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U. S. Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, D. C. 20555

Nine Mile Point Unit 2
Docket No. 50-410

NPF-69

Gentlemen:

SUBJECT: REPLY TO A NOTICE OF VIOLATION
NRC INSPECTION REPORT NO. 50-410/91-24

Attached is Niagara Mohawk Power Corporation's response to the
Notice of Violation contained in NRC letter EA 92-010 dated
February 14, 1992. If you have'any questions concerning this
matter, please contact me.

Very truly yours,

B. Ralph Sylvia-
Exec. Vice President-Nuclear
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xc: 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 g~
Mr. L. E. Nicholson, Chief, Reactor Projects Section No. R.'B
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1 ~ THE REABON ROR THE VIOLATION

An independent investigation. and root cause analysis was
performed at the request of Nuclear Generation management by
the Independent Safety Engineering Group (ISEG) for the
,incident cited in the violation. In addition, a thorough
investigation was also performed by the Plant Manager and
members of his staff. As a result of these efforts,'iagara
Mohawk has concluded that the primary reason for this
violation was personnel error in that maintenance personnel
failed to follow procedures. Specifically, the maintenance
personnel failed to secure the metal shipping container (MSC)
with two bundle restraints; i.e., bundle hold-down fixtures
(2) and a safety strap, and the liftwas initiated with only
one of the two required personnel to guide the MSC. These
actions were required by procedure N2-MMP-FHP-004, 'Movement
of Containers and Fue'l on Reactor Building Elevation
353'-10".i

This event occurred on December 19, 1991 during the firstlift'of new fuel bundles that. day. Once the required
contamination survey was completed, the liftwas initiated
without the bundle restraints being attached. Had the second
mechanic been present at that point, it is possible that the
missing bundle'estraints could have been identified. Other
members of the crew also did not detect the missing
restraints since their attention was focused on other
responsibilities.
In early December, prior to the movement of any new fuel,
specialized training was conducted for the crews assigned to
this task. In addition, Maintenance Supervision and the
Plant Manager walked down the process to ensure that
preparations were thorough and complete. Once fuel movements
were initiated, observations by supervision and Quality
Control indicated a controlled operation was underway. The
successful movement of 154 fuel bundles prior to this event
without incident reinforced the conclusion. This positive
experience may have lead to a degree of overconfidence and
complacency about the need to be concerned with each
subsequent movement. With these conditions, the crew may
have felt that, regular .consultation with the procedure was
not necessary. The procedure did not require signoffs for
every action, and therefore, was not at the immediate
location.
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A significant contributing factor was inadequate verbal and
written communications. Approximately three days before this
event, a similar situation occurred on the night shift whenlifting an MSC was initiated without the bundle restraints in
place. An alert acting night supervisor noticed the error
and stopped the liftbefore the bundles could fall out of the
container. The MSC was lowered to the floor and the error
was corrected. The crew was counselled before work was
allowed to resume. Unfortunately, this near miss was not
adequately communicated to the day shift supervisor or crew.
No record of the incident was entered into the night shift
log. Since there were no formal turnovers from the night
shift to the day shift due to the 10-hour shift rotation,
verbal communication did not occur until December 18th. At
this point, both the acting night supervisor and the night
crew foreman informed the day shift supervisor of the near
miss incident. The day shift supervisor did not clearly
understand the exact nature or significance of the incident
and did not discuss the incident with his crew. In addition,
no other documentation, such as a Deviation/Event Report
(DER), was initiated to inform management of the near miss.

Less than adequate supervisory/managerial methods was another
factor contributing to this event in that the Mechanical
Maintenance supervisor did not assess or reinforce procedure
compliance during his daily tours.

2 ~ CORRECTIVE STEPS THAT HAVE BEEN TAKEN AND RESULTS ACHIEVED

Immediate action taken was to suspend all fuel movements.
The area was roped off and surveys were taken. The damaged
bundles were repackaged and returned to General Electric in
North Carolina.

Disciplinary action has been taken against the day crew
foreman responsible for this event. In addition,
disciplinary action was taken for the supervisory personnel
who did not properly log and communicate the near miss
precursor.

Procedure N2-MMP-FHP-004 was revised to include signoffs and
verifications for critical procedure steps. These additional
procedure actions are positive control measures designed to
provide assurance that the procedure would be consulted
frequently, and to provide a measure of defense in depth. A
full-time supervisor was also assigned to the fuel floor to
oversee the remaining fuel movements and inspections in
accordance with this procedure.

A Lessons Learned Transmittal (LLT) has been issued to. alert
others to the personnel errors made and the consequences of
those actions.
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The, Nuclear Generation department also took aggressive action
to perform a thorough departmental self-assessment focusing
on three key areas, ie. attention to detail, adherence to
procedures, and a questioning attitude. First, the Vice
President-Nuclear Generation conducted a three level expanded .

staff m'ecting to talk about the event of December 19, 1991
and a number of other .personnel errors, and the impact of
those errors on Niagara Mohawk, the Nuclear Division,
themselves and potentially the public health and safety.
Those present participated in a brainstorming session
providing significant input on how best to address the three
key issues.

Both Plant Managers also conducted "town hall" type meetings
with Nuclear Generation personnel to heighten their awareness
to the issue of personnel performance and solicit additional
feedback on the three key areas of attention to detail,
adherence to procedures, and a questioning attitude. Each
Branch Manager provided examples of personnel errors in their
respective areas of responsibility to point out that the
performance issue is not limited to a single incident.

Feedback from all of the meetings held was provided to a task
force. This task force, working with the Plant Managers and
the Senior Management Team, developed the "Plant Managers
Plan For Success". This plan is not a new program, rather a
focused set of actions to reinforce and enhance the existing
course of action. This plan groups like actions into a
number of categories with the primary goal to
institutionalize the three key issues discussed above.
Implementation of the Plant Managers Plan For Success has
already begun. While the plan itself defines completion
dates for many of the actions, our intent is to continue with
these efforts to ensure consistent and constant emphasis on
the cultural changes necessary to achieve success.

3 ~ CORRECTIVE STEPS THAT 'RILL BE TAKEN TO AVOID FURTHER
VIOLATIONS

Additional guidance is being given to supervisors and foremen
on an ongoing basis to improve their effectiveness.
Communications is a key element of the effort to ensure that
expectations are clear at the outset of a job, and that
important information is exchanged between crews and
supervisors during the job. Equally important is reemphasis
of the supervisors'esponsibility to ensure compliance with
expectations through periodic assessment of personnel
performance, adherence to procedures and attention to detail.
Supervisors are cautioned to watch for complacency and
overconfidence, particularly when a job is highly repetitive.
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Maintenance is also committed to complete its procedure
upgrade process by the end of 1992; This should minimize any
potential confusion created by the process of transitioning
to a new set of procedures.

On a broader scale, Niagara Mohawk is actively pursuing a
number of initiatives to further institutionalize the

„ Standards of Performance (SOP), and monitor the effect on
station and personnel performance.

A Standards of Performance matrix has recently been completed
and distributed to all Nuclear Division personnel stressing
the importance of the SOP's and the need for everyone to take
individual ownership of each SOP. The matrix clearly shows
how Nuclear Division activities are linked to the standards
and demonstrates that we do have an integrated approach.
This matrix will assist managers/supervisors in becoming more
aware of how the SOP's relate to activities they p'erform or
supervise, and will enable them to be more effective in
communicating with their work groups about expectations,
problem areas, etc.

We have begun a process of enhancing each branch level
business plan through workshops.'reater participation from
branch personnel is being sought to reexamine critical issues
facing the branch, identify key activities and review
available assessment information. The result is expected to
be enhanced business plans which identify strategies to
address the branches'roblems and which more closely tie to
daily activities. In this way, all branch personnel will be
better able to see a clear link between daily activities and
overall goals using the SOP's as guiding principles.
As noted above, the failure to document the precursor
incident on a DER was a contributing factor for this event.
The DER process is one of the primary communications tools
for identifying/resolving actual and potential problems. The
system has been in effect for approximately 11 months, and
during that time a great deal has been learned. We are
reviewing the lessons learned, reevaluating the process and
determining where improvement is needed. We. are also seeking
feedback from the organization and,are doing a step by step
process review looking for ways to simplify and make
improvements. Once the process has been revised, we will use
the chain of command, beginning with the senior management
team, to train people on the process. In this way, everyonewill learn it together, and understand the importance of the
process and communicating issues.

Even before DER process improvements are completed, all
personnel have been encouraged to use the DER to report
everything out of the ordinary. This approach will increase
the identification of adverse conditions and get them
elevated to the Plant Manager level immediately with further
escalation as deemed appropriate by the Plant Manager.
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Changes have been made to refocus attention on the original
purpose of accountability meetings. The original purpose was
for the meetings to be a learning experience in which we
communicated both positive and negative experiences and
discussed how the SOP's were or were not being applied. For
a number of reasons, the'original focus was lost resulting in
a less than effective process. The changes made recently
should redirect our efforts making the accountability process
a valuable tool once again.

One element of the Plant Managers Plan For Success discussed
above is to conduct an independent assessment (audit) to
evaluate the effectiveness of actions to internalize the
SOP's and performance against the SOP's. This assessment
will give us one measure of the results of efforts to improve
and is planned for mid-1992. Other measures will come from
improved statistics- from LER's and DER's with regard to
personnel errors and is monitored on an ongoing basis.

4 ~ DATE WHEN PULL COMPLIANCE WILL BE ACHIEVED

Niagara Mohawk was in full compliance when fuel movements
were resumed on January 10, 1992.
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