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EXECUTIVE SUMMARY

Indian Point 2 Nuclear Power Plant 
NRC Team Inspection Report No. 50-247/98-18 

This inspection involved a team review of the Indian Point 2 condition reporting system (CRS) 
implemented by Consolidated Edison (Con Edison) in September 1998, to address several 
previous corrective action program weaknesses. The report covers a two week onsite 
inspection by a five person NRC Region I team.  

Overall: 

Con Edison's new CRS addressed the previously identified corrective action process 
weaknesses. The CRS also addressed the previous implementation weaknesses for the higher 
significance level CRs. With respect to previously identified implementation weaknesses, the 
NRC team found improvements in the effectiveness of the process at identifying, evaluating, 
and correcting problems, particularly for higher significance issues. However, continued 
improvement in the SL3 CRs is necessary to ensure consistent apparent causal analysis and 
complete, timely, and effective corrective actions. During the review of CRs, the NRC team did 
not identify any new operability or safety significant issues. Quality assurance findings 
correlated well with the NRC team findings and planned corrective action program 
improvements appear consistent with the Indian Point Plan for Excellence (IPPE).  

The new CRS process delegated authority to close SL3 items to supervisors. However, based 
on the percentage of SL3 items found with incomplete/inconsistent process implementation, 
management coaching and oversight could have enhanced and improved the transitions for a 
major change in responsibility which allowed the supervisor to close SL3 items. There was little 
indication that plant management took the initiative to self-identify implementation and quality of 
evaluation problems with SL3 CRs. This observation is reinforced by numerous deficiencies 
identified in QA surveillances.  

Process: 

The CRS process appeared adequate, with the adoption of: one corrective action program; one 
owner (department/section head) responsible for evaluating, establishing; and closing the 
corrective action, and with QA not performing a line function (i.e reviewing and coordinating 
CRs). Con Edison is working to address procedural detail weaknesses and is implementing 
new cause codes to better identify the actual cause and make tracking and trending more effective.  

The majority of the Con Edison staff interviewed considered CRS an improvement over the 
previous system. Significant improvements recognized were the establishment of "ownership" 
for each CR item and the consolidation of the various previous reporting systems into the one 
CR system. A need for additional training was identified and various software issues should be 
resolved to improve management of the system.



Executive Summary (cont'd)

Implementation/Effectiveness: 

The CRS appeared to be working well in the identification of issues. Station personnel 
identified problems at a low threshold and entered them into the CRS. The CIRS ensured 
awareness of issues by the Corrective Action Group (CAG), the operations watch, and the 
IDMVRG. CAG and DMRG effectively identified significance levels based on safety impact. SL4 
items were properly selected and/or closed to higher level items. The shift watch engineers 
conducted operability reviews properly, with only a few exceptions in the documentation.  
Reportability reviews were conducted well and industry events were being input and 
disseminated through the system.  

The NRC team identified instances of station managers not specifically following the guidelines 
in the SAO in the areas of allowable closeout process, escalation of overdue items and 
corrective actions, and in the conduct of the CAG and DMVRG. Failing to escalate overdue 
items is significant as this could lead to a lack of accountability. Further, by not following the 
CIRS process as prescribed by the governing procedure, managers set an inconsistent standard 
for procedure adherence.  

Program effectiveness varied with the significance of the issue and the proceduralized amount 
of management oversight. Implementation and effectiveness of the process at the SLi and 
S12 levels was generally good with proper evaluation, documentation, and corrective action.  

The NRC team found implementation and effectiveness problems in over one-half of the 
approximately 160 CRs reviewed, overwhelmingly on SL3 issues. The implementation of the 
process at the SL3 level was inconsistent and incomplete, including some examples similar to 
previously identified corrective action program weaknesses.  

With respect to timeliness, some improvement was noted. However, several untimely 
evaluations and corrective actions were identified by the NRC team. The lack of escalation to 
supervision of overdue items did not allow management understanding and acceptance of 
priorities. This combined with tracking of overdue issues focused on the latest items could lead 
to work on the oldest rather than the most important items.  

Oversight: 

Quality assurance conducted critical audits and surveillances of the CRS that appropriately 
focused on process effectiveness. Findings from the audits or surveillances were appropriately 
documented on CRs by the station. At the time of the inspection, a majority of the findings and 
enhancements to the program from these QA activities were yet to be resolved. The QA.  
findings correlated well with the NRC team findings.  

The NRC team noted that minimal effectiveness oversight reviews of the revised corrective 
action program had been conducted. This was based on a lack of management effectiveness 
reviews, weekly performance indicators focusing primarily on the timeliness of actions, reliance 
on CAG involvement and QA surveillance observations, and slow development of specific
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program implementing procedures. Planned corrective action program improvements appear 
consistent with the Indian Point Plan for Excellence (IPPE).
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Report Details

1. OPERATIONS 

07 Quality Assurance in Operations (40500) 

07.1 Effectiveness of Corrective Action Program 

NRC Region I conducted this team inspection to assess the effectiveness of the new 
Indian Point 2 corrective action program, the Condition Reporting System (CRS), which 
Consolidated Edison (Con Edison) implemented in September 1998. Con Edison 
implemented this new program to address some weaknesses that had been previously 
identified by both Con Edison and NRC including: 

(1) Too many individual corrective action systems; 
(2) The quality assurance (QA) group was performing line functions (e.g.  

coordination of the corrective action process); 
(3) Lack of overall responsibility for corrective action evaluation - i.e., no individual 

ownership assigned to hold cognizant organizations accountable for effective 
corrective actions; 

(4) Effectiveness of operability and reportability reviews, and the follow-up actions to 
industry information; 

(5) Cumbersome and ineffective corrective action process; 
(6) Ineffective corrective actions; 
(7) Untimely corrective actions; 
(8) Inconsistent root cause assessment; 
(9) Extent of condition evaluations not comprehensive; and, 
(10) Lack of effectiveness review following corrective action.  

To determine the extent to which the CRS corrected these weaknesses, the team 
reviewed the process changes as defined in Station Administrative Order (SAO)-1 12, 
"Corrective Action Program," process implementation effectiveness, and oversight.  

07.1.1 Process Review 

a. Inspection Scope 

The team assessed the actions taken to address the process related aspects of 
previously identified weaknesses, items (1) through (5) listed above in Section 07.1.  
The team also assessed the overall process coordination with respect to 
operability/reportability determinations, significance level as signment, and evaluation 
assignment.  

The team interviewed approximately 25 individuals from a wide range of station 
disciplines (engineering, operations, maintenance, etc.) and various levels of 
responsibility (from senior levels of management to the worker in the field). A standard 
set of questions were put forth to each interviewee eliciting his or her opinion on various 
aspects of the new CRS.



b. Findings and Observations 

The team found that the process was generally enhanced and addressed the previous 
process weaknesses.  

Single Corrective Action System - Not Administered by Quality Assurance 

The team found that CRS provided a single corrective action system for the entire 
station. The corrective action group (CAG) provided the administration of the CRS, and 
provided good control and tracking of the process improvements. Open items from the 
earlier corrective action system (CITRIS) had been input into CRS to allow their closure.  

In a significant step to ensure that adverse conditions did not get missed, the process 
specified the writing of a condition report (CR) and its evaluation by the CAG and/or the 
daily management review group (DMRG) before the generation of a corrective 
maintenance work order (WO). Computer based improvements allowed the inputting, 
distribution, evaluation and tracking of new and outstanding items.  

The QA organization was taken out of the corrective action process by the new CRS.  
This resulted in QA being able to perform oversight, without being an integral part of 
process coordination. The controls over QA generated issues appeared appropriate, 
requiring QA to verify the completeness of corrective actions prior to closure.  

The four tiered process appeared appropriately based on item significance, significance 
level 1 (SL1) being the most safety significant and requiring the most review and SL4 
being the least significant and requiring generally only trending. One major change was 
the ability for a supervisor to close out individual SL3 items without additional 
management review. While this appeared appropriate, it put additional burden on the 
supervisor to ensure adequate closure.  

Accountability - including Operability/Reportability and Industry Information 

The new process established clear responsibility and accountability for the review of 
issues and the implementation of corrective actions. The process included appropriate 
ability for a supervisor to sub-assign items and for a reviewer to assign action items to 
other groups. The process also included appropriate criteria for the escalation of 
overdue evaluations or corrective actions to the next higher level of management.  

Operability/reportability screening processes were clear and appropriate, requiring 
watch engineer review of CRs generated during his or her shift that could be operability 
issues or be reportable. The CAG and/or the DMRG provided an additional review for 
operability and reportability during their routine review of generated CRs.  

Interview Results 

The vast majority of those interviewed considered CRS a better and more powerful tool 
than the previous system. The most significant improvement noted was the 
establishment of an owner for each CR, providing "ownership/accountability" for each



item. Problems identifiled with the new system were primarily computer software issues.  
The CAG established a process to record, evaluate and resolve, as appropriate, each 
identified issue. A majority of those interviewed felt training for the new system was 
marginal and that a need for further training existed, although a strong help desk offset 
weaknesses in the initial training. Management support for CRS was considered strong 
and those interviewed felt management wanted problems to be identified. Additionally, 
those interviewed identified that the new CRS was well publicized, that the CAG was a 
strength in the new process, and that some improvement in both the timeliness and 
effectiveness of the corrective actions had been gained.  

Other Observations 

The team. identified several process weaknesses which Con Edison had also identified: 

* The CRS procedure is not very detailed. Con Edison has acknowledged this and 
is planning on developing implementing procedures; they look at the SAO as an 
overview (top level) procedure.  

" Apparent Cause codes are not consistently identifying the actual cause, making 
tracking and trending ineffective. Con Edison was in the process of 
implementing new codes.  

The team had several comments on the program. Specifically, it allowed the closure of 
CRs to troubleshooting work orders. While this process was acceptable to correct a 
specific problem, it may mask the need for corrective actions to prevent recurrence.  
Also, the process did not address the maintenance rule (MR) as far as functional failures 
and the need to screen for possible maintenance preventable functional failures. The 
MR was addressed at the back end of the process once a WO had been generated and 
reviewed by the system engineer. This could lead to a delay in identifying an issue of 
MR importance.  

c. Conclusion 

The CRS process appeared adequate, with the adoption of: one corrective action 
program; one owner (department/section head) responsible for evaluating, establishing; 
and closing the corrective action, and with QA not performing a line function (i.e 
reviewing and coordinating CRs). Con Edison is working to address procedural detail 
weaknesses and is implementing new cause codes to better identify the actual cause 
and make tracking and trending more effective.  

The majority of the Con Edison staff interviewed considered CRS an improvement over 
the previous system. Significant improvements recognized were the establishment of 
"ownership" for each CR item and the consolidation of the various previous reporting 
systems into the one CR system. A need for additional training was identified and 
various software issues should be resolved to improve management of the system.



07.1.2 Program Implementation and Effectiveness 

a. Inspection Scope 

The team selected a sample of open and closed ORs to assesses the overall 
effectiveness of the CRS and its ability to address the process implementation and 
effectiveness aspects of previously identified weaknesses, items (4) through (9) listed 
above in Section 07.1.  

The team independently reviewed about 160 CRs selected from approximately 1500 
CRs that were processed during September, October, and November 1998. The 
resultant 10% sample, which included SUi, SL2, and SL3 CRs, was a safety significant 
set because most items involved safety related equipment. This sample included: 

Operational Events 
Deficiencies requiring operability determinations 
Procedural deficiencies 
Repetitive equipment deficiencies 
QIA audits/self assessment activities 

In addition, about ten SL4 CRs, which typically include minor or administrative issues, 
were reviewed to ensure the adequacy of the significance level determination.  

The team examined the CR record and discussed the issues with personnel (working 
level and supervision) in the maintenance (mechanical & electrical), instrumentation and 
control, operations, engineering (design and site), and QA groups who were involved 
with identification and resolution of the issues. Personnel in the CAG were also 
contacted.  

b. Observations and Findings 

in the review process, the team identified issues with individual CRS items and 
discussed them with appropriate Con Edison personnel. Based on these discussions, 
Con Edison took appropriate actions to correct the identified discrepancies, including 
writing several new CRs or adequately explaining the issue. In the final assessment, the 
team did not have any specific operability or nuclear safety concerns.  

Overall Implementation 

Based on CAG and DMVRG meeting attendance and through discussion with individuals, 
station personnel used the CRS to identify issues that needed to be corrected. Both 
CAG and DMRG adequately prioritized CRs, assigning lead responsibility, and 
questioning initial operability decisions by the CR initiator.  

Significance level determinations were adequate for the SUi, SL2 and SL3 issues 
reviewed. During the DMVRG and CAG meetings, the team observed that the licensee 
was appropriately identifying and establishing significance levels, i.e., establishing 
appropriate priorities, for new CRs. For the SL4 issues, all were appropriate with the



exception of CR 199809952 involving two failures of gas turbine GT-3 to start during 
procedure PT-M38, which should have been categorized higher.  

The team found numerous examples where SAO-1 12 was not being implemented 
consistently, specifically: 

* Overdue evaluations and corrective actions were not being escalated to higher 
levels of management. Con Edison was aware of this based on a QA 
surveillance. The team compared the expectations within SAO-1 12 to completed 
condition reports. Numerous SL2 and SL3 CRs were not meeting the timeliness 
goals of thirty days. Con Edison has recognized this by making it apparent on 
the weekly performance indicators with an average time for closure of 178 days.  
(See discussion on the Timeliness of Corrective Action which follows.) 

* Numerous examples where CR items dealing with procedures were closed to the 
communications to staff (CTS) system to allow determination if a procedure 
change was necessary. The SAO did not allow items to be closed to CTS.  

* Con Edison implemented a Corrective Actions Review Board (CARB) to review 
the outcomes of the SL1 items. This was not as described in the SAO, which 
only specified a plant management critique.  

* The DMRG and the CAG review and evaluation process was not specifically 
implemented as discussed in the SAO.  

These implementation problems were of low significance based on the team's review of 
specific issues; however, the failure of station managers to comply with the SAO could 
lead to an inconsistent standard of procedural compliance throughout the station.  

The team considered 12 SL3 CRs to be improperly closed due to poor causal code 
analysis, inadequate documentation to support closure, or failure to document corrective 
actions taken. For example, the corrective actions to resolve CR 199808011, which 
involved the need to perform independent verification of safety injection (SI) system 
valves associated with the topping pump, were not included and the CR was closed.  
Several condition reports, such as CR 199809464 which involved resetting the service 
water flow controller to the correct value 1400 g.p.m. (was reading 1650 g.p.m.), were 
closed to troubleshooting work orders without clearly defining the apparent causes and 
suitable corrective actions.  

Operability, Reportability, and Industry Information Reviews 

The operations watch engineers consistently completed operability and reportability 
determinations. The team did not note any incorrect operability decisions, but did note a 
minor inconsistency in use of the operability forms (attachment 6 of SAO-1 12) by the 
watch engineers for various SL3 CRs (e.g., 199807821, 199807535, and 199807562).  
For the several CRs reviewed that rose to the level of reportability, the team found the 
process for making the determination acceptable.



Industry event information was being input into the CRS. Con Edison planned to 
formally incorporate the review of industry information as part of the GAG 
responsibilities in the near future.  

Effectiveness of Corrective Actions 

The team found acceptable corrective actions were being documented and taken on the 
higher level issues (SLi and 2). However, for SL-3 issues the completeness of 
corrective actions appeared to be less complete. For example: 

* CR 199807533 and CR 1998087534, which were issued on August 31, 1998, 
described conditions of gas and liquid leakage associated with safety injection 
(SI) accumulators 23 and 24, respectively. Both CRs were closed about a week 
later without resolution of the problem. Operations took the action to fill the 
accumulators with nitrogen and borated water as required. Leakage currently 
exists such that the 23 SI accumulator requires a nitrogen charge about once 
each shift and the 24 SI accumulator requires filling 2-3 times each week to 
maintain proper water level. The team noted that the licensee recognized the 
need to correct these accumulator leakage problems in CR 199807881 (issued 
September 9, 1998), for which the SI system engineer was developing a 
corrective action plan.  

* CR 199807558 identified concerns due'to an increase in 23 reactor coolant 
pump vibration levels. However, the specific concern for fatigue failure of the 
surrounding components and piping at the elevated vibration levels was not 
formally addressed in the SIL3 report. Discussion with the system engineer 
indicated that fatigue failure of the surrounding equipment at the current vibration 
levels was not a concern.  

* Six CRs were issued to address problems associated with the control of 
temporary procedure changes (TPCs). While the individual TPC problems 
identified in the CRs were being addressed, the team noted that the root cause 
of the personnel not following the applicable procedure concerning TPCs was 
not addressed. For example, CR 199807724 identified that a full revision of 
QAD 19 should have occurred since there were 4 outstanding TPCs. SAO-100 
requires that administrative procedures with 3 or more TPCs shall be revised 
within 60 days. A new revision of QAD 19 was issued, but it was not apparent if 
the personnel error aspects of this problem were addressed.  

0 CR 199808114, which involved momentary spikes of radiation detector R-42 and 
tripping of relays associated with containment ventilation valves, was 
inappropriately closed. A temporary jumper, later shown to be ineffective, was 
installed initially to prevent tripping the containment ventilation valves. This 
condition report was categorized as a SIL2 item. SAO-1 12, Section 4.6, 
"Implementation of Corrective Action and Closure of the Condition Report," 
expects that verification of completeness of closure should address two 
questions:



*Did the corrective action address the identified condition? 
*Are the corrective actions totally complete? 

In closing CR 199808114 the licensee did not address the deficient conditions 
associated with the R-42 detector or the installed temporary jumper, nor did the 
required SL 2 investigation get performed. Furthermore, the WC2 cause code 
(written communications - content not sufficient) did not appear to address the 
root cause of the deficiencies.  

In review of three S~I- issues, the team noted that proposed corrective actions were 
generally well implemented. However several issues were identified: 

In report 98-005 (completed under SAO-1 32A, the corrective action process 
before CRS), one corrective action was not implemented involving coordination 
of specific plant conditions depicted in safety evaluations (10 CFR 50.59) not 
being identified in planning of the activity. The team did not identify any other 
events since report 98-005 issuance that involved improper plant condition 
controls in safety evaluations during the performance of a maintenance activity.  
Further, in report 98-005, two root cause statements involving less than 
aggressive or timely review of internal operating experience, and the change in 
scope evaluations for safety evaluations being exempt from site nuclear safety 
committee review, did not have associated corrective actions to prevent 
recurrence in the future.  

In SAO-1 32A report 98-016, one causal factor was less than adequate 
supervision of the maintenance to torque pressurizer safety valve (PC V-466) 
outlet flange fasteners. No specific corrective actions were documented in the 
report to address less than adequate supervision.  

The above examples of incomplete corrective actions or causal analysis not tied to 
specific corrective actions involved events prior to the revision of the corrective action 
program. Each of the above observations were discussed with licensee personnel 
during the inspection.  

Timeliness of Corrective Actions 

The team identified 22 examples, predominantly SL-3 items, where CRs had not been 
evaluated within 30 days to determine the appropriate corrective actions for 
implementation or where scheduled due dates for implementing corrective actions were 
not met. SAO-1 12 requires that any condition be evaluated and responded to within 30 
days and that due dates be established for implementing corrective actions. The team 
also observed that the timeliness problem in these ORs was not being addressed as 
procedurally required. SAO-1 12, Section 4.7, "Escalation," expects escalation to one 
management level higher to occur when evaluation or analysis of issues is 5 days 
beyond scheduled dates or when implementation of corrective actions is 15 days 
beyond scheduled dates. As an example:



CR 199808911 indicated that the scheduled due date of October 16, 1998, for 
implementing corrective actions assigned to design engineering was not met.  
This CR involved questions concerning the calibration of the EDG fuel oil storage 
tank level indicators and the minimum required fuel oil inventory to be resolved 
by the Setpoint Control Program (See Extent of Condition Evaluations Section 
below for more detail).  

Root Cause Assessment Review 

The root cause assessments for SL and SL2 items were generally acceptable.  
However, there were 11 examples where the root cause and corrective actions 
regarding SL 3 items were inconsistent, including: 

CR 199808823, which included incomplete causal analysis on degraded 21 
component cooling water (CCW) pump performance. The degraded pump 
performance was reflected in a reduction of pump head for the required flowrate.  
The 21 CCW pump head had dropped approximately 1% since the last 
performance, and was within 0.92 foot of the required action range. The causal 
analysis did not address the pump degradation, but rather redefined the 
instrument location for acquiring differential pressure across the pump and 
rebaselining the inservice test acceptance criteria accordingly and to continue to 
monitor pump performance via the inservice test program. Further, the 
corrective action was to change the inservice test procedure 3PT-Q30A, "21 
Component Cooling Pump," without making the generic changes to the other two 
CCW pump test procedures. This aspect was realized by Con Edison inservice 
test personnel who at the time were in the process of revising all three 
procedures, even though the closed CR documented revision to only 3PT-Q30A.  

Numerous CRs reviewed did not have agreement between the apparent cause code 
and the implemented corrective actions. For example: 

CR 199808862 documented debris in the 23 emergency diesel generator (EDG) 
jacket water and lube oil coolers. The cause was foreign material, yet no 
corrective actions were proposed.  

CR 199808823 documented the performance decline of the 21 CCW pump 
related to normal wear, yet the corrective action was to revise the test procedure 
acceptance criteria. Con Edison recognized the limitations of the cause codes 
provided to investigators and at the end of the inspection was already 
implementing a wider variety of apparent cause codes and supplementing with 
apparent cause training to investigators.



Review of Extent of Condition Evaluations 

The extent of condition reviews for SLi and SL2 items were generally satisfactory; 
however, the team had observations concerning five SL3 ORs, for example: 

In CR 199808911, a discrepancy was identified where the daily log sheet 
minimum required inventory of 7186 gallons for each EDG storage tank was 
based on a +/- 2% accuracy for the level indicators (LI-i 133, 1134, and 1135) 
while the level indicator calibration procedure only specified an accuracy of+1 
5%. Applying the +/- 5% accuracy, the licensee determined that the new 
minimum required inventory for each tank would be 7417 gallons. Immediate 
operability was determined to be satisfactory based on stick levels from tank 
soundings. By a design documentation search and correspondence with the 
instrument vendor, the licensee adequately verified the validity of the +/- 2% 
accuracy of the level indicators. Design engineering was assigned the corrective 
action to specify a +/- 2% accuracy in the level indicator calibration procedure 
with a due date of October 16, 1998 (Note: See Untimely Corrective Actions 
Section above). The licensee knew of no similar instrument discrepancies, but 
no formal review for the possible application of this problem to other instruments 
had been performed to confirm the extent of this condition.  

CR 199809511 involving a deficiency whereas the 22 EDG heater remained 
energized when the output breaker was closed. This was a repeat event as 
documented in CR 199807851. The team questioned if any other functions 
would be affected by this deficiency, because the evaluation focused on the 
short-term acceptability of this condition. The licensee identified that this 
condition on the auxiliary arm for the output breaker also affected a permissive 
relay for *recirculation switch #5, for which CR 199810376 was initiated. The 
licensee concluded that this did not impact operability of the EDG or the ability to 
implement emergency operating procedure guidance in emergency operating 
procedure (EOP) ES 1.3, "Transfer to Cold Leg Recirculation." Specifically, the 
permissive relay was to allow automatic operation of two service water pumps in 
the non-essential header, two COW pumps in operation, and verification of 22 
containment spray pump operation. Operator use of recirculation switch #5 is.  
performed only if all three EDGs are operating, or if offsite power is supplying all 
safeguards buses during a postulated loss of coolant accident. The team 
confirmed no impact on operability of the diesel generators or operators ability to 
implement EOP ES 1.3 by reviewing applicable plant drawings 932-LL-31 18-19 
and B225232-06 and review of EOP ES 1.3. Notwithstanding, this example 
indicates a less than adequate review of a repeat event involving a permissive 
used in the emergency operating procedures.  

Other Observations 

The team reviewed the maintenance WO list for new items entered from recent 
condition reports to determine if the work to. be accomplished was reasonable for closing 
the original condition reported. The team selected 23 issues for review. The results 
were acceptable with one exception. A. closure problem was observed related to CRs



199810065 and 199810348, which involved problems with refueling water storage tank 
level instruments. These CRs were closed to troubleshooting work orders and there 
was no documentation of corrective actions taken to resolve the problems or of possible 
extent of condition issues. The team considered, in this case, that closing the CRs to 
troubleshooting work orders was inconsistent with the objective of having one corrective 
action system.  

The team evaluated the documented operator workarounds to verify their inclusion in 
CRS. As of December 3, 1998, Con Edison had identified 20 operator workarounds.  
CRS included a majority of the current operator workarounds. One item for the boric 
acid storage tank level indication was closed within CR 199804540; however, the 
closure did not reference the intended corrective action to modify the level indication 
system. During the inspection, Con Edison referenced the request for engineering 
services (RES) number 1313998 to this CR. Another item involved the isophase bus 
service water supply pressure controller. No CR was initiated for this older maintenance 
issue (1996); however, during the inspection, the licensee initiated CR 199810498 to 
identify this operator workaround.  

The team performed a limited plant tour verifying that 18 identified equipment 
deficiencies were appropriately entered into the CRS. All current deficiencies (i.e. since 
September, 1998) had proper agreement between the corrective action system and the 
work control system. One item initiated in October, 1997 for a packing leak on the main 
turbine'stop valve did not have an associated CR. At the close of the inspection, a CR 
was initiated for the turbine stop valve. packing leak.  

C. Conclusions 

The CRS appeared to be working well in the identification of issues. Station personnel 
identified problems at a low threshold and entered them into the CRS. The CRS 
ensured awareness of issues by the Corrective Action Group (CAG), the operations 
watch, and the DMRG. CAG and DMVRG effectively identified significance levels based 
on safety impact. SL-4 items were properly selected and/or closed to higher level items.  
The shift watch engineers conducted operability reviews properly, with only a few 
exceptions in the documentation. Reportability reviews were conducted well and 
industry events were being input and disseminated through the system.  

The NRC team identified instances of station managers not specifically following the 
guidelines in the SAO in the areas of allowable closeout process, escalation of overdue 
items and corrective actions, and in the conduct of the CAG and DMRG. Failing to 
escalate overdue items is significant as this could lead to a lack of accountability.  
Further, by not following the CRS process as prescribed by the governing procedure, 
managers set an inconsistent standard for procedure adherence.  

Program effectiveness varied with the significance of the issue and the proceduralized 
amount of management oversight. Implementation and effectiveness of the process at 
the SLi and SL-2 levels was generally good with proper evaluation, documentation, and 
corrective action.



The NRC team found implementation and effectiveness problems in over one-half of the 
approximately 160 CRs reviewed, overwhelmingly on SL3 issues. The implementation 
of the process at the SL3 level was inconsistent and incomplete, including some 
examples similar to previously identified corrective action program weaknesses.  

With respect to timeliness, some improvement was noted. However, several untimely 
evaluations and corrective actions were identified by the NRC team. The lack of 
escalation to supervision of overdue items did not allow management understanding and 
acceptance of priorities. This combined with tracking of overdue issues focused on the 
latest items could lead to work on the oldest rather than the most important items.  

07.1.3 Quality Assurance and Mffite Review Committee Involvement 

a. Inslection Scope 

The team evaluated recent QA department audits and surveillance results, and the 
offsite review committee's awareness of the revised corrective action program.  

b. Observations and Findings 

The QA department completed the most recent integrated audit (98-09-C) of the 
corrective action program on October 16, 1998. This audit evaluated the effectiveness 
of the corrective action process for the first six months of 1998 (prior to the new CRS).  
Notwithstanding, the QA auditors did identify numerous enhancements to the new SAO
112. The enhancements included closure of CRs to troubleshooting WOs, and the GAG 
tracking of WO that closed ORs. The team confirmed that the findings and observations 
requesting response had CRs prepared. At the time of the inspection, all of the ORs 
prepared in response to audit 98-09-C were still open. The next scheduled CRS 
integrated QA audit is in January 1999.  

QA performed surveillances to evaluate the effectiveness of the CRS. The scope of QA 
surveillance 98-SR-106 included a sampling of closed CRs in September and October, 
1998. The surveillance found improper closure of approximately 17% of the sampled 
ORs, including failure of the watch engineer to perform a reportability evaluation, 
incomplete corrective action taken, closure of CRs with internal requests for further 
actions, and failure to add cause coding for causal factors. In general, the team verified 
that CRs prepared for surveillance 98-SR-i 06 were still open. Of the 17% of improperly 
closed ORs identified by QA, approximately 50% were still unresolved at the time of the 
inspection. CR 199810180 was recently closed that implemented improvements to the 
apparent cause codes for SL3 ORs.  

QA surveillance 98-SR-076 focused on Nuclear Safety and Licensing department 
closure of items entered into the corrective action process. Good recommendations 
were documented from the surveillance involving improvements in training, reinforcing 
expectations on closure of licensee event reports (LERs) and enforcing the escalation 
process due to untimely evaluations. Though not required, none of the QA 
recommendations from surveillance 98-SR-082 were documented in the corrective 
action process.



QA surveillance 98-SR-082 focused on conversion between the old and new corrective 
action process. The team verified that items were appropriately entered as CRs and 
that approximately 50% of the QA identified deficiencies related to the program 
conversion had been adequately resolved. The remaining items were overdue based 
upon administrative time goals.  

QA surveillances of the plant modification process, operations, NRC Generic Letter 96
01, "Saf ety- Related Logic Circuits," and radiological effluents verified that all findings 
were properly entered into the CRS. The team did note that some QA 
recommendations from the audits appeared programmatic such as the quality of test 
procedures related to plant modifications and training of engineering support personnel 
on licensing items, but were not formally placed in the corrective action process.  

The team learned that the Nuclear Facilities Safety Committee (NFSC) was provided an 
overview of the new corrective action process in July, 1998. The NFSC at the time 
questioned if CRS will assign causal codes and human performance indicators and what 
training or awareness was planned to inform the station of the revised process. Based 
upon review of meeting minutes, the NFSC will be following the status of the CRS at 
future meetings.  

c. Conclusions 

Quality assurance conducted critical audits and surveillances of the CRS that 
appropriately focused on process effectiveness. Findings from the audits or 
surveillances were appropriately documented on CRs by the station. At the time of the 
inspection, a majority of the findings and enhancements to the program from these QA 
activities were yet to be resolved. The QA findings correlated well with the NRC team 
findings.  

07.1.4 Management Oversight 

a. Inspection Scope 

The team focused on implementation of corrective action effectiveness reviews to 
assess actions taken to address the previously identified weakness, item (10) in Section 
07.1 above. The team reviewed weekly program performance indicators, observed 
CAG and DMVRG activities, and reviewed organizational feedback on the CRS.  

b. Observations and Findings 

Effectiveness of Management Reviews 

While an overall assessment of the effectiveness of management review of CRS 
implementation would be premature due to the recent implementation of the process, 
the team concluded that minimal management oversight existed in *the implementation 
of the CRS. The quarterly effectiveness reviews, as documented in SAO-1 12, were not 
completed at the time of the inspection. The team found little evidence, other than the



QA surveillance and GAG interaction, that management had performed evaluations on 
the quality of SL-3 CRs closures by section managers. The team found this lack of 
station management review significant, since allowing the section managers to close the 
SL3 CRs with no additional review was a major change in the program. In January 
1999, CAG will complete its first quarterly assessment, covering the period from the 
beginning of the GRS until the end of 1998.  

The GAG recognized the need to provide consistent implementing procedures such as 
SL-3 closure expectations, expectations of the GARB, and guidelines for closure of SLi 
and 2 items; however, those procedures have yet to be implemented. Further, the GAG 
had received a variety of recommendations to improve SAO-1 12 during the last three 
months primarily from the quality assurance surveillances and audits; however, no 
process changes have occurred. The team noted that the weekly GRS performance 
indicators primarily focused on the rate of initiation and on the timeliness of evaluations 
and closure of GRs, but not on the quality of causal analysis review or effectiveness of 
corrective actions.  

Some effectiveness evaluations have occurred involving: 

quality reviews (initial rejection rate of 28%) by GAG of S1-2 GRs; 
the GAG's solicitation of feedback on the GRS with appropriate priorities for 
closure established; 
involvement in the quality of S~I- GR evaluations; and, 
an industry evaluation of the corrective action program.  

The team also found evidence that program implementors prbvided some effectiveness 
reviews by documenting through GRs examp!es of improper GR closure without 
completing corrective actions, disconnects between licensee event report preparation 
and S~I- evaluations, and the failure to identify causal factors for setpoint control 
problems.  

The team performed a sampling of seven SL-2 events that occurred since September, 
1998 for which the GAG had rejected the evaluation, concluding that the rejections were 
appropriate. The bases for rejections included failure to clearly define corrective 
actions, failure to address causal factors, and failure to address the problem as 
described in the GR. The GRs were appropriately left open, until successful correction 
of the deficiencies. Team discussions with some of the principal evaluators of the items 
concluded that the basis for rejections were clearly understood.  

The team noted appropriate consistency between planned corrective action program 
improvements, such as enhanced causal factor training, implementation of effectiveness 
reviews, and reduction of corrective action backlogs and those documented in the Indian 
Point Plan for Excellence (IPPE).  

C. Gonclusions 

The NRC team noted that minimal effectiveness oversight reviews of the revised 
corrective action program had been conducted. This was based on a lack of 
management effectiveness reviews, weekly performance indicators focusing primarily



on the timeliness of actions, reliance on CAG involvement and QA surveillance 
observations, and slow development of specific program implementing procedures.  
Planned corrective action program improvements appear consistent with the Indian 
Point Plan for Excellence (IPPE).  

07.1.5 Overall Conclusion 

Con Edison's new CRS. addressed the previously identified corrective action process 
weaknesses. The CRS also addressed the previous implementation weaknesses for 
the higher significance level ORs. With respect to previously identified implementation 
weaknesses, the NRC team found improvements in the effectiveness of the process at 
identifying, evaluating, and correcting problems, particularly for higher significance 
issues. However, continued improvement in the SL3 CRs is necessary to ensure 
consistent apparent causal analysis and complete, timely, and effective corrective 
actions. During the review of CRs, the NRC team did not identify any new operability or 
safety significant issues. Quality assurance findings correlated well with the NRC team 
findings and planned corrective action program improvements appear consistent with 
the Indian Point Plan for Excellence (IPPE).  

The new CRS process delegated authority to close SL3 items to supervisors. However, 
based on the percentage of SL3 items found with incomplete/inconsistent process 
implementation, management coaching and oversight could have enhanced and 
improved the transitions for a major change in responsibility which allowed the 
supervisor to close SL3 items. There was little indication that plant management took 
the initiative to self-identify implementation and quality of evaluation problems with SL3 
CRs. This observation is reinforced by numerous deficiencies identified in QA 
surveillances.  

Ill. MANAGEMENT MEETINGS 

X11 Exit, Meeting Summary 

The team presented the inspection results to members of Con Edison 
management at an exit meeting held on December 15, 1998. Con Edison 
acknowledged the findings presented. No proprietary information was included in 
this inspection report.



ATTACHMENT 1

INSPECTION PROCEDURES USED 

IP 40500 Effectiveness of Licensee Controls in Identifying, Resolving, and 
Preventing Problems

ITEMS OPENED, CLOSED AND DISCUSSED
Opened:

None 

Closed: 

None 

Discussed: 

None

LIST OF ACRONYMS USED

CAG 
CARB 
CCW 
Con Edison 
CR 
CRS 
DMRG 
EDG 
EOP 
MR 
NFSC 
IPPE 
SAO 
SI 
SL 
SNSC 
QA 
WO

Corrective Action Group 
Corrective Action Review Board 
Component Cooling Water 
Consolidated Edison Company of New York, Inc.  
Condition Report 
Condition Reporting System 
Daily Management Review Group 
Emergency Diesel Generator 
Emergency Operating Procedure 
Maintenance Rule 
Nuclear Facility Safety Committee 
Indian Point Plan for Excellence 
Station Administrative Order 
Safety Injection 
Significance Level 
Site Nuclear Safety Committee 
Quality Assurance 
Work Order


