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In a letter dated December 20, 1991 (reference), the NRC Staff transmitted the
results of an inspection conducted between February 12 and March 13, 199], at
the Millstone Nuclear Power Station, Unit No. ¢ In this 1inspection report
the NRI identified three Severity Level IV violatior 1 he violation
: involved examples of the failure by station personne! to follow procedure
'
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Northeast Nuclear tnergy Company (NNECO) provides as Attachment 1 to this
gtter the response Lo each Notice of Viclation and addresses the specifics of
each situation as to its reascn for oce rrective actions, action to
prevent recurrence, and date of full ce NNECO understands that the
Staff re ognizes a due date for thi response as January 27 1992, which
30 days after receipt of the referenced letter
Attachment 2 provides the response to vour request to specifically addre
vhat actions have been taren 1« provige assurance that each Quaiity Service
vepartment (QSD) inspector s | ) her vresponsibility n the
independent verification of activitie and a jescribes the actior take
Yo demonstrate that this was an isclated occurrence the response to thi
< concern has been directed to both those who perform work and those wt nspect
5 work, since NNEC( nsiders the violations to involve a failure in both thess
.
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Attachment |
Reply to a Notice of Violation
NRC Inspection Report No. 50-336/91-0%

Statement of Violation (A):

On August 17, 1990, a Raychem nuclear plant stub low voltage connection kit
was installed by an electrician on the solenoid valve of the No. 2 steam
generator atmospheric dump valve (valve 2-MS-190B) and braided jacket material
was not removed {ror the splice area.

(1)

(2)

(3)

Reason for the violation

Because of the unwillingness of the electrician performing the work (who
was also the job supervisor) to cooperate in this review, the precise
reason for the violation remains indeterminate; however, it appears that
this violation occurred as the result of the failure of the electrician
performing the work to follow approved procedures for this activity.

The correct splice was identified by the Licensee by the following
method. A peer electrician, previously assigned to the job, expressed a
concern to his management as to the acceptability of the splice based on
his knowledge of the procedure. In response to this concern, the splice
was removed for investigation. This resulted in the identification of
the incorrect configuration and led to our subsequent investigation.

Corrective steps that have been taken and the results achieved

The dJdefective splices were removed and replaced with fully qualified
splices wusing approved procedures and work inspection plans on
October 26, 1990. Moreover, the electrician who performed the work was
counseled regarding this work by his supervisor. However, the electri-
cian refused to discuss this work further or in any detail with his
supervisor.

Corrective steps taken to avoid further violations

Specific procedure requirements for the completion of Raycnem splices
have been discussed with electricians working on Millstone Unit No. 2.
QSD Inspectors have been reinstructed on procedural requirements for the
proper configuration of Raychem splices to assist them in their inspec-
tions.

Since the date on which the violation occurred, significant efforts have
been made at Millstone Station to improve the degree of procedure
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compliance. These effurts include assessing the degree of procedure
compliance via two procedure review group evaluation teams, clearly and
strongly communicating to all employees management’'s expectations in this
area, and assessing the perceptions of emgloyees regarding procedure
compliance. Additionally, an increased number of procedure compliance
surveillances continue to be conducted at all three units by the Quality
Services Department.

We havilfndeavored to keep the NRC Staff apprised of these ongoing
efforts and will continue to do so.

(4) Date when full compliance will be achigved

Full compliance was achieved on October 26, 1990 when the splice was
reworked and accepted for use.

Statement of Violation (B):

On August 17, 1990, following installation of a Raychem nuclear plant stub low
voltage connection kit on the solenoid valve of the No. 2 steam generator
atmospheric dump valve (valve 2-MS-190B), a quality control inspector signed
off witness point 5.1 of Maintenance Form MF-2720R2-2 as satisfactorily
performed when, in fact, the braided jacket material had not been removed from
the splice area, and the attribute had not been witnessed by the inspector.
As a result, this form, which was required to be maintained by ine licensee,
was not accurate in all material respects,

(1) Reason for the viglation

The violation occurred as a result of the QSD inspector’s failure to have
a copy of the approved inspection plan for this work available with him
at the job-site, He overlooked the witness point while the work was in
progress and later signed the inspection plan relying on the unverified
representation of the electrician performing the work.

(2) Corrective steps that have been taken and the results achieved

The defective splices were removed and replaced with fully qualified
splires using approved procedures and work inspection plans on
October 26, 1990.

(1) For example, see the J. F. Opeka letter to T. T. Martin, "Millstone
Nuclear Power Station, Uait Nos. 1, 2, and 3, Procedure Compliance Review
Group 11, Final Report," dated December 23, 1991.
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(3) Corrective steps taken to avoid further viglations

In addition to the information supplied in response to Violation A,
station requirements to have the work order package in hand at the
ob-site while performing work have been restated to all QSD inspectors.
he requirement for nothing less than personal verification was empha-
sized both in writing and at a subsequent Quality Services Department
meeting. See also Attachment 2.

(4) The date when full compliance will be achieved

Full compliance was achieved on October 26, 1990 when the splice was
~eworked, inspected in accordance with the inspection plans, and accepted
Yor use.

Statement of Violation (C):

On August 17, 1990, a work order to install a Raychem nuclear plant stub low
voltage connection kit on the solenoid valve of the No. 2 steam generator
atmospheric dump valve (valve 2-MS-190B), was signed off by the job supervisor
when, in fact, a witness point concerning removal of nonqualified or braided
Jacket material from the splice area had not been witnessed by a quality
contro’. inspector, and the braided material, in fact, had not been removed
from the splice area. As a result, this work order, which was required to be
maintained by the licensee, was not accurate in all material respects.

(1) Reason for the violation

Because of the unwillingness of the job supervisor to cooperate in this
review, the precise reasons for the violation remain indeterminate.
However, it appears that a procedure step was missed by the job supervi-
sor. In addition, the QSD inspector performing the work did not
personal’y verify all witness points specified on the inspection plan.
The job supervisor signed off the work order as complete knowing that the
QSD inspector had questioned him regarding the missed inspection. The
Job supervisor chose not tc question the quality of the final splice any
further and signed the work order as being correctly completed in all
respects.

(2) Corrective steps taken and the results achieved

The documentation error was discovered (prompted by our subsequent
investigation identified in our response to Violation A, Section 1), a
new work order issued, and the work completed and documented properly on
October 26, 1990.
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(3) Corrective steps taken to avoid further violations

Job supervisors have been reminded of their responsibilitiec to ensure
that work under their direction is completed in an accurate manne: Szfore
they sign off on any work order. QSD inspectors have been counseled that
a complete inspectior plan is required at the job-site prior to conduct-
ing any inspections.

(4) Date when full compliance will be achieved

Full compliance was achieved on October 26, 1990 when the splice was
reworked and accepted for use.
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Attachment 2
NRC Inspection Report No. $0-336/91-05

In a letter d~ted December 20, 19291, the NRC requested responses to address
the actions that have been taken to provide assurance that each QSD inspector
understands his or her responsibility in the independent verification of
activities, and also actions taken to assure that _his was an isolated occur-
rence. This attachment provides these responses.

Our view of this situation has been, and continucs Lo be, that the electrician
who performed this work and who was the job supervisor for this work, shares
in the responsibility for this event. The NRC transmittal letter suggests
that the QSD inspector was predominantly culpable in tnis event, While we
agree with the Staff’s position that the integritv of QSD inspectors is relied
upen as part of the basis that there is reasonable assurance tnat licensed
activities are properly being carried out, we have equal expectations of our
entire work force, particularly those actually performing quality-related
work. We expect individual workers to be accountable for their actions, and
the quality and integrity of their own work is the cornerstone of our quality
program. We have a corporate quality philosophy which recognizes that quality
is built into any activity and is not merely inspected into the final product.
We also hold job supervisors accountable for the completion of all required
inspections and tests prior to turning the work order back to the Operations
Department for their operational retests.

A\though the NRC assessment rightfully recognizes the importance of the role
that QSD inspectors have in the safe operation of each of the nuclear plants,
we would have expected the electrician, in either his role in performance of
work or as job supervisor, to have assured the proper performance of work,
Specifically, when the QSD inspector questioned the electrician regarding the
procedure step requiring that the braid be removed prior to the heat shrink
operation, we would have expected the electrician, as the job supervisor, to
stop the job and call for a reinspection of the work. The electrician should
have recognized that a required witness point had been missed by the inspector
before signing off on the work order. In short, the appropriate and expected
action was for the electrician, as the job supervisor, to stop the job, open
the splice, and verify the condition of the braid prior to signira the work
order.

Rather than doing these expected actions, the electrician chose to ‘epresent
to the inspector that the work had been completed correctly. When ar issue as
to the quality of work :rose, the electrician took a very Azrensive and
insubordinate position with management. He refused to discuss the event with
either his line management or other management personnel 2* the station.
Rather than trying to correct the situation and learn from it, the electrician
chose to atiempt to shift the blame to others and refuse to accept personal
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accountability. Although such insubordination should not have been tolerated
with respect to quality-related activity, management chose not to compel his
cooperation with the investigation of this matter because he had previously
filed numerous complaints under Section 210 of the Energy Reorganization Act
and, when questioned about this event, suggested that the Company was retali-
ating against him. Rather than risk further exacerbating an already difficult
situation, and particularly in light of his charge that there was a conspiracy
to retaliate against him, management elected to pursue the issue without his
cooperation.

In contrast to the conduct of the electrician in refusing to cooperate in the
review of this matter, the conduct of the QSD inspector was exemplaryv. The
0SD inspector recognized that he had improperly relied on the representation
of the electrician that the work had been done correctly. As we expect of our
employees, he cooperated willingly and fully in subsequent investigations, and
acknowledged his error. The inspector was very cooperative throughout this
entire process in helping other inspectors learn from his experience so that
the problem will not be repeated. The inspector’s conduct with his peers is
an important component of our confidence that the lessons learned from this
event were effectively communicated to his fellow inspectors.

Field verifications of work inspected by this individual confirm the accuracy
and completeness of the QSD inspector’s work. Samples of work inspected by
him were field verified by three independent inspectors, each certified as a
Level IIl inspector. No other instances of errors in the inspection process
performed by this individual were found during this field verification
process. Additional verifications were conducted of the work completed by the
job supervisor when paired with this and other QSD inspectors, and of work
completed over the last year by other electricians in the Maintenance Depart-
ment. No significant irregularities or adverse trends surfaced during these
thorough invostigations.

In 1ight of this, we view this as an isolated event; it is certainly one that
is not condonad by management. We do not see this event as indicative of any
form of breakdown in the quality of the work performed by our QSD inspection
personnel nor an example of falsification of quality records. We see this as
a clear case of an error in judgmert on the part of an experienced and dedi-
cated nuclear inspector.

This event precipitated a meeting with Plant Quality Services (PQS) inspection
personnel assigned to Millstone Station and their supervisor. During the
meeting, the inspector involved in this event volunteered to discuss the
specifics of the job and share his experiences and observations with his
co-workers, Also, the Plant Quality Services Manager discussed the incident
with the QSD inspector and reitersted in a subsequent meeting with the
Millstone QSD inspectors that inspections are not tc be signed unless tney are
actually witnessed. In addition, a memo was sent to all PQS inspection
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personnel by the Supervisor, Plant Quality Services which clearly outlines his
expectations for inspectors as they conduct their field inspections. A copy
of the memo is enclosed as Attachment 2-a of this response. We conclude that
the combination of the open meeting with the inspector involved and the
follow-up memo from the supervisor of the group has appropriately addressed
the inspection breakdown in this instance and can reasonzbly be expected to
prevent recurrence. These actions provide a clear message to the inspection
group of the importance of the role that QSD inspectors have in the safe
operation of each of the nuclear plants. We concur with the NRC's view that
this performance cannot and will not be tolerated and have made that clear to
our QSD inspection personnel.

We would also like to point out that action was taken soon after this event
occurred which further underscores our resolve in the area of adherence to
pro-edure requirements and our desire to have all personnel on site work to
the same level of expectations. A report was received by our Manager, Plant
Quality Services that a contract inspector had performed a job-site inspection
without having & copy of the required inspection plan in his possession at the
time of the inspection. During an interview with this inspector and with his
direct supervisor present, the contract inspector was not able to clearly
a;éggi?g)the basis for his actions and was released from further work at

This underscores that line management of the Quality Services Department will
not accept any behavior that is not in keeping with requirements of our
approved quali v program.

A memo from me has recently been sent to all personnel within Nuclear
Engineering and Operations (NE&D) (see Attachment 2-b) reminding them of their
role and responsibilities under 10 CFR 50.5 and 50.9. Our perspective is that
the facts underlying the three cited violations made this message appropriate
for 211 members of NE&O, and not just our QSD inspectors.

(2) A subsequent incident invest. . 1 meeting was held with the inspector.
After lengthly discussion, . able to more fully and accurately
wascribe the actions he had take it the job-site and the reasons for
those actions. The information h¢ _r~ovided was verified and his actions
were found to be in compliance w.. h procedures. The inspector was
returned to work at NNECO. This demonstrates our practice of working to
ensure that a thorough understanding of the circumstances surrounding any
given event is reached before our actions are finalized.



1ol COMME TG (G WD PO F COR At

ST MARRACHURITTS 147V O
W VONE WE THR POM COMEAAn B\ﬂ
WORTHEAS T (LITRE SIRACE COMP M \
WO AT WARLAS INERG T O . (O\)
L

March 28, 1991
4 MP-( D=-91-0229

TO: A1l PQS

FROM: T /

I Sulliven
Supervisor - Plant Quality Services (Inspection)
(Mil1stone Extension §307)

on Personnel

SUBJECT: Availability of Inspection Plan at Job Site

Recent events have identified the need for me to ensure
that we are all aware of, and live to, the requirements
of ACP-QA-2.02C for our inspection activities.

ACP-QA-2.02C Rev. 26 page 29, paragraph 6.6.4 identifies
the Job Supervisors responsibility to "Keep the W0
Packare or a copy of the pertinent instructions or
requirements at the work site whenever performing work"™,

ACP-QA-2,02C Rev. 26 page 34, paragruph 6.6,32 identifies
our functional requirements.

In order for us to perform the inspections, we must have
the inspection plan in hand, at the }gg site., Making
some notes and bringing them to ihe job site is not
acceptable. The inspection plan or 2 copy is required.

Please note that this ulso includes the acceptance
criteria (which should be a part of the inspection plan
anyway!).

Your signature on the inspection plan signifies that you
personally verified/witnessed that the activities being
inspected does meet the acceptance criteria.

In summary - we do no inspections without a copy of the
inspection plan (and acceptance criteria) in hand at the
job site and we sign only for what we verified/witnessed
personally.

T-S;'C‘“
Attachment
cc: Yarrey
"« Noruguist

s b
D. r
G. J. Closius

J. E. Beauchamp

O870 REV 7~85
BPe 1
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10: A1l NE&O Employees

FROM: EiEYF.r;;ﬁzt ‘-

Berlin $212, Ext. 5325
SURJECT: Importance of Complete and Accurate Information

It 1s fn_ortant that we be ever mindful of the importance that both we and the
NRC place on the completeness and accuracy of our work as individual employees
and the implications of this expectation in the conduct of our daily work. In
our continuing effort to emphasize to all our employees the importance of
procedure compliance, I believe that it is important to share with you several
recent enforcement actions taken by the NRC which reinforce the need for
information accuracy and procedure compliance as well as to assure records are
complete and accurate in all material respects.

Licensed personnel have long been covered ty NRC regulations regarding their
conduct. Due to recent changes in NRC regulations and enforcement policy, the
enforcevent authority that the NRC can exercise directly on unlicensed persons
has beer formalized. Recent enforcement actinns against both ourselves and
Houston .ighting and Power serve to point out how the NRC is exercising this
authority.

In the interest of learning from these events and in the spirit of open
communications with you, more information on .hese recent enforcement actions is
provided below.

At Houston Lighting and Power, the NRC concluded that several willful violations
of NRC requirements had occurred. These included two cases of falsified
documents associated with preventive maintenance on safety-related valves; an
instance of a false time on an entry in a control room log; an instance of an
individual willfully violating the provisions of a radiation work permit; and a
instance of an individual falsifying a quality assurance report. As a result of
these circumstances, a Severity Level IIl1 violation was issued and a civil
penalty in the amount of $50,000 was proposed.

NU was recently cited for three Severity Level IV violations, which because of
their lower safety significance. do not have a civil penalty associated witl
them. The viclations involved work completed approximately 18 months age on an
electrical splice on a component requiring strict procedure controls to meet .he
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requirements of our EEQ program. During the conduct of the work a procedure step
was missed by the electrician performing the work, it was not discovered '« the
inspector present, and the work order was cigned by boith of them as being
complete. A subsequent field inspection verified that the splice was defective
and it was replaced.

We received three level 1V violations for this event. A violation was issued for
each of the procedural steps not completed in accordance with the progrum
requirements (i.e., the electrician, the QSD inspector, and the job supervisor).

In the Notice of Violation, the NRC noted:
WW

Additionally, when discussing the missed procedure step by the QSD inspector the
NRC noted:

The scope of 10CFR50.5 includes both licensed and unlicensed individuals and

makes them personally subject to enforcement sanctions, including monetary civil
penalties.

In the Houston Lighting and Power Notice of Violation the NRC stated:

It is very important that each of you know firsthand frow me the importance I
place on the accuracy ard completeness of data maintained to document our
activities. Further, the NRC is clearly willing and able to cite both licensees
and individuals for violations of these requirements regardless of the
circumstances under which they orcurred. 1 also want to emphasize that we, as
a company. cannot and will not tolerate any actions that are inconsistent with
either the integrity of NU or our regdlatory obligaticus.

our individua) integrity ir of the utmcst importance in the daily conduct of our
jobs. 1 want each of you to raflect on these violations and consider their
implicitions to your job.

if there are any ques‘ions or councerns about nur cusrent pra.tices, please
discuss them with a2 directly or your immediate supeivisors.



