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Gentlemen:

This letter refers to the violation cited in the subject inspection report.

The attachment to this letter provides a summary of the past events
referenced by the NRC cover letter and inspection report.

The violation states:

"10 CFR Part 50, Appendix B, Criterion XVI, and the J. M. Fariey Plant
Operations Quality Assurance Policy Manual, :equire that the licensee
take measures to assure that conditions adverse to quality are
promptly identified and corrected. Such measures are to be taken to
assure that the cause of the condition is determined and corrective
action is taken to preclude repetition.

Contrary to the above:

On April 13 with Unit 1 at 100 percent power and Unit 2 in a refueling
outage, a plant system operator deenergized the power supely for Unit
1 residual heat removal (RHR) system containment sump suction valve
QIE1IMOVB812B as part of a tag-out. The tag-out required deenergizing
the power supply for the Unit 2 RHR system containment sump su-tion
valve QRE1INOVBB12B. Deenergizing the power supply for the Unit 1 RHR
"B" trate € ¢ ment sump suztion valve, rendered the "B" train long-
term, posi- luf\ ‘ow-pressure safety injection and recirculation mode
of system operation inoperable. This condition existed for about 15
minutes.
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Corrective Steps To Avoid Further Violations

SNC managemenrt has established the following plant wide actions aimed at
decreasing the number of personnel errors:

0 Farley Nuclear Plant will take steps to further strengthen and
publicize its ox1st1nx self-verification work program.

0 Farley Nuclear Plant has established & program of preparing brief
synopses of significant plant personnel errors. These synopses
are being used for briefing plant groups and individuals to
heighten awareness of errors and their effect on plant safety and
rcliahi]it{.

O Farley Nuclear Plant has established a program to upgrade
component labeling for motor control centers, load centers, 4160
volt switchgear and instruments in the Diesel Building and Service
Water structure,

O Farley Nuclear Plant will continue to utilize the management team
approach to address future events involving significant personnel
errors.

In addition, SNKC requested a third-party evaluation to review the events
and determine 1f the root causes identified were valid. The Institute of
Nuclear Power Operations (INPO) performed the review. INPO, while offe.ing
some ra2commendations, generally concluded that the root cause analysis
performed was sound.

Date of Full Compliance
August 15, 1992,

Confirmation

I affirm that this response is true and complete to the best of my
knowledge, information, and helief. The information contained in this
letter is not considered to be of a proprietary nature.

Respectfully submitted,
SOUTHERN NUCLEAR OPERATING COMPANY

~
-~

. D. Woodard N

JOW/SMA/EFB:map 2700

cc: Mr. S. D. Ebneter
Mr. S. 7. Hoffman
Mr. G. F. Maxwel)
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ATTACHMENT Page 1

In addition to the cited violation NOV 92-12, the NRC stated in its cover
letter that this violation is related to previous violation 92-09 and similar
to violations 91-10 and 91-19. The NRC alco stated that recurring violations
are of particular concern because the NRC expects licensees to learn from
tneir past failures and to take effective corrective actions.

SNC is concerned about '  occurrence of these evenis and the continuing
occurrence of events caus. by personnel error. However, the root causes of
these events do not seem to bo related olher than fitting into the gereral
cause category of personnel error. It is important to note that these
personrel errors were made by well intentioned employees who set out to do
the work right and yet made mistakes, SNC efforts to reduce these kind: of
events will continue to focus or each employee’'s awareress of their
susceptibility to being involved in personnel errors ar ' the need for
attention to detail and self checking in every activit,

Below 15 a discussion of the events prior to the April 1992 events which were
referenced in the NOV 22-12-01 NRC cover letter.

NOV 91-10-01

SNC responded to NOV 91-10-01 by letter to the NMRC on June 26, 1991,
Operationu] events occurring in April 1991 and resulting from personnel
errors were cited in *he violation, However, these events were unrelated to
the events cited in the subject NOV 92-12-0]1. The events were diverse with
unique circumstances affecting the personnel involved. The following is a
brief description of these events and cacscs,

1. On April 16, 1991, the Shift Supervisor did not issue & clearance/hold
tag when he instructed contractor per:cnnel to close valve QIP16Y514 due
to a possible personnal safety concern. Addition:lly contracior
personnel closed the wrong valve (service water train supply valve
QI1PI6H53084A) causing a loss of service water to the containment coolers
and subseguent loss of control room ventila ‘on. The cause uf this event
was personnel error. The Shift Superviscr tailed to control system
boundaries in accurdance with estahlished procedure in that he authorized
non-Operations personnel to manipulate a b -adary valve.

2. On April 21, 1991, contractor persornel performed an unautriorized step
(step 2) of the work sequence while performing activities associated with
Mai ‘s=nance Work Request (MWR) number 237243 Unit 1. The error resultad
in the inlet and outlet service water lines for the "A" containment
cooler not be.ag properly .'anged. This created a potentially unisolable
flow path. The Shifl Supervisor specified on the MWR that only step 1 of
the work sequence should be performed. The cause of this event was
personneél error. The workers did more work than was authorized on ti
MWR .

3. On April 23, 199, in performance of certa2in work requests, electricians
perfor: ad valve manipulations crealing an unauthorized flow path from the
reactor waler storage tank to the containment sumo, allowing
approximately 4500 gallons to drain to the sump. The cause of this event
was personnel error. The Shift Supervisor failed to adequately control
work activities in that he did not release the work in a manner that
prevented the valves irom being opened at the same time.
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4. On May 5, 1991, personnel failed to establish communications as required
by procedure FNP-O-RCP-0 while performing maintenance activities on the
"A" incore detector per the MWR with licensee personnel performing
monitoring activities inside Unit 1 containment. The cause of this event
was personnel error. The Health Physics toreman failed to ensure that
the incore dutector drive box and seal table areas were secure prior to
allowing the "A" incore drive to be chacked 'r proper operation. He
failed to reccgnize that procedure FNP-0-RCP-Q should have been used for
guidance in this situation,
Faricy Nuclear 7'an® requeste.  third party eve’uation following these 1991
events to review Lhe events ana uetermine if the root cauzes identified were
valid. INPO performed the review and genevally concluded that _'= root cause
ana'ysis was proper. Further, SNC met with the NRC after the 1991 cvents and
agprised them of the events, causes, and corrective actions taken and
planned.

SNC has reviewed these 1991 events and compared the specific circumstances
and causes of personnel errors with the 1992 events cited in the subject NOV
92-i12-01. It cannot be reasonahly concluded that proper corrective actions
taken as a result of the April and May 1991 events would have precluded the
April 1992 events.

NOV 91-19-01

SNC responded to NOV §1-19-01 by letter to the NRC on November 25, 1991.
This violation was caused by pversonnel errcr in that personnel involved
failed to adequately ensure proper valve position. This event, other than
fitting the general cause category of personnel error, is very different than
the subject NOV 82-12-0]1 events. The violation did not involve
wiong-unit/wrong-train type events cited in the subject NIV 92-12-U1. The
violation centered on a failure to open a valve following maintenance., The
personnel error invoived employees having a preconceived expectation
regarding the existing va've condition. The corrective actions included a)
training on valve operation and construction; aud b) procedure revisions to
stress the need to obtain positive valve movement using multiple indications
when performing valve operations. This is a different situation than the
events in NOV 92-12-01. It cannot be reasonably conciuded that proper
corrective actions taken as & result of the event in NOV 91-19-01 would have
precluded the April 1992 events,
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NOV 92-09-01

SNC responded te NOV $2-09-01 by letter to che WRC on May 29, 1992. This
violation. which involved reactor trips in 199C and 1992 duc to high neutron
flux effects, was unreluted to the subject NOV 92-12-01 in many respects.

The cause of NOV 92-09-01 was personnel error in implementing and tracking
corrective actions in a timely manner. The errors included a) confusiorn over
whether carrective actions had been ipproved and should be implemented and b)
mistakenly assuming that all corrective actions had been completed when it
was veritied that the LER action items were complete., (Corrective actions
identified after the 30-day LER period were not tracked to completion.) The
issue in NOV 92-09-01 was lack of timel ness in impiementing and tracking
corrective action. This was not the issue in NOV 92-12-01. The lack of
time iness associated with NOV 92-09-0]1 spa ~ed a pericd of two years. The
timetvame of events insvived in the subject NOV 92-12-01 was only three
weeks. It cannot be reasonably concluded that changes to the SNC corrective
action processes or program as & result of NOV 92-09-01 would have precluded
the Apyil 1992 events,



