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NMP=2 ENFORCEMENT CONFERENCE BRIEFING

Summary

o O

Ouring the performance of adﬁbnthlylotvtgion I Automatic Depressurization
System (ADS)c;pictionSW;test, a(QT?{ng error-was discovered which rendered the
ADS Divisfon I Togic ¢Trcuit tnoperable. ~This wiring error was made prior to
fnitial fuel load on November 2, 1986, and was not identified by the con-
~struction quality control program and the Préoﬁ?iil!oha1‘T6§!1ﬁ';Pf§§}ih. 5/t
Subsequent to Preoperational Testing, there were two Separaté occasions during

_the performance of cyclic surveillance Logic System Functicnal Test (LSFT) when

the anomaly was detected, but went unresslved due to Thadequate technical and
management review.

| 7, KL
Events and Corrective Actions floe
5/86 Preoperational Testing of the subject ADS curcuitry.
7/86 Survefllance Test containing LSFT requirements for ADS was performed

and f1dentified the effects of the wiring error; error was not
pursued to resolution.

5/88 The surveillance was performed for the second time and the effects
of the error were again found and inadequate technical and
management review prevented resolution.

12/3/88  During the monthly surveillance while shutdown, the licensee
identified and corrected the wiring error, and initiated a 50.73
report. The licensee began an fnvestigation to determine the
effects on operability of the ADS system.

12/8/88 lnvestigation revealed the error caused Divisfon I ADS circuitry to
be fnoperable. A four hour $0.72 notification was made to the NRC,

Consequences:

The ADS Division I logic was rerdered inoperable by the wiring error; sowever,
ADS Division Il remained operavle. The applicable SRVs could always be opened
manually from the control room, as directed by the EOPs. 1In the event of a

small break LOTA, the primary hijh pressure ECCS s the HPCS and it was avaflable.

NRC Concerns

1. One of two redundant divisions of the ADS circuitry was miswired and was
unable to automatically perform its safety function. The wiring deficiency
caused a violation of Technical Specification 3.3.3 which requires both
divisions of ADS logfc to be operable for Operatfonal Modes 1,2 and 3.



NMPC~Briefing
e

2. The Precperational Test Program failed to identify and correct the wiring
error,

3. The refueling cycle surveillance test that contained LSFT requirements
for ADS logic fdentified the effects of the wiring error on two separate
occasfons, but due to inadequate technical and management review, the
anomaly went uncorrected.

Corrective Actions

1. The licensee conducted a review of al) Precperational Tests that used a
similar test switch application. This review fdentified no other

discrepancies.

2. A review of all last performed LSFT test results was conducted, and a few
discrepancies were found. This prompted further corrective action as
fdentified in Action 3 below.

3. A1l LSFT procedures will be reviewed for technical adequacy to ensure the
entire circuit is tested and proper overlap exists when more than one
procedure s utilized. This review 1s in progress and has fdentified
several mistakes.

Recommenced Enforcement Action

Severfty level III violation with no cfvil penalty. The following factors
were utilized to make this assessment.

Escalating Factors: 1. Failure to fdentify and correct the anomaly at
earlier opportu.ities.

Mitigating Factors: 1. Identified by the licensee.
2. Corrective actfon appears to be very thorough.

Attachments

1. Inspection Report 50-410/88-21
2. Proposed Notice of Violation
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EA 87-104
March 18, 1988 - 1:00 p.m.

summary
In June 1985 Region | formal) requested that Niagara Mohawk evaluate
alleged problems concerning the installation of neutron monitorinz (NM)
cables at Nine Mile Point (NMP-2). The resulting Niagara Mohawk review
was serfously flawed but was transmitted* to Region I containing potentia)
material false statements regarding the cable installation.

. - W - -

The safet{ significance of the cable installation problems is negligible.
The installed cables were acceptable for use as 1s based on satisfactory
continuity and insulation resistance tests, and subsequent preoperationa)
tests and routine operations have demonstrated acceptable performance,

Chronology:

$/23/85 - Anonymous letter alleges that neutron monitoring cables had
been installed improperly, in violation of procedures, and
without proper quality ontrol (QC) involvement,

6/7/85 - Region | requests that Niagara Mohawk review the problem,

rev.ew, which states that neutron
tion was satisfactory, in accordance

7/11/85 - Niagara Mohawk transmi
a
h acceptable QC coverage.,

ts
monitoring cable instal)
with procedures, and wit

9/17/85% - Anonymous worker alleges to N.Y. Public Service Commission that
review was inadequate and findings were incorrect.

10/3/85 - Region | requests 01 investigation of the potential materia)
false statements,

11/15/85- Specialist inspector identifies Level V grocedure violation but
determines the cable installation to be echnically acceptable.

3/12/87 - 0Ol issues Report 1-85-020, which concludes that the July 1985
Niagara Mohawk response contained false and inaccurate
information and constituted careless disregard on their part.

5/8/87 - 0l transmits 01 Report to Dept. of Justice (00J).

7/1/81 - Ol, NRR, and Region | brief Commissioners on tnvestigation,

11/6/87 - D0J notifies Ol that no prosecution will result.

1/11/88 - Region I transmits Ol Synopsis to Niagara Mohawk and requests
Enforcement Conference.

Flsy
B i UF S e c el



rors in Niagara Mohawk Review:

r
1 personnel confirmed the ... pushing
n

a
stal
es were installed by a combination push/pul)

a 0 tension monitoring was used as required for
ng, and that there was no written documentation of the review
pproval of the push technique.

agara Mohawk stated that "No one had knowledge of overtensioning or
eaking cables."

9
f

I found that "in se
roke during install
isconnected from th
he cable.... Furt
disconnection) were
personnel during the

Niagara Mohawk stated that "SWEC Quality Control by Interoffice
Correspondence to SWEC Engineering stated that cables installed into
the undervessel flex conduits were pushed..." and that "the Quality
Control Program was adhered to by quaTified personnel.... *

0l found that “"there is no QC inspection program/criteria for cable
"pushing" at NMP-2. When questioned as to what criteria was being
agplied during inspection, QC personnel advised they were visually
observing the physical integrity of the cable. They admitted that
they were limited to gudging how much tension was applied, and one Qc
inspector indicated that periodically he had to caution the craft
personnel to back off on the amount of pull tension being applied."

The Niagara Mohawk review listed the five Job categories into which
the 20 interviewed people belonged. Craft personnel were absent from
the list, but it did 1ist "3 Craft Supervision",

The Ol Report noted that "QIP’'s failure to interview craft personnel
involved in the installation effort, and to separate some of the
individuals from their supervisors and peers during the interviews,
as well as 1nterJect1ng perscnal opinions into the interview process,
:rg vie:?d as contributing to their failure to develop accurate
nformation."

cab
in
h

{
r
| instances either an NMS cable conductor

n or, at the verg least, separated or

astic polywater hose that was used to guide
the{ (the instances of breaking or

ged by some to have been related to Q1P
nvestigative effort."



Inspection Summaries and Corrective Actions on NM Cables and QIP:

-

December 1985 - Technical Review of Cabie Installation;

pecialist Tnspector for 5 days TIR"85-42)
The inspector reviewed the NM cable installation and observed a
mockup cable installation. The IR issued a violation for failing to
follow procedures (lack of ?ull tension monitoring and excessive bend
radii). The inspector concluded that NM cables had been pulled (based on
2-3 breaks reported in cable attachment loops) and that there was no
installation procedure for push installations. Based on the demonstration
the inspector concluded tha using the lubrication guide tube, it was not
possible to install NM cable without ?ullin? but that the pull force was
acceptable. He found that the NM cable could be installed by pushing

alone when there was no lube tube.

ew of QIP;
an team for 5 days - IR 86-04)
1

i

M
The team reviewed QIP, its o eration, its review of specific concerns, and
its perception by workers. he team found numerous positive aspects and
numerous weaknesses, including review of potential wrongdoing,
qualification of investigators, and documentation. The team concluded
that the program was perceived positively by workers. Overall, the team
concluded that all 76 cases reviewed by the team had been ultimately
dispositioned adequately.

January 1986 - Rev
(5
d

June 1986 - Follgggg Review of ?1P;
(SRT and Section Chief for 2 days - IR 86-29)
h

The review focused on the progress toward correcting the previously noted
weaknesses. The review noted Niagara Mohawk's responsiveness in making
improvements in QlP based on the team’'s assessment. Particular
improvement was noted in the process for handling of potential wrongdoing
issues,

September 1986 - Review of QA Brggram Concerns Being Reviewed by Q1P;
(3" Man team for 5 days - IR B6-52)
Region I had become aware of grogrammatic ?uality control (QC) concerns
raised by QC inspectors to QIP. Because of the impending licensing of
Unit 2, e team reviewed the adequacy of the guality Assurance Program in
arallel with the QIP review. The team concluded that there were no
ardware deficiencies and “hat QA overchecks of QC inspection activities
had identified and corrected hardware deficiencies.
Attachments:

T ——— - —-—————— -

' Region 1 letter dated 1/11/88 transmitting Ol Synopsis
2. Niagara Mohawk letter dated 7/11/8% transmitting review
3. Region I letter dated 6/7/85 requesting Niagara Mohawk review
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PRIORITY ATTENTION REQUIRED MORNING REPORT - REGION 1 APRIL 20, 1988

Licensee/Facility Notification/Subject
Nine Mile Point 2 4/20 SR1 PC
DN 50-410 Fitness for Duty

ven

On 4/19 the licensee reported to the resident inspectors and NRC Headquarters
Duty Officer that three of the five station employees tested for illegal drug
use were tested positive. Site access by these employees had been suspended
last week pending drug testing results. Licensee representatives indicated that
these employees would be fired, The twc employees who tested negative resumed
their normal station duties.

In addition, on 4/12, the resident inspectors were informed of the results of
local union arbitration of the licensee's Fitness for Duty Policy invelving
random and annual emplovee physical examination drug and alcchol testing. The
arbitrator ruled against Niagara Mohawk's annual and random drug and alcohol
testing policy. This ruling does not prevent the licensee from screening
employees if drug or alcohel use/abuse is suspected,

{censee/Facility Notification/Subject
Nine Mile Point Unit 2 4/19 ENS

DN 50-410 Exceeded Rated Core Flow
§vant

At about 9:30 a.m. 4/19, during a routine control panel walkdown, the shift
supervisor observed that the recirculation system flow control valves were open
more than they should be for 100% core flow. As a result of this observation
the licensee initiated a review of the core flow data and determined that the
actual core flow exceeded the rated flow by 3%.

The licensee's 'Core flow check' computer run indicated that, while the total
core flow as measured by the sum of the jet pump flows was 107 Mib/hr, the sum
of the recirculation loops A and B was 110 MIb/hr. This discrepancy was
apparently caused by erroneous inputs to the program that provides the total
core flow values. The erroneous inputs are thought to be caused by 'bad
contacts' on the jet pump summer cards. When these cards were pressed in by
hand to make better contact the total core flow indicated was found to be 112
Mib/hr or 103% rated. The licensee reduced core flow until all core flow
indications were less than 108.5 MIb/hr and initiated a work request to correct
the problem. Initial licensee review indicates that no Technical Specification
limits were violated. The resident inspector has been onsite folowing the
licensee's actions.
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key neede open 0-6. ] nderstand that
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violation of federal safety standards, specific
Oc¢cupational Safety an ieal dmi ptration Star
0.36/b) (4), It 18 Jolel understanding that on several

since September | 5 Niagara Mohawk has taken
Two out © vie¢ ut h 1ot brought Door R740-6

into compliance with plicable rderal safety standard:

This office has sev questions abx the event on

September 14, 1787 the status Door R240-6,

'vent On 5&'1’(0‘12!4'1’ ‘98]

Our understanding is that the ten men were trapped
n the Nine Mile Two Main Steam Tunrnel on September 14, 1987
ecause Niagara Mohawk Security removed a "2MX" key required
o unlock the door (No., R240~6) that the men had to use to
leave the Tunn , Our first questions concern the removal
of the essentié ey why did company Security remove the
key? Y € » company Security personnel who removed the
key awé ¢ l1ag: Mohawk employees were still in the
: r why was the key removed anyway?
the Security personnel who
that there were
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Fiaally, please indicate whether Niagara Mohawk
has informeé the Nuclear Regulatory Commission or OSHA of
the September 14, 1987 incident in the Nine Mile Two Main
Steam Tunnel. We understand that the company has discussed
modificatior of Door R240-6 with NRC Security, but it is not
clear that tiat conversation extended beyond the subject of
compliance with NRC and OSHA standards. If the company has
informed eitier the NRC or OSHA of the September 14, 1987
incident in writing, please provide a copy of each such
document .,

Trank you for your early attention and

cooperatian,
RICHA W. GOLDEN
Assistant Attorney/General
RWG/gt

cc: Mr, Janss W, Stanley
Regiona. Administrator
OSHA Rejion 2

Mr, willijam T, Russell
Regiona. Administrator
NRC Reg¢:ion 1

Jeffrey W. Meyers, Esq.
LeBoeuf, Lamb, Leiby & MacRae



