
March 30, 2000

MEMORANDUM TO: Richard J. Conte, Chief 
Operational Safety Branch 
Division of Reactor Safety 

FROM: David M. Silk, Sr. Emergency Preparedness Inspector IRA! 
Operational Safety Branch 
Division of Reactor Safety 

Nancy T. McNamara, Emergency Preparedness Inspector IRA] 
Operational Safety Branch 
Division of Reactor of Safety 

SUBJECT: DIFFERING PROFESSIONAL VIEW (DPV) REGARDING THE 
RESTART OF INDIAN POINT UNIT 2 DUE TO THE STATE OF 
EMERGENCY PREPAREDNESS 

In accordance with the Office of Personnel NUREG/BR-0161, NRC's Differing Professional 
Views and Opinions Process, this memorandum is being submitted. The differing view pertains 
to the allowed restart of Indian Point Unit 2 without the demonstration of a satisfactory exercise 
performance by the licensee. The reason for the satisfactory exercise demonstration prior to 
restart is based upon repeated performance issues by the licensee's emergency response 
organization (ERO) during recent exercises and actual events, and issues regarding the 
licensee's EP program. It is our professional opinion, we are uncertain that the licensee could 
protect public health and safety during a significant radiological emergency because of the 
difficulties demonstrated by the licensee in implementing their emergency plan.  

In accordance with NUREG/BR-0161, the Regional Administrator is to submit this document to 
an Ad Hoc Review Panel within five working days. I understand that I may select one individual 
to serve on the panel. This panel will review the DPV, conduct interviews and then make a 
recommendation to the Regional Administrator. The Regional Administrator will make a 
decision on the DPV and advise us of the decision within seven calendar days.  
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A. Summary of Issues

The concern over restarting the plant lies in three major areas. The first is-in relation to 

the numerous performance issues of the licensee's ERO during recent exercises and 
actual events. These issues are misclassification of events, weak technical support, 
poor control of operational support center (OSC) personnel, and communications 
problems. In addition to performance issues, the second major area is the weak 

administration of the EP program as observed in training qualifications lapses, 
procedural deficiencies, and overall weak program control. Thirdly, the licensee has a 
poor history of identifying and resolving EP-related issues.  

B. ERO Performance Issues 

B.1 Classification of Events 

During the August 31, 1999 event, the licensee control room operators failed to classify 
an Unusual Event when offsite power was lost to the 480 volt vital buses for over 15 
minutes. Just-over three weeks later, during the September 22, 1999 NRC-evaluated 
exercise, the operating crew failed to classify an Alert on reactor coolant system (RCS) 
activity being greater than 300 uCi/cc 1-131 equivalent. Later, in the same exercise, the 

emergency director (ED), and the ERO supporting him, incorrectly escalated to Site Area 

Emergency based upon an erroneous assessment of simulated RCS leakage. Failure to6 
cassify an Unusual Event could result in a delayed notification to the NRC of the event.  

Failure to classify an Alert would cause the licensee's ERO to not be activated as 
required by the emergency plan. An incorrect or unnecessary Site Area Emergency 
declaration and notification would cause unnecessary response and concern on the part 

of the State of New York, the surrounding counties, and the public. (Source: IR 50
246/99012).  

Technical Support 

•During the February 15, 2000 steam generator tube rupture (SGTR) event, removal of 

some computer information display equipment impacted the technical support center 
(TSC) staffs ability to assess real time plant data. This resulted in a delay in making an 

initial SG tube leakage estimate and an incorrect determination that the tube leak rate 
significantly increased prior to the initiation of safety injection. Determination of the 
changes in leak rate is important for assessing plant conditions. (Source: Draft feeder for 
AIT IR 50-247/2000-002).  

During the February 15, 2000 SGTR event, it was determined that there were several 

instances when the ERO staff was narrowly focused or failed to implement timely and 

effective corrective actions to mitigate procedural or equipment problems: (Source: 
Draft feeder for AIT IR 50-247/2000-002) 

The licencee did not resolve two discrepant radiological survey readings external 

to the 24 SG atmospheric steam dump valve tailpipe until the basis for not taking 

an additional confirmatory sample was challenged by the NRC;
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Procedural and plant configuration problems were noted that delayed placing the 
RHR system in service to complete the plant cooldown; 

The ERO staff did not consider or was aware of the control room's action of not 
redirecting the steam jet air ejector exhaust from the plant vent back to the 
containment to secure this radiological release path; 

Primary boron concentration sample results did not appear to be consistently 
communicated between the control room and technical support personnel; 

Several ERO technical staff did not appear knowledgeable regarding the 
indicated SG level when the wide range level indication was greater than 91 % for 
five hours and its impact to pin the steam lines; 

The ERO technical staff was unable to determine why operators could not lower 
RCS pressure using the auxiliary spray system; and 

The ERO technical staff was slow to complete the pinning of the main steam lines 
to protect against a possible challenge to the lines from overfilling the 24 SG and 
this activity was not completed until just prior to the approximate time when the 
SG was projected to reach its maximum fill condition.  

During the September 22, 1999 exercise, the TSC manager did not keep the staff 
informed of all emergency classifications, and the plant operations manager and the ED 
were not updated as required by procedure. Direction to pursue mitigation strategies 
were not provided to the staff. Also, the TSC staff was not tasked with calculating an 
RCS leak rate to determine if the Site Area Emergency criteria had been met. (Source: 
I R 50-247/99012) 

During the August 31, 1999 event, the augmented inspection team determined that 
technical support to operations was untimely and weak as demonstrated by the 
following: (Source: IR 50-247/99-08) 

A lack of timely and thorough review of technical specifications and emergency 
plan emergency action levels (EALs); 

The lack of viable contingency planning for the degrading 24 Battery, the failure 
to anticipate the loss of the 118 volt AC instrument bus, and plan for the impact 
on auxiliary feed water control; and 

The lack of contingency planning on how plant conditions might continue to 
degrade.  

During the June 15, 1994 exercise, it was determined that electrical expertise in the TSC 
was not specified as mechanical engineers were tasked with electrical issues. During 
the October 1992 exercise, the TSC staff was unable to readily identify electrical loads 
supplied by the diesel generators. (Source: 50-247/94-06)
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Having timely and pro-active technical support is essential to developing and 
implementing mitigation strategies to combat emergencies.  

B.3 Control of OSC Personnel 

During three consecutive NRC evaluated exercises (June 15, 1994, June 24, 1998, and 
September 22, 1999), the licensee had dispatched repair teams with a simulated 
radiological release in progress without the team members knowing of the release.  
Although health physics coverage was provided with the teams, and no over exposures 
occurred, this demonstrates a continued lack of effective communications within the 
ERO and inability to properly control repair team personnel. (Source: IR 50-247/99012) 

During the September 22, 1999 exercise, work priorities were not established for repdii' 
teams. Tasks were assigned in order of event occurrence instead of priority. The result 
could be that less important tasks could be completed before more important tasks.  
(Source: IR 50-247/99012) 

During the September 22, 1999 exercise, when assigning individuals for repair teams, 
the licensee did not ensure that maintenance specialists (i.e., mechanical, electrical, I&C) 
were assigned tasks related to their specialty. Not having the proper staff assigned to 
perform the repairs could delay the mitigation of the event. (Source: IR 50-247/99012) 

During the June 24, 1998 exercise, respirator qualifications of the repair teams were not 
checked in either the TSC or OSC. Respirator qualifications were checked at the health 
physics control point just prior to performing the designated task. It took about one hour 
from the time that a team was formed until it was dispatched. Discovering expired 
respirator qualifications at the point of entry would further delay mitigation efforts. During 
that exercise, it was determined that maintenance personnel participating in the exercise 
had expired respirator qualifications. (Source: IR 50-247/98-07) 

Effective control of OSC personnel is necessary to ensure worker safety and to properly 
manage resources to implement mitigation strategies.  

B.4 Communications Problems 

During the February 15, 2000 SGTR event, emergency response pagers were not 
activated for about 30 minutes after the Alert declaration. The automated telephone 
system was not activated until about 50 minutes after the declaration. These delays 
resulted in the licensee's emergency response facilities not being activated until one 
hour and 40 minutes after the Alert declaration. The emergency plan commits to facility 
staffing and activation within one hour. Delays in staffing and activating the facilities 
would delay technical support and mitigation implementation. (Source: Draft feeder for 
AIT IR 50-247/2000-002)
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During the February 15, 2000 SGTR event, it took the licensee approximately three 
hours to man the Emergency Notification System (ENS) line from the time a 
communicator was requested by the NRC. When the licensee did provide a 
communicator it was on a telephone line other than the ENS line. Furthermore, the 
licensee was not aware of the requirement to man the ENS line when requested by the 
NRC. (Source: Draft feeder for AIT IR 50-247/2000-002) 

During the September 22, 1999 exercise, the following discrepancies were noted: 
(Source: IR 50-247/99-012) 

A repair team was not aware of the General Emergency classification because 
the radio address system did not work in that area; 

Two teams were dispatched without a means to communicate; 

Pagers did not function properly for some ERO responders; 

The OSC and TSC staff were not cognizant of a repair team due to poor tracking; 
and 

The OSC manager did not keep OSC personnel informed of the emergency 
classifications, general plant status or the progress of mitigation activities.  

During the June 24, 1998 exercise, there was a seven minute delay in the TSC manager 
receiving indications of a LOCA. Later in the exercise, a 17 minute delay occurred in his 
learning of a large increase in containment radiation levels. Ten minutes had elapsed 
between the time of the release initiation and when the radiation protection coordinator 
was made aware of it. The TSC manager was unaware of the electrical power supply 
configuration until prompted by a question from the system analyst coordinator near the 
end of the exercise. (Source: IR 50-247/98-07) 

During the June 24, 1998 exercise, the OSC manager was not passing along plant 
status reports to OSC personnel. The first news of plant conditions were provided to 
repair team members at their job briefing. Being kept informed of plant conditions could 
have enabled repair team members to mentally rehearse anticipated tasks or develop 
mitigation strategies independently of the TSC. (Source: IR 50-247/98-07) 

During the June 24, 1998 exercise, an incorrect pager message was sent to ERO 
personnel at the Usual Event declaration that inappropriately had ERO members 
respond to their designated facilities. Throughout the exercise, many responders' 
pagers did not activate for the Alert, Site Area Emergency, and General Emergency 
declarations. Pager activation within the plant is dependent upon the location of the 
pager at the time of the signal and is an inconsistent method of informing ERO members.  
Therefore, many responders received no information because emergency classification 
status was not being relayed verbally either by facility briefings nor plant page 
announcements. (Source: IR 50-247/98-07)
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Effective and timely communications are fundamental for the successful operation of any 
organization. Whether initiating the activation of the ERO, tracking personnel, or relaying 
plant status, communications must be reliable.  

C. Emergencv Preparedness Program Administration 

C.1 ERO Qualifications 

In both the September 22, 1999 exercise and the February 15, 2000 SGTR event, it was 
determined that the same individual who was assigned to the information liaison position 
(responsible for disseminating information to the public prior to activation of the 
emergency news center (ENC)) was not qualified. In addition, during the February 15, 
2000 SGTR event, it was determined that most ENC positions had only one individual 
assigned to that position. Furthermore, some ENC responders were not qualified.  
(Source: Draft feeder for AIT IR 50-247/2000-002) 

Following the September 22, 1999 exercise, it was determined that a key ERO member 
(radiation protection coordinator) was on the roster but his qualifications had expired.  
(Source: IR 50-247/99-012) 

As stated above, during the June 24, 1998 exercise, it was determined that maintenance 
personnel participating in the exercise had expired respirator qualifications which would 
have delayed their entry into the plant to perform the assigned task. (Source: IR 50
247/98-07) 

During the December 1996 EP program inspection, several individuals were on the ERO 
roster that had expired qualifications. (Source: IR 50-247/96-07) 

Properly qualified individuals are necessary for the successful completion of their ERO 
duties. The licensee's history of allowing unqualified individuals on their ERO roster 
jeopardizes their ability to implement the emergency plan.  

C.2 ERO Training 

Followup investigation for the February 15, 2000 SGTR event determined that the 
licensee had not conducted an off-hours exercise since 1993. According to the 
emergency plan, this is to be conducted once every six years. Conducting an 
unannounced off-hours exercise may have identified the pager activation problem for 
ERO members. (Source: Draft feeder for AIT IR 50-247/2000-002) 

The crew's failure to not declaring an Alert on RCS activity levels during the 
September 22, 1999 exercise was indicative of a training problem in understanding the 
basis the EAL. (Source: IR 50-247/99-012)
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During the September 22, 1999 exercise, repair teams were told by controllers what to 
fix, how to fix it, and what tools would be appropriate. Repairs were simulated.  
Interviews with players indicated that for the last three years, repairs had been 
simulated. The inspectors considered this to be negative training in that repair team 
simulation does not demonstrate knowledge or capability of the ERO staff for ensuring 
that the proper tool was selected, repair alternatives were discussed, and the repair was 
completed in a timely manner. (Source: IR 50-247/99-012) 

During a program inspection during December 1996, the NRC identified three instances 
of when the licensee violated its training requirements: 1) the same requalification 
examinations were administered in subsequent years; 2) some individuals were 
administered examinations at intervals that exceeded 15 months; and 3) an individual 
was on the ERO who had not participated in a drill within the past 24 months. (Source: 
IR 50-247/96-07) 

As alluded to above, well trained personnel are necessary to help ensure the proper 
implementation of the emergency plan. Participating in meaningful drills re-enforces 
training and familiarizes personnel with their duties and provides an opportunity to 
validate training and procedures.  

C.3 Procedural/Programmatic Discrepancies 

For the February 15, 2000 SGTR event, it was determined that the Central Information 
Group's (CIG) procedure for activating the pagers was not streamlined to ensure quick 
notification of the ERO members. This contributed to the delayed activation of the 
licensee's response facilities. (Source: Draft feeder for AIT IR 50-247/2000-002) 

During the February 15, 2000 SGTR event, accountability was not completed within 
30 minutes due to a lack of understanding regarding when accountability is achieved.  
The shift manager had initiated the first accountability check, but the OSC manager 
requested that another be performed because several people were unaccounted for from 
the first check. Accountability is achieved when missing personal are identified not when 
they are located. (Source: Draft feeder for AIT IR 50-247/2000-002) 

As a result of the February 15, 2000 SGTR event, it was determined that the Media 
Relations Emergency Response Plan poorly describes the assignments, responsibility of 
positions, timeliness of contacting offsite officials, training requirements, and participation 
in drills or exercises. (Source: Draft feeder for AIT IR 50-247/2000-002) 

Following the February 15, 2000 SGTR event, it was determined that there is no 
ownership of the operation of the ENC for ensuring that the emergency plan 
commitments are adequately met and procedures are properly implemented. (Source: 
Draft feeder for AIT IR 50-247/2000-002)
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As a result of the February 15, 2000 SGTR event, the NRC reviewed the monthly 
communications tests and found that there was no formal process for documenting 
pager activation problems and for ensuring that all ERO staff received the proper signal.  
Reviewing the test results could have been an indicator for pager problems. The 
licensee was unaware of the problems in the activation process and the associated 
procedures because they had not fully implemented the activation procedures during 
scheduled emergency drills or exercises. (Source: Draft feeder for AIT IR 50-247/2000
002) 

Also, following the February 15, 2000 SGTR event, it was determined that the licensee's 
emergency response data system (ERDS) was not readily available to the NRC until 
seven hours after the event initiation. First quarter testing of the system indicated a 
problem with the normal link, however, the alternate line functioned properly. Following 
the test, the licensee put the inoperable line back in place and failed to take corrective 
actions. (Source: Draft feeder for AIT IR 50-247/2000-002) 

For the missed Unusual Event classification during the August 31, 1999 event, it was 
determined that the EALs description was incomplete in that the basis of the applicable 
EAL refers to the unavailability of offsite power to the vital 480 volt buses. (Source: IR 
50-247/99-008) 

During the June 1998 EP program inspection, a small sampling of procedures by the 
NRC indicated numerous procedural discrepancies: (Source: IR 50-247/98-07) 

Forms for the implementing procedures were inconsistently labeled - some 
reference a procedure, some had revision dates, and some had neither; 

The procedure used by CIG for activating the ERO pagers was not considered by 
the licensee to be an implementing procedure and, therefore, was not subject to 
effectiveness reviews; and 

There was a disagreement between the emergency plan and IP- 1035, Technical 
Support Center, as to whether the facility is activated at an Alert or Site Area 
Emergency.  

Having good procedures and programmatic controls in place is essential for the 
emergency plan to be successfully implemented. Deficient procedures could result in 
inadequate implementation of the emergency plan. Weak programmatic controls provide 
opportunity for equipment problems to exist and, thus, degrade the reliability of 
emergency preparedness.
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D. Problem Identification and Resolution 

D.1 Assessments 

Immediately following the February 15, 2000 SGTR event, the licensee appointed an 
independent review team consisting of EP specialists from other nuclear plants to assess 
the adequacy of the licensee's performance and reached the following (draft) 
conclusions: 

* "Poor emergency planning practices were not challenged" 

* "The lack of clarity of communications regarding radiological issues contributed to 
confusion" 

0 "The ENC responders executed their duties poorly and adequate formal guidance 

does not exist" 

• "Offsite coordination and understanding is not adequate" 

0 "Numerous plant staff expectations did not occur and there were several 
instances of poor program integration and missed commitments." 

Following the SGTR event, the new EP manager (as of January 2000) conducted his 
own self-assessment of the EP program and the following were the (draft) conclusions of 
that assessment: 

"Emergency Plan drills and exercises do not adequately test the Emergency 
Response Organization to insure that all aspects of mobilization, staffing, 
activation, and performance are capable of meeting expectations for all modes of 
implementation".  

"Facilities and Equipment have not been adequately designed or maintained to 
provide the Emergency Response Organization the necessary tools to respond 
to all emergencies".  

"The Emergency Response Organization Training Program did not insure that 
sufficient personnel were trained in all positions to allow adequate staffing under 
all conditions. Also, personnel filling positions did not know the status of their 
own qualifications. In addition, the program does not identify all skill sets 
necessary to effectively perform job functions".  

"Emergency Planning procedures do not provide sufficient direction nor are they 
human factored well enough to provide adequate guidance to the emergency 
response organization".
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"Emergency Planning Administrative Directives do not provide adequate 
guidance nor establish adequate process to insure all Emergency Planning 
requirements are met".  

"The emergency plan response associated with offsite interaction is not 
proceduralized as practiced. The Plan does not require county representation in 
the EOF nor does it require technical advisors be sent to the County Emergency 
Operation Centers (EOC's). The technical advisors were integral to our interface 
with the counties during the event".  

"in a number of cases, the response to the event was not in accordance with 
Emergency Plan Procedures. Although this did not impact the response, it did 
identify problems with both procedure adequacy and the failure of individuals to 
understand procedure content".  

"The coordination of the Joint News Center does not insure timely response and 
adequate staffing of the facility. A formal training program does not exist nor are 
procedures written to insure consistent and effective facility activation and 
response".  

"The Emergency Plan is maintained outside of most station procedures and 
processes. This includes: 

The failure to identify facilities, equipment and procedures as impacting 
the emergency plan and, therefore, a 50.54Q evaluation prior to change.  

The allowance to repair and or modify Emergency Plan equipment without 
using the station approved maintenance and modification process.  

The E-P staff does not belong to the ESP training program nor do they 
have any training program that qualifies them to perform their duties.  

There is no station administrative procedure that adequately describes the 
methodology for the conduct of 10 CFR50.54 reviews.  

The current method for distribution of Emergency Plan procedures has 
resulted in procedure revisions not getting distributed properly or at all".  

These recent assessments of the EP program correlate with NRC inspection findings. It 
has only been due to the recent event that the licensee has performed these 
assessments.  

D.2 Critiques 

The licensee's formal critique of the September 22, 1999 exercise was not sufficiently 
self-critical of the OSC and TSC as many of the NRC findings were not identified by the 
licensee. (Source: IR 50-247/99-012)
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The final assessment of the September 22, 1999 exercise resulted in two exercise weaknesses (one for OSC performance and one for TSC performance). The cover letter for this exercise states, in part, "...these findings indicate an overall inability to detect and correct these problems and their causes. There were five repeat findings and one repeat exercise weakness identified from previous NRC-evaluated exercises. Your 
organization's critique for the subject exercise did not identify these specific problems nor their recurrence. In light of the repetitive findings and training problems noted in this area, the inspectors noted that there was an apparent ineffectiveness in the emergency preparedness training process and a weak oversight of the emergency preparedness 
program". A violation for failure to identify and correct a repeat weakness was issued to 
the licensee. (Source: IR 50-247/99-012) 

Following the June 24, 1998 exercise, the licensee did not conduct post-exercise 
debriefs with players, therefore, their input and perspectives were not available to improve the procedures or EP program. The inspectors determined that the licensee's 
critique of the OSC and TSC was not self-critical to result in improvements in those 
facilities. (Source: IR 50-247/98-07) 

According to 10 CFR 50, Appendix E.IV.F.g, "All training, including exercises, shall 
provide for formal critiques in order to identify weak or deficient areas that need 
correction. Any weaknesses or deficiencies that are identified shall be corrected". The effectiveness of critiques determines the success of identifying and ultimately resolving 
issues.  

D.3 Audits 

A review of the 1997 Quality Assurance audit of the EP program was an improvement 
over the 1996 audit but it focused on the fixing of specific issues with little effort in 
determining why the findings occurred. (Source: IR 50-247/98-07) 

During the December 1996 EP program inspection, it was determined that the 1995 and the 1996 audits were nearly identical. Only about one-half page of a 10 page report in 1996 was different from the 1995 report. Neither report contained any recommendations 
for improvement. Also, the 1996 audit failed to identify the training violations identified by 
the inspector. (Source: IR 50-247/96-07) 

Thorough audits are one means of independently identifying issues or making 
recommendations for program improvement.  

E. Conclusion 

Consider the following hypothetical situations separately: (1) if a program inspection had identified the numerous administrative deficiencies mentioned above, some concern 
would have been raised, however, without a clear nexus to the implementation of the emergency plan, the significance of such deficiencies would be low; (2) had there been a single poor performance during an exercise or had the performance problems noted 
above occurred during multiple exercises, "the significance of such problems would be
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diminished somewhat due to exercise scenario artificialities; and (3) had the above 
mentioned performance issues occurred during a single actual event, there would be 
heightened concern over the issues but consideration would be give to human 
performance and the occurrence of occasional performance lapses. As inspectors we 
would find these separate conclusions to be reasonable. w 

However, when all of the above information is considered collectively, in light of the fact that some of these issues still exist after almost two years, the question of reasonable assurance must be discussed because of the potential offsite impact. Could the licensee 
satisfactorily implement their emergency plan to protect public health and safety during a 
challenging radiological emergency? In the last six months, during two actual events, 
the licensee has failed to properly implement basic aspects of emergency preparedness 
which included event classification, ERO activation, and accountability.  

Although not documented in an NRC inspection report, it should be known that in preparation for the September 22, 1999 NRC-evaluated exercise, the licensee 
conducted two practice exercises. The first, about two weeks before the exercise, was 
terminated by the licensee before the intended conclusion due to poor ERO 
performance. The second practice exercise, about a week later, was run to completion 
albeit the performance was marginal as stated by licensee representatives. It should be noted that even with a real event (August 31, 1999) and two practice exercises within 
23 days of the NRC-evaluated exercise, the licensee performance resulted in two weaknesses, five repeat findings, and a violation. We believe this kind of performance to 
be indicative of the state of the EP program at Indian Point Unit 2.  

Since our inspection reports are a matter of public record and because of the continued 
negative findings related to the EP area, we are concerned that the public could lose 
confidence in the NRC's ability to ensure adequate protection of public health and safety.  
Given the history of the licensee's various communication breakdowns, procedural 
deficiencies, qualification lapses, poor personnel coordination, and weak technical *support, we conclude that the outcome of the licensee's response to a challenging 
emergency would be uncertain. Due to this uncertainty, we feel that prior to restart, it is necessary that the NRC conduct followup inspections of the licensee's corrective actions 
and the overall EP program. Also, prior to restart, the licensee should be directed to conduct an onsite exercise to demonstrate the integrated response of its ERO. As a regulatory agency responsible for protecting public health and safety, we believe that it 
would be inappropriate to allow the licensee to restart without a performance-based 
assessment of their ability to implement the emergency plan.


