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U.S. Nuclear Regulatory Commission
ATTN: Document Control Desk
Washington, D.C. 20555

SUBJECT: Indian Point 3 Nuclear Power Plant
Docket No. 50-286. :
License No. DPR-64
‘Reply to Notice of Violation 50-286/97-06

Dear Sir:

This letter provi‘des,'in Attachment |, the New York Power Authority's response to the

‘Notice of Violation contained in NRC Integrated Inspection Report 50-286/97-06. The

authority agrees with the violations (VIO 97006-01, VIO 97006-03, and VIO 97-006-05).

The commitments made by the Authority with this letter aré contained in Attachment Ii.
If you have any questions, please contact Mr. Ken Peters at (914) 736-8029.

obert 4. Barrett
Site E4ecutive Officer
indian Point 3 Nuclear Power Plant : \

cc: See next page
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Reply to Notice of Violation 50-286/97-06

During an NRC inspection completed on August 11, 1997, violations of NRC requirements
were identified. These violations and the Authority's response are as follows: -

A Violation (VIO 97006-01)

“10 CFR 50, Appendix B, Criterion XVI, Corrective Action, requires in part that
measures shall be. established to assure that conditions adverse to quality are promptly
identified and corrected. Further, in the case of significant conditions adverse to
quality, the measures shall assure the cause of the condition is determined and

~ corrective action to preclude repetition. -

1. - On April 9, 1997, a significant condition adverse to quality was identified in that
foreign material controls were not implemented as required by the licensee's
administrative procedure AP-27.2, '‘Housekeeping and Cleanliness of Fluid
Systems,' for the 31 instrument air compressor.

Contrary to the above, corrective actions taken to preclude repetition were
ineffective as evidenced by the failure to establish the required foreign material
exclusion zones for the reactor vessel head lift on August 4, 1997, and for an
unattended open flange for pressurizer safety valve RC-PCV-468 on

August 6, 1997. : :

2. On February 18, 1997, a significant condition adverse to quality was identified
in that the weld channel zone 4 nitrogen isolation valve, PS-PCV-1110-27, was
found out of position due to its susceptibility to being inadvertently and
unknowingly bumped out of position. This improper position of the valve '
degraded the weld channel containment penetration pressurization system.

Contrary to the above, corrective actions to preclude recurrence were
ineffective in that valve PS-PCV-1110-27 was inadvertently mispositioned while
it was being controlled by a protective tag on July 27, 1997.

This is severity Level IV violation (Supplement ).

Response to Violation VIO 97006-01

The New York Power Authority- agrees with this violation.

1. During reactor vessel head lift, foreign material exclusion (FME) controls were not in
accordance with plant procedure RP-1, which required the refueling cavity area to. be
designated a cleanliness zone Il per administrative procedure” AP-27.2. :
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During a head lift for a cleanliness inspection, peelable paint from cavity
decontamination was left on the cavity floor and was a possible foreign material
concern. Control of personnel and equipment into the area relied on posting it as a
high radiation area. In another example, pressurizer safety valve RC-PCV-468 was
removed and the pressurizer flange connection for the valve was covered with plastic
mesh screen. The valve enclosure area contained debris with the potential to fit
through the mesh screen and FME control was not being implemented per procedure
AP-27.2. These events are similar to a previous event where FME controls were not
maintained for the 31 instrument air compressor. Corrective actions for the previous
FME control issue were ineffective as evidenced by the repetitive occurrence of similar
deficiencies. - :

2. Nitrogen supply pressure regulator PS-PCV-1110-27 for zone 4 of the Weld Channel
and Containment Penetration Pressurization System (WCCPPS) was inadvertently
mispositioned while being controlled by a protective tag. This event is a.repeat of
previous events that have occurred with inadvertent mispositioning of this regulator and
a corresponding regulator for WCCPPS zone 3.

‘ ReAason for Violation VIO 97006-01

1. The cause of not complying with the requireméhis of the FME procedure controls
during reactor vessel head lift was personnel error due to written communication that
was not adequate and poor work practices. '

The work supervisor and workers failed to follow the requirements of RP-2, "Reactor
Disassembly and Reassembly,” and maintain FME controls in accordance with
procedure AP-27.2 during the second head lift. Procedure RP-2 requires that material
and cleanliness control for the containment Refueling Cavity shall be in effect at all
times while the Reactor Vessel Head (RVH) is removed in accordance with procedure
AP-27.2. RP-2 Section 1.9 requires that while the RVH is removed, the Refueling
Cavity Area is designated cleanliness zone Ii as per procedure AP-27.2. Procedure
AP-27.2 states that a Zone Il FME work area shall be established and maintained to
control cleanliness during system intrusive work activities on certain components,
including the Reactor Vessel. However, refueling procedure RP-2, Section 3.4,
requires a cleanliness inspection of the head/vessel flange sealing surface after the -
stud hole plugs are cleaned. This inspection requires lifting the RVH approximately
two feet and performing a visual inspection, and if necessary, a wipe down of the
flange to remove debris. Personnel performing the inspection did not believe that the .
requirements of AP-27.2 applied because the inspection was not system intrusive work
nor did the RVH lift for flange inspection constitute the RVH being removed. The work
was being performed to ensure cleanliness of the reactor vessel flange. The refueling
procedure requiring the RVH lift for inspection does not identify the FME cleanliness
controls required during the vessel flange inspection.




&

Docket No. 50-286
IPN-97-133
Attachment |

Page 3 of 9

Reply to Notice of Violation 50-286/97-06

The cause of not complying with the reduirements of FME procedure controls during
pressurizer safety valve work was personnel error due to poor work practices.

The maintenance supervisor and maintenance mechanic did not follow the
requirements of procedure VLV-012-GEN for use of a rigid FME cover for the inlet
piping flange to RC-PCV-468. A mesh cover was used because operations required
the piping to be vented. AP-4 requires a Term Procedure Change (TPC) when the
requirements of a procedure will not be followed. A contributing cause was written .
communication. Procedures used to control the RCS vent path do not reference FME
concerns, and station FME procedures do not reference vent path concemns. A
maintenance supervisor and workers failed to follow procedures SYS-011-GEN and
AP-27.2 for a clean work area when they left tools and debris unsecured inside the
pressurizer enclosure area. Contributing causes were inadequate procedures, and
inadequate change related training. The procedures used to control the RCS vent path
do not reference FME concerns. FME procedures do not reference vent path
concerns. FME controls listed in procedure SYS-011-GEN require tool controls in the
pressurizer enclosure area but do not list specific controls for other materials. Recent
FME procedure changes were not fully enforced and training was not rigorous enough. -
Contributing factors were an inadequate root cause analysis on the previous event and
incomplete implementation of FME program controls.

The cause of not maintaining proper equipment configuration during protective tagging
control of the weld channel nitrogen valves was ineffective corrective actlon for the
previous events.

The weld channel nitrogen isolation valves (4) are located in a narrow passageway, at
approximately hip height, and require only a 1/8 turn of the valve handle to change
position. This design and location makes the valve susceptible to inadvertent bumps
that can cause a change in valve position. Previous corrective actions to ensure the
valves remained in the required position during plant operation included installation of
locking devices, barrier tape at both ends of the passageway to restrict access to the
valves, and revision to procedure COL-CB-2 to require the valves to be locked open
when they are to be operable. There was no requirement to lock them when they are
closed because open is their "normal” position. A permanent corrective action was to
replace the valves with valves of a different design that were not susceptible to -
inadvertent valve operation by bumping. This corrective action was scheduled for
refueling outage 9, but the replacement was deferred to refueling outage 10 when it
was determined that there was an approved modification to remove the valves and
change their associated piping in refueling outage 10. Management decided that the
valve replacement would be more appropriate during the modification to replace the
piping, therefore the corrective action was re-scheduled. After the plant was shutdown
for refueling outage 9, nitrogen to the weld channel system is no longer needed and
the valves were placed in the closed position.
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During the outage the barrier tape was removed from the passageway and the valves
were not locked closed. The probable cause of the valve being out of position was
attributed to an inadvertent bump by an outage worker.

Corrective Actions Taken VIO 97006-01

1.

FME Controls

A closeout cleanliness inspection was performed during the second RVH head
lift. A Deviation Event Report (DER 97-1988) recorded the issue with FME
control during the RVH lift and a response report issued September 16, 1997.

A system closeout cleanliness inspection was completed prior to installation of

pressurizer safety valve RC-PCV-468.

A long term improvement plan (IMD-APL-97-0005) for the FME Program was
developed and approved for rmplementatlon

Individuals involved with these events were counseled on procedure adherence

_requirements.

The FME events and their consequences were. communicated to maintenance
personnel at a tailgate session.

Protective Tagging Controls

A physical protection device was installed for the nitrogen weld channel valves.

The nitrogen weld channel valves were locked open for plant operation.

Corrective Actions to be Taken to Avoid Further Violations VIO 97-006-01

1.

FME Controls

Refueling procedure RP-2 will be revised to incorporate appropriate specific
FME requirements to be applied during the second RVH lift for final cleanliness
inspection. The revision will be completed prior to next refueling outage or next
required use. - '

The appropriate administrative procedures will be revised to clarify the
cleanliness requirements during inspections and single person- entries into FME

‘areas. The revision will be completed prior to the next refueling outage or next

required use.
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. Procedure VLV-012-GEN will be revised to specify the FME controls when an

' RCS vent path is required to be maintained through a removed pressurizer
safety relief valve. The revision will be completed prior to the next refueling
outage or next required use.

. " Procedure SYS-011-GEN will be revised to reference requirements for FME
‘cover design when vent path considerations are necessary, and to clarify
“controls in the pressurizer enclosure area. The revision will'be completed prior
to the next refueling outage or next required use.

. The appropriate administrative procedures will be revised to reference
requirements for FME cover design when vent path considerations are
necessary, and to clarify controls in the pressurizer enclosure area. Scheduled
to be completed by January 31, 1998.

. Identify and revise the appropriate Operating Procedures that specify vent path
requirements so that they also consider FME controls. The revision will be
completed prior to the next refueling outage or next required use.

Protective Tagging Controls

. " The existing valves will be replaced with valves designed to be less susceptible
to inadvertent repositioning due to personnel bumping the valve. The valves
are scheduled to be replaced in refueling outage 10.

Date When Full Compliance Will Be Achieved VIO 97-006-01

1.

Compliance with FME controls for the reactor vessel head was achieved on August 4,
1997, when the RVH flange area inspection was verified as clean and a Quality
Assurance inspector independently verified the flange cleanliness. After completion of
the RVH closeout cleanliness inspection, the RVH was allowed to be installed.
Controls to avoid repeat failures will be achieved upon complete implementation of the
FME Program long term Improvement Plan. Completion of the actions of the FME
Program Improvement Action Plan is scheduled for August 15, 1998.

Compliance with FME controls for the pressurizer enclosure area was achleved on
August 10, 1997, when a system/component closeout cleanliness mspectlon was
completed prior to mstallat:on of RC-PCV-468.

Compliance with protective tagging controls was achieved on July 27 1997, when
valve PS-PCV-1110-27 was placed in the closed position.
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B.- . Violation (VIO 97006-03)

"Technical Specification 3.7.F.4, requires, in part, that under all conditions including
cold shutdown, two emergency diesel generators are operable.

Contrary to the above, on August 1, 1997, while in the cold shutdown condition, less
than two emergency diesel generators were operable when an emergency diesel room
fan failure caused one of the two emergency diesel generators that were relied upon
for meeting the technical specification to become inoperable. ~

This is a Severity Level IV violation (Supplement I)."

Response to Violation VIO 97006-03

The New York Power Authority agrees with this violation. Emergency Diesel Generator (EDG)
31 was considered inoperable when one (fan 314) of two EDG room ventilation fans failed
with its exhaust damper opened. EDG 31 became inoperable because its redundant room
exhaust fan would short circuit the EDG cooling air flowpath (fan 315 would pull air through
‘damper 314 rather than through the EDG room). During this event, EDG 32 was inoperable
for planned maintenance resulting in two inoperable EDGs, a condition prohibited by Technical
Specification 3.7.F 4. '

Reason for Violation VIO 97006-03

The cause of this violation was a failure to have two EDGs operable in cold shutdown
because of the loss of EDG 31 due to a failure of its room ventilation.

"The EDG 31 room ventilation exhaust fan 314 failed because of axial displacement of the fan
shaft in the inboard direction. The shaft displacement caused the drive belts to come off the
drive pulley. An equipment failure evaluation (EFE) concluded that the most likely cause of
the fan failure was that the bearings oscillated on the fan shaft which produced fretting on the
inner ring and mating surface of the eccentric collar. Over a period of time the inner ring

 fractured and the shaft, with both eccentric collars, moved in the inboard direction due to the

thrust force created by the rotating fan blades. The root cause of the failure of the
bearing/eccentric collar was excessive radial oscillation (vibration) of the bearings on the fan
shaft due to a fan shaft having an undersized diameter (i.e., gap between the fan shaft and its
bearing), and increased vibration of the fan shaft. A contributing cause of the axial
displacement of the fan shaft was the location of the bearing eccentric collar due to an
inadequate installation procedure guidance (e.g., direction of bearing collar installation). The
positioning of both eccentric collars on the inboard side of the bearings allowed axial
displacement of the shaft.
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‘ Corrective Actions Taken VIO 97-006-03

The power supply for 31 EDG room exhaust fan 314 was de-energized resulting in
closure of its damper, and the EDG declared operable. . :

The fan installation procedure was revised to provide additional guidance (e.g.,
direction of bearing collar installation). :

‘Fan 314 was inspected and a chip was found in a fan bearing. The fan was repaired

using the revised procedure, tested, and returned to service.

The other EDG exhaust fans were disassembled, inspected and reassembled using the
revised procedure. The extent of condition inspection found a chip in a fan 316
bearing similar to one on the fan 314 bearing. The fan was repaired using the revised
procedure, tested, and returned to service.

A preliminary Equipment Failure Evaluation (EFE) was performed to identify the cause

of the fan failure.

Corrective Actions to be Taken to Avoid Further Violations VIO 97-006-03

A final Equipment Failure Evaluation (EFE) will be performed to confirm the causes.
Additional corrective actions will be taken _aé required. The scheduled completion date
for this EFE is October 15, 1997. :

Installation of vibration monitoring probes on the fan shaft bearings to provide on-line
vibration monitoring.. Based on the data collected, additional corrective actions will be
taken as required. Installation of the vibration monitoring probes is scheduled to be
completed December 31, 1997. :

Date When Full Compliance Will Be Achieved VIO 97-006-03

Compliance with the requirement of Technical Specification 3.7.F.4 was achieved when the
power supply for fan 314 was de-energized resulting in closure of its exhaust damper.

Following closure of the damper,

August 1, 1997. The listed corrective actions are expected to prevent a recurrence.

EDG 31 was declared operable at approximately 1015 hours,
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C.  Violation (VIO 97006-05)

"“The NRC approved Indian Point Station, Unit 3, Physical Security Plan, revision 15,

dated April 26, 1996, Section 7.1.3.2, states in part, that ‘compensatory measures be
established' to ensure security system effectiveness is not reduced by failure or other
contingencies affecting operation of security related equipment or structures.

Contrary to the above, from May 23 to June 12, 1997, the security department caused
a degradation of a vital area barrier by unlocking a vital-area equipment hatch and
deactivating the intrusion detection system without implementing any compensatory
measures. This condition allowed anyone granted protected area access, for a 19 day
period, undetected access to the vital area regardless of authorization or a specific

- need to be. '

This is a Severity Level IV violation (Supplement ll)."

Response to Violation VIO 97006-05 '

The New York Power Authority agrees that there was a failure to establish compensatory
measures for a degraded vital area in violation of NRC requirements. Security, under
direction of the Security Manager (SM), removed the lock and alarm capabilities to a ground
level hatch which was designed to restrict access into a valve pit that contained vital
equipment, without implementing any compensatory measures.

Reason for Violation VIO 97-006-05 | | :

The cause of this violation was lack of a departmental process for changing the security
classification of structures, systems, components, and areas, and a failure to perform self
checking to ensure the intended action is correct. The SM based his decision on an
assumption that was incorrect. He misunderstood the basis for categorizing the equipment
area being accessed as vital. The SM believed the equipment being accessed was not vital
and it was not in use. However, the system being accessed contained a vital and non-vital
portion in the same area (valve pit). The SM failed to verify the basis of his decision and
request an evaluation of the safety significance of the equipment area being accessed.

Because there was an outage and the subject equipment in the vital area was not in use, the
SM mistakenly concluded the area containing the subject equipment could have its security
classification temporarily changed. There are no administrative controls for changing security
classifications. A contributing cause was that the Security Plan did not identify the valve pit
area as vital. ‘
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Corrective Actions Taken VIO 97-006-05

Compensatory action was taken on June 11, 1997, after discovery of the condition.
Discovery was a result of questions that were raised by Design Engineering during a
walkdown and assessment of another portion of the system which required that area to

. be vital and compensatory measures established during outage work.

The SM was counseled and a memo dated July 3, 1997, was issued to security
supervisory staff communlcatlng to them the expectations on changes in the format of
the security system.

A Deviation Event Report (DER 97-1366 dated June 12, 1997) recorded the event and
an evaluation was performed in accordance with the correctiv'e action program.

Corrective Actions to be Taken to Avoid Further Violations VIO 97-006-05

The Security Plan will be revised to identify the additional areas known to be vital by
November 3, 1997.

The Security Plan will be revised to require a safety evaluation in accordance with
existing processes for any proposed changes in the classification of system, structures,
areas, or components deemed to be vital as described in the FSAR, Physical Security
Plan, or Technical Specifications. The revision is scheduled for November 3, 1997.

Date When Full Compliance Will Be Achieved VIO 97-006-05

Compliance was achieved on June 11, 1997, when compensatory measures were
implemented.

Note that the citation of the violation duration ends with the date of June 12, 1997. DER 97-
1366 (dated June 12, 1997) recorded this event and also states that the immediate corrective
action was "compensating security actions to provide protection was restored.” The Security
Department's Daily Log Database Report for June 11, 1997, indicates that the area was -
locked and alarmed on June 11, 1997.
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- COMMITMENT LIST

Number : Commitment Due

IPN-97-133-01 Revise Maintenance Prior to the next refueling
Procedure VLV-012-GEN | outage or next required
to specify FME controls use.

when an RCS vent path is
required to be maintained
through a removed
pressurizer safety relief
valve. ,

IPN-97-133-02 Revise procedure SYS- Prior to the next refueling
: 011-GEN to reference outage or next required
requirements for FME use.

cover design when vent -
path considerations are
necessary, and to clarify
controls in the pressurizer
-enclosure area.

IPN-97-133-03 The appropriate January 31, 1998
administrative procedures '
will be revised to :
reference requirements for
FME cover design when -
| vent path considerations
are necessary, and to
clarify controls in the
pressurizer enclosure
area. -

IPN-97-133-04 ’ Identify and revise the Prior to the next refueling
' appropriate Operating outage or next required
Procedures that specify use.

vent path requirements so
that they also consider
FME controls.
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Number

Commitment

Due

IPN-97-133-05

Revise refueling
procedure RP-2 to
incorporate appropriate
specific FME
requirements to be
applied during the second
RVH lift final cleanliness
inspection.

Prior to the next refueling
outage or next required
use.

IPN-97-133-06

‘| areas.

The appropriate
administrative procedures
will be revised to clarify
the cleanliness
requirements during
inspections and single
person entries into FME

Prior to the next refueling
outage or next required
use. -

IPN-97-133-07

Complete the actions of
the FME Program
Improvement Action Plan.

August 15, 1998

IPN-97-133-08

Replace the existing
valves with valves
designed to be less
susceptible to inadvertent
repositioning due to
personnel bumping the
valve.

Refueling Outage 10
(currently scheduled for
the fall of 1999)

IPN-97-133-09

A final Equipment Failure
Evaluation (EFE) will be
performed to confirm the
causes. Additional
corrective actions will be
taken as required.

October 15, 1997
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Number Commitment | Due
IPN-97-133-10 Installation of vibration . | December 31, 1997
monitor probes on the fan '
shaft bearings to provide
on-line vibration
“monitoring. Additional
corrective actions will be
taken as required. _
IPN-97-133-11 The Security Plan will be November 3, 1997
» revised to identify the '
additional areas kiiown to
be vital. ‘
The Security Plan will be - November 3, 1997

IPN-97-133-12

revised to require a safety
evaluation in accordance
with existing processes for
any proposed changes in
the classification of
system, structures, areas,
or components deemed to
be vital as described in
the FSAR, Physical
Security Plan, or
Technical Specifications.




