE U4

UNDERLYING ROOT CAUSE 4

Mana ement and Or anizational Effectiveness Cate or

Underl in Root Cause:

4. Standards of performance have not been defined or described sufficiently for effective assessment, and
self-assessments have not been consistent or effective.

Corrective Action Ob'ective

4.1 Define and establish standards of performance within the Nuclear Division and its support groups.

Restart Corrective Actions

4.1.1 Develop and communicate standards of performance. Example: Personnel will, be
held accountable for responsibilities assigned to them.

Long-Term Strate ies

Verification Actions

2,3,5,6,7

Standards of performance will be developed and communicated to each level of the organization. These standards
will be used in assessments and self-assessments as the performance targets that each level of the organization
will be measured against.

Corrective Action Ob ective

4.2 Establish and implement a process by which the Nuclear Division and its support groups are routinely
assessed against standards of. performance.

Restart Corrective Actions Verification Actions

4.2.1 Develop and implement a comprehensive self-assessment program to determine
readiness for restart.

2,6

Long-Term Strate ies

Use,the program developed during restart as a model for establishing a process to assess the implementation of
standards, policies, and procedures as part of normal Nuclear Division business practices.



TABLE U5
UNDERLYING ROOT CAUSE 5

Hana ement and Or anizational Effectiveness Cate or

Underl in Root Cause:

5. Lack of effective teamwork within the Nuclear Division and with support organizations is evidenced by lack
of coordination, cooperation, and communication in carrying out responsibilities.

Corrective Action Ob ective

5.1 Develop and maintain an organizational environment which promotes team building.

Restart Corrective Actions Verification Actions

5.-1.1 Convene meetings with senior management, managers, .and supervisors to promote
teamwork including identifying and resolving management and organization issues

5.1.2 Convene "town hall" meetings with employees to share information and obtain
feedback on issues, problems, concerns, and direction Nuclear Division is going.-

5.1.3 Communicate the Nuclear Division vision and the goals for 1989

5.1.4 Establish a Restart Task Force that carries out tasks per charter contained in
Appendix A of the Restart Action Plan.

5.1.5 Establish an integrated team of selected Nuclear Division managers and Restart
Task Force representatives to meet on a regular basis to provide input to the
restart effort and to resolve issues encountered in 'the development,.implementation,
and self assessment of the restart actions.

1,2,7

1,2,6

1,2,6

2.7

Lon -Term Strate ies

Assess the effectiveness of the process for communicating the vision, direction, and performance expectations for 1989.

Implement joint problem-solving sessions, communications training, meeting training, and improve communication

processes between management and employees to resolve issues that inhibit work or to facilitate the work processes.
Perform a follow-up assessment of these activities.

Identify bureaucratic barriers and develop a plan t'o change them. Hodify the Corporate procedures which delay
implementation .of change and team building.

II-10
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2. SPECIFIC ISSUES

The second type of issues, the Specific Issues, are individually discussed in Part II. The 18 Specific
Issues include:

l.
2.
3.
4.
5.
6.
7.
8.
9.

10.
11.
12.
13.
14.
15.
16.
17.
18.

Outage Management Oversight
Maintenance of Operator Licenses
Emergency Operating Procedures
Inservice Inspection
Control of Commercial Grade Items
Fire Barrier Penetrations
Torus Hall Thinning
Scram Discharge Volume
Appendix J Testing of Emergency Condenser and Shutdown Cooling Valves
Reactor Pressure Vessel Pressure/Temperature Curves
Erosion/Corrosion Program
Motor Generator Set Battery Chargers
Implementation of Long-Term Programs Related to I&C Technician Allegation Issue
Safety System Functional Inspection
Cracks in Hails and Floors
Feedwater Nozzles
Inservice Testing
125 VDC System Concerns

Tables 1 through 18 provide the following for each of these Specific Issues:

A. ISSUE DESCRIPTION — This is a brief review of the issue with specific elements listed. To provide a
context for the issue, historical information and actions taken are summarized as required.

B. TABLES - These contain the following information in tabular form to facilitate cross-referencing and
completeness:

SUB-ELEMENTS - A more specific description of the components of a complex issue is achieved through a
listing of sub-elements.

ROOT CAUSE - For each sub-element one or more root, causes has been identified. A cross-reference
between the sub-element and associated root cause(s) is provided for each sub-element.



CORRECTIVE ACTION — For each root cause, line management has specified corrective action to address
it. In some cases, a single corrective action may address more than one root cause. All corrective
actions listed will be completed prior to restart.

VERIFICATION ACTION - To determine if a corrective action is complete, specific action has been
identified to delineate objective evidence that verifies completion. The verification action will
not be performed by the person who did the corrective action. All verification actions listed will
be completed prior to restart.

C. LONG-TERN 'STRATEGIES — Summary paragraphs that discuss strategies to be carried out after restart as part
of the Nuclear Improvement Program. These strategies reflect enhancements that wi 11 further strengthen
the effectiveness of management and the organization and go'eyond the specific actions required for
restart and safe plant operation.

D. REFERENCE — A listing of the source documents of the sub-elements is provided for each issue.

The following is an example of the numbering system used in the Specific Issue Tables:

Sub-elements associated with Issue 2 are numbered sequentially as 2.1, 2.2, and so on.

Root causes associated with Issue 2 are identified as 2.A, 2.B, 2.C, and so on.

'orrectiveactions are numbered sequentially relative to the root cause addressed, such as 2.A.l, 2.A.2,
and so on.

Verification actions are numbered sequentially relative to the corrective action that applies, such as

verification action 2.A.3.1 applies to corrective action 2.A.3.



SPECIFIC ISSUE 1 . OUTAGE MANAGEMENT OVERSIGHT

A. ISSUE OESCRIPTION

A plan had not been developed for management oversight of outage activities including work scope
identification, planning and scheduling, and verification of items required as prerequisites to the restart
of Uni t 1.

B. REFER TO TABLE 1 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSE, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

Corrective actions and verification actions identified i,n Table 1 will be completed by restart..

C. LONG-TERM STRATEGY

The interim Outage Hanagement function will .be integrated into the permanent Nuclear Oivision organization by
the next scheduled Unit 1 refueling outage.

0. REFERENCES

1. NRC letter to NMPC dated May 4, 1988
2. NRC .letter to NMPC dated July 8, 1988
3. NRC letter to.NMPC dated July 19, 1988
4. NRC CAL 88-17 dated July 24, 1988



TABLE I
SPECIF IC ISSUE I. OUTAGE HANAGEHENT OVERSIGHT

SUB-EI.EHENT ROOT CAUSE CORRECTIVE ACTION VERIFICATION ACTION

I. I
A plan has not been developed For
management oversight of outage
activities Including «ork scope
Identlflcatlon. planning and
scheduling. and verlflcatlon of Items
required as prerequlsltles to the
restart of Unit I. (Root Cause I.A)

1.2
Items contained In the
eaintenance/eodlflcatlon backlog that
are required to be cospleted to
support the restart of Unit I have
not been formally Identified and
addressed ln an effective sanageeent
plan ( Including a sugary of repairs
and aediflcatlons to the feed«ater
system). (Root Cause I.A)

I.A
There «as no dedicated outage
oanageeent organltation «Ith
sufficient resources and clearly
defined functions and
responslbllltles to Integrate and
coordinate outage actlvltles.

I.A. I
Establish and docuuent an Interim
outage aanagesent organization «1th
sufficient resources and clearly
defined authority and responsibility
to coordinate, Integrate, and close
out activities of the present outage.

I.A.2
Develop and lsplenent detailed
temporary procedures 88-6, 88-7. and
88-8 that Identify and Integrate
required restart activities Including
detailed checklists For coepletlon.
verification. and close out of
specific tasks.

I.A. I . I
Verify that the Interim outage
eanageeent organi?ation has clearly
defined authority and
responsibilities and Is operating =

«1th suitable resources.

~ I.A.2.1
Verify that temporary procedures
88-6. 88-7. and 88-8 have been
approved.

I.A.2.2
Verify that temporary procedures
Identify and Integrate core reload.
startup and po«er ascension
prerequlsltes related .to plant
procedures. restart issues.
surveillance Inspect'lons and tests
eedlflcations. maintenance items. !
«alkdo«ns. NRC coemiteents. and open
Iteas.

I.A.2.3
Verify the ISsuance of an Integrated
restart schedule.

I.A.2.4
Verify the leplesentatlon of the
outage eanageeent group In carrying
out temporary procedures such as at
status meetings.

I.A.2.5
Verify that ealntenance/sedif lcat lon
restart required Itees (including
feed«ater system repairs and
eodiflcatlons) are Identified and
comp le ted.

I.A.3
Obtain Site Operations Revle«
Coavalttee (SORC) approval of
completed prerequisite restart Issues.

I.A.3.1
Verify that SORC has approved
specified prerequisite restart Issues„



TABLE I
SPECIE IC ISSUE 1. OUTACE HANAGEHENT OVERSICHT

SUB-ELENENT ROOT CAUSE CORRECIIVE ACTION

I.A.4
Obtain NNPC Restart Review Panel
Chatraan's approval that readiness
for restart actions have been
deternlned to be satisfied Including
approval by NHPC CEO. Subnlt
Readiness for Restart Report to NRC.

I.A.5
Obtain HRC Region I Adnlnlstrator
authorlzatlon for restart.

VERIFICATION ACTION

I.A.4 I
Verify subnlsston of Readiness for
Restart Report to NRC.

I.A.5.1
Conf tra required author I zat ion has
been received.



SPECIFIC ISSUE 2. MAINTENANCE OF OPERATOR LICENSES

A. ISSUE DESCRIPTION

Operator licenses were not maintained in accordance with 10CFR55 in that:

1. Some personnel did not attend some of the 'scheduled requalification training during the prescribed
training cycle.

2. Records of requalification training attendance were not complete for some of the licensed operators

Some license applications, Form NRC-398, Personal'Qualifications Statement, were incorrectly submitted
in that missed training was not listed on the form as required.

Training directives were incomplete in that they did not reflect some of the requirements of the
NRC-approved licensed operator requalification regulations.

B. REFER TO TABLE 2 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION

ACTION.'orrective

actions and verification actions identified in Table 2 will be completed by restart.

C. LONG-TERN STRATEGIES

Upon completion of the restart corrective actions, the operators (active license holders) will have completed
the training required to operate the unit. Actions wi 11 be taken to assess the continuing need for staff
license holders to retain their licenses. The impact on training resources of continuing to train these
individuals will be determined and a course of action will be developed by June 30, 1989. Staff license
holders, identified by this assessment, will be requalified by the end of the training cycle or before they
are actively involved in operating the unit.

To upgrade the requalification program, a job and task analysis for requalification of RO's/SRO's is in
progress and training material based on this analysis will be developed by July 31, 1989.

To enhance the effectiveness of operator training, a plan for rotating experienced l.icensed- operators to
assignments in the 'training department will be developed. The goal is to have licensed. individuals
participating as trainers by December 31, 1989.



D. REFERENCES:

1. NRC letter to NMPC dated March 22, 19SS
2. NRC CAL 88-13 dated March 28, 1988
3. NMPC Letter to NRC dated April 21, 1988
4. NRC Letter to NMPC dated May 4, 1988
5. NRC IR No. 50-220/88-05 dated May 20, 1988
6. NRC IR No. 50-220/88-10 dated June 9, 1988
7. NRC IR No. 50-220/88-11 dated June 16, 1988
8. NMPC Letter to NRC dated June 17, 198S
9. NRC Letter to NMPC dated July 8, 1988

10. NRC Letter to NMPC dated July 19, 1988
11. NRC CAL 88-17 dated July'4, 1988



fABLE 2

SPECIFIC ISSUE 2. MAINTENANCE OF OPERATOR LICENSES

SUB-EIEHENT

2.1
Sane personnel did not attend some of
the scheduled requallflcatlon
training during the prescribed
training cycle. (Root Causes 2A and
20)

2 '
Records of requallflcatlon training
attendance were not complete for some
'of the licensed operators. (Root
Causes 2A. 2C and 20)

2 '
Some license applications, Form
NRC-398. Personal Qualifications
Statement. vere Incorrectly submitted
In that missed training uas not
listed on the form as required. (Root
Causes 2C and 20)

2.4
Tiainlng directives did not
effectively implement the NRC

approved licensed operator
requallficalion program. (Root Causes
26 and 20)

ROOT CAUSE

2.A
Operations line management did not
take ownership of the licensed
operator requallflcatlon program
regarding:

— content
- quality
- attendance requirements
- feedback from operators.

CORRECT IVE ACTION

2.A. I
Complete requal if lcatlon training for
Unit I licensed operators as required
by the approved licensed operator
training program (CAL 88-13
requirement).

2.A.2
Establish responsibility and
accountability of operations line
management for'perator training
programs and ensure that operations
line management takes ovnershlp of
these programs. Obtain regular
feedback from operators on adequacy
of content and quality of training
received.

2.A.3
Inform operators of expectatlons for
attendance and conduct related to
training.

2.A.4
Fstabllsh a standing committee. the
Operator Training Program Advisory
Committee (OIPAC), of operators and

trainers to I) systematically define
and make recommendatlons for
resolving issues affecting operator
training and 2) obtain management

approval.

VERIF ICAT ION ACI ION

2.A.I.I
Verify completion of required
training by aud'lt of training records.

2.A.2.1
Verify through lntervievs that line
management has understanding of their
responsibility and accountability,for
operator training programs.

r

2.A.3.1
Verify through interviews of a random
sample of operators that they
understand the expectations for
attendance and conduct related to
training.

2.A.3.2
Verify through observation at a

training session that behavior
matches expectations of conduct.

2.A.4.1
Attend OIPAC meeting and observe team

Interactions and functioning of the
process.

2.A.4.2
lntervlew OTPAC members to evaluate
contributions and perceptions.

2.A.4.3
Reviev OTPAC meeting minutes for
quality of activ Ities.

2.A.4.4,
Interviev selected operators and

ascertain their knowledge of OIPAC

and perceptions of its activities.



TABLE'

SPECIFIC ISSUE 2. HAINIENANCE OF OPERATOR LICENSES

SUB-EI,EH[NT ROOI CAUSE

2.8
the quality oF training In some
Instances was not adequate due to
Inadequate management oversight.
insufficient preparation by the
tralners. or simulator deficiencies.

CORRECIIVE ACTION

2,8.1
Olrect the superintendent oF training
to provide management oversight to
assure quality of training.

2.8.2
Provide addltlonal staffing for the
training organization.

2.8.3
Identify and correct simulator
deficiencies and Install
modifications which Impact training.
Oocument simulator fidelity
differences and discuss them before
training sessions to allow operators
to respond as appropriate to meet
training ob]ectlves.

2,8. 4
Revise training procedures to
systematically Identify. prioritize.
and track changes to the simulator.

2.8.5
Hatch training content with NRC-

approved licensed operator
requallflcatlon program content.

2.8.6
Certify tralners In the use of
training methods to increase the
attention and skills of operators.

VERIFICATION ACTION

2.8.1.1 I

Intervle« the Training Superintendent
- Nuclear to Identify speclflc
actions he takes to assure quality of
training.

2.B. 2,1
Verify that additional trafning
positions have been authorized and
f I I led.

2.8.3.1
Review simulator change records to
verify completion. Observe simulator
training. obtain OIPAC feedback. and
Interview operators who pa|ticlpate
In validation and testing of hardware
and soft~are changes to determine if
simulator meets training ob)ectives,

2.8.4.1
verify that training procedures have
been revised and are being
Implemented.

2.8.S.I
Verify the training content agrees
with the NRC-approved license
operator requallflcation program.

2.8.5.2
Interview a random sample of
operators to assess quality of
training.

2.8.6.1
Observe tralners in training sessions
to determine the extent of their use
of the desired training methods.



fABLE 2

SPECIFIC ISSUE 2. NAIHTEHANCE OF OPERATOR LICENSES

SUB-ELENENT ROOT CAUSE

2.C
Nanagement oversight vas Inadequate
ln assessing required resources and
providing direction to personnel to
assure appropriate attention to
operator requallflcat'ion records.-

CORRECTIVE ACTION

2. C,l
Update operator requal lflcatlon
records to reflect current data on
attendees.

2.C.2
Establish urltten procedures for
handling and processing operator
requallflcatlon records. Perform
record functions per approved
procedures.

2.C.3
Assess resources to assure that
record-keeping requirements of
IOCFRSS and tralnlng directives can
be satisfied.

(See also Corrective Action 2.8.1.)

VERIF ICAT ION ACTION

2.C. I. I
verify that records have been Vpdated.

2.C.2.1
Verify that record functions are
being performed per approved
procedures.

2.C.3. I
Revle~ staffing for training record-
'keeplng function to confirm that
resources are adequate to maintain
training records.

2.0
Nanagement Oversight was Inadequate
In assuring that training procedures
setting forth requirements for the
NRC-approved licensed operator
requallflcatlon program contained the
needed clarity. definition,
consistency, and assignment of
responsibility.

2.C.4
Upgrade training record keeping system
to provide assurance that requirements
of IOCFR55 and training directives are
satisfied. (Commitment In NNPC letter
NNP34462 dated 4/21/88 to NRC and In
NNPC letter NNPIL 0210 dated 6/IT/88
to NRC.)

2.0.1
Revise appropriate Instructions and
Nuclear Training Procedures, HTP-10
and 11 to clarify. define, provide
consistency, and state
responsib'Iiltles to satisfy current
requirements and coamltments to HRC.

2.0.2
Oevelop, approve,. and implement
procedure NTI-S.O to cover the
preparation, processing'pprovals
and Issuance of Form HRC-398.

2.0.3
Instruct appropriate personnel on the
requirements contained 'In procedures
mentioned In 2.0.1 and 2.0.2.

2.C.4.1
Verify that the record-keeping system

'atisfiesthe requirements of 10 CFR

55 and training directives.

2.0.1.1
Verify that, the appropriate
Instructions and procedures have been
revised and satisfy the commitments
to the NRC.

2.0.2.1
Verify that the procedure has been
developed and Is being implemented.

2.0.3.1
Verify that personnel have been
instructed.

(See also Corrective action 2.8.1.)

0



SPECIFIC ISSUE 3. EHERGENCY OPERATING PROCEDURES

A. ISSUE DESCRIPTION

Implementation of Emergency Operating Procedures (EOPs) to respond to,simulated plant transients was less
than adequate in that:

a. Operators were not adequately trained in the understanding,and use of EOPs during the licensed operator
requalification program.

b. There was a lack of adequate verification and validation to assure that EOPs could be implemented in an
emergency.

c. Records were incomplete regarding instructors'ualifications and certifications.

B. REFER TO TABLE 3 FOR CORRELATION OF ISSUE SUB-ELEHENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

r

Corrective actions and verification actions identified in Table 3 will be completed by restart.

C. LONG-TERH STRATEGY

Actions will be taken by June 30, 1989 to upgrade the EOP requalification program to include not only
simulator training, but also in-plant training on EOPs.

D. REFERENCES

1. NRC IR No. 55-220/88-22 and 50-410/88-23 dated July 8, 1988
2. NRC CAL 88-17 dated July 24, 1988
3. NHPC Letter to NRC dated August 12, 1988



TABLE 3

SPECIFIC ISSUE 3. EHERGENCY OPERATING PROCEDURES

SUB-EI.ENENT

3. I
Operators were not adequately tra'ined
In the understanding and use of EOPs
during the licensed operator
requallflcatlon program.

'Root Causes 3A, 38 'C and 30)

3.2
there was a lack of adequate
verification and validation of plant
activities to assure that those
associated with EOPs could be

'mplemented In an emergency. (Root
Causes 3C and 3E)

3 '
Records were Incomplete regarding
Instructors'ualification and
certification. (Root Cause 3C)

ROOT CAUSE

3.A
EOP classroom Instruction and
simulator training did not Include
the level of difficulty needed to *

develop adequate understanding and
satisfactory proficiency In
responding to transients. Ihe EOPs
were not exercised frequently enough
during the requaliflcatlon program to
maintain proficiency In responding to
transients.

3.8
l.ack of adequate policy describing
the

purposely

use. and implementation
of flow path EOPs for Unit I.

CORRECTIVE ACTION

3.A.I
Establish and Implement a
comprehensive EOP training program to
upgrade knowledge and proflclency of
opera'ting crew personnel.

3.8.I
Develop and coaxxunicate a written
policy on EOPs to describe their
Importance.

3.8.2
Approve and implement the flow chart
EOPs (Open Item 88-22-08).

VERI T ICATION ACTION

3.A. I. I
Review lesson plans. training aids.
quizzes, exams. simulator scenarios
to evaluate adequacy of EOP training
program to assure operators are
knowledgeable and proficient in use
of EOPs to respond to transients.

3.A.I.2
Review records to verif'y attendance
and performance in EOP training.

3.A. I.3
Observe and evaluate operator
performance of each crew on the
Simulator performing a random sample
of EOPs to respond to transients.

3.A.I.4
Interview operators for their
understanding of bases for EOPs and
their acceptance of the necessity for
following the EOPs although the
required actions may run counter to
Ingrained habits and principles.

3.A.I.5
Interview instructors for comments on
operator attitudes and performance in
EOP training.

3.8. I. I
Verify policy Issued and communicated
to operations and training personnel.

'.8.2.I

Verify that flow chart EOPs have been
Implemented.
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TABLE 3

SPECIFIC ISSUE 3. EHERCENCY OPERATING PROCEDURES

SUB-El EH[HI ROOT CAUSE

3.C
l.ack of clear definition oF
accountability and responsibility of
line organizations to assure adequate
teamwork. co«<munlca tlon, and
implementation of flo» path EOP

training In Unit I.

3.0
Operations management did not take
ownership of EOP training of
operators.

CORRECTIVE AC IIOH

3.C.I
Clearly define responsibilities of
operations line management and
training department management «Ith
regard to planning and conducting
training.

3.C.2
Establish a policy that Indicates the
Operations Superintendent Is .

responsible for management oversight
of EOP training and accountable for
meeting training requirements.

3.C.3
Refer to Issue 2. Corrective Action
2.A.4 concerning OIPAC.

3.C.4
Establish the standard process
Training will use to notify the
Operations chain of co«n<and »hen
training differs from approved plan
or does not meet operator needs.
Oocu«<ent this process In a procedure.

3.C.S
Revise AP-2.0 to Include OA In the
review of EOP procedures (Open Item
88-22-05).

3.0.'I
Establish responslbl I I ty and

'ccountablI I ty of operations I inc
management for the EOP programs and
ensure that operations line
management takes o»nershlp of these
programs. Obtain regular feedback
from operators on adequacy of content
and quality of training received.

VER IF I CAT ION ACT ION

3.C.'l.l
Intervie» Operations Superintendent
for his understanding of being
responsible and accountable for the
EOP training program. Interview
Training Superlntende'nt an<J

instructors for their understanding
of supporting the EOP training
programs

3.C.2.1
Interview training instructors to
obtain examples shying o»nership of
the EOP training program by line
organization.

3.C.3.1
Refer to Issue 2. Verification Action
2.A.4.1 through 2.A.4.4.

3.C.4-1
Interview training InstructorS for
their approach to recognizing and
reporting training deficiencies.

3.C.4.2
Revle» training deficiency
notification file.
3.C.S,I
Review documentation and conduct
Interviews to verify completion.

3.D.I.I
Verify through Intervle«s that line
management has understanding of their
responsibility and accountability For
operating training programs.
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TABLE 3

SPECIFIC ISSUE 3. EHERCENCY OPERATING PROCEDURES

SUB-EI.EHENT ROOT CAUSE

3.E
Preplanning uas Inadequate to assure
that the EOPs could be implemented In
the plant. In particular,
verification and validation of
operating procedures to support EOPs

vas not effective.

CORRECTIVE ACTION

3.E.I
Review Operating Procedures (OPs) to
ensure that the sections of the OPs
referenced by the EOPs ~ address the
Intended subject. Haik-through OPs

to determine lf procedures need to be
corrected or clarified (Open Item
88-22-01).

3.E.Z
Develop administrative controls to
assure that procedures referenced by
EOPs are not changed ulthout
assessing the possible effect on the
EOPs (Open Item 88-2Z-OI).

3,E. 3

Verify and validate EOPs to (I)
evaluate compat lbl I I ty ul th plant
hardvare outside the Control Room,
(2) include physical ualk-throughs
of actions required outside the
Control Room, and (3) use an adequate,

- multldlsclpllnary team approach (Open
Items 88-22-07 and 88-22-02).

3.E.4
Dedicate and administratively control
plant hardvare needed to perform EOP

tasks (Open Item 88-22-02).

3.E.S
Correct labeling lnconslstencles
Identified during revlev of EOPs and
walkdowns ln the plant (Open Item
88-22-02).

3.E.6
Revlev EOPs for human factor concerns
Identified In NRC audit (Open Item
88-22-03). Classify changes.
Complete changes required before
restart.

VER IF ICATION ACTION

3.E. I . I
Review documentation to verify
completion. Haik-through a sample
procedure to determine If It is clear
and correct.

3.E.2 I
Review documentation to verify
completion.

3.E.3.1
Review documentation to verify
completion. Haik-through sample EOPs

to spot-check for hardvare
compatibility.

3.E.4.1
Revle~ documentation to verify
completion. Spot-check hardvare
needed to perform EOP tasks.

3.E.S.I
Spot-check for correct labeling of
hardvare used In EOPs.

3.E.6.1
Review documentation to verify
completion.

3.E.6.2
Conduct Intervleus as appropriate.



)ABLE 3

SPECIFIC ISSUE 3. EHERGENCY OPERATING PROCEOURES

SUB-EIEHENI ROOT CAUSE CORRECI IVE ACI ION

3.E.)
Review ongoing EOP evaluation program
and add controls to ensure quality
EOPs are maintained and mod)fled as
necessary from plant operational
experience and use.-training, Control
Room walk-throughs. and plant
modifications (Open Item 88.22-04).

3.E.B
Ensure that EOP Input values are
supported by the design basis as part
of 3.E.3 and 3.E.1.

VERIF ICATION ACTION

3.E.T.I
Review documentation to verify
completion.

3,E.B. I
Review documentation to verify
comp Ie t 1 on.

3.F
lack of management oversight of .
records oF Instructors to assure
compliance with procedural
requirements.

3.F.)
Assemble required records related to
)nstructors to fu))y satisfy existing
procedural requirements.

3.F.2
Perform a human performance
evaluation to determine why operators
vere unable to implement the EOPs
despite the training they received
and why Operations management was
unaware of this condition. Ihe
evaluation w)ll also be used to
determ)ne »hat other deflclencles
with licensed operator training may
exist as a basis for further
corrective action (Open Item
88-22-03).

3.F.).1
Verify that records satisfy
procedural requ)rements.

3.F.2.1
Verify the existence of a report
containing the results of the human
performance evaluation.

3.F.2.2
Conduct interviews as appropriate.



SPECIFIC ISSUE 4. INSERVICE INSPECTION

A. ISSUE DESCRIPTION

The Nine Mile Point Unit 1 first 10 year Inservice Inspection (ISI) interval ended in June 1986, concurrent
with completion of the 1986 outage. ,Two months later a concern about a through wall leak on the reactor
building closed loop cooling heat exchanger was identified to management. The investigation of this concern
led to the discovery of an incorrect disposition of a defect reported during ISI hydrostatic testing. In
July'987 Quality Assurance conducted an audit of ISI deficiency procedures. This audit identified several
deficiencies in the Deficiency Corrective Action (DCA) process. However, not all of the DCA records. were
reviewed during this audit. During a separate review of, ISI records from the 1986 outage, a nonconformance
report was initiated for five DCAs because the dispositions originally recommended by Engineering were not
implemented. The five DCAs were redisposi tioned and closed, and the remaining open DCAs were reviewed and.
dispositioned. Engineering, Quality Assurance, and the ISI group did not recognize that undispositioned DCAs
affected component operability and failed to report these conditions to operations management. As a result
of these deficiencies and an NRC inspection. of ISI, Niagara Mohawk initiated a more comprehensive
investigation.

This investigation disclosed that a number of components listed in= the ISI program plan were either not
examined or were missing- records for the exams by the end of the -interval. This problem was reported in LER
88-01. The scope of the investigation was expanded, and it was.determined that other examinations required
by the ASME Code were not included in the program plan. Subsequent Niagara Mohawk reviews identified'everal

, omissions/errors in the first and second interval program plans. These were documented in Corrective Action
Reports 2025 and 2026.

B. REFER TO TABLE 4 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

Corrective actions and verification actions identified in Table 4 will be completed by restart.



C. LONG-TERM STRATEGIES

Niagara Mohawk is pursuing several longer-term initiatives aimed at strengthening the ISI program as
discussed in response to the Notice of Violation (NMPC letter dated April 13, 1988). The initiatives focus
on establishing the permanent organization wi th clearly defined responsibilities, authority, and,
accountability. Experience and expertise will be factored into the development of the ISI organization.
Adequate staffing levels wi 11 be determined, including supervisory positions, taking into account the
processes, procedures, and organizational interfaces needed to. ensure a well-run program. Use of contractors
will be minimized to the extent practical. Nhen contractors are used, -Niagara Mohawk oversight will be
emphasized; that is, contractors will be under Niagara Mohawk supervision using Niagara Mohawk
non-destructive examination (NDE) systems and procedures. Automated NDE activities will be under Niagara
Mohawk control, performed by contractors using procedures that have been approved by Niagara Mohawk.

He currently plan to implement these initiatives by the next refueling outage at Nine Mile Point Unit l.

D. REFERENCES

1 ~

2.
3.
4.
5.
6.
7.

Inspection Report 50-220/87-21 and 50-410/87-39 dated November 10, 1987
NRC letter to NMPC dated February 5, 1988
NMPC letter to NRC dated February ll, 1988
NHPC letter to NRC (LER 8&-01) dated February 16, 1988
NRC letter to NHPC Notice of Violation dated March 14, 1988
NMPC letter to NRC Reply to Notice of Violation dated April 13, 1988
NMPC letter to NRC dated June 16, 1988
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TABLE 4

SPECIFIC ISSUE 4. INSERVICE INSPECTION

SUB-ELEHEHI

4.1
Ihe ISI program lacked adequate
management oversight. (Root Cause 48)

4.2
()C direct Involvement ln ISI was
Inadequate. (Root Cause 4C)

4.3
()C review of ISI documentation was
not timely. (Root Cause 40)

4.4
Administrative system was inadequate
to ensure notification of proper
personnel. (Root Cause 4A)

4.5
Corporate Engineering personnel did
not disposition ISI-ldentlfled
deficiencies In a timely manner.
(Root Cause 40)

4.6
Station management did not ensure all
ISI Identified deflclenc(es were
resolved prior to plant startup.
(Root Causes 4A and 4C)

4.1
Site management and OC failed to
ensure adequate correct'lve action for
RBCIC heat exchanger problems. (Root
Causes 4A and 4C)

4.8
Site management review of occurrence
reports failed to Identify
prograr atlc deficiencies. This Is
also true of reviews by other
departments. Hence, the opportunities
to Identify and correct the Issue
were missed. (Root Causes 4A and 48)

4.9
Program plans did not specify all the
required exams. (Root Causes 48 and
4C)

ROOT CAUSE

4.A
An adequate deflclency reporting
system was not clearly understood.

4.8
Nanagement failed to adequately
assess resources required to carry
out c(xnxltments.

CORRECTIVE ACTION

4.A. I
Revise OAP 14.20 and 15.01 to
initiate Occurrence Report when an
NCR Is Issued and personnel retralned

4.A.2
Eliminate use of DCA procedure and
replace by using NCR.

4.A.3
Revise.AP-8.3 to explicitly Identify
notification requirements and define
Interfaces.,

4.A.4
'Revise HEL-017 and -029 to simplify

reporting of ORs and retrain
applicable personnel.

4.A.S
Evaluate HCR results collectively for
trends and underlying concerns.

4.A.6
Perform a "maintenance walkdown" of
large bore safety related pipe
systems not Included In the ISI .
Program.

4.8.1
Establish an Interim organization
with an experienced Task Nanager to
implement the ISI program Including
dedicated engineering personnel.

4.8.2
Establish a multi-disciplinary task
force to improve the administration
of the Inservlce, Inspection Program.
Nuclear Technology has principal
responsibility for development.
review, approval and revision of ISI
program. Engineering coordinates
lmplementatlon, evaluates defects,-
and Is responsible to perform the NDE

(NES performs NOE In accordance with
approved program plan under the
direction of Nuclear Engineering).

VERI F ICAIION ACTION

4.A. I. I
Verify HCR Issued during odtage
according to, procedure.

(see 4.A.I.I)

4.A.3.1
Verify that procedure has been .,

revised and Is being implemented.

4.A.4.1
Verify that procedure 'has been
revised and Is being implemented.

4.A.S.I
Verify that collective evaluation of
HCR results was perfoimed.

4.A.6.1
Verify that "maintenance.walkdown" of
pipe systems was perfoimed.

4.8 I 'I
Verify that personnel are In place
and functioning as committed.

4.8.2.1
Verify that personnel are ln place
and functioning as coxxx)tted.



~ ~

TABLE 4

SPECIFIC ISSUE 4. IHSERVICE IHSPECTION

SUB-ELEHEHI

4.10
Inspection records could not be
located for all exams that were
scheduled to be performed. (Root
Causes 48. 4C and 40)

4.11
lhe schedule required examination of
welds that were Inaccessible and
Inaccurately numbered or that had
been removed from the plant during
the modification process. (Root
Causes 48 and 4C)

ROOT CAUSE

4.C
Supervision was Inadequate regarding
planning. execution. and verification
of work.

CORRECTIVE ACTION

4.8.3
Assign an experienced engineer as ISI
Coordinator to promote departmental
ob]ectlves.

4.8.4
Review all past data sheets related
to inservlce Inspections; Identify
and perform any required
Inspections. Halntaln as part of the
Permanent Plant File.

4.C.I
Revise ASHE Section XI QA program to
adequately describe the
accountabllltles.

VERIF[CAIIOH ACTION

4.8.3.1
Verify that personnel changes are
complete.

4.8.4.1
Verify by surveillance that the
proper Inspections are performed.

4.C. I. I
Verify that the ASHE Section XI OA

program revision has been completed.

4.0
Procedures were Inadequate,
especially with regard to Identifying
Interdepartmental Interfaces and to
encompassing engineering involvement
In providing acceptance crlterla and
dlsposltlonlng deflclencles.

4.C.2
Provide additional training on ISI
procedures and requirements.

4.C.3
Specify examination criteria and
review with Inspectors.

4.C.4
Prepare weld surface prior to
examination.

4.0.1
Prepare Engineering procedures for
dlsposltlonlng Indications.

4.0.2
Close all open KAs.

4.C.2.1
Verify that training has been
conducted by checking records and
performing Interviews.

4.C.3.1
Verify examination criteria Is issued
and that Inspectors are using It.
4.C.4.1
Perform surveillance to verify that
weld surfaces are suitably prepared
prior to examinations.

4.0.1.1
Verify that procedures have been
revised and are being Implemented.

4.0.2.1
Verify that OCAs are clo,ed.
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SPECIFIC ISSUE 5. CONTROL OF COMMERCIAL GRADE ITEMS

A. ISSUE DESCRIPTION

During a Niagara Mohawk Quality Assurance audit in October 1986, Niagara Mohawk identified that commercial
grade items had been accepted without an adequate engineering evaluation and, i'n some cases, without any
engineering evaluation. This allowed items to be available for issue in safety-related systems for which
acceptability could not be demonstrated. In order to investigate the scope of this work, Materials
Engineering reviewed purchase orders for safety-related and commercial grade items back to August 1985.
Items procured prior to August 1985 were previously reviewed. Items subject to re-evaluation were then
formally identified, evaluated, and resolved individually.

The commercial grade issue was addressed as a possible restart .item by the NRC during the equipment
qualification audit on April 21, 1988. The specific Unit 1 concerns were the dedication of Okoni te tape and
the review of commercial grade items procured prior to August 1985. At a meeting to address commercial grade
issues with the NRC in May 1988, Niagara Mohawk reviewed the Okonite tape used in equipment qualification
applications and other bulk items that might=have been purchased.

At a June meeting to review restart issues held at the NRC offices in King of Prussia, a status was provided
on the NRC equipment qualification concern regarding Okonite tape and on the overall Long Term Material
Control Program. At this meeting, Niagara Mohawk'resented the Control of Commercial Grade Items as an issue
that was resolved with respect to Unit 1 restart.

B. REFER TO TABLE 5 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSE, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

Corrective actions and verification actions identified in Table 5 will be completed by restart.



C. LONG-TERM STRATEGIES

Hith the formation of the Materials Engineering group in November 1987, several initiatives were undertaken
to strengthen control over commercial grade items. These efforts are ongoing and include:

1. Periodically hold meetings between the Materials Engineering group and principal interface departments'.
The objectives of these meetings are to promote teamwork, to increase awareness of the materials
procurement process, and to increase an understanding of each others'eeds and responsibilities.
Ongoing problems and concerns are identified and prioritized.

Provide training to personnel on procedures necessary to implement the commercial grade process.

Pursue permanent staffing of the Materials Engineering group and integration of the Materials
Engineering function with other interfacing organizations such as Materials Management, Purchasing,
Maintenance, equality Assurance, Design Engineering, and Operations.

4. Complete development of a standardized database to identify procurement-related information necessary to
assure material ordered satisfies engineering design requirements.

0. REFERENCES

1. SALP Report dated April 21, 1988
2. NMPC letter to NRC dated June 30, 1988 (NHPlL 0277)
3. NRC letter to NMPC Meeting Summary dated July 19, 1988
4. NRC letter to NHPC Inspection Report 50-220/88-13 and 50-410/88-11 dated July 21, 1988



TABLE 5
"

SPECIFIC ISSUE S. COHTROL OF COHHERCIAL GRADE ITEHS

SUB-ELEHEHT

S. I
Cemverlcal grade Itens vere accepted
«Ithout adequate engineering
evaluation. (Root Cause S.A)

ROOT CAUSE

S.A
Hanagenent failed to adequately
assess resources and progran scope
needed to satisfy comaerical grade
dedication.

CORRECTIVE ACTIOH

S.A.I
Evaluate comaerclal grade Itens
previously procured and assure that
Itens of an Indeternlnate nature are
properly Identified and dispositioned.

S.A.2
,Docunent the coeeerclat grade
evaluation and provide adequate
records to close the open Quality
Assurance Corrective Action Reports.

VER IF ICAT ION ACTION

S.A. I. I
On a sanple basis, confire the
Indeterminate Itens are controlled
per NHPC procedures NEL-017 and
QAP-15.I.

5.A.2.I
Verify that the CARs «ere properly
closed.

S.A.3
fore a Haterlals Engineering
organization to Identify requlrenents
needed to satisfy commercial grade
dedication. Have Haterlals
Engineering perforn functions per
established procedures to assure
control over coLvaercial grade Itens.

S.A.3. I
Ver'Ify that the Haterials Engineering
organization Is functioning per
established procedures.

t
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SPECIFIC ISSUE 6. FIRE BARRIER PENETRATIONS

ISSUE DESCRIPTION

On March 26, 1988, during the installation of a modification, a wood plug was discovered in a fire barrier
under the Nine Mile Point Unit 1 Battery Rooms. Further investigations identified additional:fire barrier
penetrations which deviated from the design requirements. Therefore, Niagara Mohawk initiated a program to
evaluate the adequacy of fire barriers that are of regulatory significance.

The immediate action taken by Niagara Hohawk was to develop a specification to perform walkdowns of the fire
barriers. The specification outlined the requirements for the fire.barrier penetrations including
Engineering-approved penetration details. Halkdown teams consisting of drafting technicians, designers,
and/or fire brigade personnel were instructed in the specification. The'se. teams then performed a lOOL.
walkdown of the fire barrier penetrations.

Prior to startup, the fire brigade wi 1 1 perform their revised surveillance procedure on penetrations . This
will be a verification of the adequacy of the penetrations.

Additionally, a sample plan was developed to assure the adequacy of the fire barriers. Since, the
penetrations .are on y o serva e n1 b ble on the outside and we Qanted to assure ourselves that we had adequate fire
b sample plan to examine the penetrations internally was needed. There ore, e simp e parriers, a samp e

e ac corn ared to thet d f d t ctively examining fire barrier penetrations to evaluate their adequacy p
requirements. The examinations have been completed and give us confidence that t ehe fire barriers are
adequately functional.

D th root cause evaluation of the fire barrier penetration discrepancies, Niagara Mohawk discovered
that open items remained from an audit conducted by Gage-Babcock between 1984 a . p

uring e r o

covered ot er areas o e ih f th Fire Protection Program beyond fire barrier penetrations. Therefore, Niagara
Mohawk extended its restart program to include the evaluation and close out o g-f all Ga e-Babcock audit open
items.

B. REFER TO TABLE 6 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

Corrective actions and verification,actions identified in Table 6 will be completed by restart.



C. LONG-TERM STRATEGIES

The Fire Department's surveillance test is being revised to emphasize the importance of the integrity of the
overall fire barrier rather than concentrating simply on penetration inspection. On the long'term, this
will assure the adequacy of the inspections to identify deviations to fire barrier integrity. Quality
Assurance oversight of that surveillance test will provide added assurance of the adequacy of the fire
barriers.

The design bases documents for fire barriers wi 11 be updated to reflect the as-installed condition. In the
future, Nuclear Engineering wi 11 be responsible for assuring that the design data base is kept current.

These are ongoing actions aimed at preventing recurrence. As noted in our October 21, 1988 letter, the
surveillance test procedure and posting of changes to design basis documents will be complete prior to
restart.

D. REFERENCES

1. NMPC letter to NRC

2. NRC letter to NMPC

3. NRC letter to NMPC

4. NRC letter to NMPC

5. NRC letter to NMPC

6. NMPC letter to NRC

(LER 88-09) dated April 25, 1988
Inspection Report 50-220/88-15 dated June 7, 1988
Meeting Summary dated July 19, 1988
Meeting Summary of Enforcement Conference dated July 21, 1988

Notice of Violation dated September 19, 1988
Response to Notice of Violation dated October 21, 1988

I I-35



TABLE 6

SPECIFIC ISSUE 6. FIRE BARRIER PENEIRATIONS

SUB-ELEHENT

6.1
Fire barrier penetratlons were
Inadequate.
(Root Causes 68. 60. 6E and 6J)

6.2
Niagara Hohawk failed to detect the
Inadequacies 'In a tleely manner.
(Root Causes 6A. 68, 6C. 6E. 6F. 6G,
6N, 61. 6J. and 6K)

ROOT CAUSE

6,A
Design and station personnel lacked
proper understanding of what
constitutes degradatlon of a fire
barrier.

IRRECTIVE ACTION

6.A.I
Oevelop and Issue walkdown
speclflcatlons/Instructions;'ntegrate

Fire Oeparteent and design
personnel on present walkdown teams
to promote teamwork and .
Identification of penetrat Ions: and
Instruct Fire Oeparteent and design
personnel.

6.A.2
Review the adequaCy Of the paSt and
present penetration sealing details
and rev'Ise their associated
Instructions.

VERIf ICATION ACllON

,6A. I. I
Verify that walkdown
Specifications/Instructions have been
generated. data sheets prepared. PRs

have been generated. NCRs have been
generated. and work package folders
have been established. Perform
independent walkdowns to verify that
discrepancies have been reported and
resolved..Conduct interviews as
appropriate.

6.A.2. I
Verify that past penetration sealing
detail problem report has been
dispositioned and revised penetration
sealing details gener~ted.

6.B
Present and past penetration sealing
detail drawings did not provide
adequate Instructions.

6.A.3
Revise or Issue new Nalkdown
Specifications/Instructions lf new
configurations which threaten the
fire barrier's rating are
discovered. Review fire barriers
looking for the new configurations.

6.A.4
Revise the Breach Perelt Procedure to
Include Nuclear Engineering and
Licensing review.

6.B.I
Revise drawing control procedures to
ensure clear Instructions are
provided. Train personnel regarding
updating drawings related to fire
penetratlons.(As-Built vs.
Construction).

6.B.2,
Update the penetration design data
base defined as the penetration
location drawings, penetration
sealing detail drawings. and
penetration coeputerited schedule to

,match the plant restart configuration..

6.A.3.1
Verify that revised oi ne«
Specifications/instructions «eie
issued and new NCRs were generated.

6.A.4.1
verify that the Breach Perelt
Procedure has been revised to
Include NEL review.

6.B.I.I
Verify that the prOCedureS have been
Issued and training has been
completed. Conduct intervle«s as
appropriate.

6.B.2.1
Verify that the penetration design
data base has been updated.
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TABLE'

SPECIFIC ISSUE 6. FIRE BARRIER PENEIRATIONS

SUB-EL(HEN'I ROOT CAUSE CORRECTIVE ACTION VERIFICATION ACTION

6.8.3
Perform visual examination on 100'l of
the penetratlons through a required
fire barrier on a per fire barrier
basis and docuuent results.

6.8.3.I
Verify that data SheetS were prepared
and work package folders have been
established.

6,C
Penetration design data base was not
ealntalned.

6.8,4
Per(ore destructive examination and
rewOrk On thOSe penetratiOnS whlCh
drawing research Indicates cay not
conform with current penetration
sealing detail drawings.

6.8.5
Perform a destructive exaslnatlon on
a sauple of the remaining
penetratlons and rework penetratlons
to establish a confidence level for
the remaining penetratlons. Document
results and supporting justification
for acceptance.

6.C,I
Document on a Nonconforeance Report
(NCR) penetration configurations
which are in nonconformance with the
current penetration sealing detail
drawings. Docuuent on a Problem
Report (PR) penetration
configurations which cay pose a

threat to the fire barrier's rating.
Complete required action to resolve
these discrepancies.

6.8.4.I
See 6.8.3.l above.

6.8.S.I
Verify examination results were
docuuented and that the basis for
acceptance has been justified.

6.C. I,I
Verify that NCRs/PRs have been
generated and dispositioned: that
required rework and repairs were
coepleted via a aedification work
request or a work request and the
NCR/PRs are closed out.

6.0
Hanageeent failed to recognize the
scope. Impact. and Ispleeentatlon
requlresents of the cacaiteent.

See also corrective actions 6.A.I.
6.A.2 ~ 6.A.3. 6.8.1 and 6.8.2

(6.D.I)
See corrective actions 6.A.I, 6.A.2,
6.A.3. 6.8.1 and 6.8.2



TABLE 6

SPECIFIC ISSUE 6. FIRE BARRIER PENETRATIOHS

SUB-ELEHENI ROOT CAUSE

6.E
There was no Integrated program plan
and definition of responsibilities.

6.F
It was Incorrectly assumed the UL
test prograu/Engineering evaluations
encoepassed existing .penetration
configurations.

6,G
Orawlng research was Incomplete.

6.H
Previous walkdown teaus lacked an
Indoctrination with the Unit I design
data base.

CORRECTIVE ACTION

6.E. I
Oevelop and Issue a Nuclear
Engineering procedure to define
Engineering responsibilities as they
relate to Fire Protection. Revise
Site Adelnlstratlve Procedures as
required to define the onslte Fire
Protection responsibilities.

See corrective actions 6.A.I and 6.A.3
for Interia solutions used during
this outage.

(6.F. I)
See corrective actions 6.A.I. 6.A.2.
6.A.3. 6.8.2, 6.8.3, 6.8.4 and 6.8.5

(6.G. I)
See corrective actions 6.A.I. 6.A.2.
6.A.3. 6.8.2 and 6.8.4.

(6.H. I)
See corrective actions 6.A.I and
6.A.3..

VERI F ICAT ION ACI ION

6.E'. I
verify that a Nuclear Engineering and
Licensing Procedure has been
generated. Verify that Site
Administrative Procedures have been
revised as required.

r
~ ) ~

6.1
The Fire Department Surveillance
Procedure only required Inspect'ion by
penetration detail.

6.J
Adequate Instructions were not
provided by Engineering to
Investigate potential deviations
during the 1985-1986 time fraee.

s.v
Ihere was no follow-up to the Initial
Identification of a wood plug (June
1981) and there was no follow-up to
the Gage-Babcock audit ( 1984-1986).

~ 6.1.1
Rewrite surveillance procedure to
inspect the "barr'ler" as well as
Individual penetration.

(6.J. I)
See corrective actions 6.A.I, 6.A.2.
6.A.3, 6.8.1. 6.8.3 and 6.8.5.

6.K.I
Close out open Items
froe Gage Babcock audit.
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6.1.1.1
Verify that revised surveillance
procedure has been generated.

6.K. I. I
Verify that NCRs/PRs have been
generated and dispositioned: that the
required rework and repairs were
coepleted via a aedlf ication work
request or a work request and the
NCRs/PRs'equired for restart are
closed out.
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SPECIFIC ISSUE 7. TORUS WALL
THINNING'.

ISSUE DESCRIPTION

During an inspection conducted in March and April 1988 (combined Inspection Report No. 50-220/88-09 and

50-410/88-09), the NRC performed independent measurements of the torus wall thickness. The NRC's

measurements were close to minimum wall required by our original stress calculations and NMPC's Hark I
containment program calculations. The NRC inspectors believed that it was necessary for Niagara Mohawk to
take action before the next outage (1990) and requested Niagara Mohawk to provide justification for operation
until 1990.

To resolve the NRC concerns, Niagara Mohawk made a presentation at Region I regarding our actions to date,.
proposed actions, and justification for operation. Operation until 1990 was justified .ba'sed on margins
between actual wall thickness and minimum wall 'thickness, local pitting versus general area reduction, and

actual mill test report certific'ations. This was followed by Niagara Mohawk's submittal of a letter to the
NRC on May 27, 1988 (NHPlL 260), documenting the information presented at this meeting. Niagara Mohawk

believes this issue has been resolved by providing the requested information. As indicated in the NRC's

status of Unit 1 restart items, the only Niagara Mohawk-action item regarding torus wall thinning was to
clarify the commitment for frequency of surveillance of the measurement of the torus wall thickness. This
commitment was submitted in a June 17, 1988 letter (NHPlL 0272).

B. REFER TO TABLE 7 FOR CORRELATION OF ISSUE SUB-ELEMENTS,.ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION

ACTION.

Corrective actions and verification actions identified in Table 7 will be completed by restart.

C. LONG-TERM STRATEGY
I

Niagara Mohawk will take torus wall measurements on a continuing basis and investigate alternatives that will
retard the corrosion and/or mitigate the consequences. Niagara Mohawk commitments were included in letters,
to the NRC per references 1 5 3 below.

D. REFERENCES

1. Niagara Mohawk Letter No. NMP1L 0260 dated May 27, 1988

2. NRC Combined Irispection Report No. 50-220/88-09 and 50-410/88-09 dated June 10,'988
3. Niagara Mohawk Letter'o. NMPlL 0272 dated June 17, 1988



IABLE 7

SPECIFIC ISSUE 7. TORUS HALL THINNING

SUB. El EHINI

7,1
NRC expressed concern that torus vali
thickness way be approaching elnioue
allo~able. per NRC ueasureuents.
(Root Cause 7AI

P

ROOT CAUSE

7.A
Niagara Hohawk did not provide
adequate xxanageeent oversight
Including contacting cognizant
personnel to resolve the NRC

Inspectors'oncerns before they
left the site.

CORRECIIVE ACIION

7.A. I
Present Inforoxatlon on torus vali
thinning to NRC. Submit Inforeatlon
discussed at meeting. Including
clarification of test frequency. In a
letter to NRC.

7.A.2
Obtain NRC concurrence with the
N'lagara Hohawk position stated In
letter frau corrective action 7.A.I.

7.A.3
Establish the Regulatory Coopllance
Group as the coordinator of NRC

Inspections at the site and formally
establish Licensing as the
coordinator of NRC Inspections at
Salina Headows.

VERITICAIION ACTION

7.A. I. I
Veiify that meeting was held and that
Niagara Hohawk letter was subxxitted
to NRC containing technical
Justification For continued operation.

7.A.2.1
verify NRC Region I acceptance of the
Niagara Hohawk position on torus wall
thinning. „

7.A.3.1
Verify that the Regulatory Compliance
group has been established and that
coordination responsibilities are
docufxented and are being carried out.

7.A.4
Obtain wa1 I thickness xxeasureeents
during the current outage to
establish a baseline for shutdown
conditions.

7.A.4.1
Verify that measureuents wex e taken.



SPECIFIC ISSUE 8. SCRAM DISCHARGE VOLUME

A. ISSUE DESCRIPTION

In December 1987, a concern was identified with Niagara Mohawk conformance to the June 24, 1983 Confirmatory
Order relating to the scram discharge volume at Unit 1. The items under question dealt with the location of
the level instrument taps and performance of a 50'/ control rod density test. Through discussions and

meetings with the NRC, these items have been satisfactorily resolved with the exception of a periodic testing
program to assure continued operability of the scram discharge volume. The periodic testing issue wi 11 be

resolved by the submittal of a technical specification change to require the fi11 and drain test of the scram
discharge volume each refueling outage if a scram has not occurred during the previous operating cycle or if
the pressure boundary is breached.

B. REFER TO TABLE 8 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION

ACTION.

Corrective actions and verification. actions identified in Table 8 will be completed by restart.

C. LONG-TERM STRATEGY

Submit a Technical Specification Amendment Request identifying the requirements necessary to assure continued
conformance with the Confirmatory Order. The Technical .Specification change requires 90 to 180 days for

NRC'eview

and approval. The Technical Specification requirement is not needed until startup following the next
refueling outage since the scram discharge volume has been thoroughly tested during this refueling outage to
satisfy the upcoming cycle requirement.

D. REFERENCES

l.
2.
3.
4.
5.
6.

NRC letter to NHPC dated June 24, 1983
NRC Inspection Report 50-2120/87-24 dated January 14, 1988

NRC letter to NHPC dated March 17, 1988
NMPC letter to NRC dated June 3, 1988
NHPC letter to NRC dated August 17, 1988
NRC letter to NMPC dated October 12, 1988



TABLE 8

SPECIFIC ISSUE 8. SCRAH OISCHARGE VOLUHE

SUB-ELIHENI

8.1
In Oecember 1987 a concern was
Identified relating to the scram
discharge volume at Unit I dealing
with the location of the level
Instrument taps and performance of a
SOX control rod density test. (Root
Cause B.A)

ROOI CAUSE

B.A
Ihere was Inadequate follow-up to
obtain formal NRC concurrence of
proposed alternate methods to satisfy
regulatory requirements.

CORRECI IVE ACT ION

B.A.I
Revise Nuclear Division Policy No. 3
to address the need to obtain formal
NRC COnCurrenCe On Niagara HOhawk
actions with respect to exceptions to
new or revised regulations.

B.A.2
Perform a test to validate the
adequacy of the scram discharge
volume.

VERIF ICATION ACTION

B.A.I.I
Verify that revised Nuclear Division
Policy Ho. 3 is Issued and
communicated.

B.A.2,1
Verify that the test was performed
with satisfactory results.

B.A.3
Obtain HRC concurrence of test.

B.A.3.1
verify that NRC concurrence was
obtained.
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SPECIFIC ISSUE 9. APPENDIX J TESTING OF EMERGENCY CONDENSER AND SHUTDOHN COOLING VALVES

A. ISSUE DESCRIPTION

Niagara Mohawk made several submittals to the NRC to resolve the Appendix J issue for Nine Mile Point Unit 1

and to revise the Technical Specifications and the FSAR to be consistent with Appendix J requirements.
Niagara Mohawk submitted exemption requests for certain valves; however, it was not followed up with the NRC
to obtain their approval of our Appendix J problem and exemptions. The main issues to be resolved on
Appendix J are the testing of the emergency condenser condensate return valves and the valves in the suction
and return lines for the shutdown cooling system. Niagara Mohawk did not consider these valves to be
isolation valves which had to be local leak rate .tested in accordance with Appendix J. They were considered
to be extensions of containment and/or closed systems. Based on this consideration Niagara Mohawk had not
performed Type C local leak rate tests on them.

Niagara Mohawk is implementing the requirements of the NRC safety evaluation for Nine Mile Point regarding
Appendix J, as clarified in our July 28, 1988 letter (NMPlL 02&8), except for the schedular exemption on the
emergency condenser condensate return line. - The justif.ication for the schedular exemption for the emergency
condenser condensate return line is provided in Niagara Mohawk's letter dated June 23, 1988 (NHPlL 0274).
The NRC's letter dated October 17, 198& granted a schedular exemption from the requirements of-Appendix J to
10CFR50 for the Emergency Condenser condensate return line valves until the next refueling outage.. The NRC
was also requested to respond to our July 28, 1988 letter (NMPlL 0288).'he NRC's letter dated November 15,.
1988, in response to NMPC letter of July 28, 1988, indicated that they were in agreement with the positions
documented with the following exceptions and comments: 1) the shutdown cooling suction and return .line
isolation valves must be tested in accordance with Appendix J (this will require submittal of an exemption
request); 2) although control rod drive isolation valves (IV 301-112 and —.113) do not require local leak
rate testing in accordance with the requirements of Appendix J because of the water seal, this exclusion does
not preclude any leak rate testing requirements for these valves that may exist under the Inservice Testing
Program requirements; and 3) the NRC staff wi 11 complete its review of the containment spray drywell and
torus branch line'isolation valves after receipt of the procedure for ensuring a water seal of these valves.

B. REFER TO TABLE 9 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES,.CORRECTIVE ACTION, AND VERIFICATION
ACTION.

I

Corrective actions and verification actions identified in Table 9 will be completed by restart..

C. LONG-TERM STRATEGY

Niagara Mohawk will be in receipt of required exemptions
change to the Technical Specifications is administrative
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and will satisfy Appendix J requirements. This
in nature and does not affect plant operations.
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Niagara Mohawk will develop a program to satisfy schedular exemptions taken to Appendix J to be implemented .

at the next refueling outage.

D. REFERENCES

l.
2.
3.
4

NRC Safety Evaluation related to Appendix J dated May 6, 1988
Niagara Mohawk Letter No. NHPlL 0274 dated June 23, 1988
Niagara Mohawk Letter No. NMPlL 0288 dated July 28, 1988
NRC Letter to NMPC dated October 17, 1988 regarding schedular exemption from the requirements of
Appendix J to 10CFR50 for the Emergency Condenser Condensate Return Line Valves
NRC Letter to NMPC dated November 15, 1988 regarding review of July 28, 1988 letter on Appendix J

Containment Leakage Rate Testing
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TABLE 9

SPECIFIC ISSUE 9. APPENDIX J TESTING OF EMERGENCY CONDENSER ANO SNUIOOMN COOLING VALVES

SUB-EI.EHENI

9. I
Leak rate testing of the eaergency
condenser condensate return valves
and the valves In the suction and
return lines for the shutdown cooling
systen has not been perforsed. based
on Niagara Hohavk's consideration of
these systens as containment
extensions. (Root Cause 9A)

ROOf CAUSE

9,A
Niagara Hohavk vas liplementlng
Appendix J as docunented In the
latest sutxxlttal to the NRC.
Novever, Niagara Hohavk failed to
obtain NRC approva I of the sublittal
and the exceptions for the energency
condenser condensate return valves
and the valves In the suction and
return lines for the shutdown cooling
systei.

CORRECTIVE ACTION

9.A. I
Sutxxlt exenptlon request for shutdown
cooling isolation valves and
procedure for providing vater seal to
contalnnent spray Isolation valves.
(Approval of exception request
required before restart.)

VERIFICATION ACTION

9.A.l.l
Verify Niagara Mohawk submittal and
NRC acceptance/approval.
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SPECIFIC ISSUE 10. REACTOR PRESSURE VESSEL PRESSURE/TEMPERATURE CURVES

A. ISSUE DESCRIPTION

A comparison of the chemical composition of the reactor pressure vessel'aterial surveillance coupons removed
from the vessel with the chemical composition of the reactor vessel base metal revealed that the original
reactor pres'sure vessel materi'al surveillance coupons may have been made from a heat number. different than
marked.

The pressure/temperature curves currently in 'the Technical Specifications are more conservative than
required. Therefore, there is no safety significance for,not correcting the pressure/temperature curves
prior to startup, as the error is in the safe direction.

The NRC's letter dated September 14; 1988; provides a safety evaluation of the Nine Mile Point Unit 1 reactor
pressure vessel pressure/temperature limits.which indicates that NRC agrees with NMPC's finding that the
current pressure/temperature curves are conservative..

B. REFER TO TABLE 10 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

Corrective actions and verification actions identified on Table 10 will be completed by restart.

C. LONG-TERM STRATEGIES

Niagara Mohawk will perform engineering analysis/investigation to identify the heat number the original
vessel material surveillance coupons were made from and revise the pressure/temperature curves as required.

In accordance wi th the Nuclear Regulatory Commission's September 14, 1988 letter, Niagara Mohawk will submit
revised pressure-temperature limits, as necessary, by the end of 13 effective full-power years.

D. REFERENCES:

1. Niagara Mohawk Letter No. NMPlL 0269 dated June 16, 1988
2. NRC letter to NMPC dated September 14, 1988



TABLE IO

SPECIFIC ISSUE 10. REACTOR PRESSURE VESSEL PRESSURE/TEHPERAIURE OIRVES

SUB-EI.EHENI

10. I

Reactor vessel material surve1 I lance
coupons may not be the same heat
number as originally marked based on
lab test data following recent coupon
removal from the reactor vessel.
(Root Cause IO.A)

ROOT CAUSE

IO.A
Error conxltted by Combustion
Engineering or General Electric
personnel who improperly Identified
the reactor vessel material coupon
heat number In the original records
when the records were fl'rst complied
In the mid-sixties.

CORRECTIVE ACTION

IO.A. I
Submit a letter to the NRC

technically Justifying that. even If
there has been a mix-up In the heat
numbers for the reactor pressure
vessel material coupons, It Is in the
conservative direction. Our
pressure/temperature curves currently .

In Technical Specifications require a
more conservative (higher)
temperature for pressurization 'than
would be required for
pressure/temperature curves
correlated to the correct heat number.

VERIf ICATION ACI ION

IO.A.I.I
Verify that Niagara Hohawl submitted
a letter to the NRC containing
Justification for operation «1th
present pressure/temperature curves.

IO.A.2
Obtain NRC concurrence to the Niagara
Hohawk letter dated 6/16/88 related
to IO.A.I above.

10.A.2. I
Verify Niagara Hohawk receipt of NRC

letter concurring with our
Justification.



SPECIFIC ISSUE 11. EROSION/CORROSION PROGRAM

A. ISSUE DESCRIPTION

In combined Inspection Report No. 50-220/88-09 and 50-410/88-09, the NRC identified a concern regarding the
. implementation of the erosion/corrosion program at Nine Mile Point Unit l. ,As noted in Inspection Report
.50-220/88-09, it was the opinion of -the NRC examiner that the procedures for taking balance of plant piping
measurement data did not establish adequate controls over, the process to provide meaningful data and assure
repeatabi lity of thickness measurements.

The NRC examiner -was given incomplete raw data not reviewed or accepted by Nuclear Engineering and
Licensing. However, the concerns identified did indicate the need for increased oversite of contractor.
activities.

The Erosion/Corrosion Program as developed and implemented, meets NMPC commi.tments made in response to IE
Bulletin 87-01 and exceeds the industry (NUMARC) mandated practices. The program enhancements that satisfy
NRC concerns have been implemented.

B. REFER TO TABLE 11 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES', CORRECTIVE ACTION, AND VERIFICATION
ACTION.-

Corrective actions and verification actions identified in Table ll will be completed by restart.

C: LONG-TERM STRATEGY „

This program is ongoing and may be expanded to include other Erosion/Corrosion concerns affecting plant
reliability to generate power.

D. REFERENCES

l. Inspection Report 88-09 dated June 10, 1988
2. NMPC Letter to NRC dated July 15, 1988
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TABLE 11

SPECIE IC ISSUE 11. EROSION/CORROSION PROCRAH,

SUB-EIEHENT

I I . I

Ihe Nine Hlle Point Unit I general
procedures established for data
Identification and repeatablllty vere
difficult to comprehend and not fully
understood by reviewers of the
program. (Root Causes II.A. II.B and
II.C)

ROOT CAUSE

II.A
The general Nine Hlle Point Unit .I

grlddlng procedures were difficult to
comprehend.

I I.B
The COntraCtOr'S InStruCtlOnS were
weak. Loss of repeatablllty of data
could occur if the Instructions were
not Implemented correctly.

I I.C
Niagara Hohavk Site oversight and
coordination of the tvo site
contractors vas weak.

CORRECTIVE ACTION

II.A.I
Revise CBIll Procedure SC-I to address
consistent marking'of piping and
components to assure repeatabllity of
measurement location.

II.B.I
Require contractor to Instruct
personnel on proper grid marking in
accordance with the revised procedure.

I I.C.'I
Conduct surveillance of

contractors'rosion/Corrosiongrid marking
activities during the current outage
to assure procedure Implementation In
accordance vlth Niagara Hohawk's
approved Erosion/Corrosion Program

VERIEICAIION ACIION

II.A.I. I
Verify that revised procedure
adequately describes the iequirements
for a grid marking system.

II.B 1.1
Verify data sheets adequately address
grid marking compliance «1th
procedure. Perform overview sample
re-examination to confirm data
repeatabllity.

I I.C. I. I
Verify SurVelllanCe waS perfOrmed and
documented to conf iim adequacy of
procedure Implemental ion.



SPECIFIC ISSUE 12. MOTOR GENERATOR SET BATTERY CHARGERS

A. ISSUE DESCRIPTION

In preparation for a 10CFR50.59 review, Engineering,
verification of the 125V DC Electrical System Design
current safety classification of the moto'r generator

-intended post-accident function. In 1983, the motor
non-safety related. Consequent)y, for approximately
requiring the application of 10CFR50 Appendix B.

Operations, and Licensing began a complete review and
Basis. During this review, it was discovered that the
set battery chargers did not properly reflect their
generator set battery chargers were reclassified to
five years, work had been periodically performed without

B. REFER TO TABLE 12 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

Corrective actions and verification actions identified .in Table 12 will 'be completed by restart.

C. LONG-TERM STRATEGY

As part of design base improvement program, implement improvements in the detail and control of design bases
documentation for plant systems (Refer to Specific Issue 14).

D. REFERENCES:

1. LER 88-013-00
2. NRC letter dated July 19, 1988
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TABLE 12

SPECIFIC ISSUE 12. NOTOR CEHERATOR SET BATTERY CHARGERS

SUB- EI.ENFNI

12.1
Notor generator set battery chargers
were Inappioprlately reclassified to
non-safety related. (Root Cause 12A
and 128)

ROOT CAUSE

12.A
Insufficient and Inadequate
documentation uas accepted for
)ustlfylng the reclasslflcatlon.

CORRECTIVE ACTION

12.A.I
Complete Appendix 8 determination to
reclassify motor generator set
battery chargers as safety-related
components. Update the Q list.
12.A.2
Issue and have Involved personnel
sign a Lessons Learned Transmittal
detailing the concern and cautionary
statements about using Inadequate
documentation.

VERIFICAIION ACTION

12.A, I,I
Verify completion of an Appendix 8

Determination that vill reclassify
the motor generator set battery
chargers as safety-related.

12 A 2 I
Verify that Involved personnel

. understand the concern.

12.8
The design bases of the 125 VOC
system uas not adequately documented
and controlled.

NOTE: Refer to Specific Issue IB for
related Information.

12.A.3
Perform cross-disciplinary revleu of
system and ma]or component level
determinations that have been made
which downgraded components from
safety-related to non-safety-related
to ensure adequate Justification and
accuracy. Document results In a
report.

12.A.4
Investigate motor generator set
battery charger compone'nts Installed
since 1983 to verify that quality
requirements of IOCFRSO Appendix 8
vere met. Components will be
verlfled or replaced. Oocument
results.

12.8. I
Prepare a Design Report providing the
design bases for the battery chargers

12.8.2
Use excerpts from the Oeslgn Report
to update the FSAR and other
configuration documents.

12.A.3.1
Verify report Issuance and acceptance
by responsible managers.

12.A.4.1
Verify that the Engineering Report
has been Issued, detailing the
Investigation and resolution

ol'omponentsreplaced since 1983.

12.8.1.1
Verify these documents are
appropriately flied and retrievable.

12.8.2.1
Verify Issuance of Oesign Report and
Licensing Oocument Change Notice
(LOCH) for FSAR update and update of
other configuration documents.
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SPFCIFIC ISSUE 13. IMPLEMENTATION OF. LONG-TERM PROGRAMS RELATED TO IEC TECHNICIAN ALLEGATION ISSUE

A. ISSUE DESCRIPTION

The process used to assess and implement long-term programs related to Management Effectiveness did not meet
— expectations.

B. REFER TO TABLE 13 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

Corrective actions and verification actions identified in Table 13 will be completed by restart.

C. LONG-TERM STRATEGY

This specific issue deals with management effectiveness concerns that have also been addressed in some

detail earlier in Part II as Underlying Root Causes under the-Management and Organizational Effectiveness
category. Therefore, the long-term strategies contained in, Tables U2, U3, and U5 under corrective action
objectives 2..1, 3.1, and 5.1 also apply to Specific Issue 13.

D. REFERENCES

1. NMPC Letter to NRC dated August 15, 1986
2. NHPC Letter to NRC dated August 31, 1986
3. NMPC Presentation to NRC on October 18, 1988
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TABLE 13

SPECIFIC ISSUE 13. IHPLEHTNTATION OF LONG-TERH PROGRAHS RELATED
10'BC

IECNNICIAN ALLEGATION ISSUE

SUB-EIEHENT

13.1
Ihe proceSs uSed to assess and
implement the long-term program
related to Hanagement Effectiveness
did noi meet expectatlons regarding:
a. Bringing forvard and resolving

concerns
b. Teamwork
c. Root causes of management and

organlzat iona I type Issues.
(Root Causes 13.A, 13.8 and 13.C)

ROOT CAUSE

13.A
Ihe Issue discovery process vas less
than adequate.

CORREC I IVE ACTION

13.A.I
implement the process described ln
Restart Action Plan Part I. Sections
1. 2 and 3.

13.A.2
Implement the corrective actions
listed under Underlying Root Cause P2
and Corrective Action Ob)ective 2.1
(repeated here for completeness):

2.1.1
All supervisors Identify and report
problems which they or their people
are avare of and vhlch have not
been put Into a tracking system.
Generate Problem Reports for
processing; evaluation. and
implementation.

VERIFICATION ACTION

13.A.I.I
.Revlev records or documentation of
action taken.

13.A.2.1
Revlev records or documentation of
action taken and interview personnel
as appropriate.

2.1.2
Revleu previous Problem Reports to
determine lf there are any
outstanding Issues.

2.1.3
Review Hork Requests back to 1986
to determine. If there are any

.trends and outstanding issues.

2.1.4
Revleu Quality First Program (QIP)
concerns and Corrective A«tlon
Requests for trends that Identify
outstanding Issues that could
affect restart and safe plant
operation.

2.1.5
Revlev I lcenslng changes and
analyses from conversion of license
In 1914 to the present for
outstanding Issues.
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IABLE 13

SPECIFIC ISSUE 13. IHPLEHENTATION OF LONG-TERN PROGRAHS RELATEO TO

I6C IECNNICIAN ALLEGATION ISSUE

SUB-ELEHENT ROOT CAUSE CORRECTIVE ACTION

2.1.6
Revlev "Tell the Superintendent"
Information for any Issues that may
relate to restart.

'VERIF ICATION ACTION

2.1. 7

Revleu lessons learned from Nine
Hlle Point Unit 2 that may Identlf'y
Issues applicable to Hlne Hl le
Point Unit I that may relate to
restart.

2.1.8
Intervteu personnel to determine
existing management processes and
tools, identify process problems
and obtain recommended solutions.

13.B
Buy-ln vas less than adequate.

13.C
Ihe root cause analysis method and
corrective action accountabl I I ty vere
less than adequate.

2.1.g
Clarify and document the current
problem reporting process for
restart and provide links to other
reporting and corrective action
systems.

2.1.10
Implement corrective actions I.A.I.
I.A.2. I.A.3, I.A.4 and I.A.S
listed under Specific Issue I.
Outage Hanagement Oversight.

13.B. I
implement the buy-In process under
development and Implementation of the
Restart Action Plan using the
strategies described In the
Introduction and Appendix A. "Task
force Charter," contained In this
Plan.

13.C,I
Implement root cause analysis methods
and corrective action accountability
as described In Restart Action Plan
Part I'ections 2 and 3.

13.8.1.1
Revleu records. Interview personnel
as appropriate or observe meetings to
assure coxxxunlcatlon and
relationships.

13.C. I. I
Review records or documentation of
action taken.



SPECIFIC ISSUE 14. SAFETY SYSTEM FUNCTIONAL INSPECTION

A. = ISSUE DESCRIPTION

A Safety System Functional Inspection (SSFI) was conducted at Nine Mile Point Unit 1 by the NRC from
September 12, 1988 through October 7, 1988. By letter dated October 26, 1988, the NRC provided a summary of
the significant findings from the SSFI in advance of the formal SSFI Inspection Report so that appropriate
corrective actions could be incorporated into the Nine Mile Point Unit 1 restart planning activi ti es.

On November 17, 1988 Niagara Mohawk met with the NRC and provided its preliminary plans for responding to
the specific restart findings. Several additional i tems were also identi fied by the NRC as requiring
resolution prior to restart. Niagara Mohawk submitted a respons'e to issues l.b and l. e, including
calculations, on December 8, 1988.

Niagara Mohawk's December 16, 1988 letter addresses the inspection findings in detail. The specific
findings and Niagara Mohawk's responses are summarized in Table 14.

B. REFER TO TABLE 14 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

Corrective actions and verification actions identified in Table 14 will be completed by restart.

C. LONG-TERM STRATEGY

Develop and implement a design bases reconstitution arid configuration management upgrade program. This
program includes the development of system design bases documents that would include system performance
requirements including surveillance test requirements and acceptance criteria. These wi 11 become ongoing
programs. He have not finalized the scope of this effort. He expect to have preliminary plans available by
mid-1989. Additional information addressing programmatic findings is contained in Reference 5.

D. REFERENCES

1.
2.
3.
4.
5.

NHPl SSFI, NRC Inspection 88-201 Exit Meeting Minutes dated October 17, 19&8
NRC letter to NMPC dated October 26, 1988 (Report. 50-220/88-201)
NRC letter to NMPC dated November 23, 1988 (Summary of meeting with Niagara Mohawk)
NHPC letter to NRC dated December 8, 1988
NHPC letter to NRC dated December 16, 1988-
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FABLE 14

SPECIFIC ISSUE 14. SAFETY SYSTEH FUNCTIONAL INSPECTION

SUB-EIEHINF

14.1
Ihe Technical Spec lf ication I lml ting
condition for operations regarding
Inoperable core spray spargers may
not be consistent vlth the Appendix K
analysis. (Root Cause 14.A)

14. 2
Analysis and testing of the Core
Spray System did not demonstrate
performance In accordance »Ith the
licensing basis «Ith regard to net
positive suction head during large
break IOCAs with containment spray ln
operation. (Root Cause )4.A)

14. 3
Vortexlng analyses did not account
for the Interactive afFects of the
tvo pump suctlons In proxlmlty to
each other. (Root Causes 14.A)

14.4
System puxp curves did not appear to
be controlled or validated by testing
over the full range of expected
flovs. (Root Cause 14.A)

14.5
System resistance curves did not
account for all components in the
system. (Root Cause 14.0)

14.6
Potential f)ov diversion through
combined pump discharge relief valve
was not considered In the analysis.
(Root Causes 14.A)

ROOT CAUSE

14.A
Standards, policies and
administrative controls were less
than adequate vlth regard to
controlling documents. configuration
management. establishment/maintenance
of detailed design Information. and
lessons learned.

CORRECIIVE ACTION

14.A. I
Submit a revised Technical
Specification to reconcile the
limiting condition for operation vlth
sparger operability

14.A.2
Perform Calculations to verify
operability of the Core and
Containment Spray Systems under the
stated conditions.

14.A.3
Perform calculations to assess
potential for vortexlng and
associated Impact.

14.A.4
Control the pump curves and Include
them In the Conflguratlon Hanagement
program. Perform a one-time test of
each core spray system.

14.A.S
Perform calculations to account for
components.

14.A.6
Perform calculations to address
potential Impact of flow diversion.

14.A.T
Revise the alarm setpolnts to prevent
annunciation and revise operating
procedures to address annunciation
«hen stralners clog.

14.A.B
Perform calculations to address core
spray strainer high differential
alarm setpolnt.

14.A.g
Evaluate the alarm setpolnt and
revise It and associated procedures
If necessary.

14.A. 10
Revise procedures for filling torus.

VERIF ICAIION ACTION

14.A.I.I
Verify the submittal.

14.A.2.1
Verify that calculations vere
performed and the results accepted-

14.A.3.1
Verify that calculations vere
performed and the results accepted.

14.A.4.1
Verify the curves are being
controlled and are part of
conFlguratlon management program.
Verify acceptable test results.

14.A.S. I
VerlFy the'calculations are-
performed and the results accepted.

14.A.6.1
Verify the calculations are
performed and the results accepted.

14 A.1.)
Verify the SetpOlntS are reviSed and
procedures changed.

14.A.B.I
Verify the calculations are performed
and results accepted.

14.A.9.1
Verify the evaluation and associated
follov-up actions vere performed.

14.A.IO.I
Verify that the procedures are
revised.

0



TABLE 14

SPECIFIC ISSUE 14. SAFETY SYSTEH fUNCTIONAL INSPECTION

SUB- E 1. EH[ N I

14.1
Ihe Core Spray System alarm set
points and procedural responses
appeared Inappropriate for the
following reasons: the core spray
pump low suction and discharge
pressure alarms vere set at values
that would be expected to occur
during the large break LOCAs and the
alarm response directed that the
affected pumps be secured even though
the system remained operable. (Root
Cause 14.A)

14.8
lhe strainer high differential
pressure alarm was set at a value
that would be expected to occur
during large break LOCAs and the
alarm response directed that the
affected line be secured even though
the system remained operable. (Root
Cause 14.A)

14.9
Ihe core spray high pressure alarm
was set at a pressure that would be
received If the relief valve failed
to open prior to system In]ect)on and
the alarm response was to secure both
sets of pumps In the line. This
single failure could disable both
pump sets In a sparger. (Root Cause
14.A)

ROOT CAUSE CORRECTIVE AC I ION

14.A. I I
Relabel the Emergency Operating
Procedure's graphs to clarify
applicability.

14.A.12
Revise the Emergency Operating
Procedure to clarify water level
Indication limitations.

14.A.)3
Evaluate the system capabilities and
revise Technical Speciflcatlon Bases
as appropriate.

14.A.)4
Evaluate system capability.

)4.A. IS
Perform calculations to demonstrate
capablllty.-

14.A.16
A) Control the pump curves and

Include them In the Configuration
Hanagement Program.

B).Perform a test to validate the
curves during start-up.

14.A. I 7

Reassess the design of the "Keep Fill
System."

14.A.IB
Hodlfy the Instrument range.

- 14.A.lg
Assess the potential impact of pump
cycling.

VERIF ICAl )ON ACT ION

14.A.I).l
Verify that the procedui es ai e

rev Ised.

14.A.12. I
verify that the procedures are
revised.

14.A.)3.1
Verify the evaluation was performed
and appropriate follow on activities
pursued.

14.A.)4.1
Verify the evaluation was performed.

14.A.15.1
Verify the calculations are performed.

14.A.16.1
A) Verify the curves are being

controlled and in Configuration
Hanagement.

8) Verify the test results are
acceptable.

14.A.IT.I
Verify that a reassessment Is done.

14.A.IB.I
Verify the range Is modified.

14.A. 19. I
Verify the assessment Is complete
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TABI.E 14

SPECIFIC ISSUE 14. SAFEIY SYSTEH FUNCTIONAL INSPECIION

SUB-ELEHENT

14.10
Ihe Emergency Operating Procedures
(EOPs) did not appear to provide
adequate guidance for Core Spray
Syste~ opeiatlons ln the following
Instances: Ihe procedure for filling
the torus using the Core Spray System
would not work If the Core Spray
System initiation signal was present
or the system was In operation. Both
of these conditions could be expected
during EOP scenarios. (Root Cause
14.A)

ROOT CAUSE

14. 8
PrOCedureS were leSS than adequate In
that data/computations derived from
or used to support them were ~rong or
Incomplete.

14.C
Training was less than adequate «Ith
regard to determining valve position
locally.

CORRK'TIVE ACTION

14.8.1
Reaffirm previous conclusions that
Niagara Hohawk procedures are not
required for all safety-related
vendor manual recoxxxendations.

14.C.I
Provide training on 1ocal valve
position indication to non-licensed
operators.

VERIFICATION ACTION

14.8.1.1
vei ify that the conclusion is
reaffirmed.

14xc. I. I
Ver ify that training has been
conducted.

14. I I
Ihe graphs for cautioning whether
pump section pressure was close to
the minimum allowable NPSH or

-vortexing limits were for Individual
pumps. but the available flow
indication was on the common
discharge line for both pump sets.
(Root Cause 14.A)

14.12
The limitations for RPV level
Indication failed to Identify that
some level instruments shared a
common RPV tap with the Core Spray
System and would be unreliable during
Core Spray operation. (Root Cause
14.A)

14.13
Analyses were Inadequate and testing
of the High Pressure Coolant
Infection (HPCI)/Feedwater (FH)
System did not demonstrate system
performance as described ln licensing
documents for the following reasons:
Independent calculations performed by
the team Indicated that the
'condensate and booster pumps would
not provide the flow specified In the
Technical Speci/'Ication Bases at a
reactor pressure of 450 pslg because
of shut-off head limitations. (Root
Cause 14.A)

14. 0
Audi ts/evaluat lons lacked technical
depth.

14.D. I
Implement a permanent repair to the

'alve and evaluate the impact of the
inJection holes.

14.0.2
Address all those items determined to
have a potential Impact on plant
start-up.

14.D. 3
Evaluated/address each of the
specific material deficiencies
Identified.

14.0.4
Assess preliminary issues raised by
NRC during SSFI not identified In
their letter of October 26, 1988.
Determine If any need to be resolved
prior to restart.

14.D. I.l
Verify the repair and evaluation ai e
complete.

14.D.2. I
Verify that an evaluation has been
performed.

14.0.3. I
Verify that the specific deficiencies
have been evaluated.

14.0.4. I

Verify that aSSeSSment haS been
completed and that any additional
issues are Included as restart
requirements.



TABLE 14

SPECIFIC ISSUE 14. SAFETY SYSTEM FUNCTIONAL INSPECTION

SUB-ELEMENT

14.14
No analyses existed to support the
FSAR statenent that electric power
for the HPIC/FM Systen would be
available fr(xx Bennetts Bridge upon a
loss of nornal site power to the
punps. Ihe tean was concerned that
the ADS Systen would Inltlate before
the HPCI/FM Systen would be
available. (Root Cause 14.A)

ROOf CAUSE CORRECTIVE ACTION VERIF ICATION ACTION

14.15
No analysis was provided to show that
necessary water levels In the
condensate storage tank could be
adequately transferred to the hot
well without vacuum to support
HPCI/FM punp flows. (Root Cause 14.A)

14.16
The punp curves used for HPCI/FM
testing appeared to be uncontrolled.
llnlted to the notor-driven feedwater
punps (excluding the booster and
condensate punps). and failed to
account For a aodlflcitlon which
changed lnpellers to ones with
different operating characterlstlcs.
(Root Cause 14.A)

14.1)
Ihe deSlgn Of the COre Spray "Keep
Fill Systen" did not appear to
prevent ~ater haxxxer throughout the
systen and exlstlng testing did not
ensure that ~ater haxxxer would not
occur under certain LOCA condltlons.
(Root Cause 14.A)

14.18
Ihe use of Furnanlte" to repair
HPCI/FM aanual Isolation valve 3O-IO
appeared to be excessive. perforned
without adequate analyses and nay not
be a suitable repair to support plant
startup. (Root Cause 14.0)



IABLE 14

SPECIF IC ISSUE 14. SAf E IY SYSIEH FUNCEIONAL INSPECIION

SUB-ELEHENI

14. 19
Ihe range of Control Room flov
Instrumentatlon for the Core Spray
System vas not adequate to measure
the full range of expected system
fiovs. (Root Cause 14.A)

ROOI CAUSE CORRIC I I VE ACE ION VERI) ICAI ION ACIION

14.20
Ihe motor-driven feedvater pumps vere
not designed to support the frequent
starting that may be required by the
NPCI/FH System Reactor Hater Level
Control Hodlf Icatlons and Operating
Procedures. (Root Cause 14.A)

14.21
Internal responses to Industry
Information such as NRC Information
Notices, GE Services Information
Letters and INPO Information did not
always appear to be timely or
sufficiently researched. (Root Cause
14.0)

14.22
the urltten periodic Halntenance
Program did not Include all
recommended maintenance act'ivltles of
the Equipment Vendor Hanuals or the
actual periodic maintenance being
performed on safety systems during
the outage. (Root Causes 14.A and
14.8)

14.23
Several material deflciencles vere
Identified by the team during their
walkdovn of the systems uhlch had not
been previously Identified.
evaluated, and prlorltlzed for
correction. (Root Cause 14.0)

14.24
Non-licensed operator training did
not Include a prograxxxed topic for
the determination of valve position
locally. Ihls Issue was previously
Identified during Inspection Report
50-410/88-10 for Nine Hlle Point Unit
2. (Root Cause 14.C)
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SPECIFIC ISSUE 15. CRACKS IN WALLS AND FLOORS

ISSUE DESCRIPTION

There are four primary issues, and they are described as follows:

Cracks in concrete wall in southwest corner of .Reactor Buildin on floor elevation 237'-0". Problem
Report ¹394 was initiated on August 20, 1988 with regard to these cracks. Inspections of these cracks,.
as well as others, were conducted under the direction of NMPC Nuclear Engineering and Licensing from
September 13 through September 15, 1988. These cracks varied in length from 15" to 64" and were a

maximum of 3/16" wide. The cause, structural significance, and radiological (shielding) concerns are
to be

assessed')

3)

Dam ness/evidence of leaka e on underside of S ent Fuel Pool. This issue was identified and documented

in Problem Report ¹188 developed in October 1987. Particularly in the vicinity of Column/Column Rows

N-9 and L-9, there is evidence of dampness and leakage or dormant evidence thereof. The source of
,

leakage, its duration and rate of this leak, as well as the short-.and long-term implication regarding
the structural degradation of the reinforced concrete, are to be assessed.

Cracks in the cei lin s and walls of steam tunnel. These cracks were noticed and reported during the
course of inspections of reinforced concrete and masonry walls at Nine Mile Point Unit 1. This
inspection was conducted from September 13 through September 15, 1988. The cracks were located at
mid-span of each bay in the ceiling and south wall of the tunnel and were orientated north/south and

vertical, respectively. Their lengths were approximately the width of the tunnel for the ceiling and

the height of the wall. The cause and structural significance are to be assessed.

4) Cracks in masonr walls. Majority of the masonry walls in the Nine Mile Point Unit 1 are designed and

erected to serve as partitions, fire barriers, or for shielding purposes. These walls do not serve to
resist the primary building forces. Cracks have been observed in masonry walls throughout the plant.

B. REFER TO TABLE 15 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION

ACTION.

Corrective actions and verification actions identified in Table 15 will be completed by restart.



C. LONG-TERM STRATEGIES

Develop a procedure to indicate that, when cracks are observed, they are to be identified, reported and
evaluated. The procedure will be implemented within six months following startup.

For Spent Fuel Pool leakage, examine feasibility of developing monitoring program to ascertain. times (dates)
and duration of leakage and rate of leak. Review calculation of spent fuel pool structure to determine
state of stress (design margins) and predict degree and rate of degradation of concrete reinforcement.

He currently plan to collect data during the next operating cycle and complete our evaluation by the end of
the next refueling and maintenance outage.

D. REFERENCES

1. NMPC Letter to NRC dated December 2, 1988
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TABLE IS

SPECIFIC ISSUE 15. CRACKS IN HALLS ANO FLOORS

SUB-ELEHjNT

15.1
Cracks observed In reactor building
wall along Coluae Row K between
elevation 23/'nd 249'nd between
Column Row 4 and 5. Lengths vary
fr(xx about IS" to about 64", width
varies froe hairline to about 3/16
Inch. (Root Cause IS.A)

ROOT CAUSE

IS.A
Restraining forces at the top and at
the bott(xx of the wall and In the
plane of the wall. These Forces
developed as a result of shrinkage
during curing and/or expansion/
contraction of concrete above and
belo~ the wall due to teeperature
fluctuations of plant operation.

CORRECTIVE ACTION

15.A.I
Review/perform calculations
determine effect of cracks;
as necessary.

to
Repair

VERI F I CAT IOH ACT ION

15.A.I.I
verify acceptable results of
calculation and/or repair.

15.2
Cracks observed In turbine building
wall along Coluen Row J between
elevation 237'nd 249'nd between
Column Row 4 and 5. Lengths vary up
to about 64", width varies fr(xx
hairline to about 3/16". (Root Cause
IS.A)

15.3
Oaepness and/or evidence of leakage
was observed on underside of spent
fuel pool slab as follows:

Hear Colunn L-9 It appears that
water had leaked through the
concrete. Caiclus deposits were
also observed as well as two
snail orange-colored spots.
Near Column. H-9 the concrete was
daep. Hater was dripping froe
the outside of the capped off.
tell-tale pipe. The pattern of
the dampness on the concrete
suggests the presenCe of very
ssall (hair-line) cracks, seall
In length and rand(xx In pattern.
(Root Cause 15.8)

IS.B
Presence of daap areas - n(xxlnal
eigratlon of water through the
concrete: the source Is speculated to
be the Spent Fuel Pool. Presence of
orange-colored spots - possibly .

corrosion of reinforcing steel or
reinforcing steel chairs." Presence
of cracks - nornal shrinkage cracks.
These cracks do not appear to be the
result of overstress.

IS.C
Shrinkage during curing and/or
tensile stress associated «1th
temperature fluctuation of plant
operation.

IS.B.I
a) Assess U.S. Tool & Ole

calculations to determine current
state of stresses In concrete and
design sargln associated with
reinforcing steel.

b) Evaluate effect of postulated
corrosion rate on performance of
reinforcing steel and concrete.

IS.B.2
HonltOr rate of leakage at areas that
are leaking before and after startup
ln order to establish the source of
leakage, thus deterelnlng If any
further corrective action Is required.

IS.C.I
Review/perform calculations to verify
the adequacy of structural
functions. No corrective action
required.

IS.B.I.I
a) Verify acCeptable results of

calculation.
b) Verify the report docueentlng

evaluation results has been
issued.

iS.B.2.1
Verify that xenltoring piogras has
been established.

IS.C.I.I
Verify acceptable results of
calculation.

15.4
Cracks observed In ceiling and walls
of stean tunnel between Coluen Rows G

and H and Coluxx)s 6 and ll. Cracks
ran north/south and were located at
approxleately mid-bay In each bay.
(Root Cause IS.C)



TABLE 15

SPECIFIC ISSUE IS. CRACKS IN NALLS AND FLOORS

SUB-ELENENT

15. 5
Cracks In masonry ualls. Cracks have
been Identified In several masonry
ualls throughout the plant.
(Root Cause 15.0)

ROOT CAUSE

15.0
. Cracks may develop ln a masonry vali

due to any of the follo|clng reasons:

I. Temperature and shrinkage.
2. Penetratlons In the valI.
3. Differential building movement.
4. Unanticipated In-plane loads.
5. Vibrations.

CORRECTIVE ACTION

15.0.1
Perform reanalysis of the walls to
check their structural Integrity for
the cracks Identified. Ihis may
result In a decision to use the |call
as-Is or provide structural repairs.

Possible options to repair the wall
are:
( I) Cracks and gaps along the edges

or on the top of the wall may
be modified to attain the
design support conditions.
Provide steel angle members so
that proper boundary conditions
with the concrete or structural
steel members are provided.

(II) Cracks uithln the |call panel ln
a mortar )oint may be repaired
by the process of tuck-pointing
using fresh mortar.

(Ill) A continuous vertical crack. in
the wall extending from top to
bottom may be repaired by
filling up the cells with grout.

VFRFFFCAllOR ACFFOR

15.0.1.1
Verify that the analysis is done and
that permanent repairs/revorks are
specified.
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SPECIFIC ISSUE 16. FEEDHATER NOZ2LES

A. ISSUE DESCRIPTION

Since 1981 the feedwater nozzle examinations have not covered the full volume required by NUREG 0619.
Additionally, calculations to resolve findings on the SE nozzle were based on erroneous wall thicknesses.

B. REFER TO TABLE 16 FOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION
ACTION.

Corrective actions and verification actions identified in Table 16 will be completed by restart.

C. LONG-TERM STRATEGY

The nozzles wi 11 be inspected and the results accepted or findings resolved prior to restart. The generic
problem of incomplete examination is addressed as part of the'Inservice Inspection Program under Specific
Issue 4.

D. REFERENCES

1. NUREG 0619



TABLE '16

SPECIF IC ISSUE 16. FEEOHAIER N022LES

SUB-EIEHINT

16. I
full nozzle volume was not Inspected
per NURIG 0619 because of
misinterpretation of HUREG
requirements. (Root Cause 16.A)

16.2
HPR calculations to disposition the
1981 findings assumed vali thickness
of 4.5". The actual thickness In the
grlndout location Is slgnlFlcantly
less. <Root Cause 16.81

ROOT CAUSE

16.A
LaCk Of attentiOn IO detail vhen NOE

contractor vas changed.

16.8
Standards, policies and
administrative controls were less
than adequate In that calculations
vere not appropriately reviewed and
accepted.

CORRECTIVE ACTION

16.A. I

Revise procedures and re-examine the
nozzle to ensure full volume
inspection.

16.8.1
Revise calculation. Have calculation
controlled as an Engineering Document.

16.8.2,
Revise Program Plan to require full
volume nozzle inspection per NUREG
0619.

VERIFICATION ACI ION

16.A.I.I
Verify that the examination is
complete and covers the full volume
required by the NUREG.

16.8.i.i
Veilfy that HPR calculation is in
Engineering file.
16.8.2.1
Verify that Program Plan is
appropriately revised .
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SPECIFIC ISSUE 17. INSERVICE TESTING

A. ISSUE DESCRIPTION

Niagara Mohawk began implementing the Inservi'ce Testing ( IST) Program in December of 1979. The Program was
revised twice to address NRC comments; however, an NRC Safety Evaluation Report was never issued. In
Oecember 1985, the Unit 1 Q-List was substantially revised and reissued. However, the IST Program was not
revised to incorporate modifications and the changes to the Q list. Therefore, certain safety-related
components have not been included in the Program.

B. REFER TO TABLE 17 fOR CORRELATION OF ISSUE SUB-ELEMENTS, ROOT CAUSES, CORRECTIVE ACTION, AND VERIFICATION
ACTION

Corrective actions and verification actions identified in Table 17 will be completed by restart.

C. LONG-TERM STRATEGY

The new ISI organization will be responsible for reviewing changes to the Q-List for impact on the IST
Program. Administrative controls will be established to identify and account for potential impacts on IST
components. Procedure revisions wi 11 be made prior to startup.

D. REFERENCES

l. ASME Section XI
2. IE Notice 88-70
3. 1st 10 Year Program Plan
4. 2nd 10 Year Program Plan
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TABLE 17

SPECIFIC ISSUE 17. INSERVICE TESTING

SUB-ELEHENT

17. I
Ihe IST Program does not Include all
ASHE Class 1. 2 and 3 safety-related
pumps and valves. (Root Causes 17.A,
17.8 and 17.C)

17.2
Administrative controls for the IST
Progra~ do not ensure that changes to
system boundaries are reviewed for
impact on IST. (Root Causes 17.A.
11.8 and IT.C)

ROOT
CAUSE'7.A

lhe IST Program uas not adequately
reviewed by NHPC. It was not
maintained as a controlled document.

17.8
There vere no interfacing procedures
to ensure that changes to the plant
vere reviewed for impact on the IST
Program.

17.C
Hlslnterpretatlon of IOCFRSO.SSA(G)
and Technical Specifications. The

IST Program was assumed to be fixed
for the IO year Interval.

CORRECTIVE ACTION

II.A.I
Finalize and implement the 2nd
Interval ISI Program.

17.8. 'I

Revise ISI organization and

implementing procedures to provide
adequate revleu of plan and

design'hanges.

17.8.2
Establish a method to Integrate
design and licensing changes Into the
IST Program.

17.C. I
Obtain Interim relief from the
Nuclear Regulatory Conmlsslon for
components that cannot be tested
during the current outage.

(See also Corrective Action 17.A.I.)

VERI F ICATION ACTION

17.A. I. I
Verify submittal and implementation.

17.*8.1.1
Verify submittal and implementation.

17.8.2.1
Verify that procedures have been
revised to Integrate design and
licensing changes Into the IST
Program.

17.C.I.I
Verify content of relief request and
receipt of NRC acceptance.



SPECIFIC ISSUE 18. 125 VDC SYSTEH CONCERNS

A. ISSUE DESCRIPTION

During evaluation 'of the 125 VDC system several concerns were identified regarding ability to demonstrate
operability and functional capability. These concerns generally relate to an inability'o immediately
identify design basis requirements and assumptions. Evaluations and modifications are being performed as
appropriate.

B. REFER TO TABLE 18 FOR CORRELATION OF ISSUE SUB-ELEHENTS, ROOT CAUSES, CORRECTIVE ACTIONS, AND VERIFICATION
ACTION.

I

Corrective actions and verification actions identified in Table 18 wi 11 be completed by restart.

C. LONG-TERH STRATEGY

Several enhancements to the 125 VDC. system have been identified as a result of the aforementioned
evaluation. These are under review to establish appropriate priority and resource assignments. These
revi'ews are expected to be completed within a year after restart. The -125 VDC system will be appropriately
factored into the Design Basis Upgrade Program described 'under Specific Issue'4. (See Long-Term Strategy
on Page II-57).

D. REFERENCES

None
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TABLE IS

SPECIFIC ISSUE IS. 125VDC SYSTEH CONCERNS

SUB-EIEHENI

18.)
Concer ns have been Identified
regarding the ability of the 125 VDC
system to meet design and functional
requirements. (Root Cause IS.A)

ROOT CAUSE

18. A

Standards, policies. and
administrative controls vere less
than adequate vlth regard to
maintaining design basis Information
and configuration control.

CORRECTIVE ACTION

IS.A. I
Evaluate the 125 VDC system capacity
to meet design and functional
requirements.

IB.A.2 v

Identify deficiencies and modify
plant and procedures appropriately.

VER IF ICATION ACTION

IB.A.I.I
Verify the evaluation I s done.

IS.A.2 I
Verify deficiencies are acceptably
resolved.

IS.A.3
Train appropriate personnel on 125
VOC SyStem Capability.

IS.A.3,1
Verify training Is performed.
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APPENDIX A

RESTART TASK FORCE CHARTER
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)NTER"JAL CORRESPONDE NCE
Pf'AM i i2 2 A 0240 66.01 013

FRoM C. V .. Hangan

TO Distribution

DISTRICT Nine Mile Point

DATE July 27, 1988 FILE CODE

SUBJECT Nine Mile One Restart Task
Force - Charter

The following summarizes information related to the subject task force's
overall charter.

~por ose: To provide for the overall development, coordination and
implementation of Nine Mile One Restart effort in direct response to USNRC's
Confirmatory Action Letter 88-17 dated July 24, 1988.

~0b 'ectives:

~ Facilitate line management buy-in and involvement where line
management'efinesroot causes, action plans, and carries out implementation.

~ Effectively respond to CAL 88-17 by taking aggressive yet deliberate
action that fully satisfies ourselves we have adequately addressed 'the
issues, taken required action, documented results, verified the adequacy
of completion of restart action items and can withstand an independent
review.

'eam

Hembers:

The initial list of Restart Task Force members is attached. It will be
modified as needed. The task force lead'er reports to the Sr. V.P. Nuclear.
Outside consultants will be added to the team to help provide specific
assistance as requested.

~Sco e:

~ Determine and document assessment of root causes per CAL 88-17
condition 1.

~ Provide direction For development of restart action plan 5 obtain initial
input for it from line organizations.

o In direct ,response to CAL 88-17 Condition 2, prepare a comprehensive
integrated restart action plan using line management input.

~ Have restart action plan draft reviewed by line management and others
including outside consultants to satisfy ourself it is complete,
responsive, and realistic prior to finalizing it.

~ Finalize and obtain Sr. Management approval of restart action plan.
Prepare presentation material for management verbal executive summary
presentation to NRC and other groups such as NH Board of Directors.

~ Follow up, track, report and help identify and resolve any difficulties
associated with implementation of restart action plan tasks.

A-1



Distribution Page 2 July 27, 1988

~ Provide direction for development of written report relative to readiness
of NHPl for restart.

~ 'Prepare written report on r'eadiness for restart per CAL 88-17 condition 3.

~ Plan and have self-assessment performed as restart actions are implemented
and use assistance from outside such as INPO to provide independent
evaluation of our readiness.

~ Firm up readiness written report, obtain management approval for issuance
to Region I administrator.

~ Prepare material for Management to verbally present executive summary
report of restart readiness to NRC and NH Board of Directors.

~ Provide routine status reports and communications regarding status,
progress update of o'verall restart efforts.

~ Work directly with NRC resident inspectors and NRC teams regarding restart
activities.

~ Obtain-input from others regarding lessons learned from other troubled
plants as well as utilities with excellent current performance. Factor
this input into our restart action plan and readiness for restart effort.

~ Perform other tasks as directed by Sr. V.P.

Nuclear.'l

C.V. angan

CVH/amh

Di stributi on: W.J. Donl on
J.N. Endries
J.P. Hennessey
N.P. Ra'nalli
A.J. Baratta
J.W. Powers
G.J. Lavine
R.E,A. Duffy
T.J. Perkins
C.D. Terry
A.F. Zallnick
J.P. Beratta
N.F. Amati
J.L. Willis

A-2

D.R. Palmer
C.G. Beckham
W.A. Hansen
A.S. Kovac
J.A. Perry
B.D. Wolken
N.L. Rademacher
R.B'. Burtch
G.D. Wilson
C.L. Stuart
K.A. Dahlberg
E.V. Kelliher
J. Kroehler, Jr.
W.C. Drews ~ i



December 19, 1988

NINE MILE POINT UNIT 1 RESTART TASK FORCE MEMBERSHIP

Name

J. A. Perry

B. D. Wolken

W. C. Drews

C. L. Stuart

NIAGARA MOHAWK EMPLOYEES

Director of Restart Program

Representing C. Terry and NE&L

Representing J. Willis and Nucl. Gen.

Representing Nuclear Division Projects

R. B. Burtch

G. D. Wilson

K. AD Dahlberg

J.'roehler

A. 2allnick

M. A. Peifer

Director Nuclear Info. - Communications

System Law

Station Supt. NMPl — Ops. Communications

Representing Q.A. Department

Assistant to the Senior Vice President

Manager of Nuclear Services (on loan from
INPO)

N. L. Rademacher Director of Compliance - NRC Interface

Full Time

Full Time

Full
Time,'art

Time

Part Time

Part Time

Part Time

Part Time

Part Time

Part Time

Part Time

L. Kammerzell ( IHS)

D. Boyd (ASTA)

A. J. Tudury (HAC)

R. H. Vollmer (TENERA)

J. R. Ubaudi (EHA)

A. Freedman (MAC)

OUTSIDE CONSULTANTS

Part Time

Part Time

Part Time

Part Time

Part Time

Part Time
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Process for Assessment of Underl in Root Causes

This Appendix describes the process developed and used to assess
systematically the issues identified by Niagara Mohawk and the NRC for
common causes of programmatic deficiencies and to develop an effective set
of corrective actions to address these causes and deficiencies. The
assessment process is also outlined in Table 1.

Three sources of .information were identified and assessed for issues and
trends. These sources were: a) historical documents, issues, and trends
including various performance assessment reports; b) the results of a
Nuclear Generation brainstorming session relating to concerns addressed in
Mr. V. Stello's letter to Mr. J. Endries, dated July 8, 1988; and c) a
Restart Task Force matrix which addressed issues and their overall common "

observations/ contr.ibutory factors or elements. Included in these issues
were the long-term improvement programs committed to in response to the
IKC Technician, a'Ilegaiions.

The issues and trends were reviewed for duplication and consolidated as
appropriate according to their apparent cause. They were then sorted into
the root cause categories contained in a Root Cause Coding Tree. This
Root Cause Coding Tree was derived from DuPont's Savannah River Lab Users
Guide.

Sorting the issues and trends by root cause categories resulted in =the
majority, approximately 75'/, falling into two categories: Management
System and Immediate Supervision. This prompted Niagara Mohawk to modify ~

the root cause coding tree to improve applicability to broader management
and organizational issues. The resultant Niagara Mohawk Root Cause Coding
Tree is'shown in Figure l. Using the Niagara Mohawk Root Cause Coding
Tree, the issues and trends were sorted and underlying issues were
developed. The underlying issues were reviewed to determine if they were
regulatory concerns using criteria in Appendix C of this Plan.

Each underlying issue was assessed to identify its root cause and
corresponding corrective and verification actions. Each corrective action
was evaluated to determine if it was required to be completed before
restart. Priority 1 was assigned to those actions that were considered
prerequisite to restart and safe plant operation. Other corrective
actions were assigned Priority 2, near-term completions after restart or
Priority 3, longer-term completion after restart.

The root causes were then assessed for commonality of all the underlying
issues. This assessment resulted in determining the specific branches of
the causal tree reflecting the bulk of the root causes. These specific
branches, so identified, formed the basis for specifying the resultant
five underlying root causes of all the issues.
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Corrective action objectives were developed under each underlying root cause.
Once these obje'ctives were firmed up, each corrective action was reviewed to
determine which appropriate corrective action objective to group it under.
Under each corrective action objective, those corrective actions designated
priority 2 or 3 were reviewed and summarized as long-term strategies for
inclusion in this Plan. The post-restart corrective actions are contained in
the Nuclear Improvement Program, which will be available for NRC review.

~ i
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Table 1

Underl in Root Cause 'Assessment Process

Identify sources of information to review.

2. Review documents for issues, trends, common root causes.

3. Sort by Causal Tree Category, combine items.

4. Develop issues, sort by regulatory vs. non-regulatory.

5. Identify root causes of issues.

6. Develop corrective actions based on root causes for issues and determine
priority of each as required before restart vs. post-restart.

7. Assess commonality of root causes of all issues

9. Develop Corrective Action Objectives under each underlying root cause.

10. Review each corrective action and its related root cause to determine
which appropr)ate Corrective Action Objective to group each corrective

i n under.act 0

ll. Develop long-term strategies based on post-restart-corrective actions.

8. -Determine specific branches of causal tree reflecting bulk of root cause;
use th)s as basis for specifying underlying root causes.



FIGURE 1

NIAGARA HOHAHK ROOT CAUSE COOING TREE
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FIGURE 1 (Continued)
NIAGARA MOHAWK ROOT CAUSE CODING TREE

01

PROCEDURES

El
Not Used

E2
Followed Incorrectly

E3
Wrong/Incomplete

Fl no procedure

F2 not available or
inconvenient for
use

F5 format confusing F15 typo

F6 1 action/step F16 sequence wrong

F7 mult. area references F17 facts wrong

i

F3 procedure
difficult to use

F4 cat 3 or 4
procedure

Misunderstood
Yerbal Comm.

F8 no checkoff
space provided

F9 checklist. misused

F10 date/computations
wrong or incomplete

Fll graphics LTA

Fl2 equip identification LTA

F13 ambiguous instructions

F14 limits LTA

D2
COMMUNICATIONS

E5
No Comm. or
Not Timely

F18 incomplete/situation
not covered

F19 wrong revision used

E6
Shift Turnover

LTA

F20

F21

F22

F23

standard
terminology
not used

repeat back
not used

long message

noisy environment

F24 no method available

F25 late communication
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FIGURE I (Continued)
NIAGARA MOHAHK ROOT CAUSE COOING TREE

03
HUMAN FACTORS
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Interface
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Work

Environment

E9
Compl ex
System

E10
Non-Fault

Tolerant System

F26

F27

F28

F29
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poor
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displays/
controls LTA

nitoring
alertness LTA

rea
differences

F.31 housekeeping F36
poor

04'RAINING

F32 hot/cold
F37

F33 bad lights

F34 noisy F38

F35 high radiation

facilities LTA
(space, location,
arrangement)

knowledge- F39
based decision
required

F40
monitoring 3

items at once

complex
controls
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detectable

errors not
recoverable

t
Ell
No Training

E12
Methods LTA

F41 task analysis
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F43 incomplete
training

F42 infrequent task F44

F45

F46
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LTA
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F47 cont i nui ng
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FIGURE 1 (Continued)
NIAGARA MOHAWK ROOT CAUSE CODING TREE

06
IMMEDIATE SUPERVISION

E17
PREPARATION

E18
SUPERVISION DURING WORK

No preparation
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Instructions to
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prior to initiating work

No supervision
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horizontal)

g) Coordination
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APPENDIX C

CRITERIA TO DETERMINE IF AN ISSUE IS A REGULATORY CONCERN-
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Criteria to Determine if an Issue is a Re viator Concern

( If one or more apply, the issue goes into the RAP)

Significant

Does this concern/issue affect compliance with
technical'specifications, the operating license, or
the FSAR?

Yes No

Does this concern affect compliance with the
Environmental Protection Plan or Environmental
Report?

Does this concern affect compliance with regulations,
rules, orders or NRC commitments made as prerequi-
sites to restart?

Yes No

Yes No

Does this concern address an immediate safety issue
relating to:

a. ALARA, 10 CFR 50, Appendix I
b. Equipment qualification
c. Appendix R — Safe shutdown analysis
d. Control room human factors
e. THI. action plans
f. Fire hazard analysis
g. Heavy loads
h ~ Security plan„
i. Part 21

j. Licensed operator training
k. Emergency plan
1. Procedures required by Regulatory Guide 1.33

Does this concern reduce the margin of safety as
defined in the basis of any technical specification?

Does thi s concern increase the probability of
occurrence of an accident or malfunction of equipment
important-to-safety previously evaluated in the
safety analysis report?

Does this concern relate to concerns that have been
repeatedly identified and not completely corrected
and relate to items 1 to 6 above?

Yes No

Yes No

Yes No

Yes No

Does this issue or item relate to repeated management
or supervisor deficiencies and effective corrective
actions that were not taken and relate to items 1 to
6 above?

Yes No

Does this issue relate to satisfying Confirmatory
Action L'etter 88-13 or 88-17?

Yes No

C-1
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