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I. INTRODUCTION

A. Pur ose and Overview

The Systematic Assessment of Licensee Performance (SALP) is an integrated
NRC staff effort to collect the available observations and data on a
periodic basis and to evaluate licensee performance based upon this infor-
mation. SALP is supplemental to normal regulatory processes used to
ensure compliance with NRC rules and regulations. SALP is intended to be
sufficiently diagnostic to provide a rational basis for allocating NRC
resources and to provide meaningful guidance to the licensee's management
to promote quality and safety of plant construction and operation.

This SALP differs from the previous Nine Mile Point 2 SALPs. During
this assessment period, construction activities were essentially
completed and the unit was heavily involved in preoperational testing
prior to and after the issuance of a low power license on October 31,
1986. The functional areas addressed in this report reflect this
transition from construction to operations, with emphasis on operational
performance.

A NRC SALP Board, composed of the staff members listed below, met on March
12, 1987, to review the collection of performance observations and data to
assess the licensee performance in accordance with the guidance in NRC
Manual Chapter 0516, "Systematic Assessment of Licensee Performance." A
summary of the guidance and evaluation criteria is provided in Section II
of this report.

BE SALP Board

Board Chairm'an

William F. Kane, Director, Division of Reactor Projects (DRP)

Members

E. Adensam, Director, BWR Project Directorate No. 3
L. Bettenhausen, Chief, Operations Branch, DRS
R. Capra, Director, Project Directorate No. I-1 (Designate)
W. Cook, Senior Resident Inspector, NMP 182
J. Durr, Chief, Engineering Branch, DRS
R. Gallo, Chief, Projects Branch 2, DRP
J. Linville, Chief, Project Section 2C, DRP
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Attendees

P. Eapen, Chief, Quality Assurance Section, DRS
E. Fox, Senior Emergency Preparedness Specialist, DRSS
C. Marschall, Resident Inspector, NMP 1&2
W. Martin, Physical Security Inspector, DRSS
G. Meyer, Project Engineer, RPS 2C, DRP
S. Miner, Licensing Project Manager, NMP 2, (Acting)
R. Nimitz, Senior Radiation Specialist, DRSS
W. Pasciak, Chief, Effluents Radiation Protection Section, DRSS
W. Schmidt, Resident Inspector, NMP 152
M. Shanbaky, Chief, Facilities Radiation Protection Section, DRSS

C. ~Back round

1, Licensee Activities

During this assessment period, the licensee essentially completed
construction and preoperational testing of Unit 2. A full power license
(restricted to five percent rated power) was issued on October 31, 1986,
and initial fuel loading commenced on November 2, 1986. Fuel loading and
open vessel testing were completed by November 24, 1986. As of January
31, 1987, initial criticality was pending evaluation of Main Steam
Isolation Valve (MSIV) prototype test results and completion of mode 1, 2,
and 3 surveillance testing.

A significant portion of the licensee's efforts, during this assessment
period, has been directed toward resolution of two major MSIV problems.
MSIV preoperational testing identified the failure of the valves to close
in the required interval and resulted in modifying the valve actuators.
Subsequent Type C leak rate testing of the MSIVs identified leakage rates
in excess of the maximum allowable limits. Investigation identified
severe damage to all MSIV seating surfaces resulting from the seat and
ball surface interaction. Resolution of these two major MSIV problems has
had a significant schedular impact on initial criticality and the power
ascension program.

Subsequent to the end of this assessment period, results from the
licensee's prototype valve testing program indicated significant valve
leakage through the valve packing. Attempts to resolve this packing
design deficiency were unsuccessful. On March 11, 1987, the licensee
decided to replace the ball-type MSIVs with standard wye pattern globe
valves.

2. Ins ection Activities

The NRC inspection effort during this assessment period totalled 5214
hours. The distribution of inspection hours is shown in Table 5.
Enforcement data and inspection activities are summarized in Tables 3 and
4, respectively.

~ ~ ~
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During this period, NRC team inspections were conducted in the
following areas:

a. As-built Team inspection
b. Emergency Preparedness Implementation Appraisal Team Inspection
c. guality Assurance Program Effectiveness Team Inspection
d. Annual Emergency Exercise Team Inspection
e. I&C Technician Allegation Followup Team Inspection
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II. CRITERIA

Licensee performance is assessed in selected functional areas, depending
on whether the facility is in a construction, preoperational, or operating
phase. Functional areas normally represent areas significant to nuclear
safety and the environment, and are normal programmatic areas. Special
areas may be added to highlight significant observations.

One or more of the following evaluation criteria were used to assess
each functional area.

1. Management involvement and control in assuring quality.
2. Approach to resolution of technical issues from a safety standpoint.

3. Responsiveness to NRC initiatives.
4. Enforcement history.

5. Operational and Construction events (including response to, analysis
of, and corrective actions for).

6. Staffing (including management).

7. Training effectiveness and qualification.

Based upon the SALP Board assessment each functional area evaluated is
classified into one of three performance categories. The definitions
of these performance categories are:

R II i i . U*
management attention and involvement are aggressive and oriented
toward nuclear safety; licensee resources are ample and effectively
used so that a high level of performance with respect to operational
safety and construction quality is being achieved.

NR i h
Licensee management attention and involvement are evident and are
concerned with nuclear safety; licensee resources are adequate and
reasonably effective so that satisfactory performance with respect to
operational safety and construction quality is being achieved.

C dii* h idb
Licensee management attention or involvement is acceptable and
considers nuclear safety, but weaknesses are evident; licensee
resources appear to be strained or not effectively used so that
minimally satisfactory performance with respect to operation safety
and construction quality is being achieved.





The SALP Board has also assessed each functional area to compare the
licensee's performance near the end of the assessment period to that
during the entire period in order to determine the recent trend for
functional areas as appropriate. The trend categories used by the SALP
Board are as follows:

~lm rovin : Licensee performance was determined to be improving near the
close of the assessment period.

~geclinin : Licensee performance was determined to be declining near the
close of the assessment period.

A trend is assigned only when, in opinion of the SALP board, the trend is
significant enough to be considered indicative of a likely change in the
performance category in the near future. For example, a classification of
"Category 2, Improving" indicates the clear potential for "Category I"
performance in the next SALP period.





Summar of Resul ts

A. Overall Facilit Evaluation

With the exception of the resolution of the Main Steam Isolation Valve
(MSIV) leakage problems, Unit 2 construction activities were completed
guring this assessment period. Licensee programs to verify the adequacy
of the as-built plant were generally comprehensive and effective in
confirming the readiness for plant licensing. The difficulties that
resulted from the use, of an unproven MSIV design warrant criticism,
because prototype testing and design verification were not performed
earlier.

Upon issuance of the unit operating license, station management did not
appear to be well prepared and was slow in responding to problems encoun-
tered by the operating staff. In particular, the control room environment
was congested and noisy, and the Senior Reactor Operators on shift were
devoting the majority of their time to administrative duties rather than
direct monitoring and oversight of control room and station activities.
Close NRC review of preoperational, surveillance, and start-up testing
identified only minor weaknesses in the ability of the licensee to identify
and correct procedural deficiencies. In general testing was well performed
and overall testing conflicts or problems were minimal. Operations at
Unit 2 gradually improved during the assessment period.

Licensee performance in the areas of security and safeguards, and
emergency preparedness demonstrated a continued commitment to excellence
and self improvement. These programs should be reviewed by the licensee
to determine if they can be used as models for improvements in the other
areas.

Performance in the licensing area declined during the period due to poor
corporate licensing management planning to support operating license
issuance and poor understanding of licensing requirements such as those
associated with license exemption requests. In addition, communications
and coordination with the site and the NRC licensing staff were generally
ineffective particularly with respect to the MSIV issue. The approach of
providing incomplete submittals has resulted in ineffective use of both
NRC and licensee resources.

Overall licensee performance has been generally consistent with the
previous assessment period. A programmatic weakness exists in the
licensee's ability to perform thorough root cause determination and assign
appropriate corrective actions. This weakness was addressed in the Unit 1
SALP. Improvement in this area was observed toward the end of this
assessment period. The formality of overall station operations needs to
improve with the pending demands of reactor operations, Corporate and
station management must improve their communications and involvement in
day-to-day activities to assure the quality of station performance. The
licensee must become more self reliant with respect to regulatory
compliance and more aggressive in the area of self improvement.
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B. ~Facilit Performance

Functional
Area

Category Last
Period
2/1/85"1/31/86

Category This
Period
2/1/86-1/31/87 Trend

A. Construction

B. Operations

C. Preoperation,
Surveillance, and
Start-up Testing

2/3 *

0. Radiological
Controls

E. Security & Safeguards 1

F. Emergency Preparedness N/A

G. Licensing

H. Training and
Qualification
Effectiveness

'N/A

I. Assurance of
Quality

" During the previous assessment period, Surveillance and Preoperational
Testing were separate functional areas.

N/A — Indicates that this functional area was not previously reviewed.





PERFORMANCE ANALYSIS

Construction (1994 hours, 38.2%)

l. ~Anal ala:

During the previous assessment period, this area was rated Category 2.
During that period, overall licensee performance in this area had
improved. In particular, corrective actions in response to NRC issues
identified by the 1983 Construction Appraisal Team inspection had been
successfully implemented and were effective in assuring the adequacy of
installed plant hardware.

During this assessment period, construction activities were completed
and the architect engineer turned over control of plant systems to the
licensee. Numerous NRC inspections, including an extensive As-built Team
inspection, were conducted to assess the adequacy of construction,
engineering and design. Special inspections were also conducted to review
licensee actions to resolve problems regarding Main Steam Isolation Valve
(MSIV) leakage.

The As-built Team inspection reviewed systems in the mechanical,
electrical, and instrumentation and control areas. In general, the team
concluded that the as-built condition of the systems examined was good and
conformed with drawing requirements. Further, the inspection demonstrated
that these systems were constructed substantially in accordance with the
Final Safety Analysis Report (FSAR) and the NRC Safety Evaluation Report.
Some construction activities were not in compliance with the requirements
of 10 CFR 50, Appendix B. These concerns were not indicative of a
programmatic weakness. Licensee responses to the technical concerns
raised during this inspection were timely, generally conservative and
technically sound.

The licensee completed an FSAR verification program which involved an
extensive effort to confirm the accuracy of statements made in the FSAR
and provided justification for the licensee's conclusion that the as-built
plant was representative of their licensing commitments. Numerous errors
were detected, addressed and corrected by the licensee. In addition, the
program was responsive to NRC concerns regarding inconsistencies between
the FSAR and the plant design.

Significant resources were dedicated to the task of coordinating and
assembling corrective action packages to support the NRC closure of open
inspection items. The packages generally contained sufficient information
to describe fully the associated corrective actions. The licensee was
responsive to providing additional information when requested.
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Considerable NRC inspection effort was expended to review the resolution
of the MSIV closure time and leakage problems. Preoperational testing of
the NSIVs identified the inability of the valve actuator to close the
valve in the specified time interval, An actuator design modification was
completed to correct this deficiency. Subsequent Type C leak rate testing
identified valve ball and seat damage which required extensive valve
rework and engineering reanalysis. At the conclusion of this assessment
period, final preoperational testing, including HSIV prototype testing by
the valve supplier, and resolution of the design deficiencies were
pending.

As a result of the close monitoring of licensee progress in resolving the
NSIV concerns and inspector observations of the resolution of hydrogen
recombiner problems, there was indication of a lack of licensee foresight
and an occasional inability to get to the crux of a problem after it was
identified.

Rather than performing a detailed design review to anticipate
problems, the licensee addressed the MSIV concerns on a piecemeal
basis, after failures occurred. In particular, early prototype
testing under normal temperature, pressure and steam flow conditions
would have assisted the licensee in identifying potential problems.

Regarding the primary containment hydrogen recombiners, in September
1986, preoperational testing identified insufficient process flow-
rates and heatup times. Several attempts were made to resolve these
problems including, installation of globe valves to reduce the flow
resistance, recalibration of the flowrate rotometers, and other minor
modifications. In January 1987, the recombiner fan blading was
determined to be installed backwards. This problem was resolved
and recombiner preoperational testing was completed satisfactorily.

These two examples indicated a weakness in the licensee's ability to
anticipate and to properly identify engineering problems. After problem
identification, proposed resolutions appeared to address the symptoms
rather than the root causes.

Construction Deficiency Reports submitted this assessment period, (see
Table 1), were typically thorough and timely. The identification of the
concerns and the evaluation of their potential impact on plant operations
were generally clear and concise. Licensee response to the concerns was
typically conservative, for example:

During initial fuel load, the licensee determined that some portions
of the .field run imbedded conduit did not have proper fire seals
installed. This was evaluated as possibly effecting secondary
containment integrity. Fuel loading was stopped and field walkdowns
were conducted to ensure that none of the suspect conduit penetrated
secondary containment.
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A duct bank manhole was found to be improperly sealed. An evaluation
was performed and it was determined that if a condenser expansion
joint failed, this manhole could be covered with water and
potentially fail. The water could then flood the duct bank which
communicates with the control building and service water bays.
Flooding of the service water bays could potentially cause the loss
of safety-related service water pumps. The licensee plans to re-
design the manhole seal and have it installed prior to initial
criticality.

In summary, licensee performance in this area has been consistent with the
previous assessment. Substantial licensee and NRC resources were expended
in this assessment period to verify the adequacy of the as-built plant
systems. Licensee efforts to assure that NRC open items were properly
resolved to support unit licensing were commendable. Additional licensee
attention needs to be given,to methods for early identification and
resolution of engineering problems.

Subsequent to the end of this assessment period, on March 11, 1987, the
licensee decided to replace the ball-type MSIVs with standard wye pattern
globe valves. This decision was made following numerous unsuccessful
attempts to resolve a valve packing design deficiency discovered during
MSIV prototype testing. Initial criticality and the power ascension
program have been delayed pending completion of installation and
preoperational testing of the new MSIVs.

2. Conclusion:

Rating: 2

3. Board Recommendations:

Licensee: None

NRC: None
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~0erations (836 hours, 16.0%)

l. A~nal sis:

Ouring the previous assessment period, this functional area was entitled
Readiness for Operations and was rated Category 2. The licensee had made
the transition from construction to the preoperational test phase. No
significant weaknesses were identified in this area.

Ouring this assessment period, the licensee received the operating
license and completed fuel load and open vessel testing. At the conclu-
sion of this assessment period, the licensee was awaiting the final
resolution of the HSIV leakage problems before proceeding with initial
criticality. The emphasis by the licensee during this assessment period
has been on the readiness for power operations.

The majority of preoperational testing was completed by September
1986. The focus of the Operations Oepartment during the preoperational
test phase was to support the testing groups. In conjunction with testing
support, Operations conducted a surveillance procedure verification
program to ensure that the procedures could be performed as written. This
effort was coordinated by two Senior Reactor Operators (SROs) who had
minimal watchstanding responsibilities. This approach was well conceived
and demonstrated good forethought on the part of the licensee.

Table 2 provides a summary of the reportable events since the issuance
of the operating license. Numerous events were attributed to personnel
errors by both licensed and nonlicensed operators.

Mhile the number of reportable events listed in Table 2 was consistent
with other newly licensed facilities, the number of personnel error s
appears to be higher. The causes of these errors were inattention to
detail and the failure to follow procedures. The second scram discharge
volume high level trip was an indication that the lessons learned from the
previous event were not properly communicated to the Operations staff.
Station management was slow in identifying the root causes and in taking
appropriate corrective action.

Shortly after the issuance of the operating license, two events demon-
strated a lack of SRO familiarity with Technical Specifications (TS). In
the first instance, an SRO was not aware of the TS governing source range
monitor rod blocks. In the second case, the SRO misunderstood a TS table
which governed radiation monitoring instrumentation minimum operable
channel requirements. These events indicate a lack of licensed operator
familiarity with Technical Specifications due to insufficient training.





To address these licensed operator weaknesses, the licensee stated that
emphasis would be placed on TS familiarity during simulator training to be
conducted with the power ascension test procedures. In addition, the
licensee formed the Operations Support Group headed by an Assistant
Superintendent of Operations. The function of this group has been to
assist the Station Shift Supervisor (SSS) and to improve the coordination
of the day-to-day activities. An overall improvement was observed in the
control of station activities towards the end of the assessment period,
however, this group has not been completely successful. A surveillance
procedure being run by Instrumentation and Control technicians caused the
inside containment MSIVs to trip closed when the valves were required to
be open for another test procedure. The concurrent performance of these
two tests was not well coordinated.

Just prior to the issuance of the unit operating license, a concern about
the control room environment was identified to Unit 2 management. Noise
level in the control room, unnecessary traffic, and station personnel with
no apparent reason for being in the control room, were excessive and
resulted in distractions to the licensed operators on shift. Licensee
management responded to this concern by establishing a Work Group
Coordinator (WGC) physically located outside the control room. The WGC
screened all work requests brought to the SSS for signature and thereby
significantly reduced the traffic and congestion in the control room. In
addition, the Chief Shift Operator (CSO) and SSS were observed exercising
their authority to minimize unnecessary personnel in the control room,
particularly during initial fuel load. Upon completion of fuel load and
open vessel testing, traffic and unnecessary personnel loitering in the
control room again increased. Towards the end of the assessment period,
the WGC was replaced by the Operations Support Group, discussed above.

Initial fuel loading began on November 2, 1986. Activities on the refuel
floor were generally well coordinated under the supervision of the refuel
floor SRO. Fuel loading progressed smoothly with only a minimal amount of
lost time due to equipment breakdowns. The smooth operations on the
refuel floor can be attributed to the extra training time spent famili-
arizing the operators with the refueling equipment and procedures.

To prevent dropping foreign material into the reactor vessel, personnel
working on the refuel floor and refuel bridge were required to wear white
coveralls during initial fuel loading. This control measure was in
contrast to an initial lack of proper use of a tool inventory log on the
refuel bridge. This was an example of a standard practice used at Unit 1
which was not readily applied to Unit 2.

In contrast to the generally smooth operations on the refuel floor,
activities in the control room were less organized at the start of fuel
loading. The fuel load. procedure was not clear with respect to the
sequencing of the necessary surveillance tests during, fuel loading and
after core alterations had been suspended. A change was subsequently made
to the core load procedure to clarify the surveillance requirements. In
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addition, construction related activities and preoperational testing
continued through fuel load, at or near the same pace. The Work Group
Coordinator helped to reduce some of the SSS workload, but station
management initially appeared insensitive to the impact of all these
activities on the ability of the shift operators to effectively monitor
plant status.

The staffing of Reactor Operators (ROs) and Senior Reactor Operators
(SROs) was good, There are generally three ROs and three SROs per shift.
However, the SROs have concerned themselves primarily with administrative
duties and leave the actual plant operations to the CSO and operators
under thei r supervision. The SROs have rarely been observed performing
walkdowns of the control room panels, indicating a lack of close involve-
ment in plant activities. An example where this led to a problem was the
bypassing of Source Range Monitor Channel C during fuel loading.

Station logs, in general, lack good narrative explanations of both routine
and off-normal activities. Typical CSO and SSS log entries contain the
numerical assignments for leads lifted, tagouts hung and procedures per-
formed. These types of log entries are not informative and duplicate
information is available elsewhere. The lack of meaningful log entries
indicates that Operations management does not critically review logs for
their intended purpose and that operators do not document their activities
and station events effectively.

Licensee management emphasis on fire protection was evident throughout the
program. Station fire detection equipment is state of the art, the head
of the station fire protection organization is an experienced employee who
holds a SRO license, and the fire brigade is composed of a dedicated crew
of professional firefighters. No significant weaknesses were identified.
As construction activities neared completion and station areas were
turned over to the licensee, housekeeping improved. Unnecessary
equipment was removed from the buildings and most areas were kept
generally clean. Work on MSIVs contributed to a buildup of dirt and
debris in the primary containment, however, this area was thoroughly
cleaned after valve reassembly. Near the end of this assessment period,
an extensive station painting program was in progress.

Early in the assessment period, the Operations staff demonstrated good
planning and foresight in their support of the preoperational testing
program and the surveillance procedure verification program. After
issuance of the operating license, the Operations staff was slow in
responding to some of the operational problems encountered. Although the
control room environment has shown some improvement, the licensee has
continued to demonstrate a casual approach to the conduct of operations in
the control room. Onsite management has not fully impressed upon station
personnel the importance of formality in the control room. The SROs on
shift need to be more involved with control room activities and provide
more direct oversight of the shift crews. The Operations Oepartment
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transition from a construction site to an operating facility has not been
smooth and requires continued station management oversight and involve-
ment,

2. Conclusion:

Rating:

3. Board Recommendation:

Licensee:

NRC:

Examine methods to improve the control room
environment, (i.e. formality, logkeeping and SRO panel
walkdowns and direct activities oversight).

Conduct Operations Readiness Team inspection after
initial criticality and prior to full power license
issuance'
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C. Prep erational Surveillance and Startu Testin (1240 hours, 23.8X)

). ~Anal sis:

During the previous SALP period, this functional area was addressed in two
separate functional areas, surveillance and preoperational testing. The
licensee was rated category 3 in the area of Surveillance and category 2
in the area of Preoperational Testing. These functional areas have been
combined in this SALP as a result of the transition from a construction to
an operating plant.

Weaknesses identified the previous assessment period in the Pre-Service
Inspection (PSI) area were that the program list of welds was not consis-
tent with the ASIDE Code categorization and that neither the license nor
any of the contractor organizations were taking responsibility for the
acceptability of the data. These weaknesses indicated that the Prelimi-
nary Test Program which followed construction completion and preceeded
the official Preoperational Testing was poorly organized. During this
assessment period, review of the final stages of the PSI Program indicated
that the previously identified weaknesses were corrected.

In the previous SALP period, several weaknesses were identified in the
preoperational testing area. Among these were: inadequate review of
procedures to ensure compliance with licensing commitments, lack of
availability of preliminary test results used to satisfy FSAR acceptance
criteria, incomplete and unavailable training documentation of system
engineer qualifications, and lack of an accurate test schedule which was
indicative of poor planning and precluded effective resource management by
the licensee and the NRC. While management attention was effective in
resolving some of these weaknesses, the overall assessment for preopera-
tional testing was that extensive NRC involvement would be required to
identify deficiencies in the preparation of preoperational test procedures
and that additional management attention was warranted in the preopera-
tional test area.

During this SALP period, inspectors conducted extensive reviews of the
preoperational, surveillance and power ascension test programs. One
area of weakness noted was the failure of the Startup and gA personnel to
detect errors in or assure adequacy of preoperational test procedures.
Examples were:

Instrumentation was isolated that would negate the test intent to
verify the high level shutoff on the diesel generator day tank.

Failure to include FSAR requirements with regard to achieving
five starts on an isolated air receiver and with regard to the
time requirement to recharge an air receiver in the diesel
generator preoperational test.
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Failure to discover a design deficiency in the Standby Gas Treatment
System (SBGTS) heater control system during preoperational testing.

Failure to include the 10 CFR 50.62 requirement for 43 gpm/pump
in the standby liquid control pump preoperational test.

Failure to include an acceptance criterion for time required to
achieve 3500 cfm in the Standby Gas Treatment preoperational
test.

Diesel generator reliability testing did not include appropriate
acceptance criteria. Reduced gA attention and inadequate review of
test results occurred as a consequence.

Weaknesses were also evident in the ability of the Preoperational Testing
Program management and Joint Test Group to resolve testing deficiencies.
Examples include the failure of the Testing Program management to specify
that gA witness preliminary test activities used to satisfy preoperational
acceptance criteria and the failure to resolve difficulties in the track-
ing and closure of test deficiencies. These problems were further
compounded by the failure of gA to identify these deficiencies. Although
corrective actions to these NRC identified items often took extensive
periods of time, the resolutions generally addressed the entire problem.

While the development of the preoperational test program was slow due to
construction delays and required substantial NRC oversight to assure
adequate procedures, it improved with time and was generally well
executed. Testing usually did not start until systems were complete, and
there were relatively few test exceptions. Consequently the preopera-
tional test program provided adequate confidence that plant systems wi 11
perform as designed.

Surveillance testing was adequate. Tests were conducted in accordance
with approved procedures as required by Technical Specifications (TS) and
were adequate to accomplish the safety intent of the TS requirement.
However, several instances of surveillance testing weaknesses were

identified.'ineteen

fuel bundles were loaded into the core quadrant containing
SRH C with its trip functions bypassed as a result of prior surveil-
lance testing. This was attributed to personnel error and the lack
of a second verification of return to service of a bypassed source
range monitor.

During preparations for a monthly surveillance of the reactor
building ventilation effluent radiation monitor, an initiation of
SBGTS train A occurred when a jumper fell off and shorted to ground.
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A second initiation of SBGTS occurred when a jumper became detached
and shorted to ground. This event occurred while performing the
previously mentioned surveillance test. An engineering evaluation of
alternative jumpering methods, initiated after the first event was
completed subsequent to this event. The use of terminal lugs
identified in the engineering evaluation is expected to prevent
inadvertent jumper detachment during future survei llances.

The A train of Group 8 of the primary containment isolation system
(PCIS) actuated as a result of a blown fuse during testing. The
failure was attributed to personnel error on the part of a test
engineer who directed that a 125 vdc circuit be jumpered to a 125 vac
circuit.

During a chemistry surveillance test which requires draining of
diesel day tanks, all three diesel day tanks were simultaneously
drained, rendering all three emergency diesel generators inoperable.
This event was attributed by the licensee to procedural deficiencies
and failure to notify the SSS of significant testing activities.

An isolation of the inboard MSIVs occurred while Instrument and
Control technicians were conducting a turbine stop valve limit
switch surveillance. This event resulted from failure to understand
the relationships between the Turbine Stop Valves, HSIVs and the
isolation logic.

The licensee has taken steps to enhance the performance of surveillance
tests. For example, the licensee has assigned two SROs to review and
coordinate Operations surveillance testing. In addition, surveillance
tests have been performed in advance of the requirements of Technical
Specifications, in order to identify any procedural or performance
problems while the plant is in a less restrictive mode. Lastly, the
licensee has formed the operations support group (discussed in the
Operations functional area) to assist in the coordination of surveillance
testing.

Initial NRC review of the startup test program identified the following
weaknesses: startup procedures were of poor quality, the fuel load pro-
cedure was not consistent with licensee commitments, and SORC lacked
involvement in the resolution of significant (Level I) test exceptions.
The licensee's measures were not effective in identifying these problems.
However, when identified by the NRC, the licensee took prompt action to
correct the weaknesses. Notable improvements were evident in the quality
of the startup procedures. The licensee filled the positions of shift
test director with experienced personnel. Utilizing these shift test
directors the licensee conducted a second procedure review to assure that
the startup procedures were technically correct and properly integrated
with other station procedures. Use of the plant simulator to walk through
the procedures was also of benefit. As a result of the licensee's
efforts, the quality of the startup procedures improved.
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Management involvement in the development of the startup test program has
resulted in a realistic approach to scope and schedule. The licensee has
factored into the program the lessons learned from other recent BWR

startup test programs and have developed a test schedule based, on the
actual performance durations of other programs. Training was completed
for all test personnel and based on the performance during the initial
fuel loading test activities, appears to have been adequate.

In summary, several weaknesses were identified in this functional area
which indicated a lack of station management involvement in the startup
and preoperational test programs. Additionally, a lack of review was
evident early in the surveillance test program as indicated by several
events which took place shortly after issuance of the low power operating
license. Overall, however, these weaknesses are balanced by an active
licensee approach in reviewing procedures and scheduling tests to anti-
cipate and minimize testing conflicts and events such as inadvertent
system initiations.

2. Conclusion:

Rating: 2

3. Board Recommendatons:

Licensee: None

NRC: None
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RRR (283 1, 5.4l)

1. A~nal sis:

During the previous assessment period, this area was evaluated as
Category 2. Weaknesses identified were: lack of a well defined training,
retraining and qualification program for radiation protection personnel;
lack of a coordinated program to resolve generic problems identified
in IE Bulletins and Circulars; and a need to approve some supervisory job
position descriptions. These weaknesses were corrected this assessment
period.

During this assessment period, there were a total of ten inspections
which covered radiation protection, radio- and non-radiochemistry,
radwaste handling, effluent monitoring and controls, and environmental
monitoring. The inspections focused on licensee review and resolution of
previously identified problems, preoperational testing, and the opera-
tional readiness of the radiological controls program to support plant
licensing.

The Radiological Controls Program at Nine Mile Point Station was common to
both units. The common program allows for uniform training, retraining
and qualification of personnel. The adoption and approval of the Unit 1
program for use at Unit 2 was well planned to support plant licensing.
Procedures were considered adequate to implement their intended purpose,

A dedicated, adequately trained and qualified radiation protection,
chemistry and radwaste staff was assigned to Unit 2. The staffing level
was adequate to support routine operations. The unit specific
radiological controls training and qualification of the staff was well
planned to support plant licensing.

A December 1986 reorganization of the onsite Radiological Controls
Organization resulted in the separation of the radiation protection and
chemistry responsibilities at the second line supervisory level. This
reorganization was initiated, in part, to provide for better day-to-day
oversight of on-going activities at the two units. The organizational
changes demonstrated management action to correct identified performance
weaknesses and to ensure adequate program oversight and implementation.
Because the reorganization was recent, its effectiveness has not been
assessed.

The general performance of the radiation protection, chemistry and
radwaste organizations to support Unit 2 licensing was adequate,
Management oversight of the area radiation monitor system testing,
technician training and qualification, and program development was
aggressive. Program status relative to FSAR commitments, including
facilities and equipment, was closely monitored. No major deficiencies
were identified.

s ca
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With the exception of startup sources and new fuel loading, no significant
work activities requiring radiation protection oversight and control
occurred this assessment period. The licensee did demonstrate effective
oversight and control of these activities. However, many of the
licensee's programs have not been fully challenged.

In the area of closeout of generic NRC correspondence, a previously
identified SALP weakness, the licensee took action to review and resolve
outstanding issues. With few exceptions, the action on these NRC
initiatives was thorough and technically sound. The few exceptions were
subsequently resolved.

Inspector review of the Unit 2 water chemistry program indicated that the
program generally satisfied the industry consensus standards. However,
clear corporate long-term water chemistry control policies, technical
overview and aggressive support of the program by the corporate office
were not evident. Sampling capabilities and in-line instrumentation
monitoring were generally adequate. Licensee attention to contaminant
ingress, hydrogen water chemistry control and crack arrest verification
testing was minimal.

The environmental monitoring program was adequate and effectively
implemented. Sampling frequencies, types of measurements, analytical
sensitivity, and reporting schedules met reqirements.

The licensee implemented a preoperational test program which was planned
and prioritized for fuel load and hot functional testing. However,
reviews of preoperational testing of safety related ventilation systems
indicated some weakness in management oversight of the testing of this
equipment. Lack of supervisory knowledge of ventilation system testing and
lack of well defined test acceptance criteria were identified by the NRC
and resulted in the reperformance of some preoperational tests. Survei 1-
lance procedures, subsequently written to support plant licensing, pro-
vided well defined test acceptance criteria. Testing of the area radia-
tion monitoring systems was commendable.

A Preparedness for Operations audit was conducted in January 1986 by the
corporate gA group. The audit covered procedures, training and
organizational preparedness for Unit 2 operations. The audit was timely
and demonstrated corporate management involvement in assuring an adequate
program to support plant operations. Audit findings were assigned to
responsible management for disposition.

The Corporate Radiological Controls Group performed assessments of site
activities. The assessments were found to be of limited usefulness for
self-identifying deficiencies. Weaknesses in this area were attributed to
a lack of experience and knowledge of operation health physics programs
on the part of the corporate radiological controls staff.
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In summary, the performance of the radiation protection, chemistry, and
radwaste organizations in support of Unit 2 licensing was

acceptable'reviouslyidentified problems were prioritized and resolved in a tech-
nically sound manner. Program status relative to FSAR commitments was
closely monitored and demonstrated good adherence. Management effort was
evident to ensure an acceptable program was in place to support plant
licensing.

2. Conclusion:

Rating: 2

3. Board Recommendation:

License: None

NRC: None
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Securit and Safe uards (108 hours, 2.1X)

l. ~Anal sis:

During the previous assessment period, this functional area was rated
Category 1. No significant weaknesses were identified.

During thi s assessment period, the licensee was heavily involved in
completing the Nine Mile Point Unit 2 security program and systems and
combining them with the existing Unit 1 program and systems. The protec-
ted areas for the two units were combined into a single protected area and
both the CAS and the SAS operations were integrated. The transition was
made smoothly, as a result of careful planning, effective coordination and
active management involvement and control. Additionally, security program
enhancements were made to the site protected area barrier. Installation
of equipment in the new Security Operations Center has progressed smoothly
and was nearly completed this assessment period. The Security Operations
Center was a licensee initiative and was indicative of the licensee's
interest in maintaining an effective security program.

1

The access control points (including badging area), CAS, SAS, office
areas, locker rooms and training areas were well designed for efficient
use, included human factors considerations, and were kept clean, clear and
free of obstructions. Security management interest in the program was
evident from the manner in which these spaces were designed and
maintained.

The security systems are state-of-the-art and have a high degree of
reliability, stemming from excellent design, procurement control, and
preventive maintenance programs. The licensee established a dedicated
security testing and maintenance section that was well staffed and
responded promptly to security equipment problems based on priorities
established by security management.

The supervisory staff was permitted a high degree-of discretion in
implementing the program, based on management's confidence in their
ability to carry out their responsibilities and duties. The basis for
this confidence was well demonstrated during the efficient transition that
occurred when combining Unit 2 with Unit 1. NRC security objectives were
understood, met and maintained, not only during that difficult period, but
also throughout the assessment period.

The security force training and qualification programs were well developed
and effectively administered by five, full-time, experienced instructors,
under one Training Supervisor. The licensee used a five-shift concept for
the security force. This allowed one shift to be in training at all times
and reduced the impact on manpower for any given shift because of training
obligations. Facilities for physical fitness, training, and firearms
qualification wer e available on site or on adjacent owner controlled
property. Contingency plan drills were conducted at least once a month,
were effective as training tools, and received a critique that was fed
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back into the formal training program. The effectiveness of the training
program was apparent by the relatively few adverse performance related
events which occurred during the assessment period.

Security management was actively involved in the Region I Nuclear Security
Association, as well as other organizations involving nuclear power plant
security. Additionally, key members of law enforcement agencies were
invited to the site for orientation in security response procedures, plant
layout familiarization, general interface and other considerations
involving the protection of a nuclear power plant.

The licensee submitted two security event reports pursuant to 10 CFR
73.71(c) during the assessment period. One event involved an obscure
breach in a vital area barrier which, upon discovery, was immediately and
effectively addressed by the license. The other event involved the loss
of a vital area key by a member of another department and some deficienc-
ies identified with the security group's handling of the matter. The
licensee, however, took immediate action upon discovering the deficiencies
and implemented effective corrective actions in a timely manner. The
event reports submitted to NRC were prompt, clear, thorough and indicative
of careful management review.

During the assessment period, the licensee submitted two revisions to
the Nine Mile Point Nuclear Station Security and Safeguards Contingency
Plan under the provisions of 10 CFR 50,54(p) and provided their response
to the August 4, 1986 Miscellaneous Amendments to 10 CFR 73.55, codified
by the NRC. The changes were clearly described in a summary transmitted
with each revision. The plan pages were clearly marked to facilitate
review, and the revisions were of high quality. The licensee's safeguards
licensing function was adequately staffed by experienced personnel who
were knowledgeable of NRC program objectives. The staffing level was
indicative of the licensee's commitment to maintain an effective and high
quality security program. Noteworthy during this assessment period was
the efficient manner in which the licensee integrated the Security and
Safeguards Contingency Plans. for the two units into a single plan.

In summary, the licensee's security program continues to be well
structured and implemented. A high degree of supervisory and management
involvement and advance planning was evident. Security and Safeguards
continues to be a noteworthy strength.

2. Conclusions:

Rating: 1

3. Board Recommendatons:

Licensee: None

NRC: None
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~E ~Pd ( i4 t, 7.2'/)

1. ~Anal sis:

During the previous assessment period, there was no assessment made of
this area. Since both Nine Mile Point units have a common Emergency Plan
and common emergency planning and response staffs, all program comments
and assessments are applicable to both units. The assessments below are
generally the same as those provided for the most recent Unit I SALP.

During this assessment period, there were four routine inspections of
the emergency preparedness program, including one unannounced inspection.
An Emergency Preparedness Implementation Appraisal and follow-up
inspection of the overall program were conducted. Inspection results
indicated excellent emergency planning and a well maintained program.
Additionally, a high level of proficiency was demonstrated during the
observed annual exercise, on October 29, 1986.

The licensee was responsive to NRC initiatives as indicated by their
prompt action in making some significant changes to their approved
Emergency Plan. These changes included clarification of the division of
responsibilities between the Technical Support Center and Emergency
Operations Facility.

The emergency preparedness training and qualification programs were
effective, with one exception. During a routine inspection, three
backshift chemistry technicians demonstrated a weakness in their ability
to perform offsite dose assessments. Licensee corrective action in
response to this concern was prompt and effective.

The licensee has developed and maintained a good rapport with the local
government (Oswego County), the State (New York) and the Federal Emergency
Management Agency (FEMA). They meet with the State and the local
government on a regular basis to discuss, plan and address issues related
to emergency response. Additionally, in a joint initiative with the New
York State Power Authority, the licensee is installing a siren verifica-
tion system to enhance the Alert and Notification of the Public, in the
vicinity of the plant. The licensee has clearly demonstrated initiative
and willingness to assist offsite agencies in emergency preparedness.

In summary, the licensee continues to maintain and efficiently execute a
comprehensive emergency preparedness program. This area has been and
continues to be a licensee strength.

2. Conclusion:

Rating:



S



2S

3. Board Recommendation:

Licensee: None

NRC: None
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G. Licensin Activities

1. A~nal sis:

During the previous assessment period, this area was rated category 2.
Severa'1 onsite audits conducted by NRR during the previous assessment
period were generally well supported by the licensee. Resolution
of technical issues was generally acceptable with the exception of the
downcomer concerns. The last SALP report did note that the licensee
was continually unable to adhere to scheduled commitment dates made to
the NRC staff and that this problem, in turn, posed difficulties for ef-
fective NRC resource scheduling. This weakness persisted through this
assessment period.

During this assessment period, the licensee's poor planning and reluctance
to provide realistic schedules caused the NRC staff review of issues to
support licensing milestones to be reactive throughout most of the assess-
ment period. The Operating License was issued on October 31, 1986, and
while some of the delay may have been attributable to problems with the
Main Steam Isolation Valves (MSIVs), discovered late in the summer, the
delay from February to August 1986, should have been foreseen. In
spite of this, the licensee would only admit to fuel load schedule slip-
page in monthly or weekly increments. The result was inefficient use of
NRC staff resources as the staff was constantly attempting to support
short term, unrealistic, licensing schedules through prompt review of
recently submitted changes. The following are examples of submittals
which required major staff effort to complete reviews on schedules
requested by the licensee. The slowness in making these submittals is
evidence of poor management planning.

On the Fire Protection Program review, the staff was told a number of
times by the licensee that the final submittal on the Fire Protection
Program was made, only to be provided another submittal just as the
Safety Evaluation was about to be issued. Evidence of this was the
large number of letter commitments (15) made'n the Fire Protection
License Condition.

One hundred fifty-five SER comments were submitted on July 16,
1986, pertaining primarily to the SER which was published in February
1985. Many of the references used for requested SER changes were
incorrect or unclear and required significant staff time to clarify.
MSIV prototype valve test program comments were requested from the
NRC staff within one day of formal receipt of the program from the
licensee.

Although NRC management requested that the licensee provide FSAR
changes in a timely manner, the licensee submitted four sizable FSAR
amendments followed by over 1,000 pages of FSAR changes in letter
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commitments just prior to licensing. These late FSAR changes
required extensive staff efforts to complete reviews on a schedule
consistent with predicted fuel load readiness schedules.

While the licensee's staff has endeavored to be available and responsive
to the NRC staff on critical issues, such as the MSIVs and downcomers,
they have frequently requested even greater responsiveness of the NRC
staff.

Licensing activities during this assessment period were numerous. Three
safety evaluation supplements, several revisions of the Technical Speci-
fications and the Operating License were issued during this period.
Submittals were sometimes of poor quality. For example:

The licensee provided inadequate exemption requests on more than one
occasion. Preoperational test deferral submittals, requested in May,
June and July 1986, all cited an incorrect regulation for the
exemption, despite the fact that the NRC staff had discussed the
exemptions with the NMPC licensing staff prior to submittal. An
August 22, 1986 exemption request for MSIVs had to be resubmitted
because the original request did not include such information as the
regulation for which the exemption was being requested and for what
period of time the exemption was required.

Often, where technical approaches were sound, several iterations of
submittals were required because they lacked thoroughness or depth.
Extensive staff effort, therefore,. was required to determine that
the technical approach was sound. Examples of this were the Generic
Letter 83-28 (ATWS) responses, the fire protection program changes
submitted shortly before licensing and the numerous licensee
comments on the SER. When senior licensee management attention was
given to the adequacy of the Generic Letter 83-28 responses, the
submittals improved greatly.

These examples indicate that the NMPC licensing staff submittals were
generally technically adequate, however, the submittals frequently lacked
clarity and accuracy. This indicates a lack of proper preparation and
inadequate review. The licensee did provide technically sound and
thorough responses concerning control room habitability, as a result of
licensee revised containment bypass leakage rates. Licensee Technical
Specifications (TS) submittals were generally adequate and demonstrated a
clear understanding of the effect of the TS on the safe operation of the
plant. The licensee did provide an extensive effort to certify consis-
tency between the TS, the FSAR and the as-built plant. However, the
verification of the FSAR was left until very late in the licensing process
contributing to the previously noted problems with the review of the late
submittal of FSAR amendments.
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There were indications of a tendency to react to symptoms rather than
identify the root cause of problems. An example of this was the hydrogen
recombiner issue. Four separate root causes were identified before the
problem was finally resolved. With respect to the MSIV problems, rather
than performing a detailed design review to prevent problems, the licensee
has addressed the MSIV concerns on a piecemeal basis, only after failures
occurred. Other examples indicate a lack of licensee planning and fore-
thought. It was determined that the licensee review of maintenance and
surveillance procedures for the redesigned MSIV hydraulic actuators was to
be postponed until after the prototype test program, and the MSIVs were
placed in operation. When the NRC questioned the delay of this review,
the licensee stated that the delay was because the procedures review had
not been identified by the NRC as a pre-criticality concern.

Near the end of the assessment period, a program of logging MSIV actua-
tions was initiated. When the NRC inquired about the mechanism for
feeding this information back to the licensing staff coordinating the
MSIV qualification effort, it appeared none had been established.
Following the NRC inquiry, the licensing staff did review the plant
actuations and informed the NRC that they were considering increasing the
number of valve cycles in the prototype test in order to ensure they
would bound the number of valve cycles expected for the first operating
cycle.

As stated in the examples above, licensee efforts to resolve problems
have generally been technically adequate, but the overall coordination
and planning between engineering, licensing and the site needed
improvement. Also, initial submittals need to be more complete.

While some members of the NMPC licensing staff were familiar with plant
design, the licensing staff did not display an in-depth knowledge of
licensing practices. As stated above, exemptions were sometimes poorly
written and submittals often required several iterations before final NRC
staff approval. The NMPC licensing staff did respond to a request by the
NRC staff to include "roadmaps" categorizing FSAR amendment changes.
However, these roadmaps did not always prove reliable, as they occasion-
ally referenced changes that were not submitted, neglected to include
changes, or identified a significant safety change as editorial. In
addition, many of the licensee's comments on the SER appeared to have been
made by licensee representatives who did not understand the issue and the
comment subsequently was withdrawn. Since the Operating License was
issued on October 31, 1986, the licensing staff at Niagara Mohawk has
seemed generally unaware of operating plant events. On a number of
occasions, the NRC has had to inform the licensing staff that an event has
occurred when seeking additional information. These have included such
events as MSIV actuations and MSIV inplant testing. Another example of
the licensing staff's lack of awareness was when the NRC visited the site
in September 1986 to examine a damaged MSIV ball. Oespite the prearrange-
ment of the visit with the licensee the previous day, the MSIV ball had
been shipped off site.
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The licensee frequently requested discussions with the staff reviewers
before submitting information apparently to determine the minimal accept-
able response. This practice was particularly noticeable during the MSIY
reviews.

In .summary, while most of the effort in the past licensing period related
to resolution of technical issues, this period included more effort related
to licensing efforts such as exemption requests and verification of the
FSAR and Technical Specifications than in the previous SALP period. These
efforts evidenced poor planning and poor knowledge of licensing require-
ments. In addition, the licensing workload increased during this period
in an effort to support issuance of the license limited to 5 percent of
rated power in October. Before October 31, 1986, and the issuance of an
Operating License, the need for an established method of communications
between plant operating staff and licensing staff on a timely basis was
not a significant concern, except for areas such as fuel load readiness.
Following issuance of the license, the licensing staff continued to be
unaware of events occurring on site.

Corporate licensing management attention was warranted in developing
realistic plant schedules to support the licensing review process and in
ensuring licensing submittals were adequate and timely. The approach to
the resolution of MSIV concerns has generally been technically adequate,
but coordination of the overall effort warranted improvement. In addition,
licensing personnel need to maintain:y better awareness of events on site
that have potential for impacting licensing actions. Management attention
is also needed to develop submittals that are more than minimally acceptable
and are complete responses thereby requiring fewer iterations.

2. Conclusion:

Rating: 3

3. Recommendation:

Licensee: Focus additional management attention on plans and
schedules and providing complete licensing submittals.
Improve communications between corporate engineering and
licensing personnel and the site staff regarding plant
events and technical support.

NRC: Communicate frequently with the licensee in order to
improve the quality and timeliness of submittals and
improve the coordination of additional licensing
activities.

~ '

~ 8
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Trainin and uglification Effectiveness

l. ~Anal sis:

During this assessment period, training and qualification effectiveness
was considered as a separate functional area for the first time. Training
and qualification effectiveness continues to be an evaluation criterion
for each functional area.

The various aspects of this functional area have been considered and
discussed as an integral part of other functional areas and the respective
inspection hours have been included in each one. Consequently, this
discussion is a synopsis of the assessments related to training conducted
in the other functional areas. Training effectiveness has been measured
primarily by the observed performance of personnel. The discussion below
addresses three principal areas; licensed operator training, nonlicensed
staff training, and the status of INPO training accreditation.

In 1986, two sets of licensing examinations were administered for Nine Mile
Point Unit 2. The first set of licensing examination results were five of
five Reactor Operator (RO) candidates and five of nine Senior Reactor
Operator (SRO) candidates passed all portions of the examinations. The
four SRO failures included three written examination failures and one
simulator/oral examination failure.

The grading of the SRO written examinations revealed marginal performance
in the area of procedures and Technical Specifications. Weaknesses in
these areas have been documented in past examinations. During the
simulator examination, it was noted that the candidates did not routinely
complete required checklists (e.g. post-scram checklist). These
deficiencies, although identified, were not considered significant at the
time. However, based on the past examination deficiencies and recent
operator errors and examination results, these collectively may indicate a
weakness in selected areas of the operator training program.

During the simulator exams, no significant problems arose with operation
of the simulator. Poor performance of computer software and hardware has
been a significant problem for license examiners during past examinations.
Even though many problems still exist, the licensee's efforts to improve
the simulator were commendable.

The second set of examinations involved only a written examination for
four retake SRO candidates. All four candidates passed the examination,
however, one candidate must complete a simulator/oral examination prior to
a licensing decision. In general, poor performance was noted on questions
concerning nuclear instrumentation. No other significant deficiencies
were noted.





31

The effectiveness and readiness of the nonlicensed training programs to
support Unit 2 operational phase were assessed. The licensee has devel-
oped a common nonlicensed training program for both units. Excellent
management support was noted for the development and implementation of
these nonlicensed training programs. The line management supported the
training personnel in developing the job and task analysis, and job
specific lesson plans. The input from the craft personnel was not
originally solicited or incorporated in the job and task analysis, and job
plans. However, the Training Department subsequently did survey the
crafts for their input.

Host instructors have prior "hands on" experience in the topics of
instruction. The training facility is equipped with laboratories to
provide "hands on" training for maintenance of components such as
valves, electrical panels, switchboards and instrumentation. There
was a good balance between theory and practical aspects in the lesson
plans reviewed.

INPO accreditation of the Unit 2 licensed operator training programs is
not complete, as the facility is not licensed for full power operations.
This is standard practice of INPO and is in no way a reflection of the
Unit 2 training program quality. Unit I programs are INPO accredited,
and the administration of Unit 2 programs is essentially the same.

In summary, the overall effectiveness of the nonlicensed training
programs appears to be adequate. No significant programmatic problems
involving nonlicensed station personnel have been identified during this
assessment period. The Unit 2 licensed operator training program, as
evidenced by operator licensing performance alone, appears to be
satisfactory. Several recent operator errors suggest operator training
deficiencies in Technical Specification requirements and procedural
compliance.

2. Conclusion:

Rating: 2

3. Board Recommendations:

Licensee: None

NRC: None
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Assurance of ualit (379 hours, 7.3%)

l. A~nal si s:

During this assessment period, Assurance of Quality is again being
considered as a separate functional area. Management involvement and
control in assuring quality continues to be one evaluation criterion
for each functional area, however, this section is a synopsis of the
assessments relating to the quality of work conducted in all areas.

During the previous assessment period, this functional area was rated
Category 2. No significant problems were identified. Shortcomings were
observed in the corrective action program. Licensee problem identifica-
tion was sometimes weak and resulted in incomplete corrective action. The
trend continued throughout this asses'sment period and was evident in the
Licensee Event Report (LER) program. LERs submitted, after issuance of the
Unit 2 Operating License, were factually complete, but lacked in-depth
root cause analysis. Consequently, corrective actions were sometimes
inadequate or inappropriate. Station management has been responsive to
these concerns. Additional levels of review have been incorporated in the
LER process including the site licensing, and the nuclear compliance and
verification groups. Towards the end of this assessment period, LERs
submitted were improving and reflected a more comprehensive event review
and analysis. In contrast to the station operations LER process, the site
security event analysis and reporting program was found to be thorough andself-critical.

Also, during the previous assessment period, the Quality First Program
(Qlp) was closely evaluated. Some weaknesses were identified with the
program handling of wrongdoing concerns. In general, the QIP resolution
of safety related concerns was found satisfactory.

A followup team inspection, conducted in this assessment period, reviewed
resolution of internal Quality Assurance (QA) department concerns raised
by Unit 2 contract Quality Control (QC) personnel through the Qlp. The
inspection team concluded that, although the QA/QC programmatic concerns
identified needed to be addressed by licensee management, the programmatic

. concerns did not result in any unsatisfactory hardware conditions at
Unit 2. .For example, QA corporate management was observed to not communi-
cate well with the QA staff at the site. Specifically, corporate QA took
a hard line position that Quality Assurance Procedures (QAPs) are stand
alone documents. This was supported by a corporate directive stating that
corporate QA instructions which supplement QAPs would not be issued. As a
result, site QA personnel wrote informal memoranda to supplement QAPs and
give the necessary working direction to QA personnel in the field.
Licensee handling of these internal QA concerns lacked forth-
rightness and candor with respect to not informing both licensee senior
management and NRC staff of their potential impact on Unit 2 operational
readiness and licensing. This is an indication of ineffective corporate
management involvement and internal communications,
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A team inspection reviewed allegations presented by a Unit 1 Instrumenta-
tion and Control Technician. One important purpose of the team inspection
was to assess the programmatic implications of the allegations on Unit 2,
because of the common management structure and administrative controls.
The team concluded that the programmatic problems identified did not
adversely impact the licensee's ability to safely operate Unit 2, but, as
noted above, NMPC station and corporate management do need to improve
their problem identification and resolution process. Both this
inspection and the team inspection of Unit 2 glP concerns, discussed
above, determined that the Unit 2 gA surveillance program was considerably
stronger than that at Unit 1 by virture of its organization and emphasis
on direct observation of field activities.

On numerous occasions in this assessment period, the licensee has been
faced with Technical Specification (TS) interpretations which they
have referred to the NRC staff for clarification. On specific Technical
Specification issues such as the definition of core alterations, and main
steam line drain valve Type C testing and jet pump operability surveil-
lance testing, the licensee initially made inappropriate interpretations.
In contrast, licensee fire protection TS interpretations were generally
acceptable. In the examples stated above, the licensee TS interpretations
appeared to be driven more by schedular impact and administrative ease
than compliance with the TS. The licensee did identify these concerns in
advance and resolved them prior to taking the action planned.

Hardware problems identified by the licensee were typically handled
promptly and efficiently. For example, Emergency Diesel Generator
problems involving flawed piston connecting rods were researched by NMPC
personnel at the vendor's facility. Although the vendor did not recommend
piston rod replacement, the licensee conservatively decided to replace the
rod to minimize the potential for failure. Another example involves the
improper installation of Agastat Relays at Unit 2. Upon identification of
the installation deficiency by NMPC personnel, a prompt and complete
inspection was initiated at both Unit 1 and 2 to ensure proper relay
installation.

Upon issuance of the Operating License to Unit 2, there was not a disting-
uishable transition in the manner by which the Operations Department and
control room licensed operators controlled unit activities. The completion
of construction related activities and performance of preoperational and
surveillance testing, in conjunction with the loading of fuel, taxed the
capabilities of the Station Shift Supervisor (SSS) to effectively control
and coordinate all station activities, (refer to Section IV.B., Opera-
tions). Station management, although slow in reacting to this concern,
was responsive to the needs of the SSS and has taken appropriate measures
to help the SSS shoulder his responsibilities. The Operations Department
did not appear to be well prepared to assume all the responsibilities of
the operating license on October 31, 1986, but has demonstrated gradual
improvement.
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The licensee's efforts to keep track of industry standards in gA area and
apply these standards in the development of licensee programs and
procedures were very good. For example, the licensee took initatives and
committed resources to develop a gA Topical for both units based on the
latest industry standard, NgA-1. The licensee also supported the efforts
to support NRC review of this Topical Report and obtained NRC approval in
a relatively short period of time. The licensee was aggressive in
developing detailed implementing procedures using the guidelines in the
most conservative industry standards available.

The licensee's efforts to develop the procedures required to support the
operational phase of Unit 2 were very good. The licensee used the Unit 1
experience and the industry experience to develop the procedures. The
procedures were developed well in advance of the fuel load date. The NRC
staff found these procedures to be adequately detailed and prepared to
meet the NRC requirements and licensee commitments. Review and approval
of these procedures were effective and timely.

In summary, licensee measures to assure quality were satisfactory. The
programs to evaluate events and nonhardware problems, and to determine the
root causes and develop appropriate long term corrective actions, need
strengthening. Safety related hardware concerns are typically resolved
promptly and efficiently. Corporate management awareness and involvement
in day-to-day station activities need improvement. Station management
lines of communication need to be improved, and overall coordination and
control need to be more responsive. During construction, the guality
Assurance organization surveillance activities at Unit 2, in contrast to
Unit 1, were more aggressive and effective in identifying and correcting
deficiencies, in the field. This level of gA involvement should be
maintained during Unit 2 operations.

2. Conclusions:

Rating: 2

3 ~ Board Recommendation:

Licensee: None

NRC: None
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SUPPORTING DATA AND SUMMARIES

A. Construction Deficienc Re orts CDRs

The licensee identified twenty-two (22) potential 10CFR50.55(e)
Construction Deficiencies during the assessment period, all of which
were subsequently found as reportable. Table 1 identifies the
reported items.

B. Investi ation and Alle ations Summar

There were no Office of Investigations (OI) reviews initiated at Unit 2
in this assessment period. However, enforcement action was taken this
period subsequent to the conclusion of the OI investigation of
numerous complaints of discriminatory acts. The complaints were filed
by Niagara Mohawk auditors involved in an audit of the guality
Assurance Department in 1984.

During this assessment period, eleven allegations concerning Unit 2
were received and reviewed by the NRC. Seven of the allegations were
found invalid. Two of the allegations were valid and found to have
been properly addressed by the licensee. One allegation involved the
potential misuse of controlled substances and was turned over to the
licensee for investigation. The one remaining allegation is pendingfinal review by the inspectors.

C. Escalated Enforcement Actions

An Enforcement Conference was held on July 25, 1986, subsequent to the
completion of an investigation by the Office of Investigations, to discuss
licensee actions resulting from complaints of discrimination made by
Niagara Mohawk guality Assurance Auditors in 1984. A Notice of Violation
was issued, subsequent to this conference, on December 23, 1986, citing a
Severity Level III violation of the provisions of 10CFR 50.7.

An Enforcement Conference was held on January 8, 1987 to review two LCO
violations of Technical Specifications during initial fuel loading. A
Notice of Violation was issued on February 4, 1987, citing two Severity
Level IV violations.

D. Mana ement Conferences

On Apri 1 14, 1986, Regional Management toured the site and met with
licensee management to discuss plant status and schedule.

On August 6, 1986, Regional Management again toured the site and met with
licensee management. The purpose of this meeting was for the licensee to
make their Readiness for Operation presentation.
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E. Licen sin Activities

1. NRR-Licensee Meetin s

A large number of meetings were held with the licensee in
Bethesda to resolve/discuss staff concerns. These are
documented by meeting summaries.

2. Licensin Documents Issued

Final Draft Technical Specifications - June 27, 1986
SSER-3 - July 1986
Revisions to Final Draft Technical Specifications - September

10, 11, 8('29, 1986
SSER-4 — September 1986
SSER-5 - October 1986
Operating License - October 31, 1986
Final Technical Specifications - October 31, 1986
Several Environmental Assessments in support of exemption

requests — throughout the rating period
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TABLE 1

Construction Deficienc Re orts

CDR No.

86-00-01

Date

4/4/86

Licensee
Cause
Code Discioline " Subject

Reactor Water Cleanup System
components inside Secondary
Containment not seismically
supported.

86-00-02

86-00-03

4/15/86

4/20/86

ASME III Class 1 fittings
did not meet ASHE III
NB-2546.3 procurement
specification.

High Neutron flux trip
inoperable due to wiring
error.

86-00-04

86-00-05

86-00-06

5/14/86

6/2/86

6/5/86

Standby diesel generator
failure to meet 10-second
start requirement.

Cable supplied with HVAC
flow elements and switches
is not qualified for
Category 1 application.

Environmental seals on
Rosemount transmitters are
loose.

86"00-07

86"00-08

6/9/86

6/10/86

Excessive vibration of low
pressure fuel oil supply
lines on Division I and II
Emergency Diesel Generators.

Elgar Class 1E inverters-
fuse block connector
failure.

86"00-09 6/16/86 Hydraulic Fluid leakage on
the DC motor of Borg Warner
actuators.

86"00"10 6/27/86

As determined by the SALP Board

Cracks in delivery valve
holders for Division I and
II Emergency Diesel
Generators.
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TABLE 1

Construction Deficienc Re orts Continued

CDR No.

86-00-11

86-00-12

86"00-13

86-00-14

86"00-15

8e-oo-1e

86-00"17

Date

7/10/86

7/3/86

7/31/86

8/5/86

8/8/86

8/10/86

8/17/86

Cause
Code

A

~Disci line Subject

Category 1 components in a
non-Category 1 stair tower.

Air start valve seat inserts
for Division I and II
Emergency Diesel

Generators'ervice

Water System two
pump trip analysis.

Minimum voltage requirements
not met for 120 VAC and 125
VDC cabling.

Unacceptable response times
for temperature switches in
RHR system.

Improper installation of
PYCO Temperature Elements.

Cracks in contact levers of
MSIV actuator limit
switches.

86-00-18 10/21/86

86-00"19 10/21/86

Cracks in MSIV actuator
roller bearings.

Failure of MSIVs to meet
closure time requirements.

86"00-20

86"00-21

86-00-22

1/23/87

11/15/86

11/21/86

Failure of MSIVs to satisfy
Type C leak rate testing
requirements.

Failure of Fire Deluge
Valves to operate.

Insufficient flow rate
through Hydrogen
Recombiners.
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TABLE 1

Construction Deficienc Re orts Continued

Cause Codes Totals

A - Personnel Error
B — Design Error
C — External Error
D - Defective Procedure
E - Component Failure
F - Fabrication Error

3
13

0
0
5
1

Disci line Codes Total s

1 - Safety Related Structures
2 - Piping Systems and Supports
3 - Nechanical Components
4 — Electrical Components
S - Instrumentation Controls Systems

1

2
10

7
2

O

;0
~ ~ ~, e IIB ' g $ '

y
' ( $ =( ~ 'e l 'f ~ ' ~ ( )' ' >
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TABLE 2

Re ortable Events Since Issuance of 0 eratin License

Causes Determined b SALP Board

An assessment has been conducted to determine the root cause of each event from
the perspective of the NRC. The causes fell into the following categories and
sub-categories.

Personnel Errors PE

1. Lack of Knowledge (LK) - the individual was not properly trained or
provided with instructions from supervision.

2. Inattention to Detail (ID) - the individual failed to pay proper
attention to a task and was careless.

3. Poor Judgement (PJ) — the individual failed to make the correct
assessment with the proper amount of training and attention to
facts.

E ui ment Malfunctions/Failure EM/EF

1. Random (R) - isolated component problems not of generic concern.

2. Design Deficiency (00) - poor design was the cause of the failure.

3. Construction Deficiency (CD) - improper installation during
construction caused or could have caused a failure.

Procedural Error PROE

The procedure failed to provide adequate instruction, was poorly worded,
or was not properly reviewed for use.

Ineffective Corrective Action ICA

Action was not taken by management or the action taken on a previously
identified item was not timely or did not correct the root cause and
allowed this occurrence.
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Causes As Determined 8 Licensee

The licensee made an assessment of the cause for an event and documented it on
the LER. The intent of these codes is to document equipment malfuctions. The
licensee has used the codes to identify the causes of events other than just
equipment malfunctions. The following codes were used:

A — Personnel Error
B - Design, Manufacturing, Construction or Installation
C — External Cause
D - Defective Procedures
E - Component Failure
X — Other

(*) - Not considered by licensee to involve equipment malfunction and
therefore no cause code assigned by licensee.





42

TABLE 2

Summar of Causes Determined b SALP Board

Personnel Errors
Sub
Total

Total
Number

Lack of Knowledge

Inattention to Detail

Poor Judgement
21

E ui ment Mal function/Failure

Random

Design Deficiency

Construction Deficiency

Procedural Errors

Ineffective Corrective Action

Total 44

Summar of Causes as Determined b the Licensee

Area
No

A B C D E X Code Total

Operations
Rad Protection
Surveillance/Preop
Emergency Prep
Sec/Safeguards
Construction
Training
Licensing
Assurance of guality
No Area

3 1

2 3 3

1 2 4 13

10

5 5

TOTALS 11 4 3 1 2 7 5 33

Note: The difference in the total numbers of causes is attributed to the
licensee assigning only one cause to an event while the SALP board may have
assigned multiple causes.





TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number
Date Cause Code

11/4/86 86"02
(A)

Descri tion

Technical Specification
Violation: All downscale
SRN rod blocks inoperable
during fuel load.

Cause Determined~BB
PE/LK - A licensed
senior operator
did not realize
that a Technical
Specification
existed for SRM

rod blocks.

Functional
Area

Operations

PROE - The surveil-
lance procedure
being used was not
written for the
condition in whichit was used.

Operations

11/5/86 86"01
(X)

Reactor scrams due to IRN
upscale trip and high
scram discharge volume.

EM/R IRN spike
due to bumping of
adjacent fuel
bundle during
fuel loading.

Operations

PE/PJ — A licensed
licensed reactor
operator failed to
follow written
procedure when
resetting the
first scram by
not bypassing
the scram
discharge volume
high level scram
instruments.
This caused the
second scram.

Operations

11/5/86 86-05
(A)

Technical Specification
Violation: SRN "C"
Reactor scram trip
functions bypassed while
loading fuel in that
quadrant.

PE/ID - Licensed
Operator failed
to return SRM to
service prior to
recommencing fuel
load.

Operations





TABLE 2
Re ortable Events Since Issuance of 0 eratin License Continued

Event
Date

LER Number
Cause Code Descri tion

Cause Determined Functional
L d

PE/ID - The other
operators in the
control room did
not notice the
bypassed SRM.

PROE - The
procedure which
required the SRM
to be bypassed
did not have a
second veri-
fication of its
return to
service.

Operations

Operations

i
11/9/86 86-03 Above refuel floor

(A) radiation monitor
inoperable.
(Voluntary Submittal)

11/10/86 86-04 Two Reactor scrams
(E) due to upscale

APRM trips.

PE/LK - Although
the Technical
Specifications
were not violated
due to the length
of time the monitor
was inoperable, a
senior operator
misinterpreted the
number of operable
monitors required.

PE/ID - The first
first scram was
assumed to be
caused by welding

'near nuclear
instrumentation
cabling. A
proper review
was not conducted
to see if this
welding was
actually
the cause.

Operations

Operations

EF/R - A failed
LPRM card was
found after the
second scram.





TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number
Date Cause Code

11/12/86 86-06
(A)

Descri tion

Technical Specification
Violation: Two
fire watch patrols
failed to maintain
hourly surveillances

Cause Determined
~BLP B d

PE/ID - In the
first instance
the fire watch
sign in sheet was
missed. In the
second instance a
fire watch status
board was im-
properly main-
tained, result-
ing in an area
not being patrol-
led.

PE/LK - Fire
Department
personnel were not
fami liar wi th
Technical Specifi-
cation require-
ments,

Functional
Area

Operations

Operations

11/20/86 86-07
(x)

11/17/86 86-08
& 08.1

(X)

Engineered Safety
Feature Actuation due
to loss of RPS power
suppl ies

Technical
Specification
Violation: Inoper-
able fire barriers
due to unsealed
field run imbedded
conduit.

PE/ID - Ground
faults introduced
downstream of EPAS
during MSIV logic
testing

EF/CD - Fire
barriers found
not to be sealed
due to the
contractor failing
to keep an
accurate complete
work list.

Construc-
tion

Construc-
tion

PROE - The
contractors
QC/QA 'procedure
did not uncover
these
discrepancies.

Construc-
tion
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TABLE 2
Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number
Date Cause Code

11/23/86 86"10
Rev. 1

(X)

11/24/86 86"09
(A)

11/27/86 86"11
12/8/86 (")

Descri tion

quarter Core (Group 2)
scram due to loss of
power to scram
solenoid valves.

Standby Gas Treatment
System Auto Start due
to grounding of a
jumper during a
surveillance test.

Standby Gas Treatment
System Auto Start
due to spikes on
Radiation Monitors.

Cause Determined
~BA

PE/ID - Mhi l e a
procedure was
being
performed which
would cause a half
scram, work was
conducted near
components
(breakers and
fuses) which,if repositioned
or removed,
would cause
a Group 2 scram.
No personnel
admitted to mis-
operation of
components but
this appears to
be the only
possible cause.

ICA - The
use of allegator
clip to terminal
connections was
known to cause
problems but was
never corrected
by the licensee.

EM/DD — This type
of spiking has
been a continuous
problem at Unit 1

and could be the
same for Unit 2.
The licensee has
not completed a
program evaluating
these occurrences.

Functional
Area

Operations

Survei 1-
lance

Operations
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TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number
Date Cause Code

11/28/86 86-12
11/29/86 (")

Descri tion

Standby Gas Treatment
System Auto Start
due to low flow
condition in normal
Reactor Building
ventilation.

Cause Determined
~BALP

EM/00 — From
analysis of events
as documented by
the plant process
computer a cause of
the l ow flow
condition cannot
be determined.
The licensee
is conducting
a more detailed
review with a
subsequent LER
revision to be
issued by
3/26/87.

Functional
Area

Operations

12/2/86 86-15'c) Reactor scram due to
loss of both
RPS power supplies.

EF/00 - When the
MSIV actuator
modification was
being designed,
the logic for
supplying the
solenoid dump
valves was
changed. This
change allowed
the cross
connection of
the two RPS

power supplies.
The design
change did not
receive adequate
review prior to
implementation.

Construc-
tion
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TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number

12/3/86 86-14 quarter reactor
(A) scram due to

operation of a
wrong breaker

Cause Determined
ABP B d

PE/ID - The opera-
tor opened the
wrong breaker
while trying to
i sol ate MSIV
logic circuits.

Functional
Area

Operations

12/7/86 86-16
12/8/86 (B)

Standby Gas
Treatment was
heater controls
malfunction.

EM/DD — The heater
controlled by
a flow sensing
switch not
proper ly
installed to
sense system
flow.

Construc-
tion

i PROE — The
preoperational
procedure for
Standby Gas
Treatment
was performed
when the
Reactor
Building and
other systems
were not in
the normal
configuration;
as such this
deficiency was
not detected.

Preopera-
tions

12/10/86 86-21
(*)

Auto ECCS

(HPCS) Actuation
(No Injection)

EM/DD — The sens-
ing lines for the
level detectors
supplying the
auto start
signal contain
flexible sections.If one of these
sections is bumpedit can cause
a spurious
initiation
signal.

Construc-
tion
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TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number

12/15/86 86-19 Reactor scram due
(E) to high scram

discharge volume
level

Cause DeterminedB~d
ICA - Thi s event
is very similar
to the event
described
in LER 86-14.
The licensee's
corrective action
did not prevent
recurrence.

Functional
Area

Operations

12/15/86 86-27
(B)

Agastat GP Relays
found to fail
due to the
relay not being
firmly seated
in its mounting
bracket.

EF/CO - When
initially instal-
led the proper
amount of force
was not used
to seat the
relays into
their bases.

Construc-
tion

12/16/86 86-18
(A)

Auto Containment
Isolation Due to
misinstallation of
jumpers.

PE/IO — The Test
Test Engineer
directed that
a jumper be
placed on wrong
terminals.

Construc-
tion

PROE - The proce-
dure being used
left the
installation
of jumper up
to the
discretion of
the Test
Engineer.

Construc-
tion
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TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number
Date Cause Code

12/18/86 86-20
(a)

Descri tion

Auto ECCS (LPCI
and LPCS) injection
due to lifting
of erroneous leads.

Cause Determined
~BAAAP d

PE/ID - Leads
were lifted
that caused
the RHR system to
sense an
initiation
condition ~

Drawings were not
properly reviewed
prior to starting
work.

Functional
Area

Construc-
tion

12/22/86 86"22
(X)

All emergency
diesel generators
inoperable.

PE/LK - The
operator assigned
to align the
system so that
a sample could
be taken did not
fully understand
what he was doing.

Operations

PE/ID " The CSO
was aware that
the sampling
was going on
and never told
the SSS. The
procedure was
never reviewed
by the SSS or
CSO prior to
authorization
verbally by
the CSO.

Operations
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TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number
d

12/22/86 86-22 (Continued)

Cause Determined
BA ALP B d

PE/LK - The
chemistry
technician had
little knowledge
or direction
on how the
sampling being
performed could
affect the
operabi 1 i ty
of the diesel
generators.

PROE - The
surveillance
procedure did
not require
that the SSS
review and
sign the
procedure
prior to use.
The procedure
did not have
a plant impact
statement.

Functional
Area

Survei 1-
lance

Surveil-
lance

12/23/86 86-23
(X)

12/26/86 86-26
(B/X)

Technical
Specification
Fire watch
not established
properly.

Conduit seal
did not meet
internal flood
criteria.

PE/ID - The proper
procedure was not
followed when
a detector was
found not
operating as
expected.

EM/DD-
Procedure
allowed
improper seal
to be installed.

Operations

Construct-
ion
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TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number

12/31/86 86-24 Emergency Division I
(A/X) and II batteries

inoperable due to
corrosion.

Cause Determined
~BAAP B d

PE/LK — SSS
was not notified
promptly of
the corrosion
on the battery
terminals. This
was due to the
electricians not
being fami liar
with Technical
Specification
requirements.

Functional
Area

Surveil-
lance

12/21/86 86-25
(C/C)

Standby Gas-
Treatment System
auto start due to
Reactor
Building differ-
ential pressure
sensing lines.

PROE — The
procedure did
not have any
requirements
addressing
corrosion with
respect to
technical
specification
requirements.

ICA - The
problem with the
wind effects
on these sensing
lines has been
know for a long
time, and has
not been
corrected. The
possibility of
this event
occurring was
brought to
the licensee's
attention
during review
of a previous
auto start
of Standby Gas
Treatment.

Surveillance

Const-
ruction
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TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number
Date Cause Code Descri tion

Cause Determined Functional
LPB d A

EN/00 — The
sensing lines
were installed
in an area were
wind could cause
affects.

Construct-
ion

I/O/87 87-02
(*)

Standby Gas
Treatment System
auto start due
to 1 ow flow
in normal
Reactor Building
ventilation and
failure of a
normal
Reactor Build-
ing fan to start.

PE/ID - A senior
reactor operator
failed to
properly review
a tagout
prior to author-
ization. When
hanging the tagsit caused dampers
to reposition
and caused the
low flow
condition.

Operations

e

I/16/87 87-03
(B/A)

Standby Gas
Treatment System
Auto Start due
to grounding
of a jumper
during a
surveillance.

PROE - Work
that was to
have been
complete
prior to
the pre-
operational
testing.

ICA - The use of
allegator clips
on this type
of connection
caused the
event reported
by LER 86-09.
The licensee
failed to
perform proper
action to prevent
a jumper from
falling off
and grounding.

Construct-
ion

Surveil-
lance

~ ~ t' ~k
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TABLE 2

Re ortable Events Since Issuance of 0 eratin License Continued

Event LER Number
d

Cause Determined Functional
~BBB d A

1/26/87 87-09
(D)

Inadvertent
Isolation of
inborad MSIVs
due to
surveillance
interference

PE/ID — A senior
licensed operator
allowed the
instrument and

'ontrols depart-
ment to perform
a surveillance
which caused
an isolation
signal to be
generated. The
operator did
not fully
understand the
test to be
performed and
the consequence
of his actions.

Operations

1/27/87 87"08 Technical
Specification
Violation:
Continuous fire
watch not
established
when required
a C02 system
to be dis-
abled.

PE/ID - A licensed
oper ator fai 1 ed to
see that an
additional work
item had been
added and not
completed prior
to clearing a
tagout. When
this was found
a new tagout
was prepared.
The SSS was not
given the tag-
out given the
tagout for
approval prior to
hanging so the
need for the
continuous
fire watch
was not
established.

Operations

t NOTE: LER Numbers 86-13, 86-17, 87-01, 87-04 and 87-05 were not used by the
licensee. LER Numbers 87-06 and 87-07 were used for events which occurred
after the end of the period.

B ' '

~ B " ~ ' *
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TABLE 3

Enforcement Summar

Severit Level

Area 1 2 3 4 5 Dev Total

Operations
Rad Protection
Surveillance/Preop
Emergency Prep
Sec/Safeguards
Construction
Training
Licensing
Assurance of guality

3 1

5 4

Total s 9 5 1 15
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TABLE 3 continued

Inspection
~Re ort Ro.

410/86"01

Re uirement

10CFR50
App. B

Violation
Level

Functional
Area

Surveillance/
Preoperational
Testing

Violation

Preop Test Procedure
not in conformance with
FSAR Table 14.2-126,
EDG Air Start System
Acceptance Criteria.

410/86"08 10CFR50
App. B

410/86-08 10CFR50.55a

410/86" 08 10CFR50
App. B

410/86 "08 10CFR50
App. B

410/86" 09 10CFR50
App ~ B

410/86" 13 10CFR50
App. B

410/86-13 10CFR50
App. B

Construction

Construction

Construction

Construction

Construction

Construction

Construction

Instrumentation not
properly identified
for repair,

Insufficient cable
separation for cabling
through penetration
2WC564N14.

Inadequate drawing
control measures
after completion of
modification to
SWP"FV47B."

Insufficient corrective
action to prevent
instrument tubing
damage.

Improper design
'ontrolfor routing

Class lE electrical
cables.

Construction
activities not
performed in
accordance with
procedures.

Pipe support
installed not in
accordance with
drawings.

0
f' r ~ ~ e ' 4 %P ~ 9 p I
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TABLE 3 continued

Inspection
~Re ort Ro.

410/86-13

Re uirement

10CFR50
App. B

Violation
Level

Functional
Area

Construction,

Violation

Several activities
affecting quality
not accomplished per
documented
instructions or
procedures.

410/86-33 FSAR
Sect. 14.2.7

410/86-37 10CFR50
App. B

410/86-56 T.S.3.9.2

410/86-56 T.S.3.3.6.b

410/86-56 10CFR50.72
(b)(2)('')

410/86-65 10CFR50
App. B

Dev.

4.

Surveillance/
Preoperational
Testing

Construction

Operations

Operations

Operations

Operations

Preoperational
testing per
N2-POT"100A-1 5 2 did
not include preliminary
test MD.0100.A03 test
results for JTG review.

Failure to follow
procedure for
maintenance on
Rosemount
transmitters.

Failure to have an
operating SRM in the
quadrant in which fuel
was being loaded.

Failure to have SRM

rod blocks operable
in Refuel.

Failure to report
(via ENS) an
automatic RPS SDV

High Level Scram.

Failure to take
effective corrective
action to prevent a
second SDV scram.
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TABLE 4

Ins ection Re ort Activities

Re ort/Dates

410/86-01
1/13/86 - 2/21/86

410/86"05
3/3/86 " 3/7/86

410/86-08
3/3/86 " 3/7/86

~Ine ector

Resident

Specialist

Specialist

Hours

90

31

60

Areas Ins ected

Routine safety inspection by
resident inspectors.

Routine safety inspection of
preoperational interim
surveillance and preliminary
testing.

Routine safety inspection of
instrumentation system
installation.

0

410/86-09
2/22/86 " 4/18/86

410/86-11
3/31/86 — 4/4/86

410/86-12
3/24/86 - 3/28/86

410/86-13
4/14/86 - 4/25/86

410/86-14
3/31/86 " 4/4/86

410/86-15
4/7/86 — 4/11/86
4/21/86 — 4/25/86

410/86-16
4/7/86 - 4/15/86

410/86"17
4/28/86 " 5/1/86

Resident

Specialist

Specialist

Specialist
Team

Specialist

Specialist

Special i st

Specialist

313

135

18

709

34

93

73

56

Routine safety inspection by
resident inspectors.

Routine safety inspection to
determine readiness for
implementation of gA Program
for operations.

Routine radiological
controls inspection.

As-built team inspection in
the areas of mechanical,
electrical and instrumenta-
tion and control.

Routine inspection of
preoperational test program
and implementation.

Routine inspection of
administrative, operations,
design change and
modification procedures and
preoperational testing.

Routine inspection of
containment leakage testing
program and test witnessing.

Routine inspection of
radiochemistry, liquid and
gaseous radioactive waste.
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TABLE 4

Ins ecti on Re or t Activi ties Continued

Re ort/Dates

410/86-18
4/19/86 " 5/31/86

410/86-19
5/19/86 — 5/23/86

410/86-20
5/5/86 " 5/9/86

410/86"21
5/12/86 — 5/15/86

410/86"22
4/30/86 — 5/9/86

410/86-23
5/19/86 - 5/22/86

410/86-24
5/12/86 — 5/16/86

410/86"26
5/20/86 — 5/23/86

410/86-27
5/19/86 — 5/23/86

410/86-28
5/27/86 — 5/31/86
6/9/86 - 6/13/86

410/86-29
6/1/86 - 7/13/86

410/86-30

~Ies ector

Resident

Specialist

Speci al i st

Specialist

Specialist

Special i st
Team

Specialist

Specialist

Special i st

Specialist

Resident

Special i st

Hours

358

26

65

36

85

198

66

56

37

125

139

30

Areas Ins ected

Routine safety inspection by
resident inspectors.

Routine inspection of
radiological controls.

Routine inspection of
preoperational testing and
power ascension test
program.

Routine inspection of Fire
Protection/Prevention
Program readiness for fuel
load.

Routine inspection of
procurement, receipt,
storage and handling,
document control and records
management programs.

Emergency Preparedness
Implementation Appraisals

Routine preoperati ona1
security progr am review.

Routine inspection of
maintenance, QA/QC, measure
and test, and EOPs.

Routine inspection of
preoperational testing.

Routine safety inspection to
followup previously
identified items.

Routine safety inspection by
resident inspectors.

Routine inspection of
preoperational testing.

se
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TABLE 4

Ins ection Re ort Activities Continued

Re ort/Dates

410/86"31
6/16/86 " 6/27/86

~Ios ector Hours

Specialist 67

Areas Ins ected

Routine inspection of
preoperational testing.

410/86-32
6/23/86 - 6/25/86

410/86-33
6/30/86 - 7/11/86

410/86-35
7/7/86 — 7/11/86

410/86-36
7/7/86 - 7/11/86

410/86"37
7/14/86 " 7/18/86
7/28/86 - 8/1/86
8/11/86 - 8/15/86

410/86-38
7/14/86 - 7/24/86

410/86"39
7/7/86 " 8/31/86

410/86"40
7/28/86 " 8/1/86

410/86"41
7/29/86 " 8/1/86

410/86-42
9/1/86 " 9/30/86

Specialist

Specialist

Special i st

Specialist

Specialist

Specialist

Resident

Specialist

Specialist

Resident

16

69

35

177

85

152

17

37

148

Routine inspection of
Preservice Inspection
Program.

Routine inspection of
preliminary and
preoperational testing and
PNT.

Routine inspection of
radiochemistry, liquid and
gaseous radioactive waste.

Routine safety inspection
of operational readiness
of IKC maintenance program.

Routine safety, inspection
to followup previously
identified items.

Routine inspection of
preoperational testing and
power ascension test
program.

Routine safety inspection
by resident inspectors.

Preoperational security
program inspection.

Routine inspection of power
ascension test program and
surveillance testing.

Routine safety inspection by
resident inspectors.
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TABLE 4

Ins ection Re ort Activities Continued

~R/
410/86-43
7/28/86 — 8/1/86

410/86"44
8/4/86 - 8/6/86

410/86"45

410/86-46
8/4/86 - 8/7/86

~Ies ector

Specialist

Speci al i st

Specialist

Hours

32

85

Areas Ins ected

Routine inspection to
followup on IE Bulletin
responses and previous
findings.

Emergency Preparedness
Implementation Appraisal
followup inspection.

Not used.

Routine inspection of
Radiological Controls.

. ~ R

0

410/86-47
8/4/86 " 8/8/86

410/86"48
8/11/86 " 8/15/86

410/86-49
8/18/86 — 8/22/86

410/86-50
8/18/86 — 8/28/86

410/86-51
9/8/86 - 9/19/86

410/86-52
9/8/86 " 9/12/86

410/86-53
9/22/86 - 9/26/86

Specialist

Specialist

Specialist

Specialist

Specialist

Speci al i st
Team

Specialist

35

64

76

87

65

139

43

Routine inspection of T.S.
surveillance and calibration
programs.

Routine inspection of QA
program and fol 1 owup on
previously identified items.

Routine inspection of
radiochemistry liquid and
gaseous radioactive waste
and effluent controls.

Routine inspection of
preoperational, power
ascension and surveillance
testing.

Routine inspection of
preoperational, power
ascension and surveillance
testing.

Special team inspection to
review the Q1P and QA
program effectiveness.

Special inspection to review
HSIV problems.
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TABLE 4

Ins ection Re ort Activities Continued

Re ort/Dates

410/86"54
9/29/86 " 10/2/86

410/86-55
10/7/86 — 10/9/86

410/86-56
10/1/86 — 11/16/86

410/86-57
10/20/86 - 10/24/86

410/86-58
10/29/86

'I

410/86-59
10/27/86 - 10/31/86

410/86-60
10/31/86 - 11/5/86

410/86-61
8/25/86 - 8/29/86

410/86-62
10/31/86

410/86"63
11/17/86 — 11/21/86

410/86-64
11/17/86 — 11/21/86

410/86-65
ll/17/86 — 1/4/87

~Ins ector

Special i st

Specialist

Resident

Specialist

Specialist
Team

Specialist

Specialist

Speci al i st
Team

N/A

Specialist

Specialist

Resident

Hours

18

13

341

66

73

26

51

64

19

35

254

Areas Ins ected

Routine inspection of
operational status of
Emergency Preparedness
Program.

Routine inspection of
nonradiological chemistry
program.

Routine safety inspection
by resident inspectors.

Routine inspection of power
ascension and surveillance
testing.

Team inspection to observe
the Annual Emergency
Preparedness Exercise.

Routine inspection of site
security.

Routine inspection to
observe initial fuel load
activities.

Special Team Inspection to
independently examine
allegations by a NMPC I&C
technician.

Initial Operating License
Review Report

Routine inspection of
radiological controls.

Routine inspection of power
ascension testing and
surveillance testing.

Routine safety inspection
by resident inspectors.
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TABLE 4

Ins ection Re ort Activities Continued

Re or t/Dates

410/86-66
12/1/86 - 12/5/86

410/86"67
12/1/86 " 12/5/86

410/86-68
12/8/86 " 12/12/86

410/86-69
12/10/86

410/87-02
1/5/87 - 3/1/87

410/87-03
1/12/87 — 1/16/87

410/87-04
1/12/87 " 1/16/87

~Ies ector

Specialist

Specialist

Specialist

Specialist

Resident

Specialist

Specialist

Hours

25

34

34

N/A

178

19

Areas Ins ected

Routine inspection of water
chemistry control program.

Special inspection to review
MSIV problems/progress.

Routine inspection of power
ascension testing,
surveillance testing and
preoperational test results.

Operator Licensee
Examination Report.

Routine safety inspection
by resident inspectors.

Special inspection to review
MSIV problems/progress.

Routine inspection of
radiological controls.
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TABLE 5

INSPECTION HOURS SUMMARY

(2/1/86 " 1/31/87)
NINE MILE POINT UNIT 2

Functional Areas

A. Construction
B. Operations
C. Preoperational Surveillance

and Startup Testing
0. Radiological Controls
E. Security and Safeguards
F. Emergency Preparedness
G. Licensing
H. Training & gualification

Effectiveness
I. Assurance of quality

Hours

1994
836

1240

283
108
374

379

Percent of Hours

38.2
16.0
23.8

5.4
2.1
7 '

7.3

TOTALS 5214 100%
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