OCT 041990

Docket No. 50-220

Niagara Mohawk Power Corporation

ATTN: Mr. Lawrence Burkhardt, 111
Executive Vice President
Nuclear Operations

301 Plainfield Road

Syracuse, New York 13212

Gentlemen:

Subject: NRC Region I Inspection Report No. 50-220/90-06

Gent)emen:

This refers to your letter dated September 14, 1990, in response to our letter
dated July 31, 1990.

Thank you for informing us of the corrective and preventive actions docunented
in your letter related to the markup process. These actions will be examined
during a future inspection of the maintenance area.

Your cooperation with us is appreciated.
Sincerely,

ORICINAL SIGNED) BY:
CURTIS J. COWGILL

Curtis J. Cowgill, Acting Chief
Reactor Projects Branch No. 1
Division of Reactor Projects
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OCT 04 1930

Niagara Mohawk Power Corporation 2

(2l

Sylvia, Senior Vice President

Hansen, Manager, Corporate Quality Assurance

Colomb, Unit 2 Superintendent, Operations

Beckham, Manager, Nuclear Quality Assurance Operations
Abbott, Unit 2 3tation Superintendent

. Perry, Vice President, Quality Assurance

. Dahlberg, Unit 1 Station Superintendent

. Randall, Unit 1 Superintendent, Operations

Firlit, Vice President, Nuclear Generation

Terry, Vice President Nuclear Engineering and Licensing
. Warden, New York Consumer Protection Branch

Conner, Jr., Esquire

. Wilson, Senior Attorney

. Keib, Esquire

Director, Power Division, Department of Public Service, State of New York
State of New York, Department of Law

Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (NSIC)

NRC Resident Inspector

State of New York, SLO Designee
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bee:

Region I Docket Room (with concurrences)
Bellamy, DRSS

Linville, DRP

Vito, DRP

Meyer, DRP

Miller, DRP

Caldwell, EDO

Martin, NRR

Capra, NRR
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NINE MILE POINT NUCLEAR STATION/P O BOX 32 LYCOMING N Y 13083 TELEPHONE (315) 343-2110

NMP 70198

September 14, 1990

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

RE: Nine Mile Point Unit 1
Docket No. 50-220

IOISSRIRRCET T i
Gentlemen:

Attached is Niagara Mohawk Power Corporation's response to the
Notice of Violation contained in Inspecti n Report No. 50-220/90-
06 dated July 31, 1990. If you have any questions concerning this
matter, please call.

Very truly yours,

NIAGARA MOHAWK POWER CORPORATION

L. Burkhardt, III
Executive Vice President
Nuclear Operations

LB/AC/1mec
(A:0002.Doc)

ATTACHMENT
Xc: Regional Administrator, Region I

Mr. W. A, Cook, kesident Inspector
Records Management
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Technical Specification 6.8.1 etates that written procsdurcs and
administrative pelicies shall be implenented to meet or exceed the
requirements of Appendix A of Regulatory Guide 1.33, which states

thet administrative procedures shall ba implemented for eQuipment
control.

Nine Mile Point Nuclear Station Administrative Procedure AP-4,2,
Control of Equipment Harkups, Saction 5.35.4 statas that the markup
person shall maintain positive contrel over assigned narkups to
ensure the safety of personnel performing the work. Additionally,
Section 6.1.11 states the assigned markup person shall remain aware

©f, and responsible for, the performance or direction of work
within the scope cf the markup.

Contrary to the above:

1, On May 21, 1990, the suction valve to feedwater pump §11 wvas
shut under the control of an existing blue Rarkup to support
a maintenance activity. The assigned markup perscn was not
informed of this change in equipment status and his markup as

required by AP-4.2. This reasulted in the feedwater pump being
started with the suction valve closed.

On June 28, 1990, the NRC resident inspectors identified two
components under the control of blue Markup $15270 which vere
not in the specified configuration ag reguired by the markup
Or as anticipated by the responsible markup man.

Niagara Mohawk Power Corporation admits to the violation as stated,

The two examples -:¢ed as violations of AP=4,2,

sections 5.5.4 and
6.1.11 can be attribu»edito a8 combination of per

sonnel performance
The weaknesses in

personnel work practices and communication to maintain positive
control over markups. NMPC has performed a series of evaluations
regarding the two events described above and the markup program,

A summary of the evaluations and the corresponding conclusions is
provided below.




accerrlance with

Cause Evaluatioen Program,

Syetem (HPES) Published

Operations. The root cause for this event was deter-ined to

be personnel error due to inadequate managerial methods,
omitted verbal communications, and Poor work practices.

adequately defined. This program, described in the Niagara
Mohawk Accident Prevention Rulesg handbook, AP-4.2, and Nine
Hile Point Unit one (NMP-1) Operations Department Instruction,
N1-0D1-5. 08¢, Markups, permitted the eveaing Statian Shife
Supervisor (888) to use 2 blue markup teo de-couple Feedwatey
Pump 11 instead of using a red markup, which was the preferred
method. Additionally, the Procedures did not specifically

require the controller to review the markup prior to Ooperating
the equipment.

Omitted verbal communications w the evening

888 failed to notify the marxu addition of

feedwater pump his existing blue markup.
The $SS had assumed ¥esponsibiiity from the controller for
making this notification. 1t was determined that the S88 was
distracted from his intentions of notifying the markup man

because of nther activities Fequiring his attention.

Ormission was contrary to the Accident Prevent
Section 9¢s.04.

against the

May 23,
assumed that the Pe of the blue Rarkup was

unchanged. there was ne specific requiremant
pPrier te operating the equipment.

A root cause analyeis for the June 28 event was performed in
accordance with §i ory Instruction S-8UP-1, Root
PE and the Human Performance Evaluatisn

by the Institute ©f Nuclear Power
Operations. The Foot cause for thisg évent was determined to
be an Unauthorized change in <the markup configuration.
Spccifically, were changed
without the concurrenca Contributing
factors to this event weyr

Inadequate HManage: _al Metho (s: The markup pPolicy did not
require the markup man to document changes in component

pPositions and did not Specif.cally require the markup man ¢~
verify equiprent s.atus.




TEE REASONS POR THE VIOLATION (CONTINUED)

Inadequate Written Communications: The blue markup sheet did
not provide the means to document pesition changes.

Poor Work Practices: The markup man failed to maintain
positive control of the markup. The markup man relied on his
memory to track the positions of each component listed and
each work activity performed under his blue markup. He failed
to field verify the configuration of the equipment under the
control of his markup.

The Independent Safety Engineering Group (ISEG) performed an
evaluation in response to a concern trat the root cause
analyeis for the closed feedwater pump suction valve avent was
incomplete. ISEG determined that the root cause did not
confront the issue of bounding the condition (determining if
the condition could have existed elsewhere). Based upon a
review of the root cause procedures, ISEG determined that the
root cause procedure (S-Si/pP-1) currently in effect does not
explicitly address the issue of bounding the condition.

ISEG also performed a formal ev:. iation to determine the cause
of the failure to maintain administrative control of plant
configuration; specifically control over markups. This
evaluation focused on: (1) all related reportable and non-
reportable incidents that had occurred at both units since
1985, (2) an evaluation of the analysis of these events and
the specified corrective actions for effectiveness in
preventing future events, (3) a determination of the root
cause for the events, and (4) recommendations for imprevement.

ISEG identified three most frequent root causes for the events
evaluated. Twe of the three most frequent causes were
consistent with those identified in the root cause analyses
for the May 21 and June 28 events: work practices and
communication. The third most frequent cause of the evaluated
events was work organization/planning. This was not a factor
in either the 'May 21 or June 28 events and corrective actions
were previously ‘mplemented to address this cause.

Further, Nuclear Quality Assurance Operations performed a
surveillance of the markup process utilized at both operating
units. This surveillance consisted of a review of applicable
procedures, observation of the process in practice, and
interviews of personnel at all levels of involvement. They
concluded that inconsistencies inveolving varying levels of
contrcl, definition, and guidance complicates the process and
impedes compliance. This wasg attributed to having three
governing procedures for the markup process at both units
(Accident Prevention Rules, AP 4.2, and oODI 5.06). &Similar
conclusions were reached by the root cause analysis for the

closed fecdwater Pump suction valve event and the ISEG markup
evaluation.



TEE CORRECTIVE STEP@ THEAT EAVE BEEN TAKEN AND THE REAULTS ACHIEVED

1. N1-ODI-5.06 was revised to clarify the conditions under which
a blue markup could be applied and specify additional
requirements to ensure control of components under a blue
markup. This revision of N1-0DI-5.06 specified that blue
marxups could only be used for minor maintenance, included
examples of what constitutes minor maintenance, and required
that component positions were verified prior to the operation
of equipment under a blue markup.

2. The 888 involved in the May 21 event was disciplined by
operations management for failing to notify the markup man of
changes to the feedwater system markup.

3. Operations management cancelled the existing list of approved
markup men and required markup men to re-qgualify based on the
new revisicn to N1-0DI-5.06. In addition, operations
personnel were also trained on the new revision.

4. The Operations Superintendent ordered a field verification of
all blue markups. No other instances of components in
positions other than expected were identified. Additionally,
markups were reviewed and blue markups were replaced with red
markups, cleared or replaced with vyellow tags where
appropriate, based on the revision to N1-CD1-5,06.

S. A Lessons Learned Transmittal concerning the May 21 event was
issued to the Operations, Maintenance, Fire Protection,
Radwaste, and Systems Engineering Departments. The lessons
learned transmittal described the event, focused on the
personnel errors that contributed to the event, and stressed
the importance of adherence to the existing markup procedures.

6. A task force was formed to review the existing markup
procedures, practices at other utilities, recommendations from
the ISEG evaluation and the root cause analysis, and NRC

concerns relating to the markup system for incorporation into
a new revision of AP-4.2

Based on assessments of operations and maintenance activities
during Test Phase One of the power ascension program, the
corrective actions taken to date appear to be satisfactory.

The corrective actions remaining include the revision of AP-4.2 and
training for all personnel on that revision. This revision will
eliminate inconsistencies between the Accident Prevention Ru'les,
the ODIs for both units, and the current revision of AP~4.2. 1In
addition, it will incorporate any recommendations of the task force

on markups, and ensure that the markup program is consistently
implemented in the future.



IHE _CORRECTIVE STEPS WHICHK WILL BE TAKEN TO AVOID PURTHER
YIOLATIONS (CONTINUED)

ISEG's evaluation of the root cause procedures concluded that the
ne'/ root cause procedure, NDP-16.01, Root Cause Evaluations will
require addressing the issue of bounding of the condition. 1In
adcdition, the procedure requires the Root Cause Evaluation Teanm
Leader to specifically address "other susceptible items" when
determining the corrective actions. This procedure will supersede
S-SUP-1 on September 14, 1990, and will address the concern of
incomplete root cause analyses in the future.

THE DATZ WHEN FULL COMPLIANCE WILL BE ACHIEVED
Niacara Mohawk will be in full compliance upon the compleczion of

tre revision to AP-4.2 and the training of personnel. These
actions will be completed by November 30, 1990.



