U.S. NUCLEAR REGULATORY COMMISSION

‘ . "REGION 1
Report No: 50-286/94-26
Licensee: New York Power Authority
Facility: Indian Point 3 Nuclear Power Plant
Location: Buchanan, New York
Dates: October 12 to November 14, and November 21, 1994
Inspectors: W. Cook, Acting Senior Resident Inspector
R. Urban, Acting Senior Resident Inspector
T. Frye, Resident Inspector
R. Rasmussen, Resident Inspector
G. Hunegs, Resident Inspector - IP2
J. Trapp, Team Leader, DRS 4
J. Harold, Reactor Engineer, NRR

Approved by: W M/é—— /2/3 /77 |
Peter Eselgroth, C

hiet Date '
Reactor Projects Section 1B ‘

Areas Inspected: This inspection report discusses resident inspector safety
inspections of plant activities in the following areas: plant operations;
maintenance; engineering; plant support; and safety assessment and quality
verification. .

~ Results: Inspection results are summarized in the attached executive summary.

9412280034 941220
EDR ADOCK_05008586




EXECUTIVE SUMMARY -

Indian Point 3 Nuclear Power Plant

NRC Inspecfioh Report'No. 50-286/94-26 |

Plant Operations: NYPA cbntinued the performénce improvement outage
throughout the reporting period. The reactor remained in the cold shutdown

condition. The electrical distribution system window completed as scheduled on
October 14, 1994. Work on various float systems continued throughout the
period. The emergency diesel generator (EDG) window started on November 1,
1994 and continued throughout the period.

The NRC identified a technical specification violation resulting from the
failure to maintain the required 2.00 square inch reactor coolant system vent
opening during power operated relief valve testing. (VIO 94-26-01)

Performance of a bi-annual test of the CO, fire system resulted in an

inoperable EDG. NYPA identified a number of immediate corrective actions and .

PORC is evaluating the need for additional actions.

Maintenance;: Following fusible 1ink restoration performed as a result of CO,
fire system testing, the NRC identified several mechanisms that were over
tightened, broken and physically deformed. NYPA’s initial evaluation failed
to address the workmanship concerns in their evaluation of CO, fire system
deficiencies. After further discussions with plant management, NYPA is
evaluating the issue. L

Engineering: CO, fire system testing found a design deficiency resulting from
a recent modification of the CO, fire system power supply. The deficiency
resulted in the power supply fuses being rated at 20 amperes when 60 amperes
were desired. Additionally, the modification acceptance test failed to
discover the deficiency because it did not load test the circuit. In addition
to NYPA's immediate corrective actions, a number of reviews will be done prior
- to restart to provide a basis for implementation of further corrective action
if warranted. This item will remain unresolved pending a review by the NRC.
(URT 94-26-02) ‘ -

NYPA’s initial review of the service water duct bank was narrow. NYPA
concluded that there were no other safety related duct banks from original
construction. Subsequently, NYPA found an original construction duct bank for
the auxiliary feed pump power supplies that they were reviewing at the close
of the inspection period. - :

Plant Support: The NRC observed portions of a post accident sampling system
drill performed by the licensee. The inspector concluded that NYPA adequately

addressed previous deficiencies in this area.

Safety Assessment/Quality Verification: The NRC assessed the process utilized
by NYPA to address restart issues and the quality of the restart packages.
The inspectors concluded that the process is producing closure packages that

ii



are of good quality. No significant problems have been encountered, to date,
with the NRC closure of these issues.

The following NRC Restart Action Plan (RAP) items were reviewed and closed:

1) Startup Control and Mode Change Deficiencies (RAP 2.I1V.02), 2) NRC
Commitments (RAP 2.IV.01), 3) Minimum Temperature for Criticality (RAP
2.11.27), 4) Reasonable Assurance of Safety and Justification for Continued
Operation Processes (RAP 2.111.09), 5) Core Exit Thermocouple Requirements
(RAP 2.11.24), 6) Valve Handwheels (RAP 2.1I1.10), 7) Orifice Plate Orientation
Deficiencies (RAP 2.11.06), and 8) Post Accident Sampling System Deficiencies
(RAP 2.11.25). One unresolved item was issued concerning a review of NRC
commitments after restart. (URI 94-26-03)
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1.0 SUMMARY OF PLANT ACTIVITIES

1.1 Plant Activities

NYPA continued the performance improvement outage throughout the reporting
period. The reactor remained in the cold shutdown condition. The electrical
distribution system window completed as scheduled on October 14, 1994. Work
on various float systems continued throughout the period. The emergency
diesel generator window started on November 1, 1994 and continued throughout

the period.
1.2 NRC Activities

From October 12 to October 14, 1994, NRC specialist inspectors observed a NYPA
emergency preparedness exercise. (NRC Inspection Report 50-286/94-22).

From November 7 to November 10, 1994, an inspection of the procurement
process was conducted by a DRS specialist inspector. (NRC Inspection Report
50-286/94-23).

Throughout the period, NRC inspection of NYPA restart issues was conducted by
numerous Region I and Headquarters personnel. The results of these
inspections are contained in this report.

2.0 PLANT OPERATIONS (71707, 93702)
2.1 Routine Operations Reviews

Using the probabilistic risk assessment inébection guidance and applicable
drawings and checkoff 1lists, the inspectors independently verified safety
‘system operability by performing control panel and field walkdowns on the

following systems: :

Low Pressure Injection System
Service Water System

Component Cooling Water System
Emergency Diesel Generators

A1l systems were pfopér]y aligned for the existing plant conditions.

The inspectors routinely observed plant operations including operator shift
turnovers, shift briefings, operator logs, system tagouts, alarm response,
control manipulations and system operation. The inspectors verified that the
plant was being maintained safely and in accordance with procedural and

regulatory requirements. :

The inspectors also observed the radiological controls in place throughout the
plant and considered them effective in meeting the objectives of the
radiological controls program. The inspectors observed site and vital area
access controls. The security department effectively implemented the security

plan during the activities observed.
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2.2 Failure to Maintain a Reactor Coolant SyStem Vent Path

On October 18, 1994, while touring the containment building, the inspector
observed stroke testing of the power operated relief valves (PORVs). During
this observation, the inspector noted the different sizing of the blocking
devices installed in both PORVs and questioned their adequacy and controls.
The shift supervisor initiated a deficiency event report to investigate the
concern. Subsequent investigation by NYPA determined that the blocking device
for PORV RC-PCV-456 provided a 1.71 square inch vent opening, and the blocking
device for RC-PCV-455C provided slightly more vent path, but less than the
2.00 square inch vent opening required by technical specifications.

On August 30, 1994, a reactor operator and a maintenance mechanic blocked open
the PORVs, RC-PCV-455C and RC-PCV-456, to support maintenance on the PORV
nitrogen supply. The blocking was performed in accordance with an operating
order. To accomplish this task, the maintenance mechanic measured the PORVs
and fabricated metal discs that were inserted in the valve yolk area to keep

" the valves open. Prior to blocking, the valves were maintained fully open by

nitrogen pressure on the valve actuators.

Blocking devices are routinely used to block open air operated valves during
maintenance that are required as vent or drain paths. The PORVs are unique in
that the vent opening is a technical specification requirement. The PORVs are
sized such that one valve is capable of providing the 2.00 square inch opening
if the valve is fully open. The operating order required the valve to be
blocked open, but did not stress the importance of blocking the valves fully
open or give any guidance as to how to manufacture the blocks. The mechanic
measured the valves and designed the blocks a bit undersized to allow for ease
of installation. Because the blocks were custom made, they were a different
size for each valve. '

Prior to installing the blocking devices, the shift supervisor and reactor

- operator questioned the different size of the blocks but were reassured that

the blocks were measured and custom fit for the application. After
installation, operators noted dual indication on the control room 1ights for
PORV RC-PCV-456, which usually indicates that the valve is not fully open.
RC-PCV-455C indicated fully open even though it was slightly closed. The
operators accepted the dual indication because the valve was blocked and the
combination of both PORVs exceeded the technical specification requirement.

On October 18 and 22, 1994, procedure ENG-558, revision 1, (PORV Stroke Test
for Nitrogen Storage Determination) was performed. The procedure listed the
technical specification requirement of a 2.00 square inch vent opening in the
precautions and limitations. The procedure also sequenced the test such that
only one PORV was cycled at a time. Since neither PORV did not meet the
technical specification vent opening, technical specification requirements
were not met when its redundant PORV was closed. , : ~

As immediate corrective actions, NYPA correctly sized a set of blocking
devices and fully blocked open PORV RC-PCV-456 and 455C. Additionally, an
operations shift order was issued describing the specifics of this event and
policies to be followed for meeting this technical specification requirement
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until the issue is fully resolved. NYPA is still evaluating the root causes
of this event and the long term corrective actions. '

NYPA submitted LER #94-11 to address this issue. In this LER NYPA determined
that the actual minimum opening required to protect tha RCS system was 1.40
square inches. Although the margin was reduced, the RCS was protected during
this event. The LER will be updated by December 15, 1994, to include NYPA’s
root cause evaluation and long term corrective actions.

The inspector reviewed NYPA’s response to this event and concluded that once
identified, NYPA was thorough in their investigation of the problem and
immediate corrective actions were adequate. However, this event indicated
inadequate control of activities affecting safety related equipment.
Specifically, temporary blocks were installed in both PORVs without proper
work instruction and engineering evaluation to assure that the components were
operable. Additionally, correction actions in response to dual indicator
lights in the control room for PORV RC-PCV-456 was not timely nor adequate in
that the condition was not assessed and corrected before a technical
specification was violated.

Technical specification 3.1.A.8.b(1) requires in part, that the RCS must be
depressurized and vented with a 2.00 square inch opening if RCS temperature is
less than 332°F and the overpressure protection system is not operable.
Contrary to the above, on October 18 and 22, 1994, for a total of 8 hours and
15 minutes, NYPA failed to maintain a 2.00 square inch opening in the RCS
system. This is a violation of NRC requirements. (VIO 94-26-01)

3.0 MAINTENANCE (62703/61726)
3.1 Routine Maintenance Review

The inspectors’ review of maintenance activities_inc]dded the following:

93-02749-14 Repack 31 ABFP

93-04093-00 FCU Damper "C" Repairs

93-06337-00 . FCU Damper "A" Repairs

94-04078-00 SI-869B Valve Repair
94-01617-13/14 Repair Aux Feed Flow Control Valves
93-09677-16 Supply Temporary Power to 33 SWP
93-09677-43 Megger 33 SWP ’ :
90-22487-13 - Troubleshoot SW Heat Trace
94-01347-04 D/P Test AC-MOV-769

During the observation of maintenance activities and review of records, the
inspectors verified that required administrative controls and tagouts were
obtained, procedures were adequate, certified parts and materials were used,
test equipment was calibrated, radiological requirements were implemented and
quality control hold points were established as required.




3.2 Routine Surveillance Review

The inspectors’ review of surveillance activities iné]uded the following:

3PT-M20A ABFP Functional Test

ENG-557B Dynamic MOV Testing

3PT-R99 Testing of the Appendix R EDG
MOV-012-ELC MOV D/P Testing -
3PT-Q58 Backup SW Pump Testing

The inspectors reviewed these surveillance tests and verified that they were
performed in accordance with approved procedures, technical specifications and
vendor recommendations. During the observation of surveillance activities and
the review of test records, the inspectors reviewed surveillance performance,
required administrative controls, adequacy of test procedures, calibration of
test equipment, utilization of required radiological controls, detail of the
test review process, and documentation of deficiencies and corrective action
implementation. ‘ -

4.0 ENGINEERING (37551) ‘
4.1 Carbon Dioxide System Test Failure and Relatéd Deficienciés

Background

On October 2, 1994, NYPA conducted testing of the carbon dioxide (CO,) fire
system per procedure 3PT-R82. The procedure required full activation of the
€0, system logic, which included isolating the fire dampers and a partial
discharge of C0,. During the test, the power supply fuses blew and NYPA
secured the test and declared the CO, fire system inoperable. NYPA evaluated
the test and related issues and identified the following:

. Engineering deficiencies relating to CO, fire system power supply,
modification and retest.

. €0, fire system wiring deficiencies involving the abort switches.

. Performance of 3PT-R82 rendering emergency diesel generators inoperable

due to a loss of room ventilation.

. Maintenance deficiencies indicéting a lack of attention to detail by
maintenance personnel.

These issues are de5cribed in detail in the following paragraphs.
4.1.1 €O, System Modification Design Deficiencies

Minor modification package (MMP) 94-3-035 DCPWR was issued May 24, 1994 to
modify the power supply to the CO, system. The modification was initiated to
correct voltage spikes that were causing spurious activations of the.CO,
system. The MMP changed the power supply for the CO, system from a rectifier
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to direct DC power. Because the DC busses are safety related category I
equipment and the CO, system is.non-safety related category M equipment,
isolation fuses were provided per IEEE Stdi 384-1992. '

The MMP evaluated the loads on the circuit and calculated normal loads at

6.8 amperes and maximum loads at 10 amperes. Based on this calculation, the
DC bus circuit breakers were sized at 30 amperes and the isolation fuses were
sized at 20 amperes. The rectifier replaced by the modification was rated for

60 amperes.

During the test conducted October 2, 1994, the 20 amp isolation fuses blew
approximately five minutes after initial CO, system activation. NYPA
evaluated the design deficiency and determined that the engineer did not
jdentify all of the additional loads on the system during system activation,
such as warning lights and horns. Therefore, NYPA confirmed that the fuses
installed by the MMP were under rated as well as the 30 ampere circuit
breakers. This error resulted primarily from the quality of the drawings used
to evaluate the modification. The CO, system schematics are primarily for the
components within the system control box and did not detail the specifics of
external accessories such as lights and horns. Installation drawings did
contain the information, but they were not laid out in a user friendly
fashion. The design engineer was a contractor and had not had any previous
exposure to the system. Additionally, the retest for the design modification
package did not load test the newly installed circuit. The retest for the MMP
* simply included a verification of voltage and polarity and a functional check
of the circuit breakers. .

Technical specifications required NYPA to submit a special report due to the
CO, system being out of service for greater than fourteen days. In this
report NYPA outlined numerous corrective actions for this event. Specific to
the modification and testing probiem, NYPA committed to review other
modifications performed on electrical devices and to review a sample of post
modification tests to determine the scope of this problem. These reviews will
be done prior to startup. NYPA will take additional corrective action if

warranted.

‘ NRC Review

The inspector reviewed NYPA’s evaluation of this problem and considered the
proposed corrective actions adequate. However, this area will remain
unresolved pending completion of NYPA’s reviews and corrective actions, and

subsequent NRC review. (URI 94-26-02)

The inspector noted that another example of a weak post modification retest,
" involving the isolation valve seal water system, is described in section 4.2

of this report. \ .
4.1.2 €O, Fire System Wiring Deficiencies

As a result of the testing performed on October 2, 1994, NYPA identified a
number of wiring deficiencies related to the original installation of the

system.
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The abort switches, which are located in various locations throughout the CO,
protected areas, had wire insulation deficiencies that presented a personnel
hazard, and in one case, resulted in a small fire. NYPA is correcting these

deficiencies.

Another deficiency identified by NYPA involved the configuration of the abort
switches in the circuits for the 15 foot and 33 foot levels of the control
building. Each of these areas has three abort switches that should be wired
in parallel such that any one switch is capable of aborting the activation.
Contrary to this the switches were in series and would have required all three
switches to be operated to abort an activation. NYPA is rewiring the switches
to the proper configuration.

The third deficiency identified by NYPA involves the operation of the abort
switches. The effect of the abort switch on the circuit was believed to
simply interrupt the control circuit while the switch was operated and that
the control circuit would resume when the switch was restored. Contrary to
this, the abort signal stops the control circuit and the system must be reset
and the system reactivated for further actuation. This is considered a
problem because the actual system operation is different than the operation
described in the operating procedures and training. NYPA is evaluating the
system to determine the desired corrective actions needed before startup. The
inspector had no further questions in this area.

4.1.3 Inoperable Emergency Diesel Generator

One function of the CO, system is to close ventilation dampers to contain the
€O, and isolate the air supply to a fire. The emergency diesel generator
(EDG) cell fire dampers are required to be open during EDG operation to allow
outside air to circulate throughout the cell to provide cooling of the
electrical components in the cell. - '

Each EDG cell contains two 100% capacity inlet ducts. Each duct contains two
rows of dampers that must close to isolate the airflow. Each row of dampers
is held open by two fusible links that melt upon activation of the CO, system.
Both fusible links must melt to close each set of dampers. After system
activation, the fusible links must be replaced to restore the dampers to the
open position. ’ : -

During testing on October 2, 1994, the 31 EDG dampers shut as designed;
however, NYPA did not declare the EDG inoperable at this time. Approximately
nine hours later, an oncoming shift supervisor questioned EDG operability and
subsequently declared the EDG inoperable. A work request was processed, and
instrumentation and control (I&C) technicians replaced the spent fusible links
and returned the dampers to the open position. The EDG was declared operable

on October 3, 1994 at 5:25 p.m.

Operations personnel failed to recognize that the performance of the CO,
system test caused the EDGs to become inoperable. On October 2, 1994, the CO,
system test was started without any plans or provisions for dealing with EDG
inoperability caused by the test. No technical specifications were violated.
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NYPA reviewed prior tests and determined they had similar problems on eight
previous occasions. The safety consequences of these past test problems were
minor in that all testing was conduced during outages with the plant in cold
shutdown. Additionally, the EDGs were available after the Co, tests because
the dampers were wedged fully open and the exhaust fans were returned to an

operable condition.

As a corrective action for this event NYPA is revising their surveillance
procedure writers guide to emphasize that equipment that is made inoperable
during the course of the test be identified in the precautions of the
procedure. Additionally, the CO, test will be revised, operations will
discuss lessons learned and a PORC subcommittee is evaluating the need for
further corrective actions.

NRC Review

The inspector reviewed NYPA’s immediate corrective actions and considered them
adequate. The inspectors will review NYPA’s evaluation of the event when it
is completed. The inspector noted that operations personnel continue to
display weaknesses in identifying ventilation system deficiencies that |
challenge EDG operability. Inspection report 50-286/94-18 identified |
inoperable EDG cooling fans that were not identified by plant operators. .

4.1.4 Haintenance_neficiencies

Following the damper restoration performed on October 3, 1994, the inspector
noted several workmanship issues on the 31 EDG cell fire inlet dampers. Two
of the four mechanisms holding open the upper louvers for the 31 EDG cell were
broken. The mechanisms were over tightened; broken and physically deformed as
a result of fusible 1ink replacement. Since each row of louvers has two such
mechanisms holding them open, the louvers were still in the open position.

A discrepancy report was issued and the dampers were evaluated and considered
operable. While investigating the condition, NYPA found a third damaged
mechanism in the lower louvers that are located below the floor decking.

The inspector discussed these findings with maintenance management shortly
after discovery. During follow-up inspections of NYPA’s corrective actions
for the CO, event, the inspector noted that the cause of these broken
mechanisms had not yet been addressed. After further discussions with plant
management, NYPA is evaluating this issue. The inspectors will continue to
monitor NYPAs performance in this area. '

4.2 Post-Modification Retest; Iso1a£10n Valve Seal Water System

The inspector recently questioned the completeness of a retest during

the review of a minor modification package. Minor modification package
(MMP)-93-03-442CVCS, extended the isolation valve seal water (IVSW) system to
four reactor coolant pump (RCP) seal water lines. The MMP was being performed
as an interim solution to a design deficiency described in licensee event

report (LER) 93-047.
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The reason for the LER was that the four RCP seal water isolation valves were
installed reversed. The FSAR describes the valve orientation with the normal
system flow coming from the stem side of the valve and flowing out the plug
side. This is specified so that the plug will be the first barrier if the
valve is required for containment isolation. To compensate for the improper
configuration, NYPA added IVSW to the packing areas of the four valves. The
IVSW system injects clean water midway in the valve packing area at a pressure
greater than the maximum containment pressure to seal the packing from the
environment. '

The MMP, which was PORC approved on July 15, 1994, described the modification,
including the required system test requirements. The retest section specified
weld inspections, a hydrostatic test and a functional test per surveillance
test 3PT-R025. The inspector reviewed the surveillance test to determine the
nature of the operational test. '

The referenced portion of the surveillance test was essentially an operational
pressure test. The inspector questioned its adequacy because it did not
verify the function of the system, a water supply to the valve packing. The
system could have reversed check valves or internal restrictions that would
not be identified by the proposed test. - FSAR section 6.5.5 states that the
capacity of the system to deliver water was verified during plant pre-
operational testing. The inspector was concerned that the system was being
extended and this function was not verified for the new portion of the system.

The inspector discussed these concerns with NYPA engineering. NYPA
engineering agrees that the system had not been functionally tested and is
evaluating if a revised retest should be developed. NYPA has committed to
perform this evaluation as part of the reviews being performed as corrective
actions for the CO, system design and retest deficiencies described in section

4.1.1 of this report. A
- 4.3 Non—Regenerative Heat Exchanger Wall Safety Evaluation

In May near the end of the 1992 refueling outage, the end bell of the non-
regenerative heat exchanger (NRHX) was removed to replace a leaking gasket.

In order to replace the gasket, the entire tube bundle had to be removed. A
portion of the NRHX wall had to be demolished in order to remove the tube
bundle. The work request written to accomplish this repair deleted the
instructions to rebuild the wall, and stated that closing the opening would be
accomplished by a future work request. However, following completion of the
refueling outage, the plant operated from September 1992 until February 1993
with a hole in the wall. In February 1993, a Request for Engineering Services
(RES) was submitted to install a door in lieu of replacing the wall to support
future similar maintenance. In March 1993, a Significant Occurrence Report
(SOR) was written to determine if the hole in the wall had been properly

evaluated.

In response to the RES, the responsible engineer wrote a Design Equivalent
Modification (DEM) in July 1993, which did not require a formal Nuclear Safety
Evaluation (NSE), to install a pair of steel doors that would allow addition
of lead shielding as needed. NYPA also concluded that a radiological probiem
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did not exist as a result of the opening in the wall during plant operations.
However, in response to the SOR, it was later determined that a DEM was not
appropriate and a full modification was necessary, which required a formal
NSE. NYPA concluded that the opening in the NRHX wall was left without a
required formal NSE. :

NYPA’s corrective actions consisted of installing the steel doors and lead
blankets, performing the NSE, and updating several plant drawings. The
inspector examined the installed modification, and reviewed the NSE and plant
drawings. The procedural non-compliance aspect of this issue is covered by a
separate NRC Restart Issue (2.IV.4) and will be generically reviewed as part
of that issue. The inspector found NYPA’s actions satisfactory and this issue
is closed. '

4.4 (Update) Service Water Pump Cable Duct Bank (URI-94-21-03)

Background

In May 1994, while attempting to pull a replacement power cable for the

33 service water pump (SWP), an obstruction was encountered in a spare PVC
conduit in the SWP cable duct bank. Visual inspection of the conduit in the
duct bank revealed that the obstruction was due to the conduit having sheared
and shifted about 1 1/2 inches. The areas surrounding the location of the
obstruction in the duct bank were excavated to determine the cause of the
conduit shear. This excavation revealed that a 1 foot by 2 foot by 2 foot
void existed in the concrete duct bank at the location of the conduit shear.
Further, the excavation revealed that the duct bank had cracked, which allowed
water to enter this void space in the concrete. Subsequent freezing and
thawing of this water in the duct bank caused the damage to the PVC conduit.
NYPA engineering concluded that the voiding of the concrete was caused during
initial construction by the close spacing of the conduit and reinforcing bars
(rebar) that restricted the flow of concrete.

Details

NYPA has progressed with their plans to pull all cabling, except for the SWP
motor cables, from the duct bank. A temporary modification was installed to
provide power to the necessary equipment serviced by the duct bank. NYPA has
fully excavated the affected area and replaced the conduit sections.

Further inspections reveled another large void in the center oftthe duct bank
approximately 6 feet from the original void. However, no damage to the
conduit resulted from this void and NYPA was able to fill the void with grout.

At the close of the inspection period, NYPA had re-poured the concrete in the
void area. NYPA is still working to construct a reinforced concrete shell

over a portion of the duct bank to compensate for a lack of longitudinal rebar -
that was identified during excavation.

On November 3, 1994, NYPA engineering met with the NRC to discuss the status
of the duct bank repairs and NYPA’s evaluation. NYPA conducted a review and
‘ determined that this problem existed only for the SWP duct bank’ because it was
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the only safety related duct bank built during original construction. The NRC
asked about the power supply to the AFW pump room. NYPA stated they would
re-evaluate the possibility of other duct bank problems.

As a result of the re-evaluation, NYPA discovered that there was an AFW
safety-related duct bank that was built during original construction. NYPA is
currently in the process of assessing if any repairs are needed for this duct
bank. :

NRC Review

The inspectors considered NYPAs efforts in investigating and resolving the
original problem to the SWP duct bank satisfactory. However the NRC expressed
concern that NYPA’s initial extent of condition review was narrow in focus.
This item will be Teft unresolved pending completion of NYPA corrective
actions and further NRC evaluation. (URI 94-21-03)

§.0 PLANT SUPPORT (71707, 82701)
5.1 (Closed) PASS Deficiencies (URI 93-16-10)

The post accident sampling system (PASS) is designed to determine the extent
of core degradation following a severe reactor accident. Criteria for an
acceptable sampling and analysis system are specified in NUREG-0737, Item
11.B.3. In part, the system should have the capability to obtain and
quantitatively analyze reactor coolant and containment atmosphere samples
without excessive radiation exposure to any individual during and following an
accident in which there is core degradation. Samples to be analyzed and
quantified include certain radionuclides that are indicators of severity of
core damage. In summary, the purpose of the PASS radiological and chemical
analysis is to estimate the degree of core damage, verify shutdown margin
(boron), and assess coolant corrosion potential.

As described in NRC inspection report 50-286/93-16, the inspector noted that,
during observation of a drill, the analysis for pH was not performed. The
licensee evaluated commitments to the NRC for PASS, and identified additional
PASS commitment discrepancies. The deficiencies related to the unresolved
item are summarized as: ‘

. The PASS can not sample liquids and analyze for pH within three hours as
required by Regulatory Guide (RG) 1.97, Instrumentation for Light-Water-
Cooled Nuclear Power Plants to Assess Plant and Environs Conditions
During and Following an Accident.”

. The PASS dbés not include in-line monitoring for conductivity, chloride
and hydrogen in the reactor coolant as stated in the NRC Supplemental
Safety Evaluation Report (SSER) of PASS.

J The Final Safety Analysis Report (FSAR), section 9.4.2.1, does not
clearly state that an undiluted sample must be used in the analysis

for pH. -
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On November 3, 1994, the NRC observed portions of a PASS drill performed by
the licensee. The inspector reviewed the drill scenario and observed portions
of drill team briefings, setup of the PASS and sample analysis equipment,
sample collection and analysis, and the drill critique.

The NRC noted that the sampling and analysis for the PASS were completed
within the three-hour time 1imit with one exception, which is described below.
The critique input provided by the drill observers was directed toward
assuring that appropriate corrective actions were established for the
identified weaknesses.

A pH sample was not obtained due to a damaged electrical connection. A1l
other sampling requirements were completed satisfactorily. To obtain the pH.
sample, an extra sample cask was modified to hold a pH electrode. The
procedure required that the modified sample cask be inserted in the PASS
system after the primary sample cask is removed, then initiate flow and obtain
a pH reading. Because of the damaged electrical connection, the pH meter
could not be connected to the probe, and therefore, the analysis was not
complete. The electrical connection was subsequently repaired and the
licensee was evaluating methods to ensure that the connection would not be
damaged in the future. The inspector concluded that the licensee demonstrated
the capability to draw the required samples within 3 hours by completing all
steps using the modified sample cask to obtain a pH reading.

The NRC’s SSER dated July 1, 1985, stated that the PASS provides in-line
monitoring for conductivity, chloride, dissolved oxygen and hydrogen in the
reactor coolant, and hydrogen in the containment atmosphere. However, the as-
built PASS is a grab sampling system that includes in-line monitoring
capability only for dissolved oxygen. The licensee has submitted a letter to
the NRC dated October 31, 1994, "Post Accident Sampling System Discrepancies”,
which, among other issues, addressed the issues associated with the SSER.

This letter is under evaluation by the NRC.

The NRC reviewed FSAR section 9.4.2.1 and noted that it was updated to state

" that pH must be performed on a second, undiluted sample.

Based on observation of the drill, the inspector considers this item resolved
for startup. The inspector noted, however, that the licensee’s letter is
still under review. : . :

6.0 SAFETY ASSESSMENT/QUALITY VERIFICATION (40500)
6.1 NRC Restart Action Plan (RAP) Items (93901, 93902, 93903)

6.1.1 (Closed) NRC RAP Item 2.IV.2: Startup Control and Mode Changé
Deficiencies

This restart issue involved the failure (VIO 92-28-07) of the Indian Point 3
staff to implement PFM-49, "Startup Prerequisite List," for the startup from
refueling outage 8/9. It also involved insufficient documentation to support
the proper closure of refueling outage work requests, maintenance-related
retests and periodic surveillance testing at the time the reactor was taken
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critical (URI 92-28-09). As an aside to,thi&,ﬁSsue; the NRC inspector found
that PFM-49 had not received its required‘biennial review (VIO 92-28-08).

Indian Point 3 staff evaluation of this issue identified that the cause for
the failure to implement PFM-49 and ensure the necessary startup prerequisites
were satisfied was ineffective change management involving miscommunication
and a lack of understanding of specific responsibilities regarding plant. mode
changes. In particular, the recent implementation of the computer based
Reliable Online Maintenance Environment (ROME) system was inappropriately used
in lieu of PFM-49. To address the root cause of ineffective change management
(i.e., poor management oversight), NYPA has defined broad Restart and
Continuous Improvement Plan (RCIP) action plans to improve in this area. The
adequacy and effectiveness of these RCIP action plans will be addressed via
other NRC inspection and assessment processes. The specific PFM-49 revisions
and other startup prerequisite administrative control improvement initiatives
were examined by the inspector.

The inspector reviewed revision 1 of PFM-49, dated March 4, 1993. As stated
in section 1 of PFM-49, the purpose of the procedure is to provide a mechanism
to status scheduled periodic surveillance tests to be performed prior to or
during startup from an extended outage. The tests are divided into five major
startup milestones including testing to be completed prior to: exceeding cold
shutdown; exceeding 350 degrees F, reactor trip breaker closure; reactor
criticality; and, synchronizing the generator to the grid. Inspector review
of this procedure verified that the biennial review had been appropriately
completed and that the procedure was satisfactorily revised. The inspector
also discussed the current status of the technical specification (TS)
surveillance testing program with the responsible station manager and reviewed
a current computer printout of the "Al11 Test List" which identifies all
surveillance tests and their current status. The inspector noted that TS
surveillance testing program adequacy will be addressed by a separate restart
issue (Item 2.III.3). ‘

NYPA also developed a new administrative procedure (AP)-9.4, "Startup
Management," to provide direct and detailed guidance to plant management to
ensure the appropriate resolution of all unit startup and mode change
prerequisites. The inspector reviewed revision 4 to AP-9.4 and found the
procedure to be satisfactory.. The inspector also discussed the general status
of all work activities as captured in the ROME system with the responsible
‘Work Control Center manager. The inspector was satisfied, via examination of
sample ROME system sorts (outstanding cold shutdown PIDs and pre-350 degree F
mode change items) that the ROME system was capable of providing a detailed
status of work activities, to date, impacting system operability and the
various reactor mode changes. : ‘

Based upon the above review, violation VIO 92-28-07 and unresolved item URI
92-28-09 are closed. Violation 92-28-08 remains open pending a broader review
of the plant procedures biennial review process. However, since PFM-49 is
current, the inspector considers RAP Item 2.1V.2 closed.
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6.1.2 (Closed) NRC RAP Item 2.IV.1: NRC Commitments

This restart item involved weaknesses in NRC commitment tracking and
implementation for a variety of plant technical issues. The lack of
commitment followup was first addressed in unresolved item URI 91-17-02
involving a quality assurance instruction revision. A subsequent inspection
(reference Notice of Deviation 92-901-02) identified another example where the
NYPA staff failed to satisfy an NRC commitment made in response to Generic
Letter 88-17, "Loss of Decay Heat Removal." During the Special Inspection
Team (reference inspection report 50-286/93-80, section 2.1.3), a review of
the commitment tracking system identified additional examples of missed
commitments (i.e, backup reactor shutdown system testing, surveillance test
program corrective action, and fire protection/Appendix R commitments) that
led the team to conclude that the commitment tracking system warranted
improvement.

In response to this issue, the NYPA staff conducted a root cause evaluation
~and concluded that the principle cause of the deficiencies in this area was a
lack of a comprehensive nuclear generation commitment tracking system with
interfaces to the work control and scheduling processes. Secondary to this
cause was the broader issue of a lack of management support (i.e., lack of a
company-mandated, comprehensive, and proceduralized method of tracking
commitments and their implementation). This broad management issue was not
addressed during this review, but will be reviewed via other NRC inspection
activities. The inspector reviewed the short-term and long-term corrective
actions for resolution of this programmatic issue.

In the short term, the Indian Point 3 staff instituted the guidance of a
management directive (IP-GMS-93-027, dated March 23, 1993) to ensure positive
jdentification and tracking of newly established commitments. By June 1994,
the Action Commitment Tracking System (ACTS) was implemented at the Indian
Point 3 facility with an electronic interface with the corporate office. ACTS
had previously been successfully implemented at the James A. FitzPatrick
facility. With the implementation of ACTS, the NYPA staff has revised
associated Nuclear Licensing Department procedures and guidelines, and Nuclear
Administrative Procedures (NUAPs). In the long-term, NYPA plans to implement
an integrated nuclear generation commitment tracking and implementation
program. NYPA envisions this tracking system as a comprehensive program that
captures all commitments to external agencies, externally and internally
generated action items, and to provide a mechanism for assigning and accepting
responsibility for actions. This tracking system will also be linked to work
control and scheduling processes. This long-term action is captured by
Restart and Continuous Improvement Program (RCIP) Action Plan C-3.1.1.4,
"Commitment Management.” -

The inspector found the above stated short-term and Tong-term corrective
actions acceptable. However, the inspector determined that the NYPA staff did -
not complete a 100 percent audit of all NRC commitments to confirm that all
commitments were appropriately satisfied. Rather, the NYPA staff conducted a -
selective sampling, 729 of approximately 6600 commitments (~11%). Based upon
the few commitments that were not satisfied in this sampling (15 non-
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compliances) and their low safety significanée; NYPA concluded that the non-
compliance rate was acceptable. :

The sample set selected by the NYPA staff consisted of commitments associated
with systems that were of high risk significance according to the plant IPE
and other safety significant systems associated with post-accident
instrumentation, low temperature overpressure protection system (LTOPS), and
TMI Action Plan Items. The commitments from this sample set identified to be
in non-compliance were reviewed by the inspector and found, in general, to be
of minor safety consequence. Although the inspector agreed with the NYPA
staff that the non-compliance rate was acceptable, the inspector qualified
this acceptance rate and 11 percent sampling review to plant restart, only.
Because of the percentage of non-compliances identified, the inspector
concluded that additional verification of commitments was warranted post-
restart. This area will remain unresolved. (URI 94-26-03)

6.1.3 (Closed) NRC RAP Item 2.II.27: Minimum Temperature for Criticality

On March 18, 1994, the Commonwealth Edison Company notified the NRC in
accordance with 10 CFR Part 21, that the Technical Specification required
minimum reactor coolant system (RCS) temperature for criticality was less than
that assumed in the Final Safety Analysis Report (FSAR) accident analysis. In
the Part 21 notification, Commonwealth Edison Company stated that
administrative controls had been instituted to ensure that the reactor would
not achieve criticality below an appropriate RCS temperature and a license
amendment would be submitted to revise the Technical Specification requirement
for the minimum criticality temperature. The NRC Resident Inspectors noted
that a similar discrepancy existed between the Indian Point Unit 3 Technical
Specification required minimum temperature for criticality and the FSAR
accident analysis. The NRC findings regarding this discrepancy were
documented in NRC Inspection Report 93-16. (URI 93-16-09) '

In response to the Part 21 notification, NYPA conducted an evaluation of

the minimum temperature for criticality requirements. The Indian Point 3
Technical Specifications did not prohibit criticality at RCS temperatures
below 450 degrees fahrenheit (°F). Westinghouse Electric Corporation provided
NYPA a letter stating that 540 °F was the minimum temperature for criticality
supportable by the current licensing basis safety analysis. Upon review of
historical data, NYPA determined that on several occasions between 1976 and
1987, the reactor had been brought critical at an RCS temperature below

540 °F. On December 1, 1993, NYPA issued Licensee Event Report (LER) 93-046,
"Low Temperature for Criticality Placing the Plant Outside Design Basis Due to
Personnel Error," to document this finding. The LER corrective action stated
that operations procedures would be revised to prohibit criticality with RCS
temperature below 540 °F, a Technical Specification amendment request would be
submitted to the NRC to change the minimum temperature for criticality
requirement to 540 °F, and the Westinghouse Reload Safety Analysis Checklist
would be revised to incorporate the minimum temperature for criticality as one

of its standard parameters.

~ The inspector determined that the correctfve actions stated in the LER were
appropriate to resolve this jssue. The inspector reviewed the changes made to




15 .

the Plant Operating Procedures and concluded-that the revisions clearly
specified 540 °F as the minimum temperature for criticality. Technical
Specification Amendment 149, issued on July 25, 1994, revised the minimum
temperature for criticality to 540 °F. The licensee has completed actions to
ensure that the minimum temperature for criticality would be added to the next
Reload Safety Analysis Checklist. The inspector independently verified that
all the corrective actions stated in the LER were completed. -

RAP item 2.11.27 is closed. The closure of this item also closes URI 93-16-09
and LER 93-46. ' v :

6.1.4 (Closed) NRC RAP Item 2.III.9: Enhance the RAS and JCO Processes

The NRC Resident Inspectors noted a weakness in the quality of documentation
for the Reasonable Assurance of Safety (RAS) and Justification for Continued
Operation (JCO) processes. The plant procedures provided only limited
guidance for initiating a RAS and no specific guidance for initiating a JCO.
Guidance provided for implementing the RAS and JCO processes was not
thoroughly detailed in plant administrative procedures.

NYPA assembled a Quality Improvement Team (QIT) to address this issue. The
QIT conducted interviews with the current process users, reviewed applicable
industry guidance, and compiled RAS/JCO procedures from other utilities to
develop process improvements. The existing process was flow charted and
compared with the guidance provided in NRC Generic Letter 91-18, "Resolution
of Degraded and Nonconforming Conditions on Operability." Based on this
review, the QIT concluded that addition administrative guidance was necessary.
A new administrative procedure AP-25.5 "Generation of JCOs and RASs," was
developed by the QIT to provide detailed administrative guidance for the RAS
and JCO processes. ‘ :

Administrative Procedure AP-25.5 was reviewed to verify that it provided
- detailed guidance for implementing the RAS/JCO processes. This procedure
provided detailed guidance for initiating a RAS/JCO. The procedure also
provided guidance for preparing a RAS/JCO, developing an action plan to
resolve the deficiency, and tracking the resolution of the action items.
The procedure guidance was consistent with that provided in NRC Generic Letter
91-18. The inspector reviewed two RAS evaluations: (1) 94-3-046 MULT,
Evaluation of B31.1 Code NDE Requirement Discrepancies, 1967 Edition vs 1977
and all later Editions, and (2) 94-3-190 CCW, Component Cooling Water System
Operation Following AC 819B Lifts, that were documented using the new
administrative procedure. The RASs reviewed were documented in accordance
with the administrative procedure. Action items required to resolve the
deficiencies were clearly delineated. The inspector concluded that the detail
of guidance provided in AP-25.5 was adequate.

RAP item 2.1I1.9 is closed. _ ‘
6.1.5 (Closed) NRC RAP Item 2.11.24: Core Exit Thermocouple Requiréments

The NYPA System Manager’s report, dated October 27, 1992, identified that 31
of the 65 core exit thermocouples (CETs) were not operable. The Resident
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Inspectors noted that FSAR statements regarding the function of the CETs to
identify rod assembly misalignment may not be possible with the large number
of malfunctioning CETs. The inspection report noted that all but one of the
20 qualified CETs were operable. Therefore, the Technical Specifications (TS)
and NRC Regulatory Guide 1.97 operability requirements for CETs were
satisfied. The NRC findings regarding this discrepancy were documented in NRC
Inspection Report 93-04 (NRC URI 93-04-01).

The licensee completed work to repair a number of the inoperable CETs.
Fifteen of the 31 CETs reported in the October 27, 1992 System Manager’s
report were repaired. A total of 16 CETs were damaged beyond repair and
remain inoperable. The licensee also applied an epoxy to the male connector
of the CETs to prevent the male connector from twisting freely and shorting
the wires. A final post-maintenance test for the repaired CETs will be
conducted during plant heat-up. The licensee evaluated repairing the
remaining inoperable CETs and concluded that the marginal benefit of
recovering these CETs was not consistent with cost and ALARA goals.

‘The currently operable CETs meet the operability requirements of the TS and
NRC Regulatory Guide (RG) 1.97. The repaired CETs will assist in meeting the
intent of the FSAR statement on detecting misaligned rod assemblies. As
stated in the FSAR the CETs are used in conjunction with the incore moveable
detectors to detect assembly misalignment. The inspector concluded that the
operable CETs in conjunction with the incore moveable detector system were
adequate to identify a misaligned rod assembly. i

The inspector noted that the guidance provided to the operators describing the
CET TS and RG 1.97 operability requirements were not detailed. The system
engineer stated that only the 20 qualified CETs were used when determining TS
operability. Discussions between the inspector and licensed plant operators
indicated some inconsistency in the operators’ understanding of the CETs
operability requirements. The system engineer stated that a TS interpretation
would be written to clearly define the operability requirements for the CETs.
The inspector concluded that this action was appropriate.

RAP item 2.1I1.24 is closed, which also closes URI 93-04-01.
6.1.6 (Closed) NRC RAP Item 2.II.10: Valve Handwheels

In July 1993, the NRC identified several valves in the plant that had
handwheel deficiencies that could potentially affect their operability. This
issue was documented in Inspection Report 50-286/93-08 (URI 93-08-01). NYPA
evaluated the issue and concluded that the root or contributing cause was
attributed to station work practices and resource management. The NRC was
concerned with NYPA’s ability to manipulate all of the manual valves that were
required to be operated under the station’s emergency operating (EOP) and off-

normal operating (ONOP) procedures.

Nuclear Plant Operators (NPOs), using applicable Operations’ Check-Off Lists
as a guide, performed field walkdowns for all valves in the plant. NPOs
inspected each valve for (1) valve handwheel in place, (2) stem nut in place,
(3) gland nut, stud, and follower in place, and (4) overall valve/handwheel
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appearance. A total of 282 deficiencies were jdentified. This comprehensive
list of 282 valves was reviewed by the Central Planning group and entered into
the Reliable On-Line Maintenance Environment (ROME), the work control and
planning system, for plant personnel to assess and track the status of all
handwheel deficiencies. Of the 282 handwheel deficiencies identified, the
manual valves on three back-up service water pump Zurn Strainer blowdown lines
were identified as potential concerns regarding implementation of the ONOPs,
and the 31 auxiliary boiler feedpump feed regulator valve to the 32 steam
generator was identified as a concern regarding implementation of the EOPs.

It was previously concluded in Inspection Report 93-08 that a backlog of valve
maintenance work and excessive valve torquing by operators attributed most to
the valve handwheel deficiencies. To address the valve torquing concern,
NYPA’s operations training now includes retraining on the use of handwheel
wrenches; previously this training was only offered during the operator’s
initial training when hired. The maintenance backlog concern affected more
than just valve handwheels. To address the overall concern with the backlog,
NYPA has in part, (1) developed a system engineering group to focus on
material requirements of individual systems in the plant, (2) developed a new
scheduling system that is able to provide an adequate inventory of spare
par%s, and (3) formulated central planning to improve the rate of work in the
field. ' :

Inspectors chose at random two EOPs (E-0 and E-3) and one ONOP (ONOP-FP-1A),
which required the operator to perform manual handwheel operation, to verify
NYPA’s ability to perform the prescribed valve operations if required. In
addition, a general plant walkdown was performed to assess the overall
condition of handwheels in the plant. Overall material condition of the.
valves was good. Of the 282 deficiencies originally identified only four
remain open and they are scheduled to be completed before restart. To
evaluate the ROME system, current Plant Identified Deficiencies (PIDs) were
tracked through the planning process to determine: (1) if the deficiencies
were entered into the system, (2) if completion dates were scheduled, and
(3) if the scheduled completion dates were being met: Overall the ROME system
was found to be adequate in addressing the repair of handwheel deficiencies.

Based on the above corrective actions and the implementation of the ROME
. _tracking system, it appears that NYPA has adequately addressed the valve
handwheel deficiency problem and has put in place measures to prevent
recurrence. URI 93-08-01 and RAP Item 2.II.10 are closed.

6.1.7 (Closed) NRC RAP Item 2.II.6: Orifice Plate Orientation Deficiencies

NRC Inspection Report 50-286/94-21 reviewed and closed associated unresolved
item URI 92-15-04 that addressed three reversed orifice plates found in the
high head safety injection system. The remaining portion of this restart

jssue to be addressed was a NYPA extent of condition review and development of
corrective actions to prevent recurrence.

NYPA found a total of 116 QA Catégory I and M orifices in the plant, 46 of
which fell out of the review cycle because they were of a different orifice
style. The remaining 70 orifices were inspected; 6 were found backwards and
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17 had other installation deficiencies. A1l of the deficient orifices were
reviewed for system impact and possible operation outside of the plant’s
licensing basis. Only 3 of these orifices, installed in the weld channel and
containment penetration pressurization system (WCCPPS), were reportable and
were discussed in LERs 93-43 and 93-43/01. ' These LERs will be reviewed as

. part of the WCCPPS RAP item.

The licensee determined the root causes of the orifice discrepancies to be due
to untimely reviews of NRC Information Notices, inadequate procedures, and
insufficient training. The first root cause will be addressed as part of RAP
Item 2.IV.07. To address the second root cause, the licensee developed
maintenance procedure FAS-001-GEN, "Assembly/Disassembly of Mechanical ,
Joints." NYPA also revised all affected engineering documents. To address
the last root cause, training was provided to all maintenance supervisors and
mechanics. Additionally, training will be provided to new employees when they
receive fundamentals training.

The inspector found the root causes and their associated corrective actions to
be appropriate. The inspector also noted that all non-Category I and M
orifice plates will be walked-down and evaluated after restart. RAP Item

_2.II.6 is closed.

6.1.8 (Closed) NRC RAP Item 2.11.25: PASS Deficiencies
Section 5.1 of this report closed this item.
6.2 Restart Issue Closure Infofmation(?ackages'

To date, the NRC has reviewed twelve restart issues for closure. To support
NRC review of these restart issues, the NYPA staff has prepared closure
information packages for each individual issue. The information packages
typically provide a detailed summary of the restart issue that includes a
problem statement, root cause evaluation, and corrective actions. In
addition, the packages contain a complete, or near complete, set of reference
and back-up information. These packages are prepared by the regulatory issue
manager and the issue resolution is overseen by the RCIP action plan manager.
Once completed by the responsible regulatory issue manager the package
receives an administrative screening by the RCIP Project Manager Team to
ensure standard formatting and overall completeness of the information
package. After this screening process, the restart issue receives a Restart
Management Team (RMT) review. The RMT includes the chairman -Indian Point 3
Resident Manager, and seven members - Indian Point 3 General Managers of
Operations, Support Services, and Maintenance, and Nuclear Generation Vice
Presidents of Nuclear Engineering, Regulatory Affairs and Special Projects,
Operations, and Nuclear Business Unit. If found satisfactory, the issue
closure package is approved by the Resident Manager for transmittal to the NRC

staff.

The NRC inspectors responsible for restart issue review and verification have
found the packages to be of good quality. Problem identification, root cause
evaluations and corrective actions were found to be concisely stated and

appropriately packaged for ease of inspector review. The reference and back-
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up information provided with the packages have significantly reduced
documentation search time. Subsequent field verification of corrective
actions by the inspectors have been facilitated by the responsible regulatory
issue managers and conducted with relative ease. No significant problems have
been encountered, to date, with the NRC closure of these issues.

The inspector noted that a selected sampling of regulatory issues and RCIP
action plan steps received a review by the site Quality Assurance (QA) staff.
The RCIP action plan steps and regulatory issues selected, to date, were at
various stages of completion. The QA staff reviews were conducted on a weekly
basis and the results forwarded to the corporate QA Director and to the RCIP -
Project Management Team via internal memorandum for followup.

The inspector reviewed eight QA staff weekly reviews and found them to be
thorough and well written. Besides providing a satisfactory or unsatisfactory
status rating for the regulatory issue or RCIP action plan step reviewed, the
QA staff provided recommendations for addressing the shortcomings identified.
Discussions with the responsible QA department staff determined that the
weekly memorandum summarizing their reviews were stand-alone documents. Only
if a new or different procedural or programmatic deficiency were identified,
other than the issue being addressed, would a Deficiency/Event Report be
issued to track the problem/deficiency to final. resolution.

The inspector determined that QA staff findings, upon receipt by the RCIP
Project Management Team (PMT), have been individually numbered and entered
into a running log. During PMT final review of the specific RCIP action plan,
the QA staff findings will be reviewed and the associated corrective action
verified. This process will be documented via a Validation and Verification
Check Sheet and via an action plan item Performance and Effective Analysis.
The inspector notes that under the current RCIP implementation guidelines, the
resolution of the QA staff findings will be by the responsible action plan
manager and RMT. No specific QA staff follow-up and verification of the
- adequacy of the QA finding resolution was currently planned. This resolution
methodology was discussed with the IP3 QA manager who acknowledged the
apparent lack of QA followup. After further evaluation by the QA manager and
the corporate QA Director, they concluded that followup of these QA findings
and recommendations would be conducted. _

The inspector concluded that QA staff oversight of the RCIP action plans was
appropriate. The inspector also determined that these QA staff RCIP action
plan and regulatory issue reviews were not a specific restart action plan
item, but were implemented in support of the broader RCIP action plan
(R-2.3.1.1) designed to strengthen the QA oversight functions at IP3.
Examination by the NRC of this broader restart issue will be conducted via a
separate NRC inspection activity. The inspector had no further observations

or concerns.
7.0 - MANAGEMENT MEETINGS (71707)

“At periodic intervals during the inspection, meetings were held with senior
facility management to discuss the inspection scope and findings. The issues
in this inspection were discussed with site management throughout this
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inspection and an exit meeting was held on November 21, 1994 to discuss the
findings and conclusions of this report period. During the discussion, the
licensee did not identify any 10 CFR 2.790 material and did not take exception

to any of the findings of this inspection.




