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EXECUTIVE SUMMARY

Indian Point 2 Nuclear Power Plant
NRC Inspection Report No. 50-247/94-04

PLANT OPERATIONS: Initial actions taken by operators for a 57 gallon per day (gpd)
primary to secondary leak were timely and effective. Operators showed outstanding
vigilance in detecting the SG blowdown radiation monitor increase and demonstrated a good
safety perspective by taking steps to reduce power prior to being required by procedures.
Subsequent actions to increase power were well developed with appropriate management
involvement.

MAINTENANCE/SURVEILLANCE: Tr0ubieshooting activities were reviewed in
accordance with NRC Region I Temporary Instruction (TI) 94-01. Procedures, supervision
and control processes existed to perform effective troubleshooting at Indian Point 2.

A violation of technical specifications was identified in that the plant vent noble gas effluent
monitor was inoperable due to a mispositioned valve. Further, supervisory reviews of the
surveillance test did not recognize unexpected test results and therefore missed the
opportunity to identify the problem earlier.

ENGINEERING: Actions to investigate, monitor and evaluate a main boiler feed pump
casing leak demonstrated a sound safety perspective. The engineering analysis documenting
the likely cause of the leak, the risk assessment, repair options and recommendations was -
detailed and thorough.

A comprehensive review of the failure of an uriderground offsite power supply cable was
conducted.

PLANT SUPPORT: An Operational Safeguards Response Evaluation (OSRE) was
conducted to evaluate Con Edison security forces during a number of tabletop and drill
scenarios. Team findings will be documented and issued under a separate inspection report.
No deficiencies which required immediate corrective action were identified.

A spent resin transfer evolution was well conducted. Good consideration and compensation
for radiological hazards were evident. These practices included pre-evolution briefs,
covering storm drains, and establishment of communications.

SAFETY _ASSESSMENT/ QUALITY VERIFICATION: The nuclear facilities safety
committee was critical and candid during their discussion of NRC inspection reports.

Overall, the level of review of activities was good.

it
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DETAILS
1.0 SUMMARY OF FACILITY ACTIVITIES

The plant operated at 100% power through March 23 when power was reduced to
approximately 34% due to a primary to secondary leak in No. 24 steam generator (SG). At
6:00 p.m., on March 23, a controlled power ascension began and power was raised to a high
of 92%. At this power level, the leak in 24 SG increased and power was reduced to 90%.

At 90%, the leak rate again diminished and power was held there through the end of the
inspection period.

2.0 PLANT OPERATIONS
2.1 A Operational Safety Verification

The inspectors observed planf operation and verified that the facility was operated safely and
in accordance with Con Edison procedures and regulatory requirements. Regular tours were - -
conducted of the following plant areas:

control room

primary auxiliary building
radiological control point
electrical switchgear rooms
auxiliary feedwater pump room
security access point

protected area fence

intake structure

diesel generator room

turbine building

Control room instruments and plant computer indications were observed for correlation
between channels and for conformance with technical specification (TS) requirements.
Operability of engineered safety features, other safety-related systems and onsite and offsite
power sources was verified. The inspectors observed various alarm conditions and
confirmed that operator response was in accordance with plant operating procedures.
Routine operations surveillance testing was also observed. Compliance with TS and"
implementation of appropriate action statements for equipment out of service were inspected.
Plant radiation monitoring system indications were reviewed for unexpected changes. Logs
and records were reviewed to ascertain that entries were accurate and identified equipment
status or deficiencies. These records included operating logs, turnover sheets, system safety
tags, and the temporary modification book. Plant housekeeping controls were monitored,
including control and storage of flammable material and other potential safety hazards. The
inspectors also examined the condition of various fire protection and meteorological
monitoring systems. Control room and shift manning were compared to regulatory
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requirements -and portions of shift turnovers were observed. The inspectors found that
control room access was properly controlled and that a professional atmosphere was
maintzined.

In addition to normal utility working hours, the review of plant operations was routinely

~ conducted during portions of backshifts (evening shifts) and deep backshifts (weekend and
midnight shifts). The inspectors worked 46 backshift hours and 10.5 deep backshift hours
during this inspection period.. Operators were alert and displayed no signs of inattention to .
duty or fatigue.

~ The inspectors used probabilistic risk assessment (PRA)-based inspection guidance in
performing system walkdowns. This guidance helped focus NRC inspection resources
toward risk significant items. During this inspection period, walkdowns were performed on
the auxiliary feedwater system, safety injection system, service water,:and emergency diesel
generator system. The systems were found to be in a condition to support operability.

An acceptable level of performance during the inspection tours detailed above was observed.
2.2  Followup of Events Occurring During the Inspection Period

During the inspection period, the inspectors provided onsite coverage and followup of
unplanned events. Plant parameters, performance of safety systems, and licensee actions
were reviewed. The inspectors confirmed that the required notifications were made to the
NRC. During event followup, the inspectors reviewed the corresponding documentation,
including the event details, root causes, and corrective actions taken to prevent recurrence.
The following event was reviewed.

2.2.1 Primary to Secondary Leak

On March 22, while operating at 100% power, operators determined that the No. 24 steam
generator (SG) had developed a 0.04 gallons per minute (gpm) primary to secondary leak.
Operators initially observed an increase in the steam generator blowdown radiation monitor.
The degree of the increase was very slight. This leak rate was validated by the N-16
monitor indicating 57 gallons per day (gpd). Initially, there was no condenser steam jet air
gjector radiation monitor increase and the main steam lme radiation monitors indicated
normal.

Operators commenced a power reduction and held power at 35%. The leak rate was reduced
with the power reduction to approximately 1 gpd. Con Edison implemented a plan to

increase power in 10% increments followed by a 2 hour hold to monitor the steam generator
leak rate. On March 25 at 92% power, while increasing power from 90%, the N-16 monitor
~ again showed an increasing leak rate. The maximum leak rate observed was 16 gpd. Power
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was reduced to 90% and the leak rate returned to less than 1 gpd. In the near term, Con
Edison intends to remain at 90% and to continue to monitor for SG leakage and eva]uate a
course of action.

Technical Specification limits are that primary to secondary leakage through the steam
generator tubes shall not exceed 0.3 gpm in any steam generator. With any steam generator
tube leakage greater than this limit, the reactor shall be brought to the cold shutdown
condition within 24 hours. As previously noted, the maximum SG leak rate observed was
0.04 gpm. SG tube leak procedures in effect at the time required progressively increased
monitoring and SG activity sampling at increasing leak rates but did not require a power
reduction until 0.2 gpm leak rate. ’ '

Corrective actions included enhanced primary to secondary leak monitoring which involved
increased monitoring of radiation monitors, changes to procedures to include more restrictive
limits and required actions, completion of supplemental logs to record radiation monitor
readings hourly, and to increase the chemistry sampling frequency. Shift crews were briefed
and reviewed applicable procedures such as Abnormal Operating Instruction (AOI) 1.2,
"Steam Generator Tube Leak."

As the leak had ceased during the plant power reduction, it was felt that a shutdown to
attempt to find and repair the leak would not be productive. Existing procedures were
verified to meet the requirements of NRC Bulletin 88-02 for rapidly propagating fatigue
_cracks and NRC Information Notice 91-43 for enhanced primary to secondary leak rate
monitoring. Applicable plant procedures were revised to provide more restrictive
requirements. These requirements included increasing the SG activity sample frequency,
requiring increased radiation monitor logging and requiring, in part, for the plant to be in hot
shutdown in 5 hours with a leak rate of 150 gpd, or with an increase in the leak rate by 25
gpd in one hour. Potential failure mechanisms were discussed including fatigue induced
crack, corrosion induced cracks and thermal related cracks. A conference call was held with
NRC Region I management. :

Initial actions taken by operators were timely and effective. Operators showed outstanding
vigilance in detecting the SG blowdown radiation monitor increase and demonstrated a good
safety perspective by taking steps to reduce power prior to being required by procedures.

~ Subsequent actions to increase power and to monitor the SG were well thought out with
appropriate management involvement.

2.2.2 Followup of loss of Normal Source of Offsite Power

On January 26, 1994 the normal source of offsite power, the 138kV feeder, opened which
caused the loss of the station service transformer, 6.9 kV buses 5 and 6 and 480 Volt buses
5A and 6A. Offsite power was restored from an alternate source of offsite power, the 13.8
kV feeder. This issue was previously discussed in NRC Inspection Report 50-247/92-29.
This followup inspection was to review the cause of the loss of normal offsite power.
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Con Edison -pursued corrective actions and documented the loss of the feeder in LER No.
94-01, "ESF and Emergency Diesel Generator Actuation.” The cause of the loss of the
normal source of offsite power was described as a phase to ground fault on the B-phase "M"
leg of 138 kV feeder 95332. Each phase of the 138 kV feeder has two parallel legs,
(described as the "L" and "M") which are underground in the Buchanan substation. The
cable is a solid dielectric cable with cross-linked polyethylene insulation. . Each leg is
sufficiently rated for load capability. The "M" leg was isolated and a portion of it was
excavated for laboratory analysis. The location of the fault was identified by current tracing
techniques.. There was no external damage agent present The cause was determined to be
insulation breakdown, or "treeing" from moisture intrusion and age degradation. The cable
was 26 years old. Con Edison intends to replace the underground cables when new cable is
~ available. Predictive maintenance to identify degradation is not performed on these cables.
Insulation and resistance checks were performed on the other phases and were satisfactory.

The NRC concluded that Con Edison engineering review was comprehensive.
3.0 MAINTENANCE/SURVEILLANCE
3.1 Maintenance Observations

Maintenance activities were observed during this 1nspect10n period on safety-related activities
to ascertain that these activities were being conducted in accordance with approved
procedures, technical spec1ﬁcat10ns and appropriate industrial codes and standards.
Observation of activities and review of records included verifying required administrative
authorizations and tagouts were obtained, procedures were adequate, certified parts and
materials were used, test equipment was calibrated, radiological requirements were
implemented, system prints and wire removal documentation were used and quality control
hold points were established. Maintenance activities observed included:

L 93-65872 Diesel Fire Pump Oil Level

° 94-70406 No. 23 Static Inverter

o 94-70655 Pressrlrizer level Channel Drift

o 93-68029 Charging pump packing

3.1.1 Review of Troubleshooting Activities (Region I TI 94-01)

The inspectors performed a review of licensee troubleshooting activities in accordance with
the guidance provided in NRC Region I Temporary Instruction (TI) 94-01. The objectives of

this inspection were to assess the effectiveness of Con Edison’s control of the troubleshootmg
process, including procedures and past performance.
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Typically the operations, maintenance and instrument and control (I&C) organizations
perform troubleshooting activities with the majority of troubleshooting conducted by the I1&C
organization. Control of troubleshooting is decentralized with each organization having their
own -administrative directives. In addition, Con Edison Station Administrative Orders-
provide specific requirements for related activities such as work control and jumper control.
All work performed is controlled by the station’s work process system using work permits,
tagouts, and work orders. References to the various procedures includes Regulatory Guide
1.33, ANSI-18.7- 1976 various Con Edison Station Administrative Orders and some INPO
guidance.

The maintenance guidance is Maintenance Administrative Directive (MAD) 4. This
procedure requires using a checklist to perform initial troubleshooting when the corrective
action is not known and/or to pérform minor maintenance. Troubleshooting work is
controlled by a work permit and work order using an investigative check list (ICL). ICL’s
are performed on equipment that is tagged out or otherwise removed from service. The ICL
contains basic information such as the work order No., equipment name, tagout No., as
found condition, work performed, and maintenance and test equipment used. Documentation
is provided in the work order package. Review of records show that the ICL is seldom used
as troubleshooting is mfrequently performed by maintenance. The maintenance manager
stated that usually maintenance is aware of the problem and therefore a maintenance
procedure is used to perform work.

Operations Administrative Directive (OAD) 33, "Procedure Adherence and Use," contains
guidance for operations department troubleshooting. In general, operators attempt to verify a
symptom by checking other indications and using system operating procedures. The
requirements for operations department troubleshooting requires a procedure to be used.
When conditions arise for which no procedure exists or the senior watch supervisor/support
facility supervisor determines the necessity to perform troubleshooting, they shall verify that
the manipulation of the affected equipment does not:

° compromise plant or personnel safety
®  create a technical specification LCO
®  violate an existing plant procedure

®  reduce the reliability of the unit.

Additional administrative controls are also specified to perform operations department
troubleshooting.

In general, the 1&C organization performs the majorlty of troubleshooting at the site. The
~ specific procedure which addresses troubleshooting is IC-AD-11, "1&C/QA Interface
Regarding Procedures, Travelers, and Checklists.” Bounds are also placed on
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troubleshooting activities by other plant procedures such as jumper control. As in all
maintenance activities, work permits and work orders are used to control troubleshooting
activities.” In general, the plant is put in a condition where an investigative checklist is used
-to evaluate the scope of repair and investigate the condmon

1&C breaks down troubleshooting activities into major steps. These steps include verification
of the symptoms, development of troubleshooting plan/strategy, determination of
isolation/protection requirements, obtaining permits/reviews and approvals as required,
performance of the troubleshooting, repair of the problem and performance of post
maintenance testing (PMT). Typically, the method of PMT is to perform a portion of the
surveillance test. The inspector reviewed several step-lists which had been developed for
specific problems. In general, detailed step-lists are developed for any extensive

- troubleshooting.

_ A review of related documentation from the past three years indicated that troubleshooting
has been effective at correcting problems without contributing to significant plant events.

The NRC concluded that procedures, supervision and control processes existed to perform
effective troubleshooting at Indian Point 2.

3.2 Surveillance Observatlons

* Surveillance activities observed and rev1ewed emphasmed inspection of - safety-related

activities. Observations of activities and review of records included verifying required

administrative approval was obtained, procedural precautions and limitations were observed,

- review of test data was accurate and timely, surveillances conformed to technical

specifications, calibrated test equipmerit was used, radiological controls were observed, and
required surveillance frequencies were met. Surveillance activities observed included:

- PT-R22A Steam driven Aux Boiler Feed Pump Full Flow

- PT-V6 Aux Boiler Feed Pump Manual Turbine Overspeed Trip

- PT-R13B Aux Feedwater Pumps Automatic Actuation Circuits

- PC-EM8 Aux Feedwater Flow Instruments

- PT-Q42 Wide Range Noble Gas Monitor R-27 Functional

- FPX 93-09002-F °~ Minor Modification package for the Amber Indicating
Lights for ABFP 22
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Other than discussed below surveillance testing was performed safely and in accordance with
" proper procedures. Inspectors noted that an appropriate level of supervisory attention was
given to the testing depending on its.sensitivity and difficulty.

"3.2.1 Plant Vent Noble Gas Effluent Momtor, R-27 Inoperable Due to Mlsposltloned
- Valve

Overview

On Apnl 8, 1994 while performing a quarterly surveillance test on the plant vent noble gas
effluent monitor, R-27, operators identified that the monitor did not transfer from the low
range to the mid/high range automatically as required. Upon investigation, a nitrogen purge
manual valve was found mispositioned shut. Con Edison could not determine when the valve
was shut, but postulated that it had been shut since the last surveillance test in December - '
1993. The R-27 monitor was required by technical specifications and plant conditions to be
. -operable for the period from December 1993 to its discovery. The system’s primary
function is to monitor accident condition levels of noble gas which might be released.

Details

On April 8, 1994 Con Edison personnel were performing PT-Q42, "Wide Range Noble Gas
Monitor R-27 Functional Test." While performing steps to verify that the detector would
transfer from the low to mid/high (hi) range on increasing lévels, technicians identified that
the mid/hi range pump was tripped and would not start automatically. The deficiency was
documented on significant occurrence report (SOR) 94-209 and work request NP-94-707521
was issue to determine and correct the problem.

During maintenance, the nitrogen system’s purge supply stop valve, 5105, was found closed.
This is a manual valve in the supply line from the nitrogen purge system and is required to
be open. The valve was subsequently opened and the applicable sections of the test were
performed to complete the required testing satisfactorily. The work order, including the
retest was completed on April 11, 1994. Another SOR, No. 94-212, was written to
document the mispositioned valve. :

Radiation Monitor eratidn

. The normal suction supply for the low and mid/hi range detectors of the monitor are from
sampling tubes from the plant vent. Following a signal of increasing radiation levels the
pump suction line automatically switches from the low to mid/hi range. The low range pump
sample line from the plant vent isolates and the line from the nitrogen purge line opens and
purges the low level line to prevent radioactive material buildup. The mid/hi range pump
starts and takes its suction from the sample lines in the plant vent.
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Following a subsequent decrease in radiation levels, the detector will switch from mid/hi

_range system to the low range system. The sample lines in the low range detector will line
up to the plant vent and the mid/hi range lines from the plant vent isolate. The nitrogen
lines open and purge the mid/hi range lines.

With the manual isolation valve 5105 shut, as it was during the April 8, 1994 performance of
PT-Q42, when the normal sample lines from the plant vent for both the mid/hi and low range
shut, the pumps in these hnes lose suction and trip.

Con Edison mvestlgatlon determined that the last record of this valve being operated was on
October 19, 1992. At this time the valve was checked in the open position as per Check Off
List (COL) 12.2. - .

The system engineer determined that the 5105 valve was shut prior to: the last test in
December, 1993. During that test, when the detector was required to range up to the mid/hi
range, the low range pump tripped because the 5105 valve was shut and low suction pressure
occurred during the purge mode. When checked during the test, a note in the comments
section indicated that the technicians had to restart the low range pump to get satisfactory
readings. By restarting the low range pump in this manner, the suction path from the plant
vent would have been lined up. However, when shifting to the low range pump, the med/hi
range pump would have tripped on low suction pressure as it went into its purge mode. This
is the condition it was found in during the April 8, 1994 test.

The test requires that if any unsatisfactory results are obtained, corrective actions are
initiated, including work orders generated. Reviews by the cognizant supervisor, Senior
Watch Supervisor (SWS), Operations Manager, and Test Engineer did not identify that the
manual starting of the low range pump required further investigation. The test performers
continued with the test by manually starting the pump. Both the test performers and test
reviewers did not subsequently question the reasons for the unexpected response indicated in
the comments section and as a result missed the opportunity to 1dent1fy the mispositioned
valve.

Con Edison issued a special report as required by technical specifications on April 22, 1994.
The letter explained the preliminary findings of the investigation into this event. Further,
human performance evaluations were continuing at the end of the inspection period to
determine the root causes associated with the event. Because the channel was restored to
service within 7 days of identification of inoperability, no alternate means of monitoring was
required. There is only one channel of R-27. However R-44, the plant vent radiogas
monitor, provides the same information to operators. In addition, the shut nitrogen purge
valve did not affect the ability of operators to shift the range of R-27.



9

" There is no indication available to operators either locally or in the control room that the

high range pump remained in the tripped condition. During normal operations, when noble

gas levels remain low, the high range pump is not called upon, and subsequently was not
identified to be in the tripped condition.

Technical Specification 3.5.6 requires that Table 3.5-5 shall be met when the reactor coolant
system is above 350°F. Table 3.5-5 requires that a minimum of 1 channel of the Plant Vent
Noble Gas Effluent Monitor (R-27) remain operable during these plant conditions. If the
channel is not operable, restore within 7 days or initiate an alternate method of monitoring
the appropriate parameters and prepare and submit a special report to the Commission within
the next 14 days. Because this instrument would not have been able to automatically carry
out its safety function in the event it was called upon, it was inoperable from the i
performance of the last surveillance test on December 20, 1993 to April 11, 1994.

In addition, both the test performers and the test reviewers did not question the reasons for
the unexpected response indicated in the comments section of the test performed in December
1993 and as a result, missed the opportunity to identify the mispositioned valve. This is a
violation of plant technical specifications. (VIO 94-04-01) '

4.0 ENGINEERING
4.1 Casing Leak on Main Boiler Feed Pump

On March 26, operators noticed a slight wet spot on the insulation for No. 22 main boiler
feed pump. The leak was located on the suction nozzle just above the main body of the
casing. An engineering review and inspections were conducted to determine the risks
involved from continuing to operate.

Ultrasonic, visual and thermography mspectlons were performed which showed that the most
likely cause of the leak was a collection of casing defects. Con Edison central engineering
felt that casting defects are common in large castings, especially at thickness transition
regions. The pump is a non-Class A item and there are no non-destructive examination
(NDE) or code requirements for casing design.

Con Edison considered that a leak before break condition exists because the material is not
susceptible to brittle failure. Con Edison engineering evaluated repair methods and
determined that the most advantageous approach would be to continue to monitor the leak
and perform a shop repair during the 1995 refueling outage. Operators are continuing to
monitor the leak using a temporary log.

The 1nspector reviewed Con Edison’s management mvolvement engineering analysis, and
actions. Con Edison actions to investigate, monitor and evaluate the leak demonstrated a
sound safety perspective. The engineering analysis documenting the likely cause of the leak,
the risk assessment, and repair options and recommendations was detailed and thorough.
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5.0 PLANT SUPPORT

5.1 Radiological Controls

Radiological protection activities were observed on a periodic basis. The activities observed
included radiological work practices, radiation surveys, and compliance with radiological
procedures and requirements. Based on the activities observed, radiological procedures and
requirements were followed.

5.1.1 Spent Resin Transfer

On April 7, Con Edison conducted a spent resin transfer to a shipping cask located in the
fuel storage building. This was the first time the shipping cask was located in this area
which provided an advantage in that the physical environment is more controlled than when
the shipping cask is located outside.

The demineralization system is used for the chemical and volume control system and spent
fuel pool purification. When the resins contained in the system become depleted, they are
transferred to the spent resin storage tank. Normally resin will be stored in the spent resin
storage tank for a sufficient period of time to allow for radioactive decay. Resin is removed
from the storage tank by pressurizing the tank with nitrogen to transfer the resin slurry to a
shipping cask. '

The inspector reviewed this activity and concluded that the evolution was well conducted.
Good consideration and compensation for radiological hazards were evident. These practices
included pre-evolution briefs, covering storm drains, and establishment of communications.

5.2 Emergency Preparedness

The onsite emergency response facilities were in an adequate state of readiness for event
response. There were no noteworthy findings in this area.

5.3  Security

Implementation of portions of the security plan was observed. Areas observed included
access point search equipment operation, condition of physical barriers, site access control,
security force staffing, and response to system alarms and degraded conditions. These areas
of program implementation were determined to be adequate. No unacceptable conditions
were identified.

5.3.1 Operational Safeguards Response Evaluation

From March 25 to March 30, 1994 the NRC performed an Operational Safeguards Response
Evaluation (OSRE) at the Indian Point 2 site. The primary objective was to evaluate the
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readiness of Con Edison’s security forces to respond to an external threat. Another focus of
~ the review was the interaction with and priorities established between the operations and
security departments for the protection of equipment and on defensive strategies used.
Further, the team assessed the potential need for rapid entry to vital equipment by operators
and accessibility for medical and fire fighting personnel. The ability for rapid exit from
enclosed areas of the plant in-the event of a steam line rupture, fire or fire suppression gases
was also evaluated. : '

NRC personnel from NRR and Region I and U.S. Army personnel were onsite to evaluate
Con Edison security forces during a number of tabletop and drill scenarios. The resident
inspectors participated with the team members in selecting drills scenarios and in observing
drill activities. Team findings will be documented and issued under a separate inspection
report. No deficiencies which required immediate corrective action were identified.

5.4  Fire Protection

Plant areas were assessed for fire hazards including ignition sources and flammable
materials. Fire alarms, extinguishing equipment, emergency lighting, actuation controls, fire
fighting equipment, and fire barriers were examined for operability. In addition, required
compensatory measures, such as fire patrols, were properly implemented. '

5.5 Housekeeping
- The control of plant housekeeping in safety related areas was assessed. These areas were

examined for potential missile hazards such as gas cylinders that could damage safety
significant equipment. Overall plant housekeeping was. good. :

6.0 SAFETY ASSESSMENT/QUALITY VERIFICATION

6.1 Review of Periodic »Reports

Periodic reports submitted pursuant to Technical Specifications were reviewed. This review
verified that the reported information was valid and included NRC required data. The
following report was reviewed: -

Monthly Operating Report for March, 1994

No deficiencies were identified.

6.2 Statlon Nuclear Safety Committee Meetings

Several Station Nuclear Safety Committee (SNSC) meetings were attended during this

inspection period. The committee composition and quorum requirements specified in TS
6.5.1 were satisfied. The meeting agendas included a review of facility operations to detect
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potential nuclear safety hazards and a review of procedural changes. . A good quesﬁoﬁing
attitude and safety perspective from the committee was noted. Overall, the level of review
- and member participation was satisfactory to fulfill the SNSC responsibilities.

6.3  Nuclear Facilities Safety Committee (NFSC) Meeting

On April 6, the inspector observed portions of the NFSC. The committee composition and
quorum requirements specified in TS 6.5.2 were satisfied. The committee was critical and
candid during their discussion of NRC inspection reports. Overall, the level of review of
activities was good. '

7.0 MANAGEMENT MEETINGS

Periodic meetings were held with station management to discuss inspection findings.
Following the inspection an exit meeting was held to discuss the inspection findings and
observations. Con Edison did not object to the findings or observations discussed at the exit
meeting. No proprietary information was covered within the scope of the inspection report.
No written material regarding the inspection findings was given to the Con Edison during the
inspection period. : ' :

A SALP board meeting was held on March 31, 1994,

7.1 Inspections Conducted By Region Based Inspectors

Date Subject Inspection No. Inspector
March 28- OSRE NA ~ D. Omick
April 1

April 4-8 Confirmatory Measures 94-03 1. Kottan
April 1822 | Digital Equipment  94-05 ). Calvert

7.2 NRC Management Visits
Date isi

3/29-30 S. Shankman, Deputy Director, DRSS



