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NIAGARAMOHAWKPOWER CORPORATION/301 PLAINFIELDROAD, SYRACUSE, NEW YORK 13212:TELEPHONE (315) 428- ~9~

B. Rafph Sylvia
Executive Vice President
Nuclear

February 5, 1992
iMrv1c'1L 0640

U. S. Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555

Nine Mile Point Unit 1

Docket No. 50-220
DPR-

Nine Mile Point Unit 2
Docket No. 50-410

NPF-

Gentlemen:

SUBJECT: RESPONSE TO NOTICE OF VIOLATION
NRC COMBINED INSPECTION REPORT NOS. 50-220/91-23 AND 50-410/91-23

Attached is Niagara Mohawk Power Corporation's response to the Notices of Violation
contained in the subject Inspection Report dated December 13, 1991 (Attachments 1 and 2).

Niagara Mohawk was also asked to include a discussion of actions taken or planned to be
taken to address the inattention-to-detail concerns and configuration control issues discussed
in the Inspection Report. That discussion is also attached (Attachment 3).

An extension to the required response date was-granted by the NRC Resident Inspector,
moving the date for this response to February 6, 1992. Ifyou have any questions concerning
this response, please contact me.

Very truly yours,

.~ c--
B. Ralph Sylvia

Executive Vice President - Nuclear
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xc:- . Mr. T. T.-Martin,—.Regional'Administrator,-Region-I
Mr. W. L. Schmidt, Senior Resident Inspector
Mr. R. A. Capra, Director, NRR
Mr. D. S. Brinkman, Senior Project Manager; NRR
Mr. J. E. Menning, Project Manager, NRR
Mr. L. Nicholson, Chief, Reactor Projects, Section 1B
Records Management
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NIAGARAMOHAWKPOWER CORPORATION

NINE MILEPOINT UNIT 1

DOCKET NO. 50-220
DPR-63

RESPONSE TO NOTICE OF VIOLATIONAS CONTAINED IN
INSPECTION REPORT 50-220/91-23

VI LATI N 50-220/ 1-23

Nine Mile Point Unit 1 Technical Specification 6:8.1 requires that written procedures be
established and implemented that meet or exceed the requirements and recommendations of
Appendix A of Regulatory Guide 1.33, which includes surveillance test procedures for test
activities on safety related equipment. Niagara Mohawk Power Corporation (NMPC)
administrative procedure 2.0, Procedure Use and Control, Section 3.2, requires that
surveillance testing be conducted with approved station procedures. Further, procedures
shall provide sufficient administrative controls to ensure assessment of plant impact,
equipment configuration control, and personnel and equipment protection during testing.

Contrary to the above, on September 24, 1991, the core spray system pressure control valves
81-54 and 81-57 were tested without a properly approved procedure, i.e., a procedure
established as required by Technical Specification 6.8.1. Further, test gauges were installed
on these valves and used in a procedure, which did not provide sufficient administrative
controls to ensure assessment of plant impact, equipment configuration control, and personnel
and equipment protection during the testing.

This is a Severity Level IV Violation (Supplement 1).

1. THE REASONS FOR THE VI LATION

The fundamental issues involved in this violation are knowing the impact of each
operation/activity to be performed on plant equipment or systems, and ensuring that a
thorough safety evaluation is conducted prior. to:work.initiatIon.. Personnel must be.- .

constantly aware that actions they are about to take may affect system-operability
and/or license commitments. With that awareness, they must consciously satisfy
themselves that. an appropriate. level-of.review-has been conducted and the right

, controls are jn-place-to ensure. a safe. operation. If they. are not satisfied; then a
challenge must be made, and the operation/activity deferred until all impacts have
been properly evaluated and controls established.
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NIAGARAMOHAWKPOWER CORPORATION

NINE MILEPOINT UNIT 1

DOCKET NO. 50-220
DPR-63

RESPONSE TO NOTICE OF VIOLATIONAS CONTAINED IN
INSPECTION REPORT 50-220/91-23

Niagara Mohawk believes this violation is an additional example of the problems
identified in early 1991 on temporary modifications. In this instance, personnel failed
to properly recognize the impact of installing temporary test gauges on an operable
system (although not in operation) and therefore, did not initiate the proper temporary
modification controls to ensure configuration control. Given that failure, a proper job
specific safety review was not accomplished.

As a result of earlier temporary modification problems, Niagara Mohawk conducted
an investigation into implementation of the administrative procedure, AP-6.1 on
"Control of Equipment Temporary Modifications". The conclusions clearly identified
a lack of understanding of what constitutes a temporary modification and a lack of
training on implementation of the procedure. Several recommendations were made to
resolve these deficiencies.

In addition to procedural enhancements, it was recommended that awareness training
be conducted to emphasize the importance of configuration control and the meaning of
approved design documents relative to the design basis and configuration control.
Additional emphasis on maintaining a questioning attitude about apparently
insignificant or subtle proposed plant changes and procedures that include or exclude
temporary modification controls was also recommended. While the training has been
initiated, it began after the occurrence of this violation.

As a result of the core spray testing violation described above, Niagara Mohawk
performed further root cause investigation. The outcome of the investigation
identified additional deficiencies in four casual factor categories which contributed to
the personnel errors. The four causal. factors include: Managerial methods, written-.
communications, work organization and plant/system operation. Since the evolution
of this event crossed many organizationaLboundaries, participation and input was
sought" and received from involved personnel: in Operations, Maintenance; and
Technical Support.
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iNIAGARAMOHAWKPOWER CORPORATION

NINE MILEPOINT UNIT 1

DOCKET NO. 50-220
DPR-63

RESPONSE TO NOTICE OF VIOLATIONAS CONTAINED IN
INSPECTION REPORT 50-220/91-23

During performance of the quarterly surveillance Nl-ST-Q1A and B, Rev. 00, a
requirement was identified to provide setpoint data in order to make adjustments to
the core spray system pressure control valves (PCV). Based on this requirement, a
Work Request (WR) was generated to install test gauges on the PCV's. Initial
planning activities to select the appropriate work procedures did not identify a job
specific work procedure available for use. Consequently, a generic site Maintenance
Instruction S-MI-5.3-001, "Use of Procedures", was selected for this job. While the
maintenance instruction had a generic safety review performed and approved in
accordance with the process of Administrative Procedure (AP) 2.1, "Procedure
Preparation, Review and Issue", a job specific safety review had not been conducted.
Selection of the maintenance instruction was therefore the first missed opportunity to
ensure an appropriate safety review would be performed.

In the next stage of WR review, a decision about the necessity of applying temporary
modification controls was made. Using the guidance in AP-6.1, "Control of
Equipment Temporary Modifications", it was determined that use of the maintenance
instruction constituted an exclusion from AP-6.1 controls. Specifically, AP-6.1
indicates that a temporary modification is not required ifa procedure to be used has
been through the AP-2.1 process. This determination however did not meet the intent
of the AP-6.1 exclusion which was designed to exclude from temporary modification
control, procedures developed for specific tasks with an appropriate level of safety
review already performed. This was the second missed opportunity to ensure a job
specific safety review.

Given that this problem is a recurrence of. similar previously-identified problems with
temporary modifications, the root cause evaluation identified that earlier corrective
actions taken may not have been fully effective. This determination, combined with
the problems described. above regarding. the planning and review activities, led to the
conclusion that personnel error due to-:managerial methods was a primary cause for
the violation.





ATTACHMENT1
(Page 4 of 8)

NIAGARAMOHAWKPOWER CORPORATION

NINE MILEPOINT UNIT 1

DOCKET NO. 50-220
DPR-63

RESPONSE TO NOTICE OF VIOLATIONAS CONTAINED IN
INSPECTION REPORT 50-220/91-23

Incorrect decisions made about the applicability of AP-6.1 were complicated by the
procedure format for determining whether the AP should be applied. The format
focuses on exclusions from the AP rather than providing specific direction about when
to use the procedure. In like manner, use of Maintenance Instruction S-MI-5.3-001 to
perform the test gauge installation was determined to be inappropriate since the
procedure was too generic for that purpose and did not discuss the need for a safety
review. Written communication was therefore determined to be another primary
cause for this violation.

Given the selection of an inappropriate work procedure and exclusion of the
temporary modification controls for the test gauge installation, work organization was
considered the third causal factor. Planning and review activities did not recognize
the circumstances that required a safety review. More specifically, a questioning
attitude should have identified that using a generic procedure to accomplish a specific
task on a safety related system was inappropriate. In addition, during the work
planning process, the decision was made that a mark-up was not required. After
additional review, while the decision was determined to be valid for this situation, it
was also decided that additional guidance was needed for the work planners to avoid
problems in the future.

Lastly, system/plant operations was considered a causal factor since the effects of the
installation were not properly evaluated as a design change to a safety related system.
As a result, the effect on system operability was not properly considered.
Specifically, installation and removal of the test equipment results in a temporary
opening in the-.pressure boundary. The.-ability..of- the core, spray system to perform its
intended function had not been evaluated'for the possibility that system initiation may
have occurred during the test gauge installation/removal evolution. In addition, the
test methodology employed using the installed-test-gauges was not incorporated into
the surveillance procedure. The test,metliodoiogy resulted in data which was then
used to make valve adjustments during the surveillance test. Again, a questioning
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iGEE MILEPOINT UNIT 1

DOCKET NO. 50-220
DPR-63

RESPONSE TO NOTICE OF VIOLATIONAS CONTAINED IN
INSPECTION REPORT 50-220/91-23

attitude should have highlighted that the configuration changes and test methods
applied to an operable system could have had an impact on system operability and the
conduct of the surveillance test.

RRE TIVE TEPS WHI H HAVE HFEN TAKEN AND THE R T
A HIEVED

Although the core spray system was not declared inoperable during the performance
of Surveillance Test Nl-ST-Q1A and B, Rev. 00, the system was determined to be
operable immediately after the system was returned to normal configuration at the
completion of the test. This determination is documented on Deviation/Event Report
(DER) 1-91-Q-1123. Moreover, the primary purpose of this DER, was to determine
the core spray system operability during conduct of the surveillance test when the
system pressure boundary was breached. The evaluation performed concluded that
there would have been sufficient flow available to the core spray pump motor cooler
and core spray topping pump to ensure system operability during this period had the
system been initiated. Consequently, the safety significance of this violation is low.

General concerns with this event were documented on DER 1-91-Q-1121. A number
of corrective actions have been identified to address the problems and several have
been completed. A Lessons Learned Transmittal (LLT) was generated and distributed
describing this event and reasons for the occurrence. The target audience was the
users of AP-6.1 and the Site Maintenance Instruction. The LLT identifies lessons to
be incorporated into the two procedures including the use of specific procedures or
temporary- modifications for the installation-.of-test,.equipment and the conditions of — „
equipment operability required for each. 'The change to Site Maintenance Instruction
S-MI-5.3-001 has already been completed.
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MAGARAMOHAWKPOWER CORPORATION
I

NINE MILEPOINT UNIT 1

DOCKET NO. 50-220
DPR-63

RESPONSE TO NOTICE OF VIOLATIONAS CONTAINED IN
INSPECTION REPORT 50-220/91-23

In addition to the LLT, the Plant Manager issued a letter to his branch managers
discussing the use of AP-6.1 for temporary modifications and the performance
deficiencies surrounding this event. The memo directed each branch manager to
review this event with his work teams stressing again the importance of adherence to
procedures, especially as they apply to the use of temporary modifications of plant
systems and processes.

A separate DER, 1-91-Q-1122, was initiated to evaluate the necessity of using a
mark-up for the installation and removal of the test gauges. Additional guidance was
subsequently discussed with the Operations Planning group for their use in making
future decisions related to mark-ups.

C RRECTIVE STE THAT WILLBE TAKENTO AV ID THER
0 S

Awareness training on temporary modifications as discussed above has been
completed. This training is being reviewed for possible continuation. In addition,
training for Operations and Work Control planners/evaluators on 10CFR50.59
determinations to increase their awareness of the need for appropriate safety reviews
is scheduled to begin in February 1992.

Changes to AP-6.1 for temporary modifications discussed in the LLT are being
supplemented with a clarification to the exclusion criterion which was applied in this
instance. In addition, the root cause evaluation effort concluded that a clearer
definition of what constitutes a temporary. modification was also needed. These
improvements to the AP will help eliminate-confusion about-.the applicability of AP-—
6.1. These changes will be completed by March 1, 1992. A Training Review
Request.(TRR) has also been initiated.to follow up the procedure changes with
training for all appropriate personnel.
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NINE MILEPOINT UNIT 1

DOCKET NO. 50-220
DPR-63

RESPONSE TO NOTICE OF VIOLATIONAS CONTAINED IN
INSPECTION REPORT 50-220/91-23

Procedures used during the work planning process will also be changed to help
eliminate any confusion about the need for safety or operability reviews. Specifically,
a check-off signature on the work plan is being added, to Maintenance Administrative
Procedure S-MAP-PSH-0202 (which recently superseded Maintenance Instruction S-
MI-5.3-001), regarding the potential need for a safety review in accordance with
10CFR50.59. This will strengthen the change already made to S-MI-5.3-001 on the
applicability of temporary modification controls. A similar change willbe made to
the work in progress (WIP) sheet contained in AP-5.2.5 "Work in Progress" to
document an operability assessment made during work planning.

An Operations Department Instruction (ODI) will be developed to provide
supplemental guidance/checklists for safety and technical reviews performed during
the work planning process. In addition, assessments of system and equipment
operability impacts due to planned work willbe improved with the development of
additional guidance.

The planned procedure changes and development of new procedures/guidance are
expected to be complete by September 1, 1992. Appropriate training will follow
procedure approvals.

For the specific issue of having test data available to make adjustments to the PCV's
as required, both a Plant Change Request (PCR) and a Procedure Change Evaluation
have been written. The PCR requests that test valves be permanently installed on the
eight PCV's to facilitate their testing. The Procedure Change Evaluation requests the
inclusion of the-PCV's as identified by-the Calibration-Verification. Program into the
surveillance test procedure N1-ST-Q1'A and B. - These changes are presently being
reviewed internally.
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A series of management level and "town hall" type meetings were held within the
Nuclear Generation organization in January to explore the issue of personnel errors,
focusing on inattention to detail, failure to follow procedures and lack of a
questioning attitude. Significant input was obtained from the participants and results
evaluated by a task force organized specifically to assess the feedback and determine
ifany new actions were warranted. These steps were another effort to reinforce the
expectations for personnel performance and reemphasize the consequences of poor
performance on the individual and the whole organization.

The "Plant Manager's Plan for Success" was formulated from the input of the above
meetings and further evaluation by the task force participants. This plan is intended
to reinforce and supplement existing programs aimed at institutionalizing the
Standards of Performance. A number of actions are planned in six key areas and
involve the whole chain of command. While some new actions will be taken, those
actions do not introduce new concepts. Niagara Mohawk believes that the programs
currently in place are sufficient to achieve success, but need to be consistently and
continuously reinforced.

THE DATE WHEN FULL C MPLIANCEWILLBE ACHIEVED

Full compliance was achieved on September 25, 1991, when the core spray system
was returned to normal configuration and operability confirmed.
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'NIAGARAMOHAWK POWER CORPORATION

iiNE MILEPOINT UNIT 2
DOCKET NO. 50-410

NPF-69

RESPONSE TO NOTICE OF VIOLATIONAS CONTAINED IN
INSPECTION REPORT 50-410/91-23

VI LATI N 50-410/91-23

Nine Mile Point Unit 2 Technical Specification 6.8.1 requires that written procedures be
implemented covering activities described in Appendix A of Regulatory Guide 1.33, which
includes radiation protection procedures for contamination control and personnel monitoring.
NMPC administrative procedure 3.3.3, Radiation Worker conduct, section 6.2.6 states in
part that radiation workers shall follow radiological postings and step-off-pad requirements,
which include a minimum two-minute whole body frisk at specified egress points.

Contrary to the above, on November 6, 1991, eight radiation workers, within a 30-minute
period, did not adhere to the radiological posting and step-off-pad requirements in that they
failed to perform the minimum two-minute whole body frisk required at the egress point
from the Unit 2 auxiliary boiler room.

This is a Severity Level IV Violation (Supplement 1).

1. THE REA NS FOR THE VIOI.ATION

The reason for this violation was a failure of personnel to follow procedures. The
violation occurred when workers failed to comply with Administrative Procedure AP-
3.3.3, "Radiation Worker Conduct".

The investigation was conducted under the direction of the Nine Mile Point Unit 2
Manager, Radiation Protection. The results of the investigation revealed that
personnel were routinely failing to perform the required two-minute whole body frisk
when exiting the Auxiliary Boiler Room. Although personnel felt they had performed
an adequate whole boGy'risk, there was indication from card key access-iToor records
that workers were not performing a proper frisk. Through personnel interviews, it
was determined that Radiation Protection technicians occasionally observed these
infractions of the frisking-requirements and-provided "coaching" to personnel,
correcting the improper action on the spot.
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'NIAGARAMOHAWK POWER CORPORATION

NINE MILEPOINT UNIT 2
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RESPONSE TO NOTICE OF VIOLATIONAS CONTAINED IN
INSPECTION REPORT 50-410/91-23

RRECTIVE STE WHICH HAVE BFEN TAKFN AND THE RESULTS
ACHIEVED

Immediate corrective action began when the personnel monitoring concern was
identified by the NRC Resident Inspector. Qn November 6, 1991, Radiation
Protection personnel verified no contamination had been spread between the Auxiliary
Boiler Room step-off-pad and the unrestricted area. A Deviation/Event Report was
written to track and document the investigation of the event and the corrective actions
generated. Accountability meetings were held with the personnel directly involved to
provide insight into the reasons for their behavior during this event.

Based on the results of the investigation, the restricted area boundary was adjusted to
preclude exit via the Auxiliary Boiler Room. Two of four egress points were closed
to provide more positive control over personnel exit. Now, personnel must exit the
restricted area via a Frisk-All personnel monitor. Consequently, the need for
personnel to frisk when exiting the Auxiliary Boiler Room has been eliminated.

Accountability meetings were held under the direction of the Nine Mile Point Unit 2
Manager, Maintenance. Based on the results of those meetings, disciplinary action
has been taken for the personnel directly involved in the event, and they have been
counseled by the Unit 2 Plant Manager on appropriate radiological conduct while
working within the restricted area.

To address the larger issue of personnel not properly frisking, the Nine Mile Point
Unit 2 Plant Manager has issued a memo to plant personnel emphasizing the
requirement to perform a two-minute whole body frisk. Further, this event was
discussed with plarit personnel by their super'visors during department meetings and
shift briefings.
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3. RRE TIVE TE THAT WILI.BF. TAKENTO AVOIDFURTHER
VI LATI N

Radiation Protection technicians will receive guidance to improve the "coaching"
techniques they use in the field, and to help them increase worker awareness of non-
conforming Radiation Protection practices. They willalso be given further guidance
on when to elevate non-conforming practices up the chain of command.

A series of management level and "town hall" type meetings were held within the
Nuclear Generation organization in January to explore the issue of personnel errors
focusing on inattention to detail, failure to follow procedures and lack of a
questioning attitude. Significant input was obtained from the participants and has
been evaluated by a task force organized specifically to assess the feedback and
determine ifany new actions were warranted. These steps were another effort to
reinforce the expectations for personnel performance and reemphasize the
consequences of poor performance on the individual and the whole organization.

The "Plant Manager's Plan for Success" was formulated from the input of the above
meetings and further evaluation by the task force participants. This plan is intended
to supplement existing programs aimed at institutionalizing the Standards of
Performance. A number of actions are planned in six key areas and involve the
whole chain of command. While some new actions will be taken, those actions do
not introduce new concepts. Niagara Mohawk believes that the programs currently in
place are sufficient to achieve success, but need to be consistently and continuously
reinforced.

4. - . THE DATE WHEN.FUEL COMPK,IANCE WIKI.BE ACHIEVED

On November 18, 1991, the egress points from the Auxiliary Boiler Room to the
unrestricted area- were closed;
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In addition to responding to the two specific Notices of Violation, your cover letter requested
a discussion of the actions we have taken or plan to take to address the configuration control
issues and the inattention to detail concerns discussed in the Inspection Report.

The Inspection Report noted the following specific concerns regarding inattention to detail (in
addition to the two violations):

NMPl was required to be taken sub-critical during a startup because an operator
failed to complete a startup prerequisite step properly.

NMP2 experienced a loss of condenser vacuum caused by operators who did not
perform or verify proper performance of a preventative maintenance activity.

Regarding configuration control, based on the NMP1 violation and continued deficiencies
with temporary modifications, the Inspection Report notes that there continues to be a
problem with general employee understanding of plant configuration changes and how they
should be controlled. Two instances of temporary modification issues were noted at NMP2:
One involving a temporary service water sampling valve, and the other involving taped over
floor drains in the diesel generator and control building.

The Inspection Report notes that these concerns, as well as the indication of a potential
adverse trend in personnel performance, warrant continued close oversight by NMPC
management. NMPC shares this conclusion and indeed is taking actions to increase
emphasis on its existing initiatives developed to improve performance in these areas. In
addition, we have developed enhancements to those initiatives via specific actions contained
in "The Plant Manager's Plan for Success" discussed below.

More specifically, increased emphasis is being placed in the following ways to continue to
improve personnel performance:

4 Better Branch Level Business Plans for 1992, to include revisions developed to add
individual branch strategies for improvement.

- Corrections to-the-accountability meeting process. reemphasizing,.the use of, these
meetings'as'a learning experience in applying'the Standards'of Performance in such a
way as to internalize them in our people.

Improvements to the Deviation/Event Report Program to increase its usefulness in
identifying personnel problems, including near misses.

o Management Incentive Pay- Program: The=1991- payout was affected by personnel
errors due to strict standards for interpretating how well we did.
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Enhancements to our existing methods for improvement are contained in "The Plant
Manager's Plan for Success". This plan recognizes that we must continue to foster cultural
changes which improve: Attention to detail, procedure adherence and a questioning attitude.
The plan includes specific near term actions in six categories:

0

Standards of Performance
Management by Walking Around
Job Implementation
Union/Management Relationship
People
Communications

In summary, we concur with the NRC's observation that continued close management
oversight of personnel performance is required. The above actions represent the necessary
reemphasis and enhancements to our methods for continued improvement. NMPC willbe
presenting further details regarding these matters at the upcoming Enforcement Conference
scheduled for February 6, 1992.




