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PURPOSE:

Investigate an event that was not properly brought to Senior Management's
attention. Understand what happened and why it was not reported promp}ly.

EVENT:

On ‘ .from to neither the Station Shift
Supervisor (SSS) or the Assistant SSS were present in the Nine Mile Point Unit
1 Control Room. This is a violation of Technical Specifications Section 6.2.2.e
that states that "A licensed SRO shall be required in the Control Room during
power operations, hot shutdown, and when the Emergency Plan ig activated”.
The licensed SROs were the on-ghift SSS and ASSS.

CONCERN:

Why the above event was not brought to upper management'’s attention {i.e.
Plant Manager and Vice President - Nuclear Generation and above) until
SCOPE:

The investigation included the specific event as well as the delay in reporting,
to determine if this was an isolated instance, or if there might be other

" instances of similar circumstances. Although the eventinvolved Unit 1, records

were reviewed to assure a similar avent had not occurred at Unit 2.
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The Special Team Investigation involved interviews of operating crews at Unit
1 plus members of Nuclear Generation management up to the Vice President.
The investigation addressed a review and evaluation of security access logs for
entry and exiting both Unit 1 and Unit 2 Control Rooms over a two-month
period. In addition, a review and analysis of Unit 1 1992 LERs and DERs related
.to operator errors was conducted as part of this investigation.

The investigation team confirmed that the Technical Specification Section
© 6.2.2.¢ was In fact violated on - from to (6 minutes)
because there was no on-shift active Senior Reactor Operator (SRO) presentin
the Unit 1 Control, Based on the resuits of the Unit 1 and Unit 2 security
transaction logs described in this raport, the particular event of 10/9/92 was an
isolated incident. No other discrepancies were ldentified.

Upon return to the Control Room, the on-shift SSS falled to properly evaluate
Technical Specification Section 6.2.2.e and as a result did not document and
report the event in accordance with station procedure. This is unacceptable
performance.

The on-shift license personnel, and in particular the SSS, collectively falled to
demonstrate a conservative operating philosophy by not checking the Technical
Specification for specific requirements, not making any note in a log or drafting
a DER. Based on.the crew’s response to this incident additional management
attention is required to implement a conservative approach to plant operations.

The most probable cause of the on-shift SSS's failure to properly evaluate
Technical Specification Section 6.2.2.e was his narrow focus on completing and
closing the LCO on the Reactor Buillding Emergency Ventilation System to the
exclusion of other matters. This is clearly unacceptable performance.

There was a breakdown in timely reporting of the event up the chain of
command due to the SSS being less forthcoming in conversation with his crew
members and his supervisor, and a lack of a more questioning attitude on the
part of the staff SRO, on-shift STA, ASSS and Acting General Supervisor of
Operations. As a result, no log entry was made and no DER was drafted on the
date of the event | {tis noteworthy that represented employees
persisted in pursuing the matter. Follow-up by represented licensed operators
occurred after they felt enough time had elapsed for management action and not
seeing any action, they raised the question up the chain of command. This
received the immediate attention of management.
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Uncertainty exists regardlng' specific Shift Technical Advisor (STA) roles,

-responsibilities and relationships with operating crews in spite of the fact that

a dedicated STA has been on-shift for almost a year. More effective use of the
STA could have prevented the failure of not reporting this event in a timely
manner had the §SS had the STA research the Technical Speclﬁcation
requlrements and document the event on a DER.

There were no adverse safaty consaquences as a result of this event. The plant
remained at 99 percent power with no challenges to safety during this five (5)
minute event. However, this event, coupled with some other Unit 1 recent
events such as 1st stage bow! pressure, loss of ultimate heat sink incident, and
APRM/IRM being bypassed, indicate we have not been completely effective
regarding putting into_ practice a questioning attitude, checking requirements,

"initiating DERs promptly, and accurately reporting and communicating up and

down the chain of command. This demonstrates a failure on management’s
part to effectively implement past corrective actions to preclude recurrences.

The lnvestigation revealed no evidence of any deliberate conspiracy or cover-up.

Section 10 of this report sumﬁarizes the specific team recommendations.
Included among them are:

[

e Remove the SSS {on shift during the incident) from license duties.

e Have Operations Management promptly feview resuits, conclusions, and -
lessons learned regarding this investigation with operating crews.

® As lessons learned from this incldent, clearly communicate and discuss the
importance and seriousness of implementing the following practices:

e Apply Stop, Think, Ask, Act, Review (STAAR) to everything we do

® Whena requlrement is questioned always look it up to get
facts don‘t’ guess .

o I[f not sure on an event, document event in log and initiate DER
immediately to let ‘process work ‘regarding operability, reportability,
- lnforming Plant Manager and proceedmg with tequlred actions

® Clarify current management expectanons of when they expect to be notif‘ed
of a problem .
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PPROACH USED IN C :

The investigation consisted of a three—brong approach. The main effort involved
four teams of two individuals on each team interviewing members of the
operating crews at Nine Mile Point Unit 1. The team members were selected

based on their diverse background to conduct such a review. Appendix A"
covers the team members and thelr backgrounds. The second effort involved -

a review of key card data from the Security Department on any entries to and
exits from the Unit 1 and Unit 2 Contro! Rooms over a two-month period from
) to " covering the 24-hour day. The third
effort involved a review and analysis of the Licensee Event Reports issued since
January 1, 1992 related to Nine Mile Point Unit 1 to determine if there is any
pattern of similar events. in addition a review was performed of the Deviation

Event Reports issued from January 1, 1992 related to Operations Personnel at
Unit 1. Of the DERs that were written during that period, those related to

personnel errors and Technical Specification violations were reviewed to
determine if there might be a trend.

SUMMARY OF CVENT SEQUENCE INCLUDING TWO DELAYS:

On the date of the event, the shift crew was

working the shiftin the plant. The shift crew was working o
and the crew was working the Refer

to Appendix B for the Unit 1 shift crews schedule from to

NOTE: Times listed are in many cases approximate

TIME DATE EVENT

The ASSS .exited the Control Room to perform a Piant Tour.

Staff SRO was talking to SSS. SSS appeared to be ready to
leave Control Room. Staff SRO asked where are you going?
SSS stopped, did not exit Control Room.
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The 8§SS exited the Contro! Room to obtain information from
the Planning Meeting. No active SRO was presentin the
Control Room. This vlolated Technical Specification 6.2.2.e.

NOTE: The §SS stated (ln lntervlaws) that he forgot ‘the
ASSS was not in the Control Room.

NOTE: Two Reactor Operators (ROs), and the Shift Technical

Advisor (STA) were in the Control Room. The Acting
General Supervisor Operations (inactive SRO) was also
present in the Control Room worklng in his office on.
other matters

NOTE: The SSS was concerned with clearing a 7-day LCO
(two days into the 7 days) and with a problem
assoclated with the Main Unit ' 1 Transformer
(annunciator associated with abnormal transformer
pressure).

da

'fhe Staff SRO entered the Control Room looking for the SSS.

He did not find the SSS or ASSS. At about he advised
the STA that there was no SRO in the Control Room.

The STA attempted to contact the §SS on the Gaitronics

- system. The SSS entere’d‘ﬁhe Contro! Room at this time.

The STA mentioned to the §SS that the Control Room had

- been left with no SRO present and questioned whether the

incident was a technical specification violation.

NOTE: The STA did not consult Technical Speaﬁcaﬂons.

AR T N AL I

NOTE: SSS rationalized it away. He thought he was gone for
about 30 seconds and felt there was no Impact on the
, plant.

NOTE: SSS did not consult Technical Specifications.






JIME DATE  EVENT

The SSS lndncated in passlng to the Acting General SUpervlsor

Operations, as he (the Acting General Supervisor Operations)

was leaving the Control Room, that he had punched out and
- right back in. . .

NOTE: S§SS did not provide detalls or discuss a violation of
Technical Specification and possible reportability of
the incident to the Acting General Supervisor
Operations.

The Acting General Supervisor did not think there was a
problem based on what the §SS sald to him. The Acting
" General Supervisor exited the Control Room. :

The Shift RO questioned the SSS on whether this incident was
a violation of Technical Specifications. The SSS indicated that
he had mentioned it to the Acting Genara! Supervisor
Operations and that no problam was indicated.

NOTE: Neither the SSS or the Shift RO consulted Technical
Specifications.

~

NOTE: No Deviation Event Report (DER) was initiated due to

the SSS concluding that no problem existed.

ASSS returned to the Control Room from Piant Tour. The STA
informed the ASSS that for a brief period no SRO was present
in the Control Room during his plant tour. He also ‘informed
the ASSS that the SSS discussed this with the Acting General
Supervisor Operations and that no problem was indicated.
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This was the final day of Shift for the involved shift crew. Refer to Appandxx B8
for the schadule. Following the the shift crew began thelr training
cycle at the Nuclear Training Center the following ’ No
further discussions of this event involving Operations management occurred until

TIME DATE  EVENT

A represented employee contacted the General Supervisor
Operations at home by phone and informed him of the
incident and that apparently nothing was being done aboutit. -
Over a series of phone calls, the represented employee
indicated that he discussed this incident with the On Duty
SSS and both agreed that the General SUpervlsor Operations
should be lnformed

General Supervisor Operations contacted the On-Duty SSS to
have personnel on the involved shift crew report to the G-
2 Conference Room at . the following morning.

General Supervisor Operations contacted the Operations
Manager informing him of a potential Technical Specification
violation and plans for a fact finding meeting the following
moming. Regarding informing the Plant Manager of the
event, it was agreed to wait until the results of the fact
finding meeting to confirm if a problem indeed existed. .

General Supervisor Operations conducted the Fact Finding,
Accountability Meseting in G-2 Conference Room. This was
followed by a series of one-on-one interviews. It was
revealed that a violation of Technical Specifications Section
6.2.2.¢ did in fact occur. At the conclusion of these
meetings at about 1100, a DER was initiated. A copy of the -
DER is contained in Appendix E.

Operations Manager advised the Plant Manager that a
potential Technical Spacification viclation may have occurred,
and that he wanted to personally verify details and provide a
full report later (following Fact Finding Meeting).

NOTE. The Plant Manager and Operations Manager attended
the Hay Compensation Meeting from 0930 to 1200 .
following the 0845 Plant Manager’s morning mesting.
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Genaeral Supervisor Operations presented results of the Fact
Finding Meeting to the Operations Manager upon his return to
his office. The DER on the 'even; was presented at the time.

Operations Manager presented the DER and results of fact
. finding meeting held by General Supervisor Operaﬁons to the
Plant Manager. . .

Vice President - Nuclear Generation was briefed of incident by
Plant Manager, Operations Manager, General Supervisor
Operations and Acting General Supervisor Operaﬂons

. Plant Manager briefed the Senior NRC Resldent lnspector on
the incident.







BESULTS OF INVESTIGATION:

SUMMARY OF INTERVIEWS RESULTS

A total of fifty-elght interviews were conducted, including shift
crew members from shift craws through and Relief, members
of Operations management, Operation Training, Unit 1 Plant
Manager and the Vice President Nuclear Generation. .These
interviews were conducted over the period from

to A representative sample of questions asked
of operations crew members is included for information as
Appendix C.

During the conduct of the interviews, a Flow Chart Time-Line was
developed and updated reflecting a sequence of events, actions,
contributing factors, conditions, changes and consequences.
Appendix D contains the resultant Flow Chart Time-Line as it relates
to the SRO not being present in the Unit 1 Control Room, including
the delays in reporting to Piant Managemaent.

There was no evidence that management or the crew deliberately

tried to cover up the event. Section 7 of this report reflects a .

summary of events in sequence that the investigation team used,
in part, to draw its’ conclusions. There was a breakdown in timely
reporting of the event up the chain of command due to the SSS
being less forthcoming on conversation with his crew members and
his supervisor, and a lack of a more questioning attitude on the part
of the staff SRO, on-shift STA, ASSS and Acting General
Supervisor .of Operation. Initially the crew involved felt
management was dealing with the issue. The SSS felt that it was
not an issue and was not pursuing it further. There Is no indication
that the crews feared management’s response to the event. On the
contrary it was felt by crew personnel that not reporting an event
would be dealt with strongly. Several represented personnel
expressed concern about the extent of discipline from the operator
rounds issue and how that applied when a management person was
involved.” There was no’'indication that the operator rounds issue
had any effect on the reporting of this incident to management.
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There was no clear evidence indicated by the interviewing process
_that a conspiracy of silence exists at Nine Mile Point Unit 1
conceming _this issue. On the contrary, the concern was
communicated up through the Chain of Command by a licensed,
represented employee when it was felt that the issue was not being
adequately addressed within a reasonable time frame.

Because the crew on shift during the incident on initially
deferred the problem to the SSS, they felt he was dealing with the
problem. They assumed he would initiate the DER for the event.
The results from the interviews indicated that the deferring of
problems to the supervisor instead of Initiating written
documentation Is the norm for most crews. They also assumed
that there was complete disclosure to the Acting General
Supervisor Operations and that the matter would be corrected.
This turned out not to be the case. The Acting General Supervisor
did not think there was a problem based on the brief statements
made to him by the SSS.

Members of the crew on shift during the incident commented that
they normally defer to their supervisor for resolution once a matter
has been brought to the supervisor’s attention. Additionally, the
crew generally feels that administrative issues are handled by SROs
and, therefore, defer their responsibility to the supervisor; e.g.
preparation of DERs. This indicates a lack of clear understanding
of accountabllity and responsibility particularly in situations where
the supervisors actions are in question.

The on-shift license personnel, and in particular the. SSS,
- collectively falled to demonstrate a conservative approach by not
checking the Technical Spacification for spacific requirements, not
making any note in a log or drafting a DER. Based on the crew’s
response to this Incident, additional management attention is
required to implement a conservative approach to plant operations.

10
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The failure to report ‘the event could possibly have happened on.
other crews since other crews expressed similar comments about
deferring administrative issues to thelr-supervisor In lieu of
submitting a DER themselves. - The chances of this occurring on
other shifts may be fess flkely due to somewhat better

[ communlcation skills of the other §SSs.
Although at the tlme of tha event the on-ghift SSS felt there was

lee-way to interpretation, during interviews after the event all feit
Technical Specification Section 6.2.2.¢ was "black & white",
including the SSS in question. it should be noted, however, that
there has been a falling to look up requirements in SQction 6 of the
Technical Speclﬂcaﬁons whan in doubt..

There was no vlew expressed by interviewees that they believed
management up the chain of command would over-react or not
understand the problem. Relative to the date of the event, the SSS
did not think there was a problem and the crew did not recognize
the event as a problem that was not being resolved.

During the interview, the represented employee indicated the
reason he called the General Supervisor Operations on

was that this supervisor was the next person in tha chain of
command. : .

The reason given for the delay in reporting to the Piant Marnager
was that the Operations Manager told the Plant Manager at 0730
on " he wanted to personally verify details before giving a

full report on a potentially reportable incident.

Regarding reporting to the NRC, the normal practice on these type
of matters is for the Plant Manager to inform the Sr. Resident
Inspector. ' The requirement is to report per LER within 30 days.
Our practice is to immediately notify the. NRC on matters of .
significance. The NRC Resident Inspector was told shortly after

. the Plant Manager and VP Nuclear Generation were briefed on the L

speciﬂcs on

L1






-

. . .
.
N

8. RESULTS OF INVESTIGATION: (Continued)
B.

RESULTS OF UNIT 1 AND UNIT 2 CONTROL ROOMS LOG
TRANSACTIONS ‘ .

* The purpose of the review of the security access logs related to the .

event was to determine if there were other instances where there
might have been no SRO in the Control Room as required by
Technlcal Specifications. The time period that was reviewed was

through , . as being
representative of the recent time precedlng and involving the
incident in question. The print-outs of the log entries were
generated from the computer by the security organization and were

-initially reviewed by representatives of the security department.

Following their review, those entries with questions were reviewed
and verified by a representative of the Operations Department and
concurrently a representative from Quality Assurance to assure that
no period was overlooked. Results of the review and verification of
the computer print-outs, both at Unit 1 and Unit 2 confirmed that
this particular instance was an isolated incident and .the only
discrepancy relative to not having an SRO in the Control Room as
rqqu'lred by Technical Specifications.

RESULTS OF UNIT 1 LER EVALUATION

There were 10 LERs issued on Unit 1 from January 1, 1992 to
~The 10 involved were the following:

LER 92-01 - Turbine First Stage Bowl! Pressure

LER 92-02 - Breach of Secondary Containment

LER 92-03 - Reactor Scram EPR Failure -

LER 92-04 - Reactor Scram - Sticking Pivot and Worn Pin to Lower
Connection On Turbine Stop Valve

LER 92-05 - Loss of Ultimate Heat Sink (D Gate Event)

LER 92-06 - Technical Specification Violation Due to the Ineffective
Change Management ‘

LER 92-07 - Initiation of an Engineered Safety Feature due to Poor
Design Conf guratnon .

12
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LER 92-08 - Reactor Scram on High Neutron Flux due to Failed MPR
Servo Motor
LER 92-09 - Reactor Scram due to Fallure of LPRM Detector
LER 92-10 - Violation of Technical Specif‘cation due to Personnel
Error i

Of the 10 LERs Issued, the evaluaﬁon indicates that only four (4) of
the ten (10} relate to personnel within the operating crews. The
first of the four (4) LERs is 92-01 - First Stage Bowl Pressure,
where similar weaknesses were noted.during the review of this
‘event where the SSS did not adequately communicate to the
General Supervisor the specific malfunction and Technical
Specification violation. A DER was not written until the second
. occurrence and resolution of this Issue was not completed until
. senfor operations management was involved. The event involved
two crews and a third separate SSS who reviewed the work
requests after work had been completed without finding the cause
of the problem. It should be noted that following this event several
corractive actions were implemented including Licensing Basis
Training, Technical Specification Tralning as well as enforcement of
the DER process. .

The next LER involving Operations personnel was LER 92-05
~ dealing with Loss of the -Ultimate Heat Sink. Evaluation of this
event indicated it was caused by a breakdown in crew
communication between the CSO and the SSS. A knowledge
deficiency between maintenance personnel and operators {CSO and
_IPE) as to plant impact was also a contributing factor. Maintenance
personnel failed to follow the work control process.

The 'third LER is LER 92-07 - Initiation of an Engineered Safety
Feature. Evaluation of this LER indicates that the equipment design
was the problem and was not related to Operations personnel
perse. It is important to note that the operating crew identified a
potential problem with this test (blown fuses) before starting the
procedure. The SSS on shift reviewed the concern and decided to
proceed with the procedure. He implemented an individual review
and briefing with the operating crew as appropnate The Log Book
entry was made.






l ’ .
R .

" The final LER is LER 92-10 - Violation of Technical Spacification.
Evaluation of this event involved a misinterpretation of Technical
Specification Section 3.6.2(a) in how a recent safety" evaluation
affected the interpretation of a sub-note (e). This error was one of
‘interpretation on the part of the ASSS. There Is however a
common thread as part of this event where a different SSS
authorized bypassing of an APRM earlier in the start-up. That was:
a violation of Technica! Specification 3.6.2 as well as a procedure
violation. Again, personnel error, fallure to follow procedure and
error in judgment. This event was identified by the on-coming shift,
a DER was written and noﬁﬁcations were made as required.

Based on the review of these LERs the following summary s
provided representing some basic generic weaknesses:

¢ Communications betwean CSO ASSS and SSS.

® Communications between SSS and General Supervisor
Operations. ’

® Knowledge deficiency in Technical Speclﬁcatlon 3.6.2 Basis

® Knowledge deficiency in Technical Specification 3.6.2
Section 6 |

® Use of DER process for problem identification

¢ Incomplete, misleading or vague communications regarding
events being passed from SSS to crew or SSS to his
supervision.

. RESULTS OF UNIT 1 DERS REVIEWED

A total of fifty-five (55) DERs waere teviewed for trends ‘that

potentially relate to the event of Of these fifty-

five (55) DERs initiated since January 1, 1992, twenty-one (21)
were identified relating to operation personnel.

Of these twenty-one (21) DERs all but two (2) have been closed
and action taken on each specific instance. Overall the results
indicate that fourteen (14) of the twenty-one (21) were self-
identified, which includes various members of both operating crews
and/or management personnel. There were several instances where
the 72-hours work limit in a 7-day period was exceeded without
prior approval. In each case it was self-identified and corrective -

measures were taken to correct each occurrence. '
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Types of problems indicated on these DERS are as follows:

® Soms required entries not made in SSS log

Duties of CSO could be in violation of 10CFR50.54 (1) Power -
change without prior approval docuniant

Unauthorized removal of Hold Tags .
Personne! entry into High Rad area violation Technlcal
Spaecification 6.12

Procedure non-compliance master key not turmed in

Fallure to follow repeat back and self checking

Operator Rounds Logs

Filter Sludge Clarifier Flush Water BV 45-398 inadvertently
Opened .

Performance Expectations for Station Recordkeeping

Breach of Secondary Containment at Refuel Airlock Doors
Exceeding 72 hours worked in 7 days without prior approval.
Valves with Red Mark-Up Removed from System

Violation of NDD-FFD, Section 3.1.4 Alcohol Consumption
Packing adjusted on isolation valve during vessel hydro

Reactor Building Track Bay Roll Door Seal Damage

Summary Generic Weaknesses:

Failure to Make Required Log Entries

Fallure to Initiate DERs

Failure to Comply with Procedures

Failure to Adequately Communicate Specifics with Parsonnel
within the Crew and up the Chain of Command

15
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identified.

NCLUSIQ IS INVESTIGA
The Technical Spacification Section’6.2.2.6 was violated. On

from to there was not an on-shift active SRO
present in the Unit 1 Control Room. Based on the results of the

Untt 1 and Unit 2 security transaction logs, the particular event of .

was an isolated Incident. No other discrepancies were

Upon retum to the Control Room, the on-shh‘t SSS failed to properly

- evaluate Technical Specification Section 6.2.2.e and as a result did
not document and report the event In accordance with :tatlon _

procedure.. This is unacceptable performance

The on-shiftlicense personnel, and in particular the SSS, collectively
. falled to demonstrate a conservative operating philosophy by not

checking the Technical Specification for specific requirements, not
making any note in a log or drafting a DER. Based on the crew’s
response to this incident, additional management attention is
required to implement a conservative approach to plant operations.

The most probable cause of the on-shift SSS’s failure to properly
evaluate Technical Specification Section 6.2.2.e was his narrow

. focus on completing and closing the LCO on the Reactor Bullding

Emergency Ventilation System to the exclusion of other matters.
The SSS was concentrating on clearing the documentation related
to the LCO, processing required. paperwork, dealing with several

~other operational issues, and writing up his log in preparation for ,
_shift turnover in approximately 1 1/2 hoursona

the ~  day of 7 days on 'lhs is clearly utaweptaue

performance.

There was a breakdown in timely reporting of the event up the

chain of command due to the SSS being less forthcoming in
conversation with his crew members and his supervisor, and a lack

- -of a more questioning attitude on the part of the staff SRO, on-ghift

STA, ASSS and Acting. General Supervisor of Operations.

16

''''''







- .
.‘ ' ' .
.
«
-

K]

It is noteworthy that represented employees persisted in pursuing -

the matter. Follow-up by represented licensed operators occurred
after they felt enough time had elapsed for management action and
not seeing any action, they raised the question up the chain of
command. This received the immediate attention of management.

There is no evldence of any dellbemte consplracy or cover-up

Uncertalnty exists regardlng specific Shift 'l'echnlcal Advisor (STA)
" roles, responsibilities and relationships with operating crews in spite

of the fact that a dedicated STA has been on shift for almost a

year. More effective use of the STA could have prevented the -

failure of not reporting this event in a timely manner had the SSS
had the STA research the Technical Specification requirements and
document the event on a DER..

This event, coupled with some othér Unit 1 recent events such as
1st stage bowl pressure, loss of ultimate heat sink incident and

APRM/IRM being bypassed, indicate we have not yet effectively ‘

learned our lessons regarding a questioning attitude, checking
requirements, Initiating DERs promptly, and accurately reporting and
communicating .up- and down the chain of command. This

| - demonstrates a faillure on management’s part. to effectively

implement past corective actions to preciude recurrences.
There were no adverse safety coﬁ.ée'quences as a result of this

event. The plant remained at 99 percent power with no challenges
to sgfety during the five (5) minute event._

17
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RECOMMENDATIONS:

Remove the SSS (on shift during the . -incident) from license
duties. '
Have Operations Management promptly review resuits, conclusions,

and lessons leamed regarding thls investigation with operating
crews.

As lessons leamed from this incident, clearly communicate and
discuss the importance and seriousness of implementing the
following practices: r

e Apply Stop, Think, Ask, Act, Review (STAAR] to everythlng
‘we do ‘

® When a requirement is questioned always look it up to get
facts - don‘t guess.

e if not sure on an event, document event in log and initiate
DER immediately to let process work regarding operability,
reportability, informing Plant Manager and ‘procesding’ with
required actions.

Clarify current management expectations on when they expect to
be notified of a problem. For example, when the violation was
confirmed the moming of ° ~ the Plant Manager should have
been notified immaediately. '

Review effectiveness of back-to-basics training conducted for
operating crews and strengthen Iinteraction and updersta'nding of
expectations both up and down the chain of command within
Operations.

Clarify responsibility and accountability of operating shift personnel.
Clearly and premp'tly define and communicate the roles and

responsibilities of Shift Technical Advisor (STA) on shift and
relationship to crew members. Follow-up to verify effectiveness.

18
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Provide teamwork training to operating crews and operations
department as a whole with emphasis on the personal
responsibilities of supervlsors for the teamwork of the people they
supervise. <

Review crew manning and composition for lmproved balance of
personne! on each crew.

Reéardfhg Information Notice 91-24 evaluate how effective the
training was and make changes based on this event.

19.






" APPENDIX A
TEAM MEMBERS & BACKGROUND
Jeam Leader
James Perry, Vice President of Nuclear Quality Assurance. Mr. Perry has

extensive experience in the nuclear field since 1958 following his completion
of a tour of duty as an Engineering Officer in the United States Navy. He has
served in his present capacity as Vice President Nuclear Quality Assurance
since January 1986. He is a member of the ASME Board of Nuclear Codes and
Standards and Chairman of the ASME Nuclear Quality Assurance Committee.
He holds a B.S. Degree Iin Electrical Engineering from the University of Santa
Clara and is a Registered Professional Engineer.

Yeam Members

Robert Burtch, Manager of Nuclear Communications & Public Affairs.

Mr. Burtch has 19 years of experience in Nuclear Utility Communication and 17
years with Niagara Mohawk. He holds a B.A. Degree from the State University
of New York College at Oswego and concluded four years of military service in
1969 as a highly decorated Field Artiliery Captain in the United States Army.

James Burton, Manager of Quality Assurance Unit 1. Mr. Burton came to
Niagara Mohawk in July of 1885. In 1986 he was licensed as a Senlor Reactor
Operator at Nine Mile Point Unit 2 and served as license requalification program
coordinator. Prior to joining our organization, he was .an operator at Carolina
Power & Light’s Shearon Harris Nuclear Piant Unit 1 and had additional nuclear
~ experience with the United States Navy with 10 years qualifying experience.

Gerald W, Krueger, Director of Human Resource Development. Mr. Krueger has
approximately 18 years of experience in human resource management in
manufacturing and diverse product organization. He holds a M.S. degree in
Organization Development and has been Director of Human Resources for three
organizations. Since Aprll 15, 1992 he has been Director HRD with the Nuclear
Division. .. . . . C e - : .o
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Erederick McCarthy, Supervisor Nuclear Security Investigations. Mr. McCarthy
has been with Niagara Mohawk since 1981 working in the Nuclear Security
Department. He has 24 years experience in Law Enforcement with the New
York State Police. Eleven of the 24 years were served as Investigator and Unit
.Coordinator with the Bureau of Criminal Investigation.

John Mueller, Manager of Operations at Unit 2. Before joining Niagara Mohawk
this month, Mr. Mueller was Maintenance Manager for three years at Entergy
Operations Arkansas Nuclear Unit 1 in Russellville, Arkansas. Prior to ANO, he
was Mechanical Superintendent for five years at Grand Gulf Station. He Is a
20-year veteran of the Navy’s Nuclear Program, having served in various
radiological, quality assurance and maintenance positions.

Robert A. Sanaker, General Supervisor Operations Training ‘at Nine Mile Point
Unit 1. Mr. Sanaker has 23 ybars experience in the nuclear field. His
experience ranges from working at Detroit Edison Fermi Power Plant as a Start-
"~ Up Test Phase Engineer, Washington Public Power Supply System at Unit 2 and
HGP as Test & Start-Up Engineer, and Shift Supervisor at Wastinghouse
Hanford Company and the United States Navy in the operations and
" maintenance areas. Bob has worked for Niagara Mohawk for four years within
the operations training group.

Dennis Stone, General Supervisor of Operations. Mr. Stone joined Niagara
Mohawk in September 1992. He is currently working within.the Operations
group and will eventually obtain an SRO license before assuming full duties of
. General Supervisor of Operations.. He has 21 years of nuclear experience which
include the United States Navy and has held numerous positions in the
Operations Department at Fermi Il, including Station Shift'Supervisor. He has
held both RO and SRO licenses and participated in outages both forced and
refueling and held the position of Supervisor, Production Quality Assurance.
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UNIT 1 SHIFT CREWS SCHEDULE ‘ .
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APPENDIX C

Date

CONFIDENTIAL
Person interviewed -

Title i Shift Crew

Interviewers : Y &

Start time ‘ End time

1. Did you have personal knowledge of the eveat before ’ ' when it was
brought to the attention of the Plant Manager? (All)

2. How should this incident have been reported? (All)

b

3. How do you feel about the way this concern has been handled so far? (All)

4. Do you feel that you are a member of the management team? (SSS, ASSS)
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,e:. Person m£ewicw§d _. i ‘_ . Page 2

5. How would you evaluate your knowledge and familiarity with Section 6 of the Tech Specs?
(SSS, ASSS, STA & RO)

6. Do you behevc that this incident was a clear vmlanon of Tech Specs? If not, why not?
(SSS, ASSS, STA & RO) .

7. Has anything in past practices led you to believe that you have latitude to interpret 'l'ech Spec.
Section 6? (SSS ASSS)

.
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10.

11.

3 - ‘Person iptcrviewed ; , . . _.__ t Page 3

Do you know of other licensed operawrs having knowledge of this event before
? (SSS ASSS, STA&RO) -

As a licensed operator, what do you fee! your responsibilities are thh mpect ‘to reporting and
communicating thzs event to see that it was resolved? (SSS, ASSS, STA & RO)

>Are there issues in today's eavironment (i e. rxgbtsxzmg, Unit1 Economxc Study) that would have

led to failure to report this event? (All)

Before this happened, if you were told of this evan, what would you think the impact might be "
on the compapy? After experiencing it, what do you think the impact is? (All)
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Person interviewed __. * . . ‘ Page 4

12.  What if this incideat happened with your crew? How would it be handled?
(5SS, ASSS, STA, CSO & RO)

13.  Why do you think it wasn'.t brought to senior management's attention sooner?
(AlD) .

14.  Are there conflicts on that shift that woula have contributed to lack of documentation problem?
Could this have happened on your shift? (SSS)







Person interviewed _‘

15..  Is it a surprise to you that
nature? (SSS, ASSS)

shift (crew of

. : : | Page 5

) would have not reported ah event of this







IFICATION VIOLATION OF - o

BE s1a 100 ACTING CENERAL srtra asss petus At | | e sss ¢ asss vere K
e e S0t S Tine oo e e ISR 10 o UE SHIFT RO THE S5 1OICAIED XS 10L0 BY NE ENGAGED FOA TIE
""',‘,3{-&'“{5‘ SUPCRVISOR LEAYING ik BeE s s | |acuoe ness || maliews o s s &(r realo | | redlioe o N .
D10 P BEEN LEA) KITH 40 Mentiodn " TE IFORUTION HE [ MEDER M0 570 IN P 1rE ACING canemL o, o Pl codteinesun b ¥
AT I, ¢ PASSING THAT HE HAD D BEEN PROYIOED, THE CONIROL ROOH SPERTISOR. LD N o oSS DISSSING OECKS. ROSUS
ol NG R serg || AT || e ar el || e )
TE01 SXC VIOATION Rici : : ' PROGLEN ¥AS THDICATED TUHOYERS, B
&
0 PRESS OF CLEJRING .
ROL TIE $TA 010 K0T e S5,010 0 TV 10 MENTION OF & THE SHIFT R0 010 COMUNICATION KO .
e CONSULT ¥E TECH w&u TE TECH POSSIBLE TECH SPEC W01 CONLT THE EITECTIVE .
-X Y -ADOITI uw. VICLATION TECH SPECS - \ :
PR TBILI
) CORNICATION HOT >
EFFECTIVE 3
» L4 By
L3 .'(‘
. : - ) !.g
L ] - 5’.
N ~ . L i
Y A THE GENERAL THE_PLANT KIKIGER WAS 4 oevare o1scusston | | wre vice prestoent, 1] 1 e 1cIoent us NPT PLACEO A &
FICT FIOING YEETING SUPERVISOR, PRESENTED WITH THE TIE YICE PRESIENT, TIE PLINT KUUAGER NS HELO W1TH THE MQLEAR UICTING FOR:| | - OISOUSSED BY THE CONFERENCE CALL AT .
WIS FELD; 1T ¥AS -A_DER WAS PREPARED: OPERATIONS OEA € PROYIOED KITH | | MUCLEAR wAS BAIEFED CONTACTED TIE - SENICR NC THE EXECUTIVE VICE | | Puaoit MANAGER AT TiE o 10 ?
COFIEs TUT TiE, THE INCIOENT WAS PRESENTED THE CETAIL EAIEFING AT BY THE PLANT SENION NG RESIDENT FESIDENT, NG PRESTOENT, MJCLEAR): AT K KENNG | | mc neGIon wo W -
INCIOENT DETERMINED T0 BE FESATS OF FACT P Gl By |9 WuceR T [ TOPROYIDE INITIAL [ eecToN M WA [ REGUESTED A FORRAL P o ¥l | REPRESENTATINES. 4
AT FEPORTABLE FINDING MEETING, © THE CPERATIONS OPERATIONS MANAGER BAIEFING BEDEEN FEPRESENTATIVES YIA INCIDENT | {emses PHOVI0ED BY N0 PROYIOED AN .
“UE _ICIENT WS 1 0ER. 10 TiE KAGER € THE GOERAL | | RO OTHERS AT [ CONFEREACE CALL OH woestieation, .| | e S aRC Restoent UPDAIE ON ACTIONS -
CORSIERED 10 BE OPERATIONS xuvucer | |sueavisor, oeentioes | | . o FEINEER veiee ot Arerar | | epecion € e VICE TAKEN § QURFENILY e
FEPORTABLE . i o . . ¢ HOUWS AT o -1 | PRESIDENT, MULEAR IN PROGRESS Y.
2 s, 4
!}lézﬂi'b‘s'%%ﬂ ml"“m Ue . \‘-:-‘-F.’:i.-.b—-"‘-n Sevavy e ,\'..'-. P ™ L a1 - e -:', srve maa g e sy sz e rore Nife s e 0 S me md matelt gt e e AL
KAY MAYE A POIENTIAL HAY COMPENSATION ;
3 REPORTARLE INCIOENT, [ HEETNG OH - . ) b
530 FE WINTED 10 oK 10 - . . - ) K
PERSORALLY VERIFY AT THE NOLEA . ¥
DETAILS M0 PAOYICE & TRAINING CENTER
AL REPOAT LATER )
) § e -

T gt WE o,

’
3







Bas e
NR&G!M"

WIE TIXS

s

LESB0

2]
CHIRT PEFLECT NIE €S
AVAILARLE 1N ORRATION

&
_lﬁ&%

Fe===s=1
1 . 1
L.---.-J

|
i
!
I
L

-—--~---.d-ul

THE SSS WS NOT
FEWIRD TORMN |
mmms ggxm

UNIT.

THE SSS FORGOT THAT

m:wma.e FOR
ASSIRING PUNED |

NORX WAS
mwzn I

ST

[; WS Y LAY, W

L TECHNICAL SPECIFICATION VIDI

A
AL FEPORT LATER

THE SSS LEFT TE TIE STAFF S0 ENTERED ) NE SIA MNTIOED
CONTROX,_ROOH AT THE CONTROL_ROOR 1E ST WS | PAELG 10 TIE 55§ UPON
wmulIgu FROK 'itlmm '?E‘ o5 i ’tE 4 L%’l‘&"‘ w'&'uﬂ:‘
L ! . - .
Iie FLe £ho né e te P &‘Iwm w 1" BEEN TEFI NITN'NO"
MEETING, MO ACTIYE ASSS: HE ADVISED THE e CONTRGL AN PREENT, §
BRI s 0 B | pEieg st
. e FOOR . « o] Ecd seC vioud oy
™ F0s, THE STA, € N
THE ACTING GEMERML . , SINF 50
SUPERYISOR WERE EX1TED THE CONTROL, TIE STADIO 10T
PRESENT IN TIE AT CORULT TE TECH
CONTACL FOOM MHILE . OIFFEFENT DR
THE 5SS § ASSS WEFE
AS501 .
15t MEEX_(TRIAL g
I CHUGE . . .
IN QUTLES .
s
r-----------l : ) ::
| nessswonmas | , :
THE MOTKI . <
| LG HETIIG, ¢ | . . . H
| “For worx TRAT Was | . -
07 N0 3
i . ;
lececoanaaad il
THE_ GEN SUPEAY THE GEN SIPERVISIR, swervops | far o 2 N
€ 55 & Crew ATt Tios catLed 1 | | cosiacien DEPS k| fract enome weening :
BEGAN A SCHEOULED NOTIFIED O SHIFT € 0IS5Y KAS HELO, [T WA 1 OER MAS PREPAR
TRAINING CYQLE 8y & 10LD HIM TO ARRANGE ROTIFYING PLI MOR, COHFIRHED THAT BE TIE INCIDENT A
A COXTNRING A 17 10 WAVE INVL 1 D CECISTON X KA £31 IICIOENT oenisven, o DETERINED 10 B
7 POTENTIAL REPORTADLE RSONNEL T 10 | }10 AT 1L AFR e | |1, S. WAS YIOUAIED, © REPOATARE .
'l’»xgxusm LI R TICI0ENT BY A o 2 oF ool FICT FLIOINS KIING, Y "xmmméc :
D FUATHER omm“ FACT FINOING MEETING . ; . <
. AL o THE PLANT KGR,
K THE 0PS WA a0vISED | | oPERATIONSS MGR .
: THE PUNT WGR THAT o€ | [ OTHERS ATTENOED
N JAY KAYE A POIENTIAL Y {4
. FEPORTARLE DICIOENT, 1 MEEING N -y
a RO 1€ WNIED 10 10 -~
- LY YERIFY AT THE NUCLE)
. , DETAILS AN PROYIOE TRALKING CENIE:

-






APPENDIX €.

N A NIAGARA
UMOHAWK |

: .,.? 3 oy pit
QN LEVENEE
; wm'\

LS "y J
b4

i /=~ 3785 -

ORTE

e P2 B0

Pm 1 « DENTIRCATION (adgmtcr/sWVhar)

Pagetofl

SRo weas Aot pre<ont w

*‘Le Cg\\.’t‘v-\ ?DOH.

A- a«:owrm(zm,) B - Apicabady C - Companedt No. ENER)
.. / gum1 Ouw2 [ Comman Bava
D+ Location (B /oevJAea) £~ SystacvEqipmen Te
A 1 A

O Aam

F+1artsied by [ Provenve Maint [ Operational Abnormalty T QA Activiies T NRC tere

0 HPO hems aPe/scu_d Qbsuv«*‘.c\

3 Comrective Mairt 0 Suveiancs Test

'Gommdbcmbtﬁm

On shilty w0 SRS oo oresend S« the
_Coukpl Reswe ol ver c.aogc.'l':gs\J “The ASSS was _on e
1()(::..:\- devr oo, dhe <SS g#g‘gf@d act of He contercl
vocam . AWy eveat s S cev\\-.q_v}, de et 3 stnted ia
I&‘L‘ . gggég . b.l.2.e )

H-0 WR iniiated — List WRNo(s). J& NA

| - Ociginator (Print/Date) & \¢ §.¢wc}\n

J « Supervisor (PrintintiaiDate) (SNo impact on Plant Equipment; No Procedure Viclation; Not Reportable Phone Ext.  [Org. Code
L. Banclla A8 1 ! gD
PART 2 « REPORTABILITY/OPERABILITY DETERMINATION (SSS)
A+ Equipment Operabie 7 B - Nuciesr Engineering Operabilly G - 1C0 Enry
BWYes DONo DNA Basic_! xre J s Oeterministion Requred [Jves &N Oves BNo ONA
D-PuntOpaason (Mode) CINA  CircleOne - (V2 3 4 § ¢|RxPowr . &/@ e 13&!8
RxTcnpums-gz mmlo;o | RxLovel 7)‘0' Cors Fow *
Activty in Prograss E- ESLBI'YMUY- oo
F - Reportabie Decermination DYn(lYu.&ndeym.hmm.)-w Basis for Daterminatior: S R . 2. &£ ,,/ T2k ,L,,_‘,.
20402 | O No ) immaciste 273 | O Dure, T No 14, 24 .
20403 | O No [ tmmedate TJ 24 1) .72 O Ot Ddh. scrRY2 | O No - O mmedsie
20405 | D No [ 200ays K78 | O B Ye LER No.
100 Other: s G+ NAC Notled? [ WA 0 Pecaon Cortactad: Name - ** {Oate/Time
L Cosmma—— « . . am—— ’ ——
H - Parson Netying NRC - Name (Pring SegnatureDats JR— . | —
l-sas(PmNum)GEdébE'.S- j/)E-LLI"UU W/ZA-—MM\ {
PART 3 - ACTION ASSIGNMENT (Plant Mansger) U
AoRWO@Mﬂﬁoﬂ Org.Code  |Complsta Pandby:: | C-Comments
Dpelen g [ &)
B. mmwwo SORC Review Reqd? L1es [INo
. LW A/ L

9

QW-ECACIF100) Rav S






YNIAGARA JERE
l“umoanwx e

PR M* cc Cé

of *"Lkev%-\- et occucod o,

held o Geds Godioe ,:g,-(-.as

- - .'.
o thee  wraios ‘%ﬁog

[ &AP-0fs-01 oA uDD=0PS ).
»

<n \vwgghs."rc et dggn wet “JdC o égh,&;_@f do
As  parct cn -l—\n.e. lv\\lej“'ocg Lo, -"_‘.\‘ gsngn. ktv Cq.rd
_g;m‘ be. M__#

v e 4 v s blew at inc (e 4&; SSS
cmct AéSS 4o c&g&i _a, dvrnove~ Oancd g_* SSS lea ewt~ :..':'
2oL o4 SRo "\ALS lef4 KL Contnl Rec . Aw‘l 4-[1{.- "".%’:
agoes pelote  pe & ¥ b ed b:l shife DQM( =

~er

B-HadmreNonckormancs tee [0 Useass®™ [0 Repek™ | C - ReportabityOperabilty 3
OYe O O Rewak O Reject Ove ONo =

E « Rot Cause Pericrmed F - Schedied Completn Data G- mmmw Lo e -a:-;?
OYe O O Ye (IY&S‘C@;”MJ Uﬂo X3

§ - Digpoationsr (PrintOats) . Je MWW y ':-:‘.:.
i) / 4

PART § - CLOSURE (Responsible Organization)

Comacve/Praventve Action(s) Campieted/Ventied - Banch Manager
(Prinviniial)

PAAT 8 « DATABASE UBDATE (QAO)

P

* Technical Justifcation Required 2y Nuckear Enginesring



_\’



