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EXECUTIVE SUMMARY

Indian Point 2 Nuclear Power Plant
NRC Inspection Report No. 50-247/99-06
!
This integrated inspection inciuded aspects of licensee operations, engineering,. maintenance,
and plant support. The report covers a six-week period of inspection by the resident and

regional inspectors.

Operations

Improper planning and poor communications between maintenance and operations resulted in
an automatic containment isolation valve’s position indication change without operator
cognizance. This resulted in operators entering the technical specification action statement for
containment isolation. (02.2)

Con Edison identified inadequate operator awareness of safety-related equipme_ht' status during
weld channel and penetration pressurization system testing.(02.2)

The NRC identified two examples of poor implementation of temporary facility changes (TFC)
that indicate a failure to accomplish activities in accordance with instructions and procedures.
The deficiencies involved a failure to initiate a temporary facility change for gas turbine-2, and a
failure to fully implement safety evaluation limitation into a procedure for gas turbine-2. The
corrective actions for the previous failure to initiate a TFC were narrowly focused on Unit 1
activities and failed to preclude recurrence of the violation at Unit 2. This is a Severity Level IV
violation (VIO 50-247/99-006-01) (02.3)

Inspector verification of selected risk significant evolutions outside the control room conciuded
that operators were knowledgeable of the evolutions, equipment was properly labeled, no
outstanding deficiencies existed which could impact equipment operability, and in general,
proper tools were staged for equipment manipulation. Con Edison initiated appropriate action
for a lack of selected tools to support equipment manipulations. (03.1)

On June 16, 1999, Con Edison appropriately reported a 1 hour non-emergency notification in
accordance with 10 CFR 50.72 in response to a loss of individual rod position indication. Short-
term operator actions to restore individual rod position indication and to initiate a plant down
power were appropriate and well controlled. (O4.1)

The inspector concluded that a contributing cause to the insufficient power reduction on a main
turbine runback was incomplete actions from similar events in 1996. Corrective actions taken by
Con Edison associated with the June 16, 1999 main turbine runback were appropriate.

(04.1)

NRC observations of various nuclear plant operator activities concluded that they were
performed adequately and generally met station expectations. The inspectors noted an
inconsistent practice in entering minor deficiencies into the condition report system by
operations personnel. (04.2) -




Executive Summary (cont'd)

training operators on filling generator storage tanks from the Buchanan substation gas turbine
storage tanks. The availability of additional fuel oil from the gas turbine storage tanks to the
emergency diesel generators is referenced in the technical specification basis. (04.2)

The NRC identified thath Con Ed had taken insufficient actions in developing instructions and .

The NRC observed poor contractor oversight during start-up operations of gas turbine - 2. The
inspectors identified examples of operation of equipment outside procedures that involving filling
and venting the fuel system and tripping of the starting diesel upon receipt of start-up problems.
The filling and venting of the fuel oil system by the contractor was not properly documented in

. the condition reporting system. (04.3) :

The inspector observed various station nuclear safety committee meetings and concluded that
the committee performed a thorough review of the issues discussed. (07.1)

NRC observations of the Nuclear Facilities Safety Committee noted good discussions and
insights on selected performance issues. (07.2)

Maintenance

The conduct of maintenance was adequate. However, instances of poor planning and
undocumented deficiencies resulted in an unexpected increase in control room temperatures
and the spread of contamination. (M1.1)

J
The observed surveillances were conducted well. In one case, the NRC identified that two
surveillances impacting both reactor coolant and non-reactor coolant leakage into the vapor
containment were planned in parallel, which resulted in an increase loss of monitoring capability
to operators. Con Edison rescheduled the surveillances in series. (M1.2)

NRC observations of the Fix-lt-Now group indicated good interactions with operations, work
control, and the health physics personriel. The conduct of maintenance by the maintenance
group was adequate. Minor inconsistencies were observed by the NRC on planning of various
work activities. (M1.3)

The NRC noted good quality and improved followup of deficiencies identified during work control
critiques. (M7.1)

Engineering

Dominant risk sequences for seismic and internal flooding were appropriately included in the
scope of the Maintenance Rule. Detailed risk insights from external events were limited
because of a lack of rigor in system engineering awareness, training, and work outage scope
meetings. (E2.1)




Executive Summary (cont'd)

The inspector observed two system walkdowns performed by different system engineers. The
walkdowns met the majority of the station expectations for these walkdowns. Deficiencies
identified during one walkdown were not properly entered into the corrective action system. The
inspector also observed that a key participant was missing from each walkdown. (E2.2)

The inspectors attended several system readiness/health status presentations and found they
were generally performed well. (E2.3)

The inspectors determined that the corrective actions planned and carried out for the identified
deficiencies were appropriate. For those corrective actions that were not yet completed, the
scheduled completion dates appeared reasonable. The inspectors also determined that the
computer tracking system program contained a program efror that produces reports with
incorrect status information. (E8.2)

Plant Support

Effective contamination controls and surveys and monitoring were implemented to protect
personnel and prevent the release of contamination from radiologically controlled areas as
evidenced by close health physics oversight of radiologically controlled area (RCA) egress
points, use of an RCA tool issue facility to minimize the transport of tools into and out-of the
RCA, and low incidents of personnel contaminations. Some opportunities for improvement were
identified with regard to instrument performance checks and control of check sources.
Appropriate actions had been taken to address poor contamination control work practices that

~ were previously identified by resident inspectors. (R1.1)

The health physics organization was effectively using the corrective action program to resolve
contamination control deficiencies as evidenced by the initiation, evaluation, and resolution of
contamination control deficiencies placed into the system. (R7.1)

Con Edison's security and safeguards activities were determined to be conducted in a manner
that protected public health and safety. However the inspector observed a truck with keys in it
inside the protected area which is prohibited by the security plan. This deficiency was promptly
corrected and placed in the Con Edison corrective action program. (S1)
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Report Details

Summary of Plant Status , .

1

At the start of the inspection period the unit was at full power. Except for the noted exception,"
the unit remained at full power throughout the inspection period. On June 16, 1999, the unit
experienced a main turbine runback due to a loss of individual rod position indication (report
detail 04.1). The unit operated at approximately 84% power until June 18, 1999 when short-
term corrective actions associated with the cause of the turbine runback were completed. The
inspectors observed plant operations and verified that the facility was operated safely and in

accordance with regulatory requirements.

I. 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

in general, acceptable equipment condition and housekeeping were noted in the above
areas. Exceptions to acceptable housekeeping are documented in report detail 04.2.
Several shift tumovers observed had appropriate crew participation, were thorough, and
accurately described piant conditions and planned maintenance activities.

The inspectors also performed periodic control room panel walkdowns, using an
inspector developed checklist, to verify correct positioning of safety-related components.
The discrepancies identified are discussed in 02.2.
} 02.2 Containment isolation Valve Position Indication
a. Inspection Scope (71707)

The inspection scope evaluated two control room performance issues involving an

incorrect position indication on a containment isolation valve and testing of the weld
channel and penetration pressurization system. .




Observations and Findings |

On July 1, 1999, during a control room tour, the inspector observed that the _automati',c
containment isolation valve 548, “Pressure Relief Tank to Gas Analyzer." indicated open

instead of its normally closed position.

The inspector informed control room personnel of the observed incorrect position of
containment isolation valve 548. Control room operators promptly responded to the
incorrect containment isolation valve position. The operators entered technical
specification (TS) 3.6.A.3 which required restoration of the inoperable containment
isolation valve within four hours or deactivating it to close the containment penetration.
Con Edison confirmed that the valve’s local position was closed, and then deactivated
and removed the air supply to the redundant isolation valve 549, and exited TS 3.6.A.3.

Con Edison prepared condition report (CR) 199905208 that documented the incorrect
position indication of valve 548. The safety function of containment isolation was not
compromised during this event since the valve remained closed. At the end of the
inspection period, the containment penetration remained closed and deactivated, and the
control room indication was caution tagged to alert operators of this degraded condition.
Con Edison engineering was evaluating further corrective actions in response to this
degraded condition.

At the time of the inspector’s observation, maintenance was in-progress to replace the
stem clamp of valve 548 under work order NP-99-07279. The reactor operators were
unaware of on-going maintenance on the valve due to poor communications with the
control room and the maintenance work group. The maintenance on the containment
isolation valve was based upon a March 2, 1999 failure of the position limit switch to
make contact as documented in CR 199901599. On June 30, the operations crew field
support supervisor (FSS) authorized area permit 47402 for work order NP-99-07279.
The area permit did not require a tagout to replace the stem clamp with a different
material. Further, the area permit did not caution or provide instructions to preclude a
position indication change for the valve. The inspector concluded that this maintenance
activity lacked adequate communication between the work groups and control room
operators, and a lack of detailed planning to ensure that valve position indication change
would not occur. '

On June 24, 1999, Con Edison management identified less than adequate operator
awareness to safety-related equipment during routine surveillances. Operations
management identified that for approximately 2 hours and 41 minutes on June 23,
operators had logged LCO for two zones of weld channel and penetration pressurization
system (WCPPS). Zone 2 of WCPPS was out of service for a scheduled surveillance.
Zone 4 of WCPPS was in the control room log as inoperable, however, it was not
inoperable due to an identification that the test the previous day was performed
improperly. Specifically, the operator had incorrectly stroke timed valve (EW-1). This
was confirmed by a successful test without maintenance being performed on June 24.
The above item was documented in condition report 199904982 and was assigned a
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significance level 2 priority. Inspector review of this matter was still on-going at the end
of the inspection.

Conclusions

Improper planning and poor communications between maintenance and operations
resulted in an automatic containment isolation valve position indication change without
operator cognizance. This resulted in operators entering the technical specification
action statement for containment isolation.

Con Edison identified inadequate operator awareness of safety-related equipment status
during weld channel and penetration pressurization system testing.

Temporary Facility Changes - VIO 50-247/99-006-01

Inspection Scope (71707)

The inspector performed a walkdown and a review of various temporary facility changes
(TFCs). The inspector reviewed selected procedures and safety evaluations.

Observations and Findings
Gas Turbine 2 Journal Bearing Thermocouple

On July 6, 1999 the inspector observed portions of maintenance performed on gas
turbine (GT)-2. The maintenance performed on GT-2 included troubleshooting the
journal bearing thermocouple (documented in M1.3). Con Edison removed the journal
bearing thermocouple from the GT-2 trip circuitry using that work order when repairs
could not be made. Station Administrative Order (SAO) 206, “Temporary Facility
Changes,” requires in part, that a temporary facility change involves an alteration to a
particular circuit. The inspector concluded that the removal of the journal bearing
thermocouple for GT-2 from service removed the associated high journal bearing
temperature trip from the control circuit and was a temporary facility change. A
temporary facility change was issued after inspector discussions with Con Edison
management and condition report (CR) 199905371 was issued.

Previously, the NRC identified and documented a similar failure to initiate a TFC when
required. Inspection report 50-247/99-02 issued a non-cited violation concerning the
interconnection of the Unit 1 rinse water tank and water storage pool. SAO 206 also
requires a temporary facility change when interconnecting two previously unconnected
systems. To resolve this issue Con Edison initiated condition report 199902281. The
condition report documented a stop work on radioactive waste processing due to unclear
interpretation of the use of temporary facility changes. This condition report resulted in a
significance level 1 investigation. This is a root cause analysis report performed by a
team of investigators. The corrective actions from this report included defining an indian

Point 1 organization, the performance of an audit of safety/housekeeping issues, process

unit 1 jobs similar to unit 2, and required reading for unit 1 personnel on Station




Administrative Order (SAO) 235 “Communications.” Several of the correcti\{e actigns
were implemented, however, neither the proposed nor implemented corrective actions

completely addressed the issues.

Gas Turbine 2 Starting Diese! Jacket Water Thermocouple

The inspector identified a failure to incorporate TFC 99-091 safety evaluation limitation
into a procedure. The unsuccessful attempts to operate GT-2 were also attributed to a
failure of the thermocouple for the starting diesel jacket water (JW) temperature. Con
Edison installed a TFC on July 6, 1999 to remove this thermocouple from service. The
inspector reviewed the safety evaluation associated wigh the temporary facility change.
The safety evaluation required the posting of an operator at the diesel when the diesel is
operating. The starting diesel operates for approximately 6 minutes when the gas
turbine is starting up. This requirement was implemented by a temporary procedure
change (TPC) into system operating procedure (SOP) 31.2.2 “Gas Turbine 2 Local
Operations.” The inspector reviewed other procedures which could be used to start GT-
2 and determined the abnormal operating instruction (AOIl) 31.2, “Gas Turbine #2" could
also be used to start this GT. A TPC was not incorporated into this procedure until the
inspector discussed this issue with Con Edison. During the implementation of this TFC
the watch engineer also questioned the need to change this procedure and others. Plant
management chose not to revise the AOI and the temporary facility change was
implemented. ,

Previously, the NRC identified and documented a similar failure to incorporate safety
evaluation limitations from a TFC into procedures. Inspection report 50-247/99-01
issued a non-cited violation for an inadequate procedure to demineralize the Unit 1 spent
fuel pool due to a failure to incorporate a limitation documented within the TFC safety
evaluation. The specific limitation required maintaining the Unit 1 spent fuel pool level
higher than maintained. To address this issue Con Edison initiated Condition Reports
199900577 and 199900990. Condition Report 199900990 was closed to the significance
level 2 review performed in condition report 199900577. The corrective actions included
a review of all TFCs installed in February to ensure limitations identified in the safety
evaluation were incorporated into procedures, a review of TFCs for inclusion into
procedures, incorporation of a requirement for all documents that support a TFC to be
presented to Station Nuclear Safety Committee at the time of review, and a discussion of
the human performance aspects associated with TFCs. These corrective actions did not
prevent recurrence of a temporary facility change implemented without all of the
limitations of the associated safety evaluation being implemented in applicable
procedures.

Technical Specification (TS) Section 6.8.1 requires that written procedures be
implemented covering activities referenced in Appendix A of Regulatory Guide 1.33,
Revision 2 (February, 1978). Appendix A of Regulatory Guide 1.33 recommends written
procedures that govern bypass of safety functions and installation of jumpers. Station
Administrative Order (SAQ)-206, “Temporary Facility Changes,” requires, in part, that a
temporary facility change involves an alteration to a particular circuit, and that the shift

' manager documents any operating procedures which may require temporary procedure
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changes as a result of the temporary facility change. Contrary to the above, on July 6, n
1999, Con Edison failed to adhere to SAO-206. Specifically, a TFC was not .
implemented when required, and the limitation of safety evaluation for a TFC was not
implemented into a procedure. This is considered a Severity Level IV violation. (VIO 50-
247/99-006-01) This violation is being cited because it was identified by the NRC and it
was repetitive as a result of ineffective corrective actions for previous violations involving
TFCs. Specifically, the corrective actions for the previous failure to initiate a TFC were
narrowly focused on Unit 1 activities and failed to preclude recurrence of the violation at
Unit 2. Although the watch engineer questioned the need to revise other procedures for
starting the gas turbine, the corrective actions for the previous failure to incorporate the
limitations of a safety evaluation into applicable procedures were ineffective in precluding

recurrence of the violation.

Conclusions

The NRC identified two examples of poor implementation of temporary facility changes
(TFC) that indicate a failure to accomplish activities in accordance with instructions and
procedures. The deficiencies involved a failure to initiate a temporary facility change for
gas turbine-2, and a failure to fully implement safety evaluation limitation into a
procedure for gas turbine-2. The corrective actions for the previous failure to initiate a
TFC were narrowly focused on Unit 1 activities and failed to preciude recurrence of the
violation at Unit 2. This is a Severity Level IV violation (VIO 50-247/99-006-01)

Operations Procedures and Documentation . .

Safe Shutdown Local Operatof Actions

Inspection Scope (71707)

The inspection involved selection of risk significant activities credited in procedures to
mitigate the consequences of postulated fires. Plant walkdowns were used to evaluate
operator understanding and equipment condition and availability. The selection of risk
significant activities was based upon Con Edison’s Individua! Plant Examination for
External Events. Only portions of abnormal operating instruction (AOl) 27.1.9, “Control
Room Inaccessibility Safe Shutdown Control,” were evaluated and included starting the
22 auxiliary feedwater pump locally, resetting the 22 auxiliary feedwater pump from a
trip, and placing the 23 service water pump and 23 charging pump on the alternate safe
shutdown power supply.

Observations and Findings

Operators were knowledgeable of equipment location and operation. Con Edison non-
licensed training had developed a comprehensive list of job performance measures for
AOI 27.1.9 including the selected equipment manipulations.

In general, equipment was appropriately labeled, no outstanding deﬂciencie;s existed that
could impact operation of the equipment, and most associated emergency tools and .
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equipment were properly staged. The inspector did note that two wrenches were not
staged near nitrogen valve (N-792) as necessary to re-open the high temperature steam
stops (PCV-1310A and PCV-1310B) for the 22 auxiliary feedwater turbine. The lack of
emergency tools did not impact primary actions in support of local operation of the 22
auxiliary feedwater pump or operation of the 23 service water pump. Specifically, the
use of nitrogen valve (N-792) would allow operators to open (PCV-1310A or PCV-
1310B) if closed due to a “hot short” from a postulated fire. The inspector also noted
that an allen wrench was not staged for manual operation of the service water discharge
strainers. The manual operation of the discharge strainers is only performed if debris in
the Hudson river impacts the service water pump during a postulated fire. The inspector
discussed the above observations with Con Edison. Con Edison initiated a operations
night order to reemphasis the need for special tools during use of AOI 27.1.9, and
actions for system engineering to be involved on verification of outside control room
activities during system walkdowns. s

Conclusions

Inspector verification of selected risk significant evolutions outside the control room
concluded that operators were knowledgeable of the evolutions, equipment was
properly labeled, no outstanding deficiencies existed which could impact equipment
operability, and in general, proper tools were staged for equipment manipulation.

Con Edison initiated appropriate action for a lack of selected tools to support equipment

" manipulations. -

Operator Knowledge and Performance

Main Turbine Runback

inspection Scope (71707)

The inspectors reviewed the trip of non-safety related 480 voit Motor Control Center
(MCC)-24 and the associated turbine runback that occurred on June 16, 1899.

Observations and Findings

On June 16, 1999, Con Edison appropriately reported a 1 hour non-emergency
notification in accordance with 10 CFR 50.72. The supply breaker for non-safety related
MCC-24 tripped open resulting in the loss of all individual rod position indication (IRPI).
The loss of all IRPI resulted in the plant entering Technical Specification (TS) 3.0.1 since
the requirements of TS 3.10.6.2 were exceeded.

Operations Administrative Directive (OAD) 15, “Policy for Conduct of Operations,” allows
one hour to determine and correct the problem prior to commencing the shutdown. The
IRPI power supply was properly evaluated and restored within 19 minutes. To restore
the IRPI, all breakers on MCC-24 were opened, the MCC supply breaker was closed,
and the breaker feed to IRPI was closed.
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The unit did not runback as designed. The loss of MCC-24 resuited in turbine runback
to only 95% power. Operators initiated a power reduction to less than 85% A
approximately two and a half hours after the loss of IRPI. :

The loss of IRP! indication is designed to cause a turbine runback to approximately 85%. .

The inspector observed the control room brief and the plant down power. The down
power was performed in a controlied manner in accordance with Plant Operating
Procedure (POP) 3.1 “Plant Shutdown from Fuli Power Operation to Zero Power
Condition.”

The turbine runback control system for a dropped control rod has no safety function as
defined in the Final Safety Analysis Report. The function was maintained from the
original design of the facility to aid the operator in reducing turbine load to match nuclear
power following a dropped rod. ~

Abnormal operating instruction (AOI) 16.1.1 “Dropped or Misaligned Rod/Rod Position
Indicator Failure” provides procedural guidance on a loss of IRPI. AO! 16.1.1 step
4.12.4, states if a malfunction in the rod position indication caused a turbine runback,
maintain power level at or below 85%. Inspector discussions with the operators
concluded that the crew did not believe that they were within the AOI 16.1.1 since the
cause of the rod position indication failure was the loss of MCC-24, and no other plant
parameters indicated a dropped control rod. Operator priorities were to restore rod
position indication and restore auxiliary support equipment to the 22 main transformer.
The timeliness of operator response and current procedural guidance to the loss of rod
position indication were still being evaluated by Con Edison at the end of the inspection .
period, and will be part of the supplemental report to licensee event report (LER) 50-
247/99-011-00 committed to be completed by October 30, 1999.

The inspector reviewed the history of main turbine runbacks to evaluate if previous
corrective actions should have prevented the runback from fulfilling its intended control
function to reduce power to approximately 85%. Two events existed in 1996 which were
documented in LERs 50-247/96-009-00 and LER 50-247/96-022-00. A review of both
events, indicated that both were not actual control rod deviations or insertions but rather
removal of a jumper associated with the rod bottom bistable and the other was control
power fuse for power range nuclear instrument N41. Previous corrective actions by
Con Edison did not address the cause for failure to achieve the expected power

. reduction on a main turbine runback for a dropped control rod.

The root cause of the failure of the main turbine runback to approximately 85% can be
traced to a modification (FPX-95-11048-F) to increase the time delay setpoints . The
setpoints act as the backup for the load limit pressure switches to ensure the runback to
approximately 85% on an accidental rod drop. The runback of June 16, 1999 was
prematurely terminated by the timing relays. The inspector learned that the setpoint on
the time delays was last verified during the refueling outage in 1997.

The cause of the MCC-24 supply breaker trip was an overcurrent condition on the MCC. ‘
About 2 hours prior to the MCC-24 breaker trip, a tagout was applied resuiting in MCC- .
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27.) The operating stator water cooling pump was also supplied from MCC-24.-

Based upon both loads being supplied from MCC-24, Con Edison concluded that the ;
long-term overload condition was exceeded and the breaker opened as designed. '
Con Edison attributed the overload condition to inadequate load analysis performed in
1986 and 1990 when a stator cooling pump was added and loads were spiit to instali a

safety-related MCC (MCC-24A).

) . 24 supplying power to the 22 main transformer auxiliaries (normal power supply MCC-

Appropriate short-term corrective actions were implemented to preciude overloading
MCC-24. Con Edison cautioned tag open all of the fan breakers in the turbine building to
reduce load on MCC-24 below the long-term overcurrent setting. Con Edison
appropriately considered extent of condition on other non-safety related MCC'’s that
could be in a long-term overload condition. MCC-27 was also found to potentially be in
an overioad condition depending upon the amount of energized equipment. Short-term
actions were to caution tag equipment to maintain loading on the MCC consistent with
the breaker rating.

Inspector discussions with Con Edison risk analysis personnel and with NRC senior
reactor analysts indicate that the plant risk due to a loss of motor control center 24 was
very low. Although the motor control center is not specifically modeled within the risk
assessments, the availability of emergency power sources during the event, and the
short interval of time when a potential loss-of-offsite power event could have occurred
(based upon loss of one backup power supply for the main and auxiliary transformer

. auxiliaries) resulted in a very low risk impact.
c Conclusions

On June 16, 1999, Con Edison appropriately reported a 1 hour non-emergency
notification in accordance with 10 CFR 50.72 in response to a loss of individual rod
position indication. Short-term operator actions to restore individual rod position
indication and to initiate a plant down power were appropriate and well controlled.

The inspector concluded that a contributing cause to the insufficient power reduction on
a main turbine runback was incomplete actions from similar events in 1996. Corrective
actions taken by Con Edison associated with the June 16, 1999 main turbine runback
were appropriate.

04.2 Nuclear Plant Operator Tours

a. Inspection Scope (71707)

The inspection involved various observations of nuclear plant operators during tours and
watch standing activities.




Observations and Findings

On June 13, 1999 the inspector observed a portion of the conventional operator rounds.
These rounds include verification of equipment including the turbine and auxiliaries,
service water pumps and auxiliaries, and auxiliary feed water system. During rounds the
inspector observed a dirty sight glass on the seal tank for the condenser degassing
pump. The inspector discussed this observation with the nuclear plant operator who also
observed the difficult to read site glass. This deficiency was not entered into the
condition reporting system, however, the inspector noted that, though difficult, this log
reading could be obtained by an operator.

On June 19, 1999 the inspector observed a portion of the outside rover operator rounds.
The operator was knowledgeable of watch standing activities and adequately identified
housekeeping and degraded conditions. During the watch, the inspector observed very
poor housekeeping conditions (i.e. excessive pipe corrosion, support corrosion, and
standing water) within the utility tunnel. The inspector focused on items important to
safety that are located within the utility tunnel. The inspector confirmed that non-
destructive examinations on the fire main and city water supply piping in the utility tunnel
provided assurance that the piping integrity was maintained even though excessive
corrosion existed. City water piping in the utility tunnel provides a backup water source
for the auxiliary feedwater pumps.

The inspector noticed poor Con Edison awareness of the technical specification basis
involving the need to provide instructions and training to operators to replenish the oil to
the emergency diesel generators storage tanks during certain conditions. During the
rounds at the Buchanan substation gas turbines (GTs), the inspector discussed with the
operator the guidance to fill fuel oil from the GT2/3 fuel oil storage tank to the tanker and
then to replenish the emergency diesel generator underground storage tanks. Technical
specification (TS) basis states that additional fuel oil suitable for use in the diesel
generators will be stored either onsite or at the Buchanan substation. The minimum
storage of 29,000 galions of additional fuel oil will assure continuous operation of two
diesels at least 118 hours at minimum load for safeguards. The inspector confirmed that
the minimum amount of fuel oil existed, however, the applicable system operating
procedure (SOP) 27.3.2, “Filling Diesel Fuel Oil Storage Tanks,” does not provide
instructions to transfer oil from GT-2/3 fuel oil storage tank to the tanker truck for
subsequent transfer to the emergency diesel generator storage tank. Further, the
inspector learned that a communication to staff (CTS) has existed since March, 1998 to
develop an abnormal operating instruction to address this evolution. The CTS was still
outstanding at the end of the inspection period, however, the priority of completion of the
CTS was increased with an expected completion by August, 1999.

On July 9, 1999 the inspector observed a portion of the conventional operator rounds.
The operator performed a thorough tour of the emergency diesel generator room, the
four station batteries and portions of the auxiliary building. The operator was
knowledgeable of watch standing responsibilities. Deficiencies were properly entered
into the condition reporting system. o
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On July 18, 1999 the inspector observed a portion of outside rover operator rounds gnd
a partial verification of Check Off List (COL) 99, “Administrative Sealed Valves.” Thls
COL includes fire protection valves. The inspector observed the operator verification of
the fire protection valves in the Emergency Diesel Generator building, Fire Water
Storage Tank building, Fire Pump room, and a few other fire protection valves in other
locations on site. The verifications were performed consistent with station expectations
with the exception of an improper valve label on FP-1, “12 Booster Pump Outlet Stop to
High Pressure Hydrants,” not being entered into the corrective action system. The COL
used contained a temporary procedure change (TPC) for one of the valves positioned-by
this COL. This TPC was expired and still in place in two other controlled copies the
inspector checked. "The TPC did not impact the portion of the COL which was
performed, Condition Report 199905548 was initiated to document this discrepancy. A
change to the TPC process is currently being implemented which should eliminate
problems with TPCs. '

Conclusions

NRC observations of various nuclear plant operator activities concluded that they were
performed adequately and generally met station expectations. The inspectors noted an .
inconsistent practice in entering minor deficiencies in the condition report system by
operations personnel.

The NRC identified insufficient actions in developing instructions and training operators
on filling the emergency diesel generator storage tanks from the Buchanan substation
gas turbine storage tanks. The availability of additional fuel oil from the gas turbine
storage tanks to the emergency diesel generators is referenced in the technical
specification basis.

Gas Turbine Operation

In_sgction Scope (71707)

The inspection scope involved observations of start-up activities associated with Gas
Turbine (GT)-2. , :

Observations and Findings

The GT-2 overhaul was comprehensive and included an inspection of turbulators in the
interior of the lube oil cooler tubes, modification of the lube oil transfer pump to allow
better cooling of the lube oil, replacement of the fuel oil transfer pump due to leaks,
repairs to the exhaust stack silencers, and the replacement of a journal bearing with
better low load characteristics, The gas turbines are needed during a station blackout to
restore electrical power to the plant.

The NRC observed poor contractor oversight during start-up operations of GT-2. On
June 30, 1999 the inspector observed preparations and two attempts to start GT-2 after
a planned overhaul. The operator performed all initial checks properly. Prior to the first
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attempt to start GT-2 the fuel oil filter was vented. A contractor held open the fuel
modulating valve to allow for faster venting. The manipulation of this valve was not
permitted by procedure. This was discussed with Con Edison and not placed in the
condition reporting system. During the attempt to start GT-2 a problem with the starting
diesel was noted. A contractor tripped the starting diesel. Station policy does not permit
the operation of equipment by contractors. The inspector discussed this issue with the
operator and condition report 199905166 was initiated. The contractor then climbed on
untagged scaffolding to make an adjustment to the fuel pump for the starting diesel to
correct the problem. Condition Report 199905130 was written earlier that day identifying
the need for an inspection and tag for this scaffolding. A condition report was not
initiated for the use of unchecked scaffold. During the second attempt to start GT-2, the
gas turbine tripped on due to a flame failure. The above observations of poor contractor
oversight and other performance issues during the planned overhaul of GT-2 were
documented by Con Edison as a significance level 1 condition report CR 199905075.

Conclusions

The NRC observed poor contractor oversight during start-up operations of gas turbine -
2. The inspectors identified examples of operation of equipment outside procedures that
involving filling and venting the fuel system and tripping of the starting diesel upon
receipt of start-up problems. The filling and venting of the fuel oil system by the

‘contractor was not properly documented in the condition reporting system. _ .

Operations Organization and Administration

INPO Evaluation Report Review (71707)

The inspectors reviewed the report issued by the Institute for Nuclear Power Operations
(INPO). The May 31, 1999, report documented the results of an onsite evaluation
conducted on April 12-23, 1999. No safety issues were identified as a result of this
review. :

Quality Assurance in Operations

Station Nuclear Safety Committee

inspection Scope (71707)

The inspectors attended the Station Nuclear Safety Committee meeting held on June 10,
June 17, June 24, June 25, and July 1, 1999.

Observations and Findings

The station nuclear safety committee meetings appropriately addressed technical
specification required agenda items and appropriately evaluated discussion items.
Technical specification requirements for quorum and membership qualifications were
maintained.
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‘The Station nuclear safety committee meeting on July 1, 1999 included a review of a

new temporary facility change for the isophase bus fan temporary flow switch,
modification to replace the level instrument for the boric acid storage tanks, and
temporary procedure changes. The modification to the boric acid storage tank level
detectors consisted of the replacement of the current level instrument with a microwave
based level detector. The discussion of this modification was detailed because it is a
new technology; specifically, interactions with hand held radios, calibration of the
instrument, and accuracy were discussed. During the modification process the
designers discovered that the volume of the tank was inaccurately calculated, specifically
the bottom of the tank was assumed to be ellipsoidal although it is actually spherical.
This error results in the boric acid storage tank level graph indicating level to be 200
gallons more than actual. This error had no operability impact because the minimum
volume as required of technical specification 3.2.B.2 was achieved using an
administrative control. The design engineers planned to add an updated tank volume
curve to the control room when the modification was installed. The design engineers
initiated condition report 199905538 on this issue at the direction of the safety committee
to address the issue the improper curve prior to modification installation.

Conclusions

The inspector observed various station nuclear safety committee meetings and
concluded that the committee performed a thorough review of the issues discussed.

Nuclear Facilities Safety Committee

Inspection Scope (71707)

The inspection involved observations of portions of the nuclear facilities safety committee
(NFSC) and three of the four subcommittee activities.

Observations and Findings

Good discussions and insights occurred during the full committee meeting on the agenda

topics. An example of good oversight from the Maintenance subcommittee involved the
re-injection of a previous balance-of-plant leak repair. Specifically, the supervisor

- instructed the worker incorrectly to re-inject the fitting as it was considered a

housekeeping activity. The worker was uncomfortable with this direction and notified the
quality assurance person observing the activity. Numerous performance issues were
raised during the full committee. The performance issues for this event include:
improper management oversight of the activity, poor use of operating experience
information concerning leak repair re-injections, and the basis for the low priority
(significance level 3) for the condition report. The committee requested that the plant
manager discuss this issue in more detail during the next meeting.

Agenda items for the sub-committees and the full committee were consistent with the
requirements of the technical specifications.

ko

a0
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Conclusions : o .
NRC observations of the Nuclear Facilities Safety Committee noted good discussions!

and insights on selected performance issues.
Miscellaneous Operations Issues - NCV 50-247/99-006-02

Closed: LER 99-011-00; Overload of MCC Breaker Causes Loss of Rod Position
Indication and Turbine Runback - NCV 50-247/99-006-02

This LER documented the loss of MCC-24 and the associated turbine runback. Several
of the short term compensatory and corrective actions were reviewed in detail 04.1. The
inspector reviewed the LER and determined that the additional planned corrective
actions were adequate. The additional actions include a station review of procedural
guidance for a runback to less than the expected value and a load coordination study for

MCC-24.

This LER was submitted greater than the 30 days after discovery of the event as
required by 10 CFR 50.73(a)(1). Previous NRC inspection reports 50-247/98-02 and
50-247/99-03 documented LERs not issued within the 30 days of discovery of the
underlying events. Con Edison identified this deficiency and initiated condition report
199905563. The repetitive failure to correct untimely LERs is considered a Severity
Level IV violation of 10 CFR 50.73(a)(1) and is being treated as a Non-Cited Violation,
consistent with Appendix C of the NRC Enforcement Policy (NCV 50-247/99-006-02.)

This LER is closed. : .

Closed: LER 50-247/99-005-00; Failure to Declare Automatic Containment Isolation
Valve Inoperable :

An in-office review of LER 50-247/99-005-00 was performed. This item involved the

" discovery of two switches for solenoid operating valves (SOV) EW-1 and EW-2 “WCP Air

Supply to Cont. Isolation Valves” in the weld channel system which were closed. These
valves supply air to the Post Accident Ventilation System and are required to be open.
The apparent cause of this event was determined to be a weakness in the procedural
guidance associated with plant configuration control. The inspector reviewed the
corrective actions and determined that these corrective actions appear adequate to
address this issue. Based on this review this LER is closed.
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Il. MAINTENANCE
Conduct of Maintenance i

Maintenance Observations

Insgectionv Scope (62707)

The inspectors reviewed selected maintenance work activities and supporting work
documentation. Activities were selected based on the systems, structures, or
components being contained within the scope of the maintenance rule.

Observations and Findings
NP- 99-06653, Replacement of Head Gaskets for 22 Charging Pump

On June 12, 1999, the inspector observed portions of a corrective maintenance activity
that replaced the 22 charging pump seal and the cylinder head gasket. The need for
corrective maintenance was identified in February, 1999 when Con Edison identified oil
seal leaks from the charging pump and documented that deficiency in condition report
(CR) 1999009827. The actual corrective maintenance began on June 1, 1899. On

June 3, the maintenance was completed and a leak on the cylinder head was identified.
Subsequently, cylinder leaks recurred on two other occasions, until component
engineering identified that the cylinder head gasket material was incorrect and initiated
CR 199904569. Con Edison determined that the incorrect gasket material density was
installed by contacting the pump vendor and discussions with another utility. The density
of the gasket material was identified by a Con Edison component engineer. The new
gaskets had 7 wraps of filler material instead of the previous 12 wraps. Notwithstanding,
the same part number was provided to Con Edison by the pump vendor and the gasket
manufacturer. Con Edison returned the gaskets with 7 wraps of filler material back to the
pump vendor for failure analysis, revised the receipt inspection program to include the
number of filler material wraps, and notified the industry of this issue through various
networks. The pump was successfully returned to service on June 12. Due to the
increased unavailability of the 22 charging pump it was determined to be in 10 CFR
50.65(a)(1) status and documented by Con Edison in CR 199804755. The outage
between June 1 through June 12 resulted in approximately 44% of the maintenance rule
unavailability goal.

In conclusion, Con Edison’s actions to identify the incorrect gasket density given the
same part number was appropriate and short-term corrective actions to improve the
receipt inspection were also appropriate.

NP- 99 -09493 Ammeter Readings of MCC 24 Loads

This work order was initiated and performed on June 16, 1999 after the temporary loss of
MCC-24 as described in O4.1. This work order was used to take ammeter readings on
the 21 main transformer auxiliaries, 22 main transformer auxiliaries, and the 22 stator
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water cooling pump. The values of these measurements were used to help determine
the cause of the MCC-24 breaker opening. The technicians properly measured apd
recorded the current reading in accordance with the work step list referenced during
work. ’

NP-99-06058, 98-05175, Replacement of 25 Service Water Pump

On June 22, 1999, the inspector observed maintenance personnel remove thg 25
service water pump motor. The inspector confirmed generally good coordination
between the crane operator and the mechanics to define and implement a safe load
path.

NP-99-09490 Megagar of Loads on Motor Control Center (MCC)-24

This work order was initiated and performed on June 16,1999 after the temporary loss of

MCC-24 discussed in 04.1. This work order was used to meggar the isolated loads on

MCC-24 to determine if one load contained a fault. The loads that were checked were
: the turbine turning gear, auxiliaries for the main and station transformers, and roof fans.
a These meggars were all satisfactory. During this activity the Fix-lt-Now team also noted
the breaker cabinet to be dirty. Con Edison initiated condition report 199904764 to
address this deficiency. The package also called for a meggar of a spare breaker and a
breaker fed from MCC-24A. These meggars were not performed and noted in the
package. The inclusion of these unnecessary breakers in the package indicates a
weakness in the planning of this activity and is further documented in report detail M1.3.

-~

NP-99-09817 LT-24 Gas Turbine (GT) 2 Journal Bearing Thermocouple

On July 6, 1999 the inspector observed a portion of the maintenance on GT-2 journal
bearing thermocouple. The purpose of this work order was to determine and correct the
cause of the journal bearing temperature spikes which resulted in a trip of GT-2. During
the maintenance the electricians corrected a broken wire at a wire nut and found that
another broken wire was present near the thermocouple which would require
thermocouple replacement to correct the problem. The electricians disconnected the
thermocouple, however as documented in report detail 02.3 this activity was not
controlled as a temporary facility change.

Central Control Room Air Conditioning Maintenance

On June 23, 1999 control room operators entered into abnormal operating instruction
(AOI) 11.1, *Failure of CCR Air Conditioners/Fan Systems,” when control room air
temperature exceeded 85 degrees Fahrenheit (F). The highest recorded temperature in
the control room reached 91 F. The procedure requires a plant shutdown when control
room temperature reaches 104 F with no outside air.

During scheduled preventive maintenance on the Unit 1 control room ventilation units,
the work planning group did not realize that the unit 2 control room air conditioning
compressor was out-of-service. The Unit 2 air conditioning compressor fans were not .
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operating as identified by a contractor during the week of June 15. This informatipn was
provided to the control room operators at the time, however, not included or considered
in the planned maintenance. No condition report was initiated by the operations
department when notified by the contractor of the fan failure for the Unit 2 compressor.
The contro! room is also provided with two free-standing air conditioning units that were
also out of service for maintenance during the prior week.

Con Edison restored from the preventive maintenance on the Unit 1 ventilation units and
control room temperatures returned to a normal value within 4 hours. As part of the
scheduled maintenance, the operators appropriately entered into the technical
specification limiting condition for operation for the control room ventilation system, and
the failures of the unit 2 fan and the free-standing air conditioning units did not impact the
control room ventilation boundary during the previous week.

Unit 1 Control Service Building Supply Fan

On June 8, 1999, a Con Edison identified poor planning and control for an activity to
restart the control service building supply fan. The fan had not operated for
approximately three years. The purpose of operation of the fan was to acquire data to
confirm appropriate operation of the system. Various condition reports (199904624,
199904544, and 199904547) documented problems with the execution of this test.
Some of the performance issues involved poor coordination of the pre-job briefing, the
spread of contamination for the fan operation, and failure to consider the cause of the fan
trip on the first attempt. A Con Edison employee appropriately called a stop work for this
activity.

Conclusions’
The conduct of maintenance was adequate. However, instances of poor planning and

undocumented deficiencies resuited in an unexpected increase in control room
temperatures and the spread of contamination.

Surveillance Observations

Insgectioﬁ Scope (61726)

The inspectors reviewed selected surveillance activities and supporting documentation.
Activities were selected based on the systems, structures, or components being
contained within the scope of the maintenance rule. '

Observations and Findings
PT- Q30A, 21 Component Cooling Pum

The inspector observed the pre-job brief and a portion of this periodic test on June 8,
1999. The brief covered the limiting condition for operation, precautions and limitations,
and personnel safety. This brief was performed consistent with the requirements of
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Station Administrative Order (SAO) 235 “Communications.” The inspector qbserved set
up for the test and temperature and vibration readings during the test. The l_nspector
observed peer checking and the proper use of two part communications during data
transfer.

PT-Q26D. 24 Service Water Pump

On June 10, 1999, the inspector observed this quarterly technical specification
surveillance for the 24 service water pump. -The performance of the test was adequate
and the pump met the procedural acceptance criteria.

PC-R3. Pressurizer Level - CCR

On June 22,1999, the inspector observed portions of this technical specification (TS)
calibration of the pressurizer level instruments as required of TS Table 4.1-1, item 6.

The pre-evolution briefing was lead by the senior reactor operator with attendance of all
involved departments and individuals. The briefing adequately described the objective,
past problems, and the need to prevent work on 120 volt instrument buses that could
result in an unnecessary reactor trip. The inspector verified that the required test
instruments were within calibration, correct surveillance requirement referenced in the
test. The test was successfully completed with good communications observed between
technicians and the reactor operators. All expected control room annunciators were =~ - |
highlighted appropriately in accordance with OAD-6, “Equipment Status Control.”

PT-A36C, Gas Turbine #3 Overspeed Test

On June 22, 1999, the inspector observed non-licensed operators perform this annual
mechanical overspeed verification test for gas turbine #3. Prior to the starting of the test,
* the operator performed a thorough review of the procedure. The operator's comments

provided more detail on the start-up sequence which was processed as a temporary
‘procedure change. The system engineer was present during the surveillance.
Operators identified numerous equipment deficiencies involving missing lights and small
oil leakage. The deficiencies were documented in condition report 199904908. In
general, the performance of the test was completed well. As part of this surveillance, the
inspector verified the status of various deficiencies identified on gas turbine #2, since at
the time it was in a major overhaul. Of the five deficiencies, two had already been
completed prior to the overhaul inconsistent with the expectations in Station
Administrative Order (SAO) 204, “Work Control.” This was discussed with Con Edison
personnel, who promptly removed the outstanding deficiencies. '

PT-Q63, Steam Flow/Feedwater Flow Mismatch Bistables

On June 23, 1999, the inspector observed portions of the quarterly calibration of steam
flow/feedwater flow mismatch bistables. The instruments were within their calibration
interval, and the acceptance criteria for Channel 2 Steam generator loop 1B were
acceptable.




PT-Q29C. 23 Safety Injection Pumgv Test

On June 29, 1999, the inspector observed portions of this quarterly surveillance required
in accordance with technical specification 4.2. The pre-job briefing had been completed,
however the surveillance was delayed due to unfinished preventive maintenance to the
480 volt supply breaker for the 23 safety injection pump. A minor oil leak was observed
by the inspector on MOV 851A, “22 S| Pump Tie Valve to 23 S| pump Discharge.” This
was identified to a nuclear plant operator and condition report (CR) 199905094

documented the deficiency.

PC-R28. Fan Cooler Unit Weir Level Instrumentation - CCR

The inspector observed the pre-job brief for this surveillance test on July 8, 1999. This
test was planned concurrently with PC-R26 “Containment Sump Redundant Continuous
Level Instrument”. The inspector pointed out that both of these instruments provided

’ indication of reactor coolant and non reactor coolant leakage into the vapor containment.

Based on these questions the tests were performed in series although technical
specifications allowed these tests to be performed concurrently. The pre-job brief
included precautions and limitations, basic procedure steps, and communications
expected. This brief was performed consistent with Station Administrative Order (SAO)
235 “Communications.” The weir flow computer checks were unsatisfactory. The
computer performs a conversion of voltage to flow rate and provides a readout of gallons
per minute in the control room. Condition report 199905332 was generated to document
this deficiency; however, the indication in the control room was not properly labeled with
a def' iciency tag.

During the brief the | & C supervisor discussed a deficiency tag on the weir flow recorder
that would be removed after this test because work was completed on this recorder on
July 1, 1999. The inspector observed this deficiency tag in place several days after the
completion of the test and questioned the supervisor about its removal. Upon further
investigation the supervisor determined that the recorder was fixed, had subsequently
stopped functioning, and required additional repair. The operators did not realize the
recorder had been repaired, had failed again, and required a condition report. The
mishandling of this deficiency tag prevented the equipment from being promptly
corrected.

Conclusions

The observed surveillances were conducted well.- In one case, the NRC identified that
two surveillances impacting both reactor coolant and non-reactor coolant leakage into
the vapor containment were planned in parallel, which resulted in an increase loss of
monitoring capability to operators. Con Edison rescheduled the surveillances in series.

't
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Inspection Scope (62707) !

The inspection scope involved observations of the fix-it-now (FIN) group, evaluating the
backlogs, evaluated the quality of work planning, and interactions with other station
groups. The expectations of the FIN group are documented in Station Administrative
Orders (SAOs) 204, “Work Control,” and SAO 251, “Conduct of Maintenance.”

Observations and Findings i

The inspectors observed various interactions between FIN-senior reactor operator and
the unit coordinator, FIN workers and health physics personnel, and FIN personnel and
the facility support supervisor. The development of work scope from the last 24 hours of
condition reports was appropriate and adequate interactions existed between the facility
support supervisor and FIN-senior reactor operator to receive approval for work activity

permits.

Inspector observations of the conduct of maintenance by FIN personnel was adequate.
FIN personnel are experienced mechanics and electricians and were aware of the

limitations in job scopes.

Various FIN work activities were incompletely planned. The inspectors observed five
corrective maintenance activities performed by FIN personnel. The maintenance
activities included meggar of various loads from motor control center 24, troubleshooting
the cause of high journal bearing temperature indications for gas turbine-2, adjustments
to a spring can for main steam drain line piping, packing adjustment on the non-
regenerative heat exchanger inlet cooling valve (CCW-810), and alterations to floor
grating openings in the emergency diesel generator rooms to preclude wear on the fuel
oil supply and return lines. The planning for three of the activities were incomplete.
Specifically, the instructions to meggar various loads on MCC-24 included a spare
breaker and a load from MCC-24A, the adjustments to the spring can could not be
completed due to alignment problems and the existence of asbestos insulation, and two
of the four floor gratings could not be removed as planned due to other system
interferences. None of the incomplete work plans resulted in a degradation of safety
equipment, increased unavailability of safety equipment or inoperability of safety

equipment.

The backlog of maintenance activities that existed in the FIN group was approximately
two weeks, based upon the average work rate of the group. Specifically, seventy-seven
work orders were in the FIN backlog of which approximately 30% were on material hold.

Conclusions

NRC observations of the Fix-it-Now group indicated good interactions with operations,
work control, and the health physics personnel. The conduct of maintenance by the
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maintenance group was adequate. Minor inconsistencies were observed by the NRC on

planning of various work activities. 1
{

Quality Assurance in Maintenance Activities

Work Control Critiques

. Inspection Scope (62707)

The inspection scope included observation of two work control critiques for the weeks of
June 13 and June 20, 1998. i

" Observations and Findings

The work week managers provided good initial scope for discussions on the quality of
work control during the weeks in question. Condition reports were appropriately
prepared from the outcome of the critique involving items such as poor planning, basis of
preventive maintenance activities, changing work scope, and inadequate work
preparation. _

Conclusions

The NRC noted good quality and improved followup of deficiencies identified during work
control critiques.

/

Miscellaneous Maintenance Issues

Closed: EA 50-247/03013,; Deﬁciericies in the Technical Specification Surveillance Test
Program

This violation involved deficiencies in the surveillance test program that did not assure
that all testing specified in plant technical specification (TS) was incorporated into test
procedures. Examples included TS 4.4.D.2.b to measure service water in-leakage, no
surveillance to confirm isolation of steam generator blowdown isolation valves, and no
calibration of service water inlet temperature monitoring. The inspector verified that the
above items had been correctly translated into procedures. Further, the inspector
reviewed the issuance of Station Administrative Order (SAO) 470, “Surveillance Test
Program,” that provides guidance on maintenance of the surveillance program. -

Inspector review of this issue noted that Con Edison had committed to an updated
licensee event report (LER) 50-247/98-001-00 by October 31, 1998. The updated

LER had not been completed as of the inspection period. This was discussed with Con
Edison personnel who were in-progress to address the untimeliness of the updated LER.

Based upon the above corrective actions, actions to update LER 98-001-00, and on-
going inspector observations of adequate surveillance implementation this item is
considered closed.
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Closed: EA 50-247/01013; Inaccurate Information '

This violation was issued due to the failure of Con Edison to perform emergency light
battery tests. . Records were created that indicated that these lights were tested.

Con Edison'’s corrective actions for this violation included issuance of a Standards and
Expectations document, closer oversight of test activities, and a training session for all
technicians performing surveillance tests. The inspector reviewed the training records
for the technicians and the inspectors have observed supervisory oversight during

* surveillance tests recently and found these actions adequate. Based on this review, this

violation is cIo;ed.
Closed: EA 50-247/01023; Inaccurate Information

This violation was issued due to the failure of Con Edison to perform independent
verifications during PT-W1 “Emergency Diesel Generator.” Records were created that
indicated that these verifications were performed. The corrective actions for this violation
are included in the above violation. Based on the above review, this violation is closed.

Closed: EA 50-247/04014:; Less Than Adequate Corrective Actions

This violation involved lack of measures to assure. conditions adverse to quality identified

in work orders on the post accident containment ventilation system were promptly
corrected. The inspector reviewed and verified corrective actions associated with this
violation. The inspector verified that modifications on the flow meter and flow integrator
for the system had been installed and successfully tested, and confirmed through :
discussions with watch engineers that reviews of condition reports are evaluated for
system impact. Based upon the above actions, the inspector considered this item

closed. ,

lll. ENGINEERING
Engineering Support of Facilities and Equipment
External Event Risk Assessments and Plant Conditions

Inspection Scope (37551)

The inspection scope included verification of specific aspects on the dominant risk
sequences for seismic and internal flooding. The dominant sequences were identified in
Con Edison’s individual Plant Examination for External Events (IPEEE). '

Observations and Findings

A significant contributor to seismic core damage frequency was either failure of the
turbine building frame or postulated collapse of the unit 1 superheater stack onto the
control building or emergency diesel generator building. The inspector confirmed that
both the turbine building and the unit 1 superheater stack were within the scope of .
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10 CFR 50.65. Further, the inspector confirmed that the unit 1 stack inspection was

" meeting the expectations for inspection interval within the maintenance rule.

Another significant contributor to seismic core damage frequency was loss of component
cooling water (CCW) due to failure of the surge tank. The inspector visually inspected
the anchors for the CCW surge tank during the inspection period and did not identify any
abnormalities or significant degradation.

The most significant contribution to core damage frequency due to intenflal flooding was
a three inch service water line in the emergency switchgear room. The inspector

- confirmed that no other cooling lines greater than three inches existed. Con Edison’s

IPEEE performed a sensitivity case to improve detection of leakage in the switchgear
room. An improvement of approximately 26% in overall risk would be realized with a
local flood alarm in the room. The inspector queried the organization if this was an active
modification. Con Edison did not initiate engineering reviews for this risk improvement
item. No regulatory issues exist with the decision, however from a risk reduction it
appears reasonable to have evaluated this potential modification.

The next most significant contribution to internal flooding core damage frequency
involved flooding around the 6.9 KV switchgear. One mitigator for motor control center
(MCC)-24A (i.e. near the 6.9 KV switchgear) was the installation of a berm and roof to
preclude water spray from above or flooding that could impact safety-related loads such
as the emergency diesel generator fuel oil transfer pump. The inspector walkdown of the
berm and roof around MCC-24A noticed holes in the roof. Con Edison initiated condition
report (CR) 199904693 to repair this condition.

Inspector discussions with various Con Edison personnel noted that use of risk insights
into areas such as system engineering, training, and modification selections for the next
refueling outage were generally not considered. The inspector noted some risk insights
into operator training in that Con Edison risk assessment personnel are involved with
emergency operating procedure validations and observations of simulators. This
observation was discussed with Con Edison management during the inspection period.

Cbservations and Findings

Dominant risk sequences for seismic and internal flooding were appropriately included in
the scope of the Maintenance Rule. Detailed risk insights from external events were
limited because of a lack of rigor in system engineering awareness, training, and work
outage scope meetings.

System Engineer Walkdowns of Plant Systems

_ Inspection Scope (37551)

The inspector accompanied two system engineers on their quarterly system walkdown.
One engineer performed a walkdown of the waste gas system and the other engineer '
performed a walkdown of secondary sampling system. ‘
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Observations and Findings ‘ ‘

Procedure, SE-Q-12.110 “System Reviews” describes the expectations for system
walkdowns. The expectations of SE-Q-12.110 include a performance interval of

- quarterly, discrepancies placed in the corrective actions program, and the yearly

walkdown is to be performed with other plant organizations. Both walkdowns observed
satisfied the yearly walkdown goal.

Waste Gas System

On June 8, 1999 the inspector observed the system engineer walkdown of the Waste
Gas System. The participants of the walkdown included maintenance, operations, and
the system engineer. 1&C was scheduled to participate but did not. Several deficiencies
were noted during the walkdown. These deficiencies included an informal tag used to
identify a deficiency on the waste disposal panel, inconsistent operating times of the
waste gas compressor, and the debris including an oil sample and pipe fittings located in
the interior of the waste disposal panel. These items were discussed with the operations
representative but were not properly placed in the corrective actions system for

resolution.

Secondary Samgli'ng System Walkdown

On June 10, 1999 the inspector observed the walkdown of the secondary sampling
system. The participants of this walkdown included maintenance, 1&C and operations.
Chemistry was not present at the walkdown although they operate the system. The
walkdown noted a large number of deficiencies and safety issues including gauge
labeling problems, unauthorized operator aids, and improper gas cylinder restraints. The
deficiencies noted during this walkdown were properly documented in condition reports
19904615, 199904698, and 199904730.

Conclusion

The inspector observed two system walkdowns performed by different system
engineers. The walkdowns met the majority of the station expectations for these
walkdowns. Deficiencies identified during one walkdown were not properly entered into
the corrective action system. The inspector also observed that a key participant was
missing from each walkdown. .

System Readiness/Health Reviews

Inspection Scope (37551)

The inspectors attended several system readiness/health status presentations and
reviewed the written reports from these reviews. '
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Observations and Findings

A detailed system readiness/health status presentation is performed 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, preventive maintenance/in-service test status, and significant operating

experience review. ‘

The inspector observed the system health review of the Sodium
Hypochlorite System on June 11, 1999. This review included detailed
discussions on the current status of the system, modifications required to
this system in the near future, and the need for biofouling studies in the
future. This system health review was performed consistent with the
requirements of SE-304.

The inspector observed the system health review of the secondary sampling system on
June 15, 1999. This system health review was performed after the system engineer led

walkdown discussed in E.2.1. The review included detailed discussions of modifications

required to this system and questions were raised concerning the effect of an increase in
average coolant temperature one of the proposed modifications. This demonstrated
good foresight on the part of maintenance relating to this issue, although no formal follow
up was to be performed on this issue. This system health review was performed
consistent with the requirements of SE-304.

The inspector observed the system health review of the water treatment plant on

June 15, 1999. The review contained a detailed discussion of the upcoming modification
to combine the Unit 2 and Unit 3 water treatment plants. This system health review was
performed consistent with the requirements of SE-304.

Conclusions

The inspectors attended several system readiness/health status presentations and found
they were generally performed well.
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Miscellaneous Engineering Issues

Review of Corrective Action Program

Inspection Scope (40500)

The inspectors selected a number of condition reports from the Condition Reporting
System (CRS) to evaluate the condition assessment, appropriateness of corrective
actions, and status of the issues.

Observations and Findings

The selection of condition reports was made using the Search Description Report (SDR)
function of the CRS computer program. A key word search using Search Description
Report resulted in a list of over 30 condition reports. The inspectors printed the
Condition Detail Report (CDR) for nine of the items. The CDR for four of the selected
items showed a status other than that shown on the Search Description Report. This
was discussed with personnel from the Corrective Actions and Computer Applications
Groups. Preliminary review of the matter by the licensee determined that it appeared as
though the program was using the status of the first sub-assignment for the condition
report (CR) status. This will require further review by the programmers who developed
the system for final determination and evaluation.

Specifics of condition reports reviewed are: .

CR 199903003 This CR was initiated to document an error in the UFSAR
description of the function of the low lubricating oil pressure
switches for the emergency diesel generators. This shows on the
SDR as “new and unread.” The corrective action to update the
UFSAR is open, with a due date of December 31, 1999.

CR 199902856 This CR was initiated to request information on the function of

' “lockout” levers on the diesel fire pump starting solenoids. This
shows on the SDR as “closed and approved.” The levers were
determined to be manual override emergency start levers. Three
corrective actions to provide equipment tag numbers, to
manufacture equipment tags, and to provide for periodic testing for
the emergency start levers remain open on this item.

CR 199800652 This CR was initiated to document a post work test failure after
replacement of relays in alarm circuits. This item shows on the
SDR as “closed and approved.” Subsequent troubleshooting
identified a pre-existing wiring error on a lubricating oil
temperature switch, and missing fixed insert type jumpers on the
new replacement relay were contributors. This item had a
requested action to follow up on corrective action assignments

statused “new and unread.” .
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) CR 199806049 This CR was initiated to document a discrepancy between UFSAR ‘
. ‘ - Figure 7.2-15, verification drawing E243318, Revision 0, and

electrical drawings A225016, A225018, and 225026. This item! |
shows on the SDR as “closed and approved.” The UFSAR Figure
and the verification drawing do not show the flexitest switches
located between the safeguards system master actuation relays
and the slave relays. The corrective action to revise the UFSAR
Figure has not yet been completed.

CR 199806043 This CR was initiated to document a discrepancy between UFSAR
Figure 7.2-17, verification drawing E243320, Revision 0, and
electrical drawings A225016-10 and 225024-01. This item shows
on the SDR as “closed and approved.” Neither the UFSAR Figure
nor the verification drawing show the flexitest switches between
the master relay output and the slave relay coils. In addition, the
UFSAR Figure does not show the logic test switch located
between the logic matrix and the master relay coil. The corrective
action to revise verification drawing E243320, Revision 0, had not
yet been compieted.

CR 199803846 This CR was initiated to document a failure of surveillance test PT-
R138D, which occurred when the lockout relay was not actuated
by tripping of the diesel generator output breaker. This item
shows on the SDR as “closed and approved.” Corrective actions
. : to adjust the shunt trip assembly impact spring were completed
under work order NP-98-00682 on May 8, 1998.

CR 199803600 This CR was initiated to document an instance where after
completion of PT-R138A, the alarm switch bail had actuated, but
the alarm switch contacts did not make up. This item was shown
on the CDR as “closed and approved.” Troubleshooting of the
condition was conducted under work order NP-98-00420.
Troubleshooting was completed on April 28, 1998.

CR 199803591 This CR was initiated to document a failure of the 22 diesel
generator output breaker to reset after a test of its associated
lockout relay. This item was shown on the SDR as “closed and
approved.” Corrective action to adjust the impact spring was
performed under work order NP-98-00417 whlch was completed
on May 1, 1998.

CR 199701425 This CR was initiated to identify the lack of specifications for
tightening screws and nuts for making splices during replacement
of the safety injection actuation relays. This item shows on the
SDR as “closed and approved.” The drawing showing the splice
was revised and reissued on July 8, 1997. The work was

‘ 3 completed under work orders 96-84717 and 96-87628. These
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work orders implemented modification FIX-95-1 1057-E, which was
completed September 4, 1997. The revised drawing was added to
the class A- Electrical Workmanship Standard Manual (EI-6009)
by Addendum 2 to Revision 10, issued August 4, 1997. In
addition, the inspector conducted a visual walkdown of the field

installation.

Conclusions

The inspectors determined that the corrective actions planned and carried out for the
identified deficiencies were appropriate. For those corrective actions that were not yet
completed, the scheduled completion dates appeared reasonable. The inspectors also
determined that the computer tracking system program contained a program error that
produces regprts with incorrect status information. :

Closed: IFI 50-247/96-080-10: Inconsistencies in Final Safety Analysis Report
Containment Pressure Curves

This item involved disagreement between final safety analysis report containment
pressure and temperature response curves. The inspector confirmed that this issue was
documented in condition report 199700452 and was closed based upon revision 14 to
the Final Safety Analysis Report. The inspector confirmed that detailed descriptions
exist to describe the differences between the two response curves. This item is
considered closed.

IV. PLANT SUPPORT
Radiological Protection and Chemistry (RP&C) Controls

Contamination Control and Surveys and Monitoring

Inspection Scope (83726)

A review was performed of radioactive contamination controls and monitoring.
Information was gathered through plant tours, observations of contamination monitoring
practices, observations of instrument response checks, reviews of procedural guidance,
and discussions with cognizant personnel.

Observations and Findings

Tours of the facility showed that radiological boundaries were well delineated and clearly

posted; that radiologically controlied area (RCA) release points were routinely limited to

two locations including HP1 (major RCA access/egress point) and chemical systems

building (door number 7); that contamination monitoring equipment was present at the

major RCA egress points, the equipment was operational, and maintained in accordance

with procedural guidance; that trained health physics staff members were assigned to

monitor and control contamination at routine RCA release points; and a tool issue facility .
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had been established in order to minimize the movement of tools across the RCA
boundary.

Reviews of procedures indicated that adequate instructions and guidance were available
for surveys, monitoring and control of contamination.

Some poor contamination control practices had previously been observed by NRC with

regard to contaminated area boundary setup (Condition Report No. 199901038) and

during maintenance of valves in the 68' primary auxiliary building (PAB) pipe tunnel

(Condition Report No. 199904306). None of these incidents resulted in personnel

contaminations or in the spread of contamination. ' |

Reviews of records including a personnel contamination trending log and personnel
contamination investigation reports (PCIRs) showed that personnel contaminations were
routinely tracked, the causes of personnel contaminations were being investigated, and
that personal contaminations exceeding licensee established criteria were appropriately
evaluated and documented. The radiation protection manager stated that as of June 15,
1999, only six PCIRs had occurred which equated to 2 PCIRs per 10,000 entries into the
radiologically controlled area (RCA), which was below a goal to maintain the incident of
personnel contaminations below 5 per 10,000 entries into the RCA.

Reviews of records and observations of instrument performance tests (source checks) .
showed that the response of operating contamination monitoring equipment was ..
routinely tested in accordance with management approved procedures. However,

several opportunities for improvement were identified and included the foliowing:

Portable contamination monitors used to free release items from the
radiologically controlled area (RM-14 w/HP-210 probe) were performance tested

- using a pass/fail response criteria of +/- 33% of a known instrument response to
a check source rather than +/- 20% as recommended by ANS| Standard N323,
“Radiation Protection Instrument and Calibration”.

Procedural guidance for maintenance and use of non-licensed check sources did not
include a routine test to verify source activity. One non-licensed instrument check
source selected by a health physics technician to demonstrate the determination of
instrument counting efficiency, was observed to be visibly scratched and worn and when
counted did not produce the expected instrument response.

The radiation protection manager acknowledged the opportunities for improvement and
Condition Report No. 199904815 was initiated to investigate and implement potential
enhancements to existing procedural guidance.

Conclusion
Effective contamination controls and surveys and monitoring were implemented to

protect personnel and prevent the release of contamination from radiologically controlled
areas as evidenced by close health physics oversight of radiologically controlled area
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into and out-of the RCA, and low incidents of personne! contaminations. Some
opportunities for improvement were identified with regard to instrument performance
checks and control of check sources and actions had been taken to address poor
contamination control work practices that were previously identified by the NRC.

(RCA) egress points, use of an RCA tool issue facility to minimize the transport of tools '

Technical Services Center Roof Replacement

Inspection Scope (83726)

A review was performed of contamination controls impiemented for the replacement of
the Technical Services Center roof. Information was gathered through plant tours,
reviews of quality assurance surveillance report 98-SR-101 and associated condition

~ reports, and interviews with cognizant personnel.

Observation and Findings

Backgrouhd

The Technical Services Center (TSC) roof, located beneath the Unit 1 stack, was
replaced during the fall of 1998. The existing roof was reportedly made up of a rubber
bladder, nylon coating, and concrete stepping tiles. Over the years, dirt, pigeon wastes,
and fly-ash from a unit 1 fossil fueled steam super-heater had accumulated on and
between the concrete step tiles. Samples of the accumulated debris showed that the fly
ash contained small amounts of plant derived radioactivity which exceeded the lower
limit of detection for environmental sediment samples as specified in Technical
Specification 4.11.

The Radiological Engineering group reportedly performed an evaluation to ensure that
any generated wastes with detectable quantities of radioactive material were properly
disposed. A radiological engineer stated that due to extremely low radioactivity levels
present, the planned work presented a negligible radiological safety risk; therefore, the
radiological engineering evaluation was not formally documented.

The Radiological Engineering evaluation determined that loose debris (dirt, pigeon
waste, and fly ash) had to be packaged and disposed of as radioactive waste unless it
was volumetrically sampled and verified to be free of detectable licensed material. Solid
materials including the concrete step tiles and the rubber bladder could be free release
as long as significant amounts of loose debris were removed from the solids and
representative sampling with portable survey instruments showed that the materials were
free of contamination. :

Health physics controls included issuance of a radiation work permit; establishing a

radiological boundary to delineate locations where detectable quantities of radioactive

material were identified in loose debris; requirements for the performance of

representative surveys; requirements for personnel to monitor themselves with a

portable contamination monitor upon exit from the posted area; and requirements for ‘
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personnel to receive a whole-body frisk upon exit from the radiologically controlled area.
A health physics technician assigned to oversee removal of the roofing material stated
that radioactivity levels present in the loose debris were extremely low and could not be
detected with portable contamination survey instruments and that no protective clothlng
was required to protect personnel from radioactive contamination.

NRC Review of Radiological Findings in QA Surveillance 98-SR-101

Quality Assurance Surveillance 98-SR-101

Quality assurance surveillance 98-SR-101, dated 03/08/1998, documented inconsistent
work practices and potential deficiencies associated with the TSC roof replacement
project including use of inaccurate radiological postings, movement of equipment across
radiological boundaries without contamination monitoring, unauthorized moment of
radiological boundaries, failure to revise a safety evaluation once radioactivity was
'detected, and improper disposal of radioactive material.

Radiological Posting On TSC Roof were Inaccurate;

The TSC roof was roped-off and posted to delineate locations where detectable
quantities of radioactive material were identified in loose debris, primarily for the :
purposes of radioactive waste disposal; not for controlling the spread of loose .
contamination. The TSC roof was originally posted as a “loose surface contamination”
area and later as a “radioactive materials” area. These postings were inaccurate in that
radioactivity levels were below procedural guidelines for use of these postings and led to
confusion because the area was not controlled, nor intended to be controlled, as a loose
surface “contaminated area.” Upon questioning by the quality assurance organization,
the TSC roof postings were changed to “radiologically controlled area” (RCA). Although
use of inaccurate postings (i.e., “over posting” the area) caused confusion and prompted
the issuance of several quality assurance findings, it did not represent a violation of NRC
requirements.

Eguigment was moved across radiological boundaries without contamination monitoring;

A quality assurance inspector observed the movement of a whee! barrow across a
posted contaminated area on the TSC roof without proper contamination monitoring.
The Health Physics Manager stated that originally the TSC roof was incorrectly “over”
posted as a “loose contamination” area and this caused confusion because the radiation
work permit (980833) for the TSC roof replacement did not require contamination
monitoring for the movement of equipment outside of the controlled area boundary on
the roof. Small amounts of loose debris including dirt, pigeon wastes, and fly-ash that
may have adhered to concrete surfaces, shoes, and equipment did not contain
detectable quantities of radioactive material and, therefore, did not have to be controlled
as radioactive contamination or radioactive material. This quality assurance finding
would likely not have been issued if controlled areas on the TSC roof had been
accurately posted. No violations of NRC requirements were identified.

5 Yol
i 5P
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Radioloqical boundaries were moved without notifying Health Physics; '

A quality assurance inspector observed that the radiological boundary on the TSC roov
was moved several times without notification of health physics personnel. When notified
by quality assurance, representatives from the health physics organization reportedly
met with representatives from the construction group who performed the roof
replacement to communicate that health physics approval must be obtained prior to the
movement of any radiological barrier. The construction group reported that several times
boundaries were moved to get equipment into and out-of the area and several times
stanchions holding the radiological barrier rope had fallen and were picked up by
construction personnel. No personnel exposures or known spread of detectable
contamination resulted from movement of radiological boundaries on the TSC roof. No

violations of NRC requirements were identified.

Safety evaluation 98-300-MM was not revised after the radioactive material was
positively identified in several roof debris samples.

Upon notification by quality assurance personnel, condition report 199809578 was
initiated to address this concem. No violations of NRC requirements were identified.

RadioactiVe material was improperly disposed of

QA Surveillance Report 98-SR-101 reported that potentially contaminated fly ash was
observed being shoveled into a wheel barrow and then dumped into a dumpster for free
release without proper monitoring by health physics. However, during an interview, the
quality assurance inspector that documented the finding stated that the characterization
of his observations in Surveillance 98-SR-101 was not accurate. He stated that he had
made two separate observations that could have resulted in or increased the likelihood
that radioactive material was improperly disposed of. He stated that he observed one
event in which the contents of a wheel barrow was dumped directly into a dumpster for
free release, and another event in which concrete blocks and loose debris from a
controlled area were shoveled into a wheel barrow. He clarified that he had not directly
observed loose material being disposed of in a dumpster for free release. Interviews
with health physics personnel indicated that some wheel barrows did contain some loose
debris but that solid materials were separated from loose materials immediately prior to
disposal, and'it was unlikely that loose debris containing detectable radioactivity was
improperly disposed of. Consequently, there was no direct evidence that radioactive
material was improperly disposed of. No violations of NRC requirements were identified.

Some of the observations of apparent inconsistencies and deficiencies documented in
Quality Assurance Surveillance 98-SR-101 could have been avoided if the controlled
area on the TSC roof had originally been posted as a radiologically controlled area
(RCA) rather than as a “contaminated area,” and if controls for loose radioactive material
less than the limits for a contaminated area had been clearly described and documented.
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Conclusion

Overall radiological controls implemented for the Fall 1998 Technlcal Services Center:
(TSC) roof replacement were adequate to protect personnel and'ensure proper disposal
of radioactive materials. However, overly conservative radiological postings and a lack
of clarity in radiation work permit controls resulted in issuance of several unnecessary

quality assurance findings.

Unit 1 Activities

Background

. The Unit 1 spent fuel pool system consisted of seven interconnected pools: water

storage pool, west fuel pool, east fuel pool, failed fuel pool, cask dlsassembly pool, cask
loading pool, and fuel transfer pool. With the exception of the fuel transfer pool which
included a stainless steel liner, these pools were constructed of reinforced concrete and
sealed with four coats of epoxy material. Over time, small amounts of water leakage
developed, most likely through narrow cracks in the epoxy liner and concrete. Low
levels of radioactivity have been identified in the north curtain drain and the suspected
source is one or more of the fuel pools.

Inspection Scope (83750)

A review was performed of the status of the Unit 1 fuel handling floor pool cleanup
project. Information was gathered through tours of the station and interviews with
cognizant personnel.

Observations and Findings

A review of records showed that potential pool leakage continued to be monitored and
trended by sampling water from the north curtain drain (NCD). Water from the NCD was
treated by mechanical and charcoal filtration, sampled to verify acceptability for release,
and then discharged through a monitored effluent release pathway.

A water storage pool (WSP) clean-up project was in-progress. Water from the WSP had
been decanted to the east pool and the three small pools (failed fuel pool, cask
disassembly pool, and cask loading pool). The sludge in the water storage pool was
being removed and processed through a dryer which produced a granular-type solid.
Polychlorinated biphenyis (PCBs) had been detected in the WSP water and was being
treated by charcoal filtration.

The project manager for the fuel pool clean-up project stated that once the water storage
pool was fully desludged, all pools except the west fuel pool would be fully drained. At
that point, Con Edison would be better able to evaluate potential leakage from the west
fuel pool and determine what additional actions were necessary.
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Conclusion

Con Edison continued efforts to cleanup Unit 1 fuel pools, to monitor potential leakage
from the pools to the north curtain drain, and to monitor, control and process, as
necessary, north curtain drain water in accordance with requirements for effluent

releases.
Posting Notice to Workers

Inspection Scope (71_750)

The inspector performed a review of the posting of NRC Form 3, “Notice to Employees.”

‘Observations and Findings

The inspector reviewed the administrative document which required the posting of NRC
Form 3 “Notice to Employees” to be located in the Indian Point 2 Command Post,
Toddville training center, Van Ness Shops, and 4 Irving Place. The inspector verified the
posting in the command post and noted that the Toddville training center did not contain
the posting on June 28, 1999. Con Edison generated Condition Report 199905206 on
July 1, 1999. This failure to have sufficient postings constitutes a violation of minor
significance and is not subject to formal enforcement action. '

Conclusion ' .

The inspector reviewed some of the required locations of NRC Form 3, “Notice to
Employees.” The inspector noted that one of the required locations reviewed did not
contain the required posting. This failure to have sufficient postings constitutes a
violation of minor significance and is not subject to formal enforcement action.

Quality Assurance in RP&C Activities

Corrective Action Systems

Inspection Scope (83726)

A review was performed of the effectiveness of corrective action systems for resolving

radiological control deficiencies. Information was gathered by selected reviews of
condition reports and interviews with cognizant personnel.

Observations and Findings

A selected review of contamination control issues placed into the corrective action
program showed that some minor contamination control deficiencies related mainly to
poor work practices had occurred, that these issues had been placed into the corrective
action system, and appropriate actions had been taken to resolve the issues.
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Conclusions

The health physics organization was effectively using the condition reporting system as
evidenced by the initiation, evaluation, and resolution of contamination control

deficiencies placed into the system. .

Conduct of Security and Safeguards Activities

Inspection Scope (71750)

The inspectors performed tours of vital areas to 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. '

Observations and Findings

The inspectors performed routine tours of the vital and protected area to 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. Generally, the inspectors determined that the conduct of security activities
was effective in implementing the security plan. However, during a routine site tour on -
July 18, 1999 the inspector observed a truck with keys in the ignition unattended. This is
not permitted by the security plan. The inspector informed the security force and this
situation was promptly corrected. Condition Report 199905554 was generated to
document this deficiency. A similar deficiency was also identified by the NRC as
documented in report 50-247/99-03. This failure to follow the security plan constitutes a
violation of minor significance and is not subject to formal enforcement action.

Conclusions

Con Edison's security and safeguards activities were determined to be conducted in a
manner that protected public health and safety. However the inspector observed a truck
with keys in it inside the protected area which is prohibited by the security plan. This
deficiency was promptly corrected and placed in the Con Edison corrective action
program.

Exit Meeting Summary

The resident inspector presented the inspection results to members of Con Edison
management at an exit meeting held on July 26, 1999. The inspector 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.
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INSPECTION PROCEDURES USED

37551 Onsite Engineering
61726 Surveillance Observation
62707 Maintenance Observation
71707 Plant Operations
71750 Plant Support
90712 In-Office Review of Written Reports of Nonroutine Events at Power Reactor
Facilities
92902 Maintenance Followup
92903 Engineering Followup
92901 Operations Followup :
83726 Control of Contamination, Surveys, and Monitoring
83750 Occupational Radiation Exposure
ITEMS OPENED and CLOSED
Opened

VIO 50-247/99-006-01 Less than adequate procedural implementation for Temporary

Facility Changes (TFCs) :
NCV 50-247/98-006-02 Repetitive failure to correct untimely LERs .

Closed

NCV 50-247/99-006-02 Repetitive failure to correct untimely LERs , :
LER 50-247/99-011-00 Overload of MCC Breaker Causes Loss of Rod Position Indication

: and Turbine Runback v
LER 50-247/99-005-00 Failure to Declare Automatic Containment Isolation Valve
inoperable
EA 50-247/03013 Deficiencies in the Technical Specification Surveillance Test
_ Program
EA 50-247/01013 Inaccurate Information
EA 50-247/01023 Inaccurate Information
EA 50-247/04014 Less Than Adequate Corrective Actions
EA 50-247/02013 ' Ineffective Corrective Actions for 480 Volt Switchgear Breakers
Ijil 50-247/96-080-10 Inconsistencies in Final Safety Analysis Report Containment

Pressure Curves
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ALARA
ANSI
AOI
ccw
coL
CR
CTS
FIN
FSS
GT
INPO
IPEEE
IRPI
IVSW
JW
LER
MCC
NCD
NCV
NFSC
OAD
PAB
PCB
PCIR
PDR
POP
QA
RCA
RP&C
RWP
SAO
SOP
sov
SNSC
TFC
TPC
TS
TSC
WCPPS
WSP

2
LIST OF ACRONYMS USED

as low as is reasonably achievable
American National Standards Institute
abnormal operating instruction '
component cooling water

check off list

condition report

communication to staff

fix-it-now '

field support supervisor

gas turbine

Institute for Nuclear Power Operations
Individual Plant Examination for External Events
individual rod position indication
isolation valve seal water

jacket water

licensee event report

motor control center

north curtain drain

non-cited violation

nuclear facilities safety committee
operations administrative directive
primary auxiliary building
polychlorinated biphenyls

personnel contamination incident report
Public document room

plant operating procedure

quality assurance :
radiologically controlled area .
radiological protection and chemistry
radiation work permit

station administrative order

system operating procedure

solenoid operating valve

station nuclear safety committee
temporary facility change

temporary procedure change
technical specification

Technical Services Center

weld channel and penetration pressurization system
water storage pool




