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EXECUTIVE SUMMARY

Indian Point 2. Nuclear Power Plant 
NRC Inspection Report No. 50-247/99-01 

This integrated inspection included aspects of licensee operations, engineering, maintenance, 
and plant support. The report covers a six-week period of inspection by the resident inspectors.  

Operations 

The inspectors identified a poor configuration control practice involving the use of caution tags 
on degraded components. Specifically, Con Edison did not have a defined means of ensuring 
removal of the tags upon resolution of the degraded condition. (02.2) 

The inspectors reviewed Con Edison's response to a rod insertion event. The operators did not 
recognize the event for approximately two hours because of inadequate control board 
monitoring, incorrect log-keeping, and inadequate audible cues that automatic control rod 
motion was occurring. Con Edison's evaluation of the event was timely and thorough with good 
identification of causal factors and corrective actions. (04.1) 

A Non-Cited Violation was identified pertaining to a failure to meet requirements of 10 CFR 50, 
Appendix B, Criterion V, " Instructions, Procedures, and Drawings." It requires, in part, that 
activities affecting quality be prescribed by appropriate procedures. Contrary-to this 
requirement, the NRC identified that procedure RW-4.801, used for a. temporary facility change 
(TFC) for Unit 1 spent fuel pool demineralization, was inadequate because it did not incorporate 
design assumptions and values specified in the supporting safety evaluation. Because of the 
procedure deficiency, you operated a system outside of the allowable values contained in the 
safety evaluation. In'addition, some administrative deficiencies were noted in the review and 
installation of other TFCs. (08.1) 

Maintenance 

Generally, the quality of the maintenance work activities observed was good. However, for 
several activities, the inspectors observed that station guidance was not met regarding pre-job 
briefing instructions and proper attendance at briefings. (Ml1.1) 

On-line replacement of the turbine first stage pressure transmitter, PT-Al 2A, was well-planned 
and implemented. You developed a temporary operating instruction for controlling plant 
conditions during the replacement and practiced the evolution on the plant simulator prior to the 
work. The actual replacement went smoothly. (M1 .2) 

NRC evaluation of selected portions of the work control process indicated that problems exist in 
some areas. Inconsistent planning and scheduling of activities as well as problems with tagout 
accuracy contributed to an increase in safety-related component unavailability. Numerous minor 
discrepancies were observed between check-off lists and equipment labeling that challenged 
effective tagout preparations. An incomplete operational plan to isolate a Unit 1 lighting bus 
resulted in the unexpected de-energization of technical specification (TS) required equipment.



Executive Summary (cont'd)

The above issues were properly entered into your corrective action program. As a result of 
these problems, the Vice President-Nuclear Power implemented strong short-term measures to 
control maintenance activities affecting TS equipment until the development and implementation 
of comprehensive corrective actions. (M1 .3) 

Enaineerinq 

The inspectors attended several system readiness/health status presentations and found they 
were generally performed well. However, in one instance the inspectors identified a narrow 
focus to the system health review which resulted in an incomplete assessment of equipment 
performance. Specifically, the system health review for the residual heat removal system did 
not identify repeat problems with a level transmitter on the refueling water storage tank (RWST).  
The inspectors determined that the system health review did not discuss this problem because it 
was attributed to heat trace problems and was being t racked by a different system engineer.  
(E2.2) 

Plant SuDort 

The inspector observed a routine primary sample and analysis for boron and lithium. The watch 
chemnist accurately analyzed the sample in accordance with procedure; however, proper 
contamination controls were not always practiced during. the sample analysis. (RI1.1) 

Security facilities, equipment, and personnel met your commitments and NRC requirements and 
provided an effective security program. (S2) Security and safeguards procedures and 
documentation were being properly implemented. Event Logs were being properly maintained 
and effectively used to analyze, track, and resolve safeguards events. (S3) Security force 
members adequately demonstrated that they had the required knowledge to effectively 
implement the duties and responsibilities associated with their positions. (S4) Security force 
members were being trained in accordance with the requirements of the training and 
qualification plan. Training documentation was properly maintained and accurate and the 
training provided by the training staff was effective. (S5) The level of management support was 
adequate to ensure effective implementation of the security program, as evidenced by adequate 
staffing levels and the allocations of resources to support programmatic needs. (S6) The review 
of your audit program indicated audits were comprehensive in scope and depth, that audit 
findings were reported to the appropriate level of management, and that the program was being 
properly administered. In addition, a review of the documentation applicable to the self
assessment program indicated that the program was being effectively implemented to identify 
and resolve potential weakness. (S7)
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Report Details

Summary of Plant Status 

At the start of the inspection period on February 2, 1999, the unit was at 99% power. The unit 
remained at power throughout the inspection period. The inspectors observed plant operations 
and verified that the facility was operated safely and in accordance with regulatory requirements.  

1. OPERATIONS 

01 Conduct of Operations 

Using Inspection Procedure 71707, the inspectors conducted frequent reviews of 
ongoing plant operations. Specific events, noteworthy activities, and observations are 
detailed in the sections below.  

02 Operational Status of Facilities and Equipment 

02.1 Operational Safety Verification (71707) 

The inspectors performed regular tours in the following areas:, 

Control room 
Electrical switchgear rooms 
Auxiliary feedwater building 
Emergency diesel generator building 
Turbine Building 
Primary auxiliary building 

General equipment condition and housekeeping in these areas were assessed to be 
acceptable.  

The inspectors observed several shift turnovers on the back shift. The turnovers were 
thorough, although one turnover was difficult to hear initially, due to a high ambient noise 
level in the control room. The inspectors also performed periodic control room panel 
walkdowns to verify correct positioning of safety-related components. No discrepancies 
were identified.  

02.2 Emergency Diesel Generator Support System Walkdown 

a. Inspection Scoge (71707) 

The inspectors walked down one support system on each of the three emergency diesel 
generators (EDGs). The inspectors verified operability through verification of valve 
positions in the system flow path, and assessed material condition of components.



b. Observations and Findings 

The inspector performed a walkdown of the 22 Emergency diesel generator air start 
system on February 28, 1999. The inspector noted that caution tags were applied. to 
valves DA-1 1 -1 and DA-1 4-1. These valves isolate starting air from the left and right 
hand air start motors respectively. The caution tags were installed to prevent isolation of 
the right hand air start motor during monthly tests because the left hand air start was in a 
degraded condition. The monthly surveillance requires one air start motor to be isolated 
during the test, with the left and right hand air start motor normally alternated. Both air 
start motors are in service following the test.  

The left hand air start motor was identified as degraded in November 1998, based on the 
fact that the maximum time allowed for an EDG to come up to speed is 10 seconds, and 
with only the left hand air start motor in use, the 22 EDG took 10.1 seconds to come up 
to speed. Starting times with only the right hand air start motor or with both air start 
motors in service remained satisfactory. An extensive maintenance outage occurred the 
week prior to the walkdown on the 22 EDG and the inspector questioned whether the 
degraded air start motor had been fixed. The inspector was informed that the required 
acceptance criteria had been changed to 10.5 seconds. by a safety evaluation on 
February 11, 1.999. The left hand air start motor was retested following the-diesel outage 
and the air start motor was no longer considered degraded.  

With the caution tags still in place the 22 EDG would continue to be tested monthly on 
the right hand air start motor only. The inspector questioned the Operations Manager as 
to what process was in place to ensure that caution tags are removed when a degraded 
condition is corrected, and determined that there was no defined process to ensure the 
removal of caution tags for degraded conditions after the condition is corrected. 'the 
Operations Manager informed the inspector that the caution tags would have been 
identified for removal during the next periodic review of caution tags, which is required by 
an Operations Standing Order; however, the inspector identified that there is no specified 
periodicity to this review. The inspector did identify that one of the Watch Engineers 
performs the review about once every six weeks. No evidence existed by inspector 
review that testing, maintenance, and/or system engineering personnel questioned the 
validity of the caution tag on the air start motor between February 11 and February 28, 
1999. The inspector concluded that this was an example of poor configuration control 
through the use of caution tags on degraded components without a timely mechanism to 
ensure removal of the caution tags upon resolution of the condition that required the 
tags to be hung.  

Walkdowns of the 23 EDG fuel oil system -and 21 EDG jacket water cooling system were 
performed. Equipment alignment and material condition appeared acceptable.  

c. Conclusions 

The inspectors performed a walkdown of a support system on each emergency diesel 
generator (EDG). Overall the material condition of the emergency diesel generators was 
good and support system components were identified to be in their correct positions.



The inspectors identified a poor configuration control practice involving the use of caution 
tags on degraded components. Specifically, Con Edison did not have a defined means 
of ensuring removal of the tags upon resolution of the degraded condition.  

04 Operator Knowledge and Performance 

04.1 Unrecognized Movement of Control Rods Event 

a. Inspection Scope (71707) 

The inspectors reviewed Con Edison's response to an event that occurred on February 
16, 1999, when control rods stepped in automatically and was not initially noticed by the 
control room operators.  

b. Observations and Findings 

On February 16, 1999, control rods on control bank "ID", the controlling bank, 
automatically stepped in six steps, from 220 to the 214 step posi *tion, over a two minute 
period. The rods stepped in due to a perturbation in the output from the turbine first 
stage pressure instrument, PT-R412A, which provides turbine power, indication to the rod 
control system. The control room operators did not identify that a rod insertion had 
occurred until approximately two hours later during turnover between reactor operators 
(RO).  

In their review, Con Edison determined that prior to the rod insertion, a blended makeup 
to the reactor coolant system (RCS) had taken place. Shortly after the rod insertion, the 
RO at the controls observed a slight RCS temperature decrease. The RO informed the 
Senior Reactor Operator (SRO), but suspected the decrease was due to a heavy blend; 
i.e. more boron added than expected from the RCS makeup. Later, the RO, logged a 
small shift in the delta flux for the core, but did not inform the SRO of this fact. Lastly, 
during three consecutive 30-minute log readings, the RO logged that Control Bank "D" 
rods were at 220 steps, when in fact they were actually at 214 steps. During turnover 
between the ROs, the relieving RO noted that the rods were at 214 steps.  

Con Edison developed three causal factors that contributed to this event. These were: 

1) Inadequate control board monitoring: Operations expectations are to review 
critical parameters approximately every 15 minutes.  

2) Inadequate logging practices: Although a minor change in delta flux was 
detected and logged by the RO, control bank "D" position was incorrectly logged 
at 220 steps.  

3) Inadequate audible cues of rod movement: The crew did not promptly identify 
rod insertion. Control room activities were reviewed at the time of rod movement 
and were acceptable. No specific design feature for alerting operators that 
control rod motion exists. Operators normally hear the "clicking" noise from the



group step counters on the reactor panel. However, on (subsequent) control rod 
withdrawal, this was barely audible.  

Corrective actions consisted of the following: 

1) The Operations Manager held discussion with all control room crews to discuss 
the event and review board monitoring expectations for the RO at the controls.  
Logging practices and attention to detail were reinforced.  

2) Revised expectations for the RO at the controls to further limit duties. (i.e., no 
trips outside the operating area) 

3) Providing an audible cue for control rod movement. (On an interim basis, a 
feature of the digital metal impact monitoring system was enabled that detects 
noise associated with rod movement and will generate an alarm in the control 
room) 

4) Adjusting audible control rod motion cues in the simulator to more align with the 
plant.  

5) Reviewing operator at the control standards against industry best practices.  

About one week later, an automatic insertion of one step occurred and was identified by 
the operators. The insertion was again caused by a perturbation on PT-412A, and led to 
the decision to maintain the rod control system in manual and replace the transmitter.  
Section M1 .2 of this inspection report discusses the repair activities.  

C. Conclusions 

The inspectors reviewed Con Edison's response to a rod insertion event. The operators 
did not recognize the event for approximately two hours because of inadequate control 
board monitoring, incorrect log-keeping, and inadequate audible cues that automatic 
control rod motion was occurring. Con Edison's evaluation of the event was timely and 
thorough with good identification of causal factors and corrective actions.  

08 Miscellaneous Operations Issues 

08.1 Inadequate Control of Temporary Facility Changes; NCV 50-247/99-001-01 

a. Insgection Scooe (71707) 

The inspector reviewed a sample of temporary facility changes (TFCs) in the plant. The 
review focused on implementation TFCs through site administrative procedures and the 
incorporation of TFC safety evaluation assumptions and design parameters in the TFCs 
and their implementing procedures where applicable.



b. Observations and Findings 

Station Administrative Order (SAO) - 206, Revision 18, uTemporary Facility Changes," 
contains the process for preparation and implementation of temporary facility changes 
(TFCs). The SAO requires that TFCs installed or removed by groups other than 
Operations use a work order, work permit, work step list or procedure and post 
maintenance test. This requirement was instituted in Revision 17 to the SAO. The 
inspector reviewed all in-place non-Operations TFCs issued since Revision 17 was 
implemented. Of the fourteen TFCs reviewed, only five were installed by work order in 
accordance with the SAO requirements. The other 9 were installed without a work order, 
work permit, or work step list. While reviewing one TFC, the inspector noted the 
approval cover sheet required a documented review and response by the Environmental 
Manager because the Watch Engineer determined there was an increased risk of a 
chemical or oil spill or the TFC could negatively impact the ability of the station to comply 
with applicable environmental regulations. The inspector identified that this requirement 
was not met. During a subsequent review of all in place TFCs by Con Edison, several 
other TFCs were found to also lack the required Environmental Manager review.  

On February 8, 1999, the inspectors also identified a TFC where the requirements of its 
supporting safety evaluation, issued in 1992, were not implemented. This TFC was used 
to lower conductivity in the Unit 1 spent fuel pool (SFP) in order to meet a Unit 1 
Technical Specification limit. The TFC consisted of a closed circuit pumping system, 
utilizing hoses taking suction and returning to the SFP, a pump, and a demineralization 
vessel. The inspector identified numerous discrepancies between the procedure used to 
operate the TFC, RW-4.801 Revision 3, uOperation of the Portable Demineralization 
System," and the associated 1992 safety evaluation. Examples included: 

RW-4.801 required the SFP level to be at 47 feet whereas the safety evaluation 
specified 63 feet 5 inches. The basis for the water level was to provide shielding 
for personnel protection; 

The safety evaluation required the suction hose to be fourteen feet above the fuel 
racks (which are at 40 feet 9 inches) meaning at 54 feet 9 inches; however, the 
actual SFP level was maintained at about 49 feet during use of the TFC so it 
would have been physically impossible to meet the safety evaluation requirement 
and have the TFC take suction from the SFP.  

A newer safety evaluation was issued in 1996 for this Unit 1 SFP TFC, but this was not 
used to authorize the present use of the TFC and was not the one attached to the 
TFC in the log maintained in the control room. The 1996 safety evaluation did allow for 
SFP level to be maintained at 48 feet.  

A historical review was performed on RW-4.801 after the inspector determined that the 
TFC for demineralization of the Unit 1 spent fuel pool could also be used on Unit 2 
although the safety evaluation only discussed Unit 1. During a detailed review of 
procedure RW-4.801, "Operation of the Portable Demineralization System," Revision 0, 
the inspector identified that the initial Station Nuclear Safety Committee (SNSC) review



of RW-4.801, performed in 1992, required several changes to be made to the procedure.  
The required changes were the elimination of the use of this TFC in the Unit 2 SFP, and 
the addition of a requirement to take actions to determine the cause of any fuel pool level 
changes greater than 12 inches. Neither of these changes were incorporated into 
Revision 0 of RW-4.801 nor in subsequent revisions. A temporary procedure change 
was incorporated into the procedure on February 17, 1999, to remove Unit 2 from the 
scope of the procedure after inspector identification of this issue to Con Edison 
management. The inspectors were informed that the TFC had never been used in the 
Unit 2 SFP. The temporary facility change was removed from the Unit 1 spent fuel pool 
on February 24, 1999.  

10 CFR 50, Appendix B, Criterion V, " Instructions, Procedures, and Drawings," in part, 
requires that activities affecting quality be prescribed by appropriate procedures. The 
NRC identified that procedure RW-4.801, the procedure used to operate a TFC for Unit 1 
SFP demineralization, was inadequate in that it did not incorporate design assumptions 
and values specified in the supporting safety evaluation for the TFC. This Severity Level 
IV violation is being treated as a Non-Cited Violation, consistent with Appendix C of the 
NRC Enforcement Policy. This violation is in Con Edison's corrective action program as 
condition reporting system numbers 199900990 and 199900577. NCV (50-247199-001
01) At the end of the inspection period, Con Edison was still performing a Significance 
Level 2 review of these issues identified by the NRC.  

c. Conclusion 

A Non-Cited Violation was identified pertaining to a failure to meet requirements of 10 
CFR 50, Appendix B, Criterion V, " Instructions, Procedures, and Drawings." It requires, 
in part, that activities affecting quality be prescribed by appropriate procedures. Contrary 
to this requirement, the NRC identified that procedure RW-4.801, used for a temporary 
facility change (TFC) for Unit 1 spent fuel pool demineralization, was inadequate 
because it did not incorporate design assumptions and values specified in the supporting 
safety evaluation. Because of the procedure deficiency, you operated a system outside 
of the allowable values contained in the safety evaluation. In addition, some 
administrative deficiencies were noted in the review and installation of other TFCs.  

I1. MAINTENANCE 

Ml Conduct of Maintenance 

M1.1 Maintenance Observations 

a. Inspection Scope (61726, 62707) 

The inspectors observed the performance of various maintenance activities including the 
review of completed work packages and surveillance tests. Activities were selected 
based on the systems, structures, or components being within the scope of the 
maintenance rule and system risk significance.



b. Observations and Findings 

The following activities were observed or reviewed by the inspectors: 

PT-2M5 Safety Injection System Train B Logic 
NP-99-007148 21 Static Inverter Fan Repair 
NP-99-06147 FCV-1 I OA and FCV-1 1 1A Diaphragm Replacement 
and NP-99-06148 
PT-Q30C 23 Component Cooling Water Pump 
NP 98-04612 22 Emergency Diesel Generator Jacket Water Heat Exchanger 

Tube Bundle Replacement 
NP 98-04609 22 Emergency Diesel Generator Lube Oil Heat Exchanger Tube 

Bundle Replacement 
PT-Q28A 21 Residual Heat Removal Pump 

PT-2M5 

The inspector observed the pre-job brief and a portion of this test on February 11, 1999.  
This was the first performance of the test following a major revision to it. The, pre-job 
brief was performed in accordance with Station Administrative Order (SAO)-235, 
"Communications," and included the test scope, precautions and limitations, and points 
of contact for the test technicians and the operators. The technicians used proper error 
reduction techniques during the performance of the test including two point 
communications and peer checking. The test technicians properly informed the 
operators of all alarms prior to initiation. The inspector observed the technicians inform 
the operators that the red "sugar cube" light "Train B defeat" would be received, although 
the test did not identify this. Contrary to guidance, this test deficiency was not 
documented until the inspector informed the Instrumentation and Controls Manager of 
the observation.  

NP-99-007 148 

The inspector observed the pre-job brief for replacement of the 21 static inverter 
ventilation fan. The pre-job brief for securing the inverter was thorough and covered 
procedural steps to be taken, communications expectations, error reduction 
expectations, and past problems. During the brief it was decided to review the 
precautions and limitations of the system operating procedure at the static inverter prior 
to securing it; however, contrary to expectations, the inspector observed that the 
precautions and limitations were not reviewed locally prior to securing the -inverter. The 
nuclear plant operators (NPOs) properly used peer checking and three point 
communications while securing the static inverter. A temporary facility change involving 
the ventilation fan flow switch was also removed. During inverter restoration, the 
precautions and limitations of the system operating procedure were again not reviewed.



NP-99-06147 and NP-99-06148 

On March 3, 1999, The inspector observed the replacement of the diaphragms for air
operated valves FCV-1 10A and FCV-1 11A associated with the chemical and volume 
control system (CVCS). The diaphragms were replaced as a result of a deficiency 
identified in CRS 199810991 that identified that the in-place diaphragms were not the 
proper composition for the application.  

The inspector observed a pre-job briefing, performed in accordance with SAO-235, 
"Communications," that reviewed the nature of the activity. Because FCV-1 1 OA and 
FCV-1 11A control the flow of boric acid and pure water to the CVCS blender, blended 
makeup would be unavailable during the activity. Operators discussed contingency 
actions for reactivity changes absent the ability to supply blended makeup. The brief 
adequately covered all the items required by the SAO-235 briefing checklist.  

The inspector observed the field activities and noted that the maintenance mechanics 
had the proper work permits and work orders at the site. The mechanics used Section 
8.15 of Maintenance Procedure AOV-B-006-A, Revision 5, "Copes Vulcan Air Operated 
Valves with Quick Change Trim," for directions on the diaphragm replacement., Health 
Physics personnel had released the area for work without radiological controls. .The 
inspectors observed proper radiological controls when the mechanics removed boron 
encrustation on the packing gland area of the valves, an activity separate from the 
diaphragm replacement. The inspector observed that a quality control inspector was 
present for the entire activity and that appropriate objectivity was maintained while 
verifying torqueing on the valve diaphragm covers. Following replacement, the 
mechanics reapplied instrument air to the valves and performed a leak check on the 
valve covers with satisfactory results.  

PT-Q30C 

On February 9, 1999, the inspector observed Con Edison personnel perform the 
quarterly in-service pump test for the 23 component cooling water pump. The pump 
performed within the test acceptance criteria. The inspector verified the correct type of 
lubricating oil and amount was added as part of the surveillance.  

Con Edison initiated a condition report (CR), # 199901006, that stated that the 
procedure, PT-Q30C, initial conditions were impractical in that a flowrate of 3,000 gallons 
per minute (gpm) for the system was difficult to obtain. The issue was raised during the 
surveillance, when the inspector noted that system flow indicated 2,990 gpm and that no 
tolerance was provided in PT-Q30C. Con Edison concluded that the test flow was 
considered adequate, and no temporary procedure change was required based upon 
NRC guidance within NUREG 1482, which allows a test band of +/-2% of expected flow.  
At the end of the inspection period, Con Edison was considering procedural 
enhancements with respect to a flowrate tolerance band.



NP 98-04612 and NP 98-04609 

The inspector observed the preparations for replacing the heat exchanger tube bundles 
on the 22 EDG. Based on problems experienced several weeks earlier when the 23 
EDG bundles were attempted to be replaced, during its preventative maintenance week, 
a plan for the 22 EDG was developed. The problems encountered with the 23 EDG 
involved the inability to install newly procured tube bundles due to size tolerances 
problems. The plan, as implemented, included taking actual shell wall thicknesses 
measurements of the heat exchanger. Then, the maximum amount allowed to be 
ground off the shell was determined from the minimum shell thickness required and the 
actual wall thickness. Shell areas requiring grinding were determined using a template 
that modeled the maximum size of the new tube bundle. Grinding was performed 
incrementally and final shell thickness was verified to exceed minimum required wall 
thickness. Using this method, the new shells were installed in the 22 EDG without any 
problems.  

PT-Q28A 

On March 12, 1999,.the inspector observed the pre-job brief for PT-Q28A, verification of 
initial conditions, setup in the field, and securing of the residual heat removal pump from 
the central control room. The pre-job brief covered the precautions and limitations of PT
Q28A and provided an overview of the test steps and the points of contact. Neither the 
nuclear plant operator nor the chemist were present at the brief although these 
personnel were involved in the activity. This later resulted in delayed exit from the LCO 
that was entered during the surveillance because the chemist failed to notify the control 
room that a required sample had been taken.  

c. Conclusion 

Generally, the quality of the maintenance work activities observed was good. However, 
for several activities, the inspectors observed that station guidance was not met 
regarding pre-job briefing instructions and proper attendance at briefings.  

M1.2 Replacement of First Stage Turbine Pressure Instrument (PT-412A) 

a. Inspection Scope (62707) 

The inspectors reviewed the preparations and conduct of the replacement of the first 
stage turbine pressure instrument, PT-412A.  

b. Observations and Findings 

The replacement of PT-412A was performed in order to resolve output signal problems 
that caused Con Edison to maintain the rod control system in manual as discussed in 
Section 04.1. As PT-412A inputs to several plant control systems, including rod control 
and the high pressure steam dump systems, Con Edison took a methodical approach in 
preparing for this maintenance activity. Temporary Operating Instruction (TOI) 261,



"Blowdown or Replacement of Turbine First Stage Pressure Transmitter 412A," was 
prepared. The TOI sequenced plant conditions necessary to support the maintenance 
activity such as down powering to 70%, tripping of reactor protection system bistables, 
placing the steam dump controller to pressure mode versus temperature mode, and 

sequencing of the protective tagout. The TOI was SNSC reviewed and approved, and 

operating crews received plant simulator training. The maintenance step lists and 

replacement procedures were also SNSC reviewed. Additionally, a three page training 

memorandum was issued that described the nature of the maintenance activity, the 
normal function of the turbine pressure instruments, effected systems, and 
compensatory actions and their basis with PT-412A isolated for maintenance.  

On the evening of March 12, 1999, power was reduced to 70% and the tagout isolation 

established per TOI-261. On the morning of March 13, 1999, the inspectors observed 
the shift briefing for the continuation of TOI-261 on the day shift. The evolution was 
identified as an infrequently performed test evolution (IPTE) that required a higher level 

of briefing. The I&C Manager and Operations Manager attended the IPTE. The IPTE 

brief was provided to the maintenance personnel and NPOs supporting the activity and 
was held outside the central control room (CCR) in the adjoining Support Facility 
Supervisor (SFS) office so as to eliminate distraction to the CCR operators. -Subsequent 

to the IPTE briefing, the Senior Watch Supervisor (SWS) performed an IPTE brief for' 
the CCR operators on the planned activities for PT-412A. The Operations Manager 
observed that IPTE brief as well.  

At 9:30 a.m., a pre-job brief was held in the CCR with the SWS and Senior Reactor 
Operator (SRO) and the two crews of maintenance personnel to discuss the actual 
maintenance activity. One crew was scheduled to replace the transmitters power supply 

and current to current converter in the CCR; the other crew was to remove and replace 

the transmitter in the field once the DC power leads were lifted in the CCR. The 
inspector observed parts of both activities, in the CCR and in the field, and observed 
good compliance with the maintenance procedures and appropriate questioning of 

supervision when unclear as to certain steps. Absent the ability to sample ahead of time 

for asbestos in the electrical leads to PT-412A, the transmitter removal was treated as an 

asbestos related activity with appropriate abatement techniques employed. The 
inspector considered this to be good forethought as it precluded a significant delay in the 
activity had the asbestos issue been raised at the time of actual replacement.  

c. Conclusions 

Con Edison's on-line replacement of the turbine first stage pressure transmitter, PT
412A, was well-planned and implemented. Con Edison developed a temporary 
operating instruction for controlling plant conditions during the replacement and practiced 

the evolution on the plant simulator prior to the work. The actual replacement went 
smoothly.



M1.3 Inspector Review of the Indian Point 2 Work Control Process 

a. Inspection Scope (62707, 71707) 

The inspectors performed an initiative inspection to evaluate various aspects of the 
Indian Point 2 work control process. The inspection focused on management of 
maintenance activities involving technical specification (TS) limiting condition for 
operations (LCOs), work scheduling meetings, and operations planning.  

b. Observations and Findings 

Management of Maintenance Activities Involving TS LCOs 

The inspector's observation of several TS LCO activities determined that, on several 
occasions, LCO time was lost or wasted as a result of shift turnovers, tagout installation 
ahead of schedule, and improper tagouts for the work scope that required correction 
while the LCO was in effect. The inspectors noted that tagout preparation difficulties due 
to inadequate descriptions in the scope of work to be performed has been identified in 
Con Edison's corrective action system and that LCO management was an area receiving 
increased attention by senior site management.  

The inspectors attended a work week critique meeting for work week 99-05 (January 24 
- January 30, 1999). The Work Week Manager (VWVM) provided an overview of the 
completion rate for scheduled activities and the amount of emergent work initiated 
(approximately 15% of total work) and completed. The critique also discussed specific 
component outages and difficulties encountered for which planning and scheduling could 
have contributed to the extension of the unavailability of safety related components.  

The specific component outages discussed were the 21 emergency diesel generator 
(EDG) maintenance, repair to the 21 component cooling water (CCW) pump seals, and 
maintenance associated with gas turbine (GT) #3. The 21 EDG was unavailable for 
approximately 46 hours more than the scheduled 40 hours. The increased amount of 
unavailability was due to the inability of the replacement jacket water heat exchanger 
tube bundles to fit in the heat exchanger shell and various tagging problems (reference 
NRC Inspection Report 50-247/98-19, Section 04.1). The 21 CCW pump had increased 
unavailability due to difficulty with the replacement seals and coupling alignments, and 
GT#3 had numerous support equipment failures that extended its unavailability.  

The critique provided good recommendations involving improvements in the tagout 
process and use of limiting condition for operations (LCO) managers. The results of the 
meeting were provided to responsible Con Edison managers; however, the inspector did 
not identify the assignment of actions for resolution. This appeared inconsistent with an 
expectation in the Indian Point Plan for Excellence (IPPE) which stated that weekly 
critiques will occur and provide action assignments for improvements or problems 
identified.



During the inspection period, Con Edison instituted a new program involving the 
assignment of an LCO manager for significant work activities. The purpose of the LCO 
manager was to provide for accountability and oversight of scheduled maintenance and 
surveillance activities within a technical specification LCO. First use of this program 
took place during the week of February 22, 1999, during extensive planned maintenance 
on the 22 EDG; however, use of the manager was not fully effective (i.e. not meeting the 
planned outage duration) due to a combination of factors, not all of which were within the 
LCO manager's control. Subsequently, the Vice President-Nuclear challenged his staff 
to develop lessons learned from the 22 EDG LCO management problems and to present 
the results and proposed corrective actions. In the interim, approval for any 
maintenance activities involving voluntary LCO entry required approval of the VP
Nuclear. Subsequently, an LCO checklist was developed and formalized and the VP
Nuclear relaxed the requirement that all voluntary LCO maintenance require his 
approval.  

Work Control Planning and Critique Meetings 

During the inspection period, the inspectors attended various work control planning 
meetings. The meetings were coordinated by the work week manager with the, 
responsible'work groups providing input on the status of work and discussions of 
changes in maintenance or surveillance activities. The informational exchange was 
appropriate to define differences and provide explanations for delays in starting of 
maintenance activities. The inspector observed that when the work schedule was 
changed consideration was given to other concurrent activities with respect to risk, and 
to surveillance tests with respect to grace period.  

The inspectors attended several work week critique meetings. At these meetings, the 
WWM for the previous work week provided an overview of the completion rate for 
schedule activities and the amount of emergent work initiated and completed the 
previous week. The critiques also discussed specific component outages where 
difficulties were encountered or where planning and scheduling problems may have 
contributed to extension of the unavailability of safety related components. The 
inspectors' assessment of the meetings were effective in identifying issues for 
consideration in improving the work management process. The results of the critique 
were provided to responsible Con Edison managers; however, the inspector did not 
identify the assignment of actions for resolution. This appeared inconsistent with an 
expectation in the Indian Point Plan for Excellence (IPPE) which stated that weekly 
critiques will occur and provide action assignments for improvements or problems 
identified.  

Operational Planning of Work Requests 

The inspectors reviewed various planned safety-related equipment work requests, 
observed an operations planner develop a plan for the 21 auxiliary boiler feedwater 
pump (AFWP) maintenance, and reviewed the quality of a past plan to isolate a Unit I 
lighting panel bus.



The inspector noted that for two work requests (NP-99-06147 and NP-99-06148) to 
replace the actuator diaphragm for the boric acid blender inlet flow control valve and the 
pure water supply control valve to the boric acid blender, the operations plan had 
contingency actions developed that had not been proceduralized and were contrary to 
the expectations in SAO-442, "Reactivity Management." Specifically, the contingency 
actions involved filling the volume control tank prior to the tagout to reduce impact on 
automatic makeups and use of manual valve 330 to dilute the reactor coolant system if 
necessary. Manual dilution of the reactor coolant system via this method was not 
contained in system operating procedures, nor was this configuration evaluated against 
the requirements of 10 CFR 50.59. This concern was discussed with Con Edison 
personnel. As documented in report detail M. 1.1, the inspectors subsequently observed 
the maintenance activity after the work request review and concluded that the 
contingency to use valve 330 was removed from the operations plan. Inspector review 
of the remaining planned work requests identified that the maintenance was properly 
assessed from key safety functions in OAD-37, "Guidelines for Performing Operations 
Planning and On-Line Risk Assessments." 

During observation of work control planning for maintenance on the 21 ABFP the 
inspectors noted various problems that challenged the development of an accurate work 
plan. This included an incomplete description of the work activity provided by the I&C 
planners. Specifically, the initial description of the 21 ABFP discharge pressure 
transmitter was to calibrate and adjust it; however, the intent of the maintenance'activity 
was to replace the transmitter. The impact of a poor work description can mean the 
difference between issuing an area permit vice a work permit (i.e. need for protective 
tagging for the activity). During the Operations planner's development of the protective 
tagout, numerous problems were identified between the check-off-list and equipment 
labeling. The planner appropriately initiated condition report (CR) 199901001 to 
document these deficiencies. The planner also appropriately consulted TSs SAO-703, 
"Fire Protection Impairment Criteria and Surveillance, "to verify applicable licensing and 
administrative requirements.  

The inspector evaluated an incomplete operational plan implemented in mid-January, to 
isolate Unit 1 lighting panel bus 2. Specifically, unexpected equipment de-energized 
that impacted TS required equipment. This equipment included the Unit 1 stack vent 
flow monitor, fire detection, an area radiation monitor for the Unit 1 spent fuel pool, and 
various emergency battery light backup power supplies. The incompleteness of the plan 
was due in part to a lack of detailed drawings for Unit I power receptacles that supplied 
power to instrumentation or equipment required by the TS. In response to this item, Con 
Edison concluded that a Licensee Event Report (LER) was required for the unexpected 
de-energizing of the Unit 1 spent fuel pool radiation monitor, as referenced in Unit 1 TS 
2.10.2.4. Further review of this issue and any required enforcement action will occur 
following inspector review of the LER when issued.  

c. Conclusions 

NRC evaluation of selected portions of the work control process indicated that problems 
exist in some areas. Inconsistent planning and scheduling of activities as well as



problems with tagout accuracy contributed to an increase in safety-related component 
unavailability. Numerous minor discrepancies were observed between check-off lists 
and equipment labeling that challenged effective tagout preparations. An incomplete 
operational plan to isolate a Unit 1 lighting bus resulted in the unexpected de
energization of technical specification (TS) required equipment. The above issues were 
properly entered into the corrective action program. As a result of these problems, the 
Vice President-Nuclear Power implemented strong short-term measures to control 
maintenance activities affecting TS equipment until the development and implementation 
of comprehensive corrective actions.  

Work week critique meetings were effective in, identifying issues for consideration in 
improving the work management process; however, inconsistencies existed in the 
assignment of actions for resolution. The inconsistencies did not meet the Indian Point 
Plan for Excellence (IPPE) requirement that states, in part, that weekly critiques will 
occur and provide action assignments for improvements or problems identified.  

MS Miscellaneous Maintenance Issues 

M8.1 Closed: VIO 50-247/98-001 -09; Incorrect Relay Installation in 23 EDG 

This violation was issued after an incorrect relay was installed in the 23 emergency 
diesel generator control circuit due to an incorrect drawing. The corrective actions 
included a procedure change requiring tighter controls for verification of non-modification 
drawing changes and critical aspects to look at during verification. The inspector 
reviewed this procedure and verified that the new requirements were, incorporated. An 
additional corrective action required l&C technicians to verify components removed. A 
revision to l&C Administrative Directive #2 was issued which required verifications to be 
performed as described in procedures, work step lists/generic step list, or investigative 
check lists. The inspector questioned one of the planners, who writes the work step lists, 
about guidance requiring verification steps and was informed that if a component is 
removed, a verification step is added to the step list. Based on this review, this violation 
is closed.  

Ill. ENGINEERING 

E2 Engineering Support of Facilities and Equipment 

E2.1 System Engineering Walkdown 

The inspector accompanied a system engineer, maintenance, and operations planning 
personnel on an annual walkdown of the residual heat removal and safety injection 
system. The system walkdown focused on aspects of system materiel condition 
consistent with procedural guidance contained in SE-Q-1 2.101, "System 
Engineer/Specialist," addendum 8.2. Numerous deficiencies were identified during the 
walkdown and were correctly documented in corrective action system. None of the 
deficiencies on either system impacted system operability.



E2.2 System Readiness/Health Reviews 

a. Inspection Scop~e (37551) 

The inspectors attended several system readiness/health status presentations and also 
reviewed the written report of one presentation not attended by the inspectors.  

b. Observations and Findings 

A detailed system readiness/health status presentation is preformed on a weekly basis.  
The purpose of each review is to assess the ability of systems to operate and identify 
any deficiencies that may impact operability or reliability. Engineering procedure SE
304, "Maintenance Rule System Readiness/Health Status," provides the guidance for the 
conduct of the reviews. Representatives from system engineering, design engineering, 
maintenance, and work control participate in the reviews. Per SE-304, each review is 
required to cover system enhancements, availability/reliability data, walkdown results, 
open corrective maintenance work orders, open condition report items, open operability 
determinations, PM/IST status, and significant operating experience review.  

-The inspectors attended system health reviews for the reactor coolant system on 
February 19, 1999, the auxiliary feedwater system on Februar Iy 26,1999, -and the 
containment cooling and filtration system and hot penetration cooling system on 
March 15, 1999. The system health reviews covered all areas required by SE-304 and 
were generally performed well. At one review, additional information in the form of a 
summary of each open work order and significant condition report was provided. The 
inspectors assessed that this was a good practice that allowed the review panel 
members to understand more about the nature of open work orders and condition report 
items on the system rather than having to accept the presenting system engineer's 
unilateral assessment of work orders and corrective action items.  

Due to repeat problems with a level transmitter on the refue ling water storage tank 
(RWST), the inspectors reviewed the results of a recently performed system health 
review for the residual heat removal system. The inspectors identified that the system 
health review did not discuss any of the problems with the RWST level transmitter. The 
reason was that the problem was categorized as a heat trace issue and was being 
tracked by a different system engineer. The inspectors concluded that this narrow focus 
to the system health review resulted in an incomplete assessment of equipment 
performance. This concern was discussed with the System Engineer Manager who 
acknowledged the inspectors concern.  

c. Conclusions 

The inspectors attended several system read iness/health status presentations and found 
they were generally performed well. However, in one instance the inspectors identified a 
narrow focus to the system health review which resulted in an incomplete assessment of 
equipment performance. Specifically, the system health review for the residual heat 
removal system did not identify repeat problems with a level transmitter on the refueling



water storage tank (RWST). The inspectors determined that the system health review 
did not discuss this problem because it was attributed to heat trace problems and was 
being tracked by a different system engineer.  

E8.2 Closed: LER 50-247/98-015-00; Technical Specification Required Shutdown 

On September 16, 1998, an unplanned entry into TS 3.0.1 took place due to a potential 
common mode failure identified in the containment fan cooler units high efficiency 
particulate air filters. TS 3.0.1 required that the plant be shutdown and this was 
accomplished. A technical review of the common mode failure mechanism was 
conducted through a special NRC inspection, the results of which were documented in 
NRC Inspection Report 50-247/98-16. Based on in-office review of this LER, no issues 
requiring further followup were identified and the LER is closed.  

E8.3 Closed: LER 50-247/98-019-00; 21 Emergency Diesel Generator Failure 

This event occurred on November 19, 1998, during the monthly test of the emergency 
diesel generators (EDGs). During that test, the fuel injection line for the number eight 
cylinder of the 21 EDG developed a leak. The test on the 21 EDG was stopped and 
declared a failure, thus requiring the issuance of the LER. This issue wasdiscussed 
previously in NRC Inspection Report 50-247/98-17, Section M1 .1. The corrective actions 
in the LER were assessed to be appropriate. Based on in-office review of this LER, no 
issues requiring further followup were identified and the LER is closed.  

IV. PLANT SUPPORT 

R1 Radiological Protection and Chemistry (RP&C) Controls 

R1.1 Observation of Reactor Coolant System Sampling and Analysis 

a. Inspection Scote (71750) 

The inspector observed a chemist draw a primary sample and then analyze it for boron 
and lithium concentration.  

b. Observations and Findings 

The inspector observed reactor coolant sample collection and analysis for boron and 
lithium performed in accordance with procedures IPC-A-004, "Boron Determination in the 
Presence of Mannitol," and IPC-I-098, "Operation and Calibration of the Varian 
SPECTRAA-20 Atomic Absorption Spectrometer." The watch chemist accurately 
analyzed the sample in accordance with procedure.  

The inspector did observe improper contamination control techniques similar to those 
previously observed by the NRC and discussed in NRC Inspection Report 50-247/98-17.  
In this instance, the pipette bulb and water bottle, which are not contaminated, were 

used after manipulating titration equipment in a contaminated area and subsequently the



chemist failed to'survey the bulb and water bottle when removed from the contaminated 
area. The corrective actions from the initial identification of contamination controls 
deficiencies -included moving two contamination boundaries and installing additional 
friskers. Although on the job training for chemistry technicians has been developed it 
has still not been implemented. The improper practices did not result in personnel 
contamination or the spread of contamination outside the contaminated boundary based 
on surveys regularly performed in the radio chemistry laboratory.  

c. Conclusions 

The inspector observed a routine primary sample and analysis for boron and lithium.  
The watch chemist accurately analyzed the sample in accordance with procedure; 
however, proper contamination controls were not always practiced during the sample 
analysis.  

SI Conduct of Security and Safeguards Activities 

a. Inspection Scoo (81700) 

Determine whether the conduct of security and safeguards activities met Con Edison's 
commitments in the NRC-approved security plan (the Plan) and NRC regulatory, 
requirements. The security program was inspected during the period of February 8-11, 
1999. Areas inspected included: alarm stations; communications; prote cted area (PA) 
access control of personnel, packages and vehicles.  

b. Observations and Findings 

Alarm Stations 

Multiple observations of operations in the Central Alarm Station (CAS), and the 
Secondary Alarm Station (SAS) provided verification that the alarm stations were 
equipped with appropriate alarms, surveillance and communications capabilities.  
Interviews with the alarm station operators found them knowledgeable of their duties and 
responsibilities. It was also verified, through observations and interviews, that the alarm 
stations were continuously manned, independent and diverse, so that no single act could 
remove the plants capability for detecting a threat and calling for assistance, and the 
alarm stations did not contain any operational activities that could interfere with the 
execution of the detection, assessment and response functions.  

Communications 

Document reviews and discussions with alarm station operators, demonstrated that the 
alarm stations were capable of maintaining continuous intercommunications, 
communications with each security force member (SFM) on duty, and were exercising 
daily communication methods with the local law enforcement agencies as committed to 
in the Plan.



PA Access Control of Personnel. Hand-Carried Packages and Vehicles 

On February 9 and 10, 1999, personnel and package search activities were observed at 
the personnel access portal. It was determined that positive controls were in place to 
ensure only authorized individuals were granted access to the PA and that all personnel 
and hand- cardied items entering the PA were properly searched. In addition, on 
February 10, 1999, the physical search of three vehicles at the vehicle entry point was 
observed. The searches were thorough and vehicle entries were properly documented.  

C. Conclusions 

Con Edison was determined to be conducting its security and safeguards activities in a 
manner that protected public health and safety and this portion of the program, as 
implemented, met Con Edison's commitments and NRC requirements.  

S2 Status of Security Facilities and Equipment 

a.. Inspection Scope (81700) 

Areas inspected were: PA assessment aids, PA detection aids, personnel search 
equipment and testing, maintenance and compensatory measures.  

b. Observations and Findings 

PA Assessment Aids 

On February 9, 1999, the effectiveness of the assessment aids was evaluated, by 
observing, on closed circuit television (CC1V) in the CAS, an SFMV conducting a 
walkdown of the perimeter of the PA. The assessment aids had good picture quality and 
zone overlap. Additionally, to ensure Plan commitments are satisfied, Con Edison has 
procedures in place requiring the implementation of compensatory measures in the 
event the alarm station operators are unable to properly assess the cause of an alarm.  

Personnel and Package Search Eauipment 

On February 10, 199 '9, both routine use and performance testing of Con Edison's 
personnel and package search equipment were observed. Observations and procedural 
reviews indicated that the search equipment performed in accordance with licensee 
procedures and Plan commitments.  

PA Detection Aids 

.During the camera walkdown on February 9, 1999, multiple observations of an SFMV 
conducting performance testing of the perimeter intrusion detection system (PIDS) were 
conducted. The appropriate alarms were generated in each attempt. The equipment 
was functional and effective and met the requirements of the Plan.



c. Conclusions 

Con Edison's security facilities and equipment were determined to be well maintained 
and reliable and were able to meet Con Edison's commitments and NRC requirements.  

S3 Security and Safeguards Procedures and Documentation 

a. lnsgection Scope (81700) 

Areas inspected were: implementing procedures and security event logs.  

b. Observations and Findings 

Security Program Procedures 

Verification that the procedures were consistent with the Plan commitments, and were 
properly implemented was accomplished by reviewing selected implementing 
procedures -associated with PA access control of personnel, packages and vehicles, 
testing and maintenance of personnel search equipment and performance testing of PA 
detection aids.  

Security Event Logs 

The Security Event Logs for the previous twelve months were reviewed. Based on this 
review, and discussion with security management, it was determined that Con Edison 
appropriately analyzed, tracked, resolved and documented safeguards events that 
Con Edison determined did not require a report to the NRC within 1 hour.  

C. Conclusions 

Security and safeguards procedures and documentation were being properly 
implemented. Event Logs were being properly maintained and effectively used to 
analyze, track, and resolve safeguards events.  

S4 Security and Safeguards Staff Knowledge and Performance 

a. Inspection Scope (81700) 

Area inspected was: security staff requisite knowledge 

b. Observations and Findings 

Observations of a number of SFMs in the performance of their routine duties were 
conducted during the inspection period. These observations included alarm station 
operations, personnel, package and vehicle searches, and performance testing of the 
PIDS. Additionally, interviews of SFMs were conducted. Based on the responses, it was



determined that the SFMs were knowledgeable of their responsibilities and duties,. and 
could effectively carry out their assignments.  

C. Conclusions 

The SFMs adequately demonstrated that they had the requisite knowledge necessary to 
effectively implement the duties and responsibilities associated with their position.  

S5 Security and Safeguards Staff Training and Qualification 

a. Inspection Scope (81700) 

Areas inspected were security training and qualifications, and training records.  

b. Observations and Findings 

Security Training and Qualifications 

On February 8,1999, 10 randomly selected Training and Qualification (T&Q) records of 
SFMs were, reviewed. Physical and requalification records, Were inspected -for armed 
and supervisory personnel. The results of the review indicated that the security force 
was being trained in accordance with the approved T&Q plan. In addition, on 
February 10, 1999, observation of classroom training and associated field exercises was 
conducted. The classroom training was related to the use of deadly force and tactical 
movement stressing the proper use of cover and concealment. The field exercise 
demonstrated practical application of the classroom instruction. The instructors were 
knowledgeable of the course material, and the presentation was effective. The field 
exercise was well controlled, and stressed safety at all times.  

Training Records 

Review of training records indicated that the records were properly maintained, accurate 
and reflected the current qualifications of the SFMs.  

C. Conclusions 

Security force personnel were being trained in accordance with the requirements of the 
T&Q Plan. Training documentation was properly maintained and accurate and the 
training provided by the training staff was effective.  

S6 Security Organization and Administration, 

a. Inspection Scope- (81700) 

Areas inspected were: management support, effectiveness and staffing levels.



b. Observations and Findings 

Management SuDport. Since the last program inspection (May, 1998), management 
supported various equipment acquisitions and improvements, including additional staff 
training to maintain the quality of program performance. These efforts included the 
procurement of new weapons, improved equipment to enhance vehicle searches, and 
new equipment to improve tactical training. While not a plant protection attribute, 
Emergency Medical Technician training was also made available for selected personnel, 

Manaagement Effectiveness. The inspector reviewed the management organizational 
structure and reporting practices to assure that the Security manager was in an effective 
position to plan, organize, and direct the security program. The inspector also 
determined that the Security Manager was effectively keeping senior management 
aware of performance matters affecting the. security program and engaged in efforts to 
maintain the quality of plant protection program.  

Staffing Levels. The inspector verified that the total number of trained SFMs immediately 
available on shift met the requirements specified in the Plan.  

c. Conclusions. The level of management. support was adequate to ensure effective 
implementation of the security program, and was evidenced by adequate staffing levels 
and the allocations of resources to support programmatic needs.  

S7 Quality Assurance (QA) in Security and Safeguards Activities 

a. Inspection Scope (81700) 

Areas inspected were: audits, problem analyses, corrective actions and effectiveness of 
management controls..  

b. Observations and Findings 

Audits 

The 1998 QA audit of security conducted in December, 1998, (Audit No. 98-06A), and 
the FFD audit conducted in-November 1998, (Audit number 98-04D) were reviewed.  
The audits were found to have been conducted in accordance with the Plan and were 
enhanced by the use of technical specialists -as members of the audit teams.  

Audit report 98-06A identified no findings. Audit report 98-04D identified 2 findings. The 
findings were related to administrative and procedural issues and were not indicative of 
programmatic weaknesses.



Problem Analyses 

A review of data derived from the security department's self-assessment program was 
accomplished. Potential weaknesses were being properly identified, tracked, and 
trended.  

Corrective Actions 

A review of the corrective actions implemented by Con Edison in response to the QA 
audit and self-assessment program indicated that the corrective actions were technically 
sound and were performed in a timely manner.  

Effectiveness of Management Controls 

Con Edison had programs in place for identifying, analyzing and resolving problems.  
They included the performance of annual QA audits, a departmental self-assessment 
program and the use of industry data such as violations of regulatory requirements 
identified by the NRC at other facilities, as a criterion for self-assessment.  

c. -Conclusions 

The review of Con Edison's audit program indicated that the audits were comprehensive 
in scope and depth, that the audit findings were reported to the appropriate level of 
management, and that the program was being properly administered. In addition, a 
review of the documentation applicable to the self-assessment program indicated that 
the program was being effectively implemented to identify and resolve potential 
weakness.  

V. MANAGEMENT MEETINGS 

X1 Exit Meeting Summary 

The resident inspectors presented the inspection results to members of Con Edison 
management at an exit meeting held on April 1, 1999. The inspectors were not informed 
by the Con Edison attendees that any of the issues discussed at the exit or materials 
examined during the inspection period should be considered proprietary.  

A Region I security specialist inspector met with Con Edison at the conclusion of an 
inspection on February 11, 1999. At that time, the purpose and scope of the inspection 
were reviewed, and the preliminary findings were presented. Con Edison acknowledged 
the preliminary inspection findings.



Attachment I

INSPECTION PROCEDURES USED 

37551 Onsite Engineering 
61726 Surveillance Observation 
62707 Maintenance Observation 
71707 Plant Operations 
71750 Plant Support 
81700 Physical Security Program for Power Reactors 
90712 In-Office Review of Written Reports of Nonroutine Events at Power Reactor Facilities 

ITEMS OPENED and CLOSED

Opened

NCV 50-247/99-001-01 Inadequate Control of Temporary FacilityChanges

Closed

NCV 50-247/99-001-01 
VIO 50-247/98-001-09 
LER 50-247/98-015-00 
LER 50-247/98-019-00

Inadequate Control of Temporary Facility Changes 
Incorrect Relay Installation in 23 EDG 
Technical Specification Required Shutdown 
21 Emergency Diesel Generator Failure



Attachment 1 2 

LIST OF ACRONYMS USED 

ABFP auxiliary boiler feedwater pump 
CAS central alarm station 
CCR central control room 
CCTV closed circuit television 
CCW component cooling water 
CR condition report 
CVCS chemical and volume control system 
EDG emergency diesel generator 
EMT emergency medical technician 
FFD fitness for duty 
gpm gallons per minute 
I&C Instrumentation and Control 
IPPE Indian Point Plan for Excellence 
IPTE Infrequently performed-test evolution 
LCO limiting condition for operation 
LER licensee event report 
NPO nuclear plant operator 
PA protected area 
PIDS perimeter intrusion detection system 
QA quality assurance 
RCS reactor coolant system 
RWST refueling water storage tank 
SAO station administrative order 
SAS secondary alarm station 
SFM security force member 
SFP spent fuel pool 
SFS support facility supervisor 
SNSC Station Nuclear Facility Committee 
SOP system operating procedure 
SRO senior reactor operator 
SWS senior watch supervisor 
T&Q training and qualification 
TFC temporary facility changes 
the Plan NRC-approved physical security plan 
TO tagout 
TOI temporary operating instruction 
TS technical specification 
WWM work week manager


