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EXECUTIVE SUMMARY 

S Indian Point 3 Nuclear Power Plant 
NRC Inspection Report N. .50-286/97-10, 

This integrated inspection included aspects of licensee operations, engineering, 
maintenance, and plant support. The report covered a six-week period of resident and 
regional inspections.  

Operations: The operations staff responded well to a pressure perturbation in the control 
oil pressure to the 31 main boiler feed pump. Conservative actions were taken to reduce 
power and conduct a pre-evolution brief before transferring the control oil paths. The 
corrective actions to monitor and clean up the lube oil system were good. However, the 
licensee did not thoroughly address the root cause for the introduction of contaminants and 
did not take adequate actions to prevent recurrence. This failure is the first example of a 
violation of 10 CFR 50, Appendix B (VIO 97010-01). (Section 01. .1) 

The licensee failed to promptly correct an identified discrepancy between procedures for 
-the operability limits for air leakage in the weld channel 'and containment penetration 
pressurization system. This failure is a second example of inadequate corrective actions 
(VIO 97010-01). (Section 03.1) 

The shift manager's basis for determining that a breaker maintenance deficiency did not 
impact the operability of Appendix R equipment was appropriate. However,. the . communication of the basis throughout the organization was not effective. System 
engineering documented a different basis for operability that was weak. (Section 01 .2) 

Housekeeping in the radiologically controlled areas was poor and had declined. Inspectors 
identified several equipment deficiencies which were previously not identified by the 
licensee. (Section 02.1) 

The licensee implemented cold weather preparations well with several enhancements made 
to the cold weather procedure. The quality assurance surveillance of cold weather 
preparations implementation was excellent. The surveillance identified several 
enhancements to the cold weather procedure. (Section 02.2) 

The operations shift's identification of an inadequate temporary procedure change was 
excellent and prevented a violation of technical specifications. However, the inadequate 
temporary procedure change reflected weak performance in the procedure. revision process.  
(Section 03.2) 

Maintenance: The l icensee f ailed to enter eight, problem. ide ntif ication descriptions'(PI Ds) 
into the reliability on-line maintenance environment (ROME) computer database in 
accordance with station directive SPO-SD-01, "Work Control Process." Also, the licensee 
did not initiate a deviation event report until pro mpted by the NRC, which reflected weak 
implementation of the corrective action process. The failure'to enter the PIDs into the 
ROME computer database is a violation of procedural adherence to station directive SPO
SD-01 (VIO 97010-03). (Section M1 .2)
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Executive Summary (cont'd) 2,

The licensee demonstrated good technical analysis in determining the cause of the 6900 
volt breaker failures. Corrective actions were reasonable to correct the specific problem 
with the main contact over travel tolerances. However, the maintenance procedure was 
inadequate in that it specified the incorrect main contact over travel tolerances. (Section 
M3.1) 

The licensee's approach to dispositioning the missing manual charging handle bolt and the 
stripped auxiliary switch screw was reasonable. The procedure for breaker inspection was 
weak because procedural steps did not to refer the mechanic to the torque requirements in 
the attachment. As a result, the plastic threading of an auxiliary switch cover was 
stripped. Also, the procedure feedback mechanism did not identify that the physical 
arrangement of the auxiliary switch box prevented the use of a torque wrench. (Section 
M3.2) 

The preventive maintenance procedure for 480'volt breakers was weak in that it did not 
effectively test -the -over current microswitch under the dynamic conditions of breaker 
closure and opening. The corrective actions to this event was weak in that it did not 
addressed the maintenance work control concern identified by the plant lead ,ership team.  
Also, the revised testing to ensure operability of the microswitch was not thoroughly 
evaluated. The licensee's evaluation and corrective actions in response to the over current 
trip microswitch deficiency were not yet completed and is considered an unresolved item 

~ (URI 97010-04) pending NRC review. (Section M7.1).  

Engineering: The development of temporary modification for separating the power supplies 
for the auxiliary boiler feed pump cutback controller temporary modification was good.  
However, the modification acceptance test and the control of a power switch configuration 
were weak. (Section E1.1) 

The licensee appropriately resolved a discrepancy between the NRC safety evaluation 
review and the current setpoint basis. The reasonable assurance of safety was technically 
sound and? allowed the facility to remain in a conservative configuration while the deviation 
was analyzed. (Section El1.2) 

The licensee's engineering support of the control room air conditioning low suction 
pressure switch trip modification was adequate. However, the planning and 
'implementation of the work were weak- in that several engineering change -notices had to.  
be made to the modification work package due tormissed opportunities to walk down the 
systemn during-the.past outage. -(Section El .3) - -

The licensee's past resolution of openings in the primary auxiliary building was weak.  
Current issues regarding the potential for an unmonitored release and the adequacy to 
sustain a tornado generated missile is unresolved (URI 97010-06). (Section El1.4) 

The licensee's identification of a design deficiency associated with the power supply to the 
auxiliary boiler feed pump cutback controllers was excellent. The design deficiency was



Executive Summary (cont'd)

identified through questions raised by the work control risk assessment coordinator.  
However, the licensee's corrective actions were inadequate in that the need to enter a 
limiting. condition f or operation when the 32 or 33 instrument bus is on its backup power 
supply was not recognized and that the system operating procedure, which did not reflect 
this limitation, required revision. This is the third example of inadequate corrective actions 
(VIO 97010-01). (Section E7.1) 

Plant Support: The licensee implemented the radiological environmental monitoring program 
well. Meteorological monitoring instrumentation were appropriately maintained and 
calibrated, and the meteorological monitoring program was effectively implemented. -The.  
scope and technical depth of the audits were good and sufficiently assessed the programs 
for strengths and weaknesses. Performance of the audits was thorough, objective and of 
very good quality. The performance of the licensee's environmental laboratory was 
excellent and the interlaboratory comparison programs were effective. (Sections Ri 
through RB8)

z- A
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Report Details 

Summary of Plant Status 

The plant operated at full power throughout this inspection period, with the exception of 
reducing power to about 90 percent on November 1 5 to transfer control oil flow paths on 
the 31 main boiler feed pump.  

1. OPERATIONS 

01 Conduct of Operations 

01.1 Main Feed Pump Control Oil (VIO 97010-0 1) 

a. Inspection Scooe (71707,.93702) 

On November 1 5, a perturbation in the control oil pressure to the 31 main boiler 
feed pump (MBFP) caused a reduction in the pump's speed and flow. The inspector 
reviewed the licensee's response to this anomaly.  

b. Observation and Findings 

On November 15, the control room operators noted that the 31 MBFP speed was
slowly trending down, while the 32 MBFP was speeding up to compensate. As the 
operators were about to transfer the control oil path for the 31 MBFP from path "AM 

to path "B,"M the trend worsened causing the 31 MBFP flow to drop as low as 9900 
gpm, and the 32 MBFP flow to increase in excess of 16,500 gpm. The normal flow 
,for each MBFP at full power is about 13,000 to 14,000 gpm. The control room 
operators attempted to raise speed on the 31 MBFP manually, but were only 
successful in raising flow to 10,500 gpm.  

Operations took conservative actions before proceeding with the transfer of the 
control oil paths. Reactor power was reduced by about 10% to reduce the potential 
impact on the plant if further reductions in the 31 MBFP speed occurred. A pre
evolution brief was conducted with management participation, and the transfer was 
conducted without incident.  

Subsequent inspection of the filter for control oil flow path "A" showed it to be 
clogged with contaminants. The licensee increased the replacement frequency of 
the control oil path filters as well as the upstream high pressure filters. to remove 
residual contaminants from the lube oil in the system. ..The high-pressure filters 
were replaced with a smaller size mesh. The mesh size was reduced from 149 
microns to 25 microns. System engineering continued to monitor the system 
performance and cleanliness. Other instances of clogged control oil filters were 
encountered subsequent to th 'e control oil perturbation on November 1 5, however, 
the frequency and magnitude had abated over the inspection period as the clean up 
of the lube oil continued.  

Deviation event report (DER) 97-2680 was initiated to respond to this event. The 
inspector considered the corrective actions to address the contaminated lube oil and
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to minimize further the. impact on the plant to be good. However, the licensee did 
not fully determine the root cause of the event nor- take actions to prevent-_,, 
recurrence. In discussions with the system engineer, the introduction of the, 
contaminants into the lube oil system was believed to originate from the starting of 
the lube oil recirculation pump, which was rarely used. The system engineer 
indicated that this portion of the system was operated in an attempt to mitigate 
problems caused by a degraded seal in the lube oil purifier. However, the inspector 
noted that no corrective actions were taken to prevent the re-introduction of 
contaminant from idle portions of the system. Further, in discussing the 
administrative controls with the system engineer, the system engineer provided a 
copy of procedure SOP-LO-2, "Main Boiler Lube Oil System Operation." The 
procedure did not provide any precautions concerning potential system 
contamination when starting up the recirculation pump. At the end of the 
inspection period, the licensee was reviewing what actions to take to prevent the 
recurrence of this problem.  

The introduction of contaminants into the lube oil system caused a significant 
perturbation to the 31 MBFP, and had the potential to cause a plant trip. However, 

* the licensee's determination of the root cause of this event was not thorough in 
determining the operational deficiencies associated with placing an idle portion of 
the system in service. As a result, no corrective actions were taken to prevent the-' 
reintroduction of contaminants into the lube oil system from idle portions of the 
system. This is a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective 

* Actions." (VIO 97010-01) 

c. Conclusions 

The operations staff responded well to a pressure perturbation in the control oil 
pressure to the 31 main boiler feed pump. Conservative actions were taken to 
reduce power and conduct a pre-evolution brief before transferring the control oil 
paths. The corrective actions to monitor and clean up the lube oil system were 
good. However, the licensee did not thoroughly address the root cause for the 
introduction of contaminants and did not take adequate actions to prevent 
recurrence. This failure is the first example of a violation of 10 CFR 50, Appendix 
B. (VIO097010-01) 

01 .2 6900 Volt Breaker Operability Determination 

a. lnsoection-Scope (71707. 93702) - --- *

Section M 1.2 of this inspection report documents the failure of two 6900 volt 
breakers to latch. The inspector reviewed the operability determination performed 
by the licensee.  

b. Observation and Findings 

The Ilicensee initiated deviation event report (DER) 97-2672 in response to the 
failure of two 6900 volt breakers to latch due to incorrect main contact over travel



tolerances. As required by the deviation event report process, the shift manager -
performed an operability assessment of the deficiency. However, the assessment is 
not required to be documented if the criteria to perform a documented operability 
determination is not met in administrative procedure AP-8, "Deviation & Event 
Reporting and Operability Determination Manual." 

The inspector became aware of this issue the next working day. At the morning 
management meeting, the information provided to senior plant management was 
that no operability issue for the 6900 volt breakers existed because the breakers 
were non safety-related (e.g. condensate and reactor coolant pump breakers).- After 
the meeting, the inspector questioned the impact of the deficiency with regard to 
two 6900 volt breakers associated with 10 CFR Part 50, Appendix R equipment. In 
response to this question, system engineering documented the basis for considering 
the Appendix R equipment operable in an internal memorandum. The memorandum 
indicated that the breakers were considered operable, because the breakers could 
be manually reclosed after inadvertent opening. The inspector considered this basis 
to be weak, because it was relying upon additional operator actions, which was not 
formally analyzed.  

The inspector interviewed the shift manager several days later when he returned on 
shift concerning the basis for his operability determination. The shift manager 
indicated that he had considered the impact of the deficiency on Appendix R 
equipment. The basis for his operability assessment was that the deficiency with 
t he main contact over travel tolerance existed for over thirteen years,, and that the 
past performance of breakers did indicate that these breakers would inadvertently 
open once the breaker is closed. The deficiencies identified to date showed that, 
for 6900 volt breakers with solenoid operated closing mechanisms, if it failed to 
latch due to main contact over travel tolerances, it would not stay closed. Since 
the breakers were closed, it would indicate that the breakers were properly latched 
and would stay closed. The inspector considered this basis to be appropriate.  

The communication of the basis for determining the operability if the 6900 volt 
breakers was weak. The shift manager's basis for determining operability was not 
clearly understood by the licensee staff and not clearly communicated to senior: .I 
plant management. The licensee has since provided direction to the shift managers 
to document the basis for operability determinations in the control logs or the 
deviation event report, when formal documentation is not required by procedure AP..  

C. Conclusions 

The shift manager's basis for determining that a breakeir maintenance deficienc"ydi 
not impact the operability of Appendix R equipment was appropriate. However, 
the communication of the basis throughout the organization was not effective.  
System engineering documented a different basis for operability that was weak.



02 Operational Status of Facilities and Equipment 

02.1 System Walkdown 

a. lnsoection Scope (71 707) 

The inspectors conducted a walkdown of the spent fuel pooi cooling system. In 
addition, the inspectors conducted tours -of the radiologically controlled areas.  

b. Observations and Findings 

Overall, the spent fuel pool cooling system configuration appropriately reflected 
procedural requirements. The system adequately reflected the final safety analysis 
report (FSAR) description, however, several typographical errors were identified by 
the inspector., These typographical errors included statements that the fuel pool 

.cleanup systems were seismic class 2, when the drawings, design documents and 
licensing documents indicated that the systems were seismic class 3. Also, the fuel 
pool cooling loop was described as seismic class 2 throughout the FSAR except in 
one location where it was described as seismic class 1. However, drawings, design 
documents and licensing documents indicated that the system was seismic class 2.  
The licensee initiated action commitment tracking system items to correct-these 
typographical errors. No other FSAR deficiencies were identified.  

During tours of the radiologically controlled areas, the inspectors noted that 
housekeeping was poor and declined from past observations. These housekeeping 
deficiencies included excessive oil collecting beneath the charging pumps and 

-primary water pumps. The inspectors noted shims, nails, utility knives, excessive 
boric acid crystals, tie wraps, washers, anti-cont 'amination clothing and rope in 
contaminated areas. Air and drain hoses were routed through contaminated areas, 
but were not consistently taped down at the contaminated boundaries. Several 
cables and hoses were not properly taped down and caused tripping hazards in 
Appendix R lighted pathways. Some of these hoses routed fluid to the floor rather 
than a drain as intended. Several buckets and heavy equipment on wheels were not 
blocked to prevent inadvertent movement; some of this equipment was in the 
vicinity of the spent fuel pool. Other extraneous equipment were noted including a 
frisker on top of a water heater, and a plastic bottle -beneath a component cooling: 
water pump. The area around an auxiliary steam supply line, which, had not been 
~working for weeks, still had'equipment, tools and-lighting staged. , 

The inspector noted several minor deficiencies that were not captured by problem 
identification descriptio n (PID) tags. Theseeiiece icuevave pckig lak 
from component cooling and charging system valves, oil leaks from valve operators, 
damaged insulation around heat traced piping to the containment hydrogen 
monitors, improperly installed mirror insulation around the boric acid pumps, and' 
numerous missing screws from ventilation ducting ports and electrical junction 
boxes. The inspectors also noted a significant amount of dust in the screens for 
station service transformer 6, which could adversely impact the cooling of the
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transformer.  

In response to the inspectors' observations, the licensee addressed the specific 
deficiencies. Housekeeping standards were re-emphasized to managers and 
workers.  

C. Conclusions 

Housekeeping in the radiologically controlled areas was poor and had declined.  
Inspectors identified several equipment deficiencies which were previously not 
identified by the licensee.  

02.2 Cold Weather Preparations 

a. Inspection Scope (71707. 93702) 

-The inspector reviewed the licensee's implementation of cold weather preparations.  

b. Observation and Findings 

Operations directive OD-37, "Cold Weather Preparation," provided direction for the 
implementation of cold weather preparations. Overall, the licensee implemented the 
procedure well. The procedure was completed before November 15, as required- by 
procedure OD-37. The inspector noted enhancements in the procedure from the 
previous revision. The covering of louvers was controlled through the. procedure.  
rather than the temporary modification process. Additional guidance was 
incorporated for securing the plant for cold weather preparations.  

The licensee identified several equipment deficiencies through the implementation of 
the procedure. Based on. discussions with the assistant operations manager, the 
inspector concluded that the deficiencies were being appropriately assessed for its 
impact on plant operations. However, the inspector noted a problem identification 
description (PID) tag in the field which identified a cold weather issue that was not 
within the scope of the procedure. Because the deficiency was not captured during 
the implementation of 00-37, the cumulative assessment of the impact on the plant 
from all cold weather deficiencies was not assured. Operations management's 
review of cold weather deficiencies did not include the deficiencies that were not 
identified through the implementation of OD-37. Subsequent to this. observation, 
"the licensee was considering incorporating into the procedure areyiew of -all PIDs, 
which are cold weather related, for assessing the cumulative impact on the plant.  

The quality assurance group conducted an excell11-ent surveillance of the" cold weather 
preparation implementation. The surveillance was completed in a timely manner on 
November 25. The surveillance identified several recommendations for 
improvements to the cold weather program such as a review of temporary 
modifications which need protection from cold weather, compensatory actions that 
should be taken if the plant were shut down, incorporation of acceptance criteria for 
anti-freeze solutions and enhanced guidance for checking operability of heaters and



thermostats. The surveillance also identified. several deficiencies with the procedure 
including the needed clarification of insulation requirements on the refueling water 
storage tank and the omission of checks for heaters for the technical support center 
battery.  

C. Conclusions 

The licensee implemented cold weather preparations well with several 
enhancements made to the cold weather procedure. The quality assurance 
surveillance of cold weather preparations implementation was excellent. The 
surveillance identified several enhancements to the cold weather procedure.  

03 Operations Procedures and Documentation 

03.1 Weld Channel System Procedures (VIO 97010-01) 

a. -Insvection Scove (71707) 

The inspector reviewed the licensee's actions in response to increased leakage in 
the weld channel and containment penetration and pressurization system 
(WCCPPS).  

b. Observations and Findings 

During this inspection period, the licensee observed an increase in the air flow from 
the WCCPPS. The cause of the increase was primarily due to increased leakage 
from the containment airlock doors and corresponded to containment venting 
evolutions. The licensee developed an action plan to monitor and determine the 
cause of the increases.  

Technical specification section 3.3.D.1 .b requires that the uncorrected air 
consumption of the WCCPPS be less than or equal to 0.2% of the containment 
volume per day. The licensee, however, measures leakage in standard cubic feet 
per minute (scfm). During periodic control room visits, the inspector noted 
conflicting comments by operators on the technical specification limit for WCCPPS 
leakage in units of scfm. On October 23, the inspector questioned the operations 
shift personnel on the limit in scfm above which the technical specification action 
statement would be entered. The shift personnel stated that the annunciator 
response procedure (ARP) 14, "Panel.SLF -. Weld Channel," indicated a limit of 
14.2 scfm and that the limit corresponded to the technical specification limit.  
However, they stated that procedure ONOP-CB-2, "Loss of WCCPPS or Isolation 
Valve Seal Water System," specified a limit of 10.0 scf m. The shift personnel 
indicated the belief that the 10.0 scfm limit was not a correct limit.  

On November 3, the inspector noted that no deviation event report or corrective 
actions were initiated to address the conflicting procedural limits. The inspector 
raised the issue with the operations manager, because the weld channel leakage 
was fluctuating as high as 8 scfm and the guidance for operators to declare



WCCPPS inoperable was unclear. In response, the licensee initiated a shift order to 
use the 10.0 scf m as the limit for declaring the system inoperable, because the 
14.2 scfm value was not confirmed to include instrument inaccuracies..  
Subsequently, a temporary procedure change was implemented to require declaring 
the system inoperable when air leakage exceeded 10.0 scfm. On November 14, the 
leakage had exceeded 10.0 scfm and the WCCPPS was declared inoperable. The 
WCCPPS was declared operable about seven hours later, when leakage was 
reduced below 10 scf m.  

The inspector considered that the known discrepancy between procedures was 
not appropriately identified through the corrective action process and corrected.  
The failure to promptly correct this procedural deficiency is a violation of 10 CFR 
Part 50, Appendix B, Criterion XVI, "Corrective Actions." (VIO 97010-01) 

C. Conclusions 

The licensee failed to promptly correct an identified discrepancy between 
procedures for the operability limits for air leakage in the weld channel and 
containment penetration pressurization system. This failure is a second example of 
inadequate corrective actions (VIO 97010-w01).  

03.2 Safety Injection Pump Functional Testing 

a. Inspection Score (61726. 71707 

During the performance of procedure 3PT-M1 6, "Safety Injection Functional Test," 
the operations shift identified and suspended the test due to an inadequate 
temporary procedure change (TPC). The inspector reviewed the circumstances 
surrounding the suspended test.  

b. Observations and Findings 

Procedure 3PT-M 16 was revised to incorporate the testing of a relay associated 
with the recirculation swi-.h function. The testing of the relay was determined to 
be prudent based upon iiceasee efforts in response to Generic Letter 96-01, 
"Testing of Safety-Related Logic Circuits." 

However, the temporary procedure change to incorporate the testing of the relay 
was weak. To test the switch relay, the breaker had to be racked out to the test 
position. However, the temporary procedure change did not require verifying 
breaker operability for the 31 safety injection pump after being racked back in, and 
before making the 32 safety injection pump inoperable.  

The operations shift's identification of an inadequate temporary procedure change 
was excellent. The shift ensured that the test was not performed in a manner that 
would violate procedure or technical specifications. Because the procedure was 
already initiated for the 31 safety injection pump, the operations shift implemented 
a system operating procedure to ensure that the 31 safety injection pump was



operable before proceeding. The 32 safety injection pump was unaffected by the 
TPC and, therefore, that portion of the test was completed. However, the 
operations shift suspended the test for the 33 safety injection pump.  

C. Conclusions 

The operations shift's identification of an inadequate temporary procedure change 
was excellent and prevented a violation of technical specifications. However, the 
inadequate temporary procedure change reflected weak performance in the 
procedure revision process.  

08 Miscellaneous Operations Issues (92700, 92901) 

08.1 (Closed) Licensee Event Reports 50-286/95017-Q0and 01 (NCV 97010-02): failure 
to implement technical specification required surveillance for an inoperable 
accumulator level channel. In 1995, the surveillance section of technical 
specifications required that if an accumulator level or pressure channel is inoperable, 
the remaining level or pressure channel must be verified operable by interconnecting 
and equalizing a minimum of two accumulators and cross checking the 
instrumentation every shift. A watch engineer identified that the previous shift had 
not performed this surveillance test when a level indication became inoperable. The 
licensee concluded that the cause was personnel error due to inattention to detail.  
Corrective actions were taken to reenforce the need for channel checks to the 
operators, to enhance the process and documentation to support accurate 
completion of instrument channel checks, and to periodically challenge the 
operator's ability to use the surveillance section of technical specification during 
requalification training. Subsequent to the licensee's issuance of this licensee event 
report (LER), the licensee issued LER 50-286/96005 which documented that the 
cross tying of accumulators placed the plant outside its design basis. The licensee 
has since revised the technical specification to remove the requirement to 
interconnect and equalize accumulators. Nevertheless, the 1 995 failure of the 
operators to take compensatory actions required by technical specifications is a 
violation. This licensee-identified and corrected violation is being treated as a non
cited violation, consistent with Section VII.B.1 of the NRC Enforcement Policy.  
(NCV 97010-02) 

08.2 (Closed) Licensee Event Report 50-286/97008: automatic actuation of emergency 
diesel generators following a loss of off site power. -The cause of the loss of offsite 
power was due to the improper operation of equipment by switchyard operators.  
This event was discussed in detail in NRC inspection report. 50-286/97004. No 
new information that would change the conclusions drawn in the inspection report 
was provided by this licensee event report.



111. MAINTENANCE 

M1 Conduct of Maintenance 

M1.1 General Comments (62707) 

The inspectors observed all or portions of the following work activities: 

* WR 97-06759-00, "32 Charging pump waterbox replacement." 
* WR 97-02549-06, -Turbine extraction steam drain line leak repair." 
* WR 97-05538-00, "32 Emergency Diesel Generator quarterly preventative 

maintenance." 

The inspectors observed that the work performed under the above work requests 
(WR). was conducted satisfactorily and in accordance with applicable maintenance 
and administrative procedures. The inspector also reviewed significant equipment 
failures that occurred to determine whether the equipment was within the scope of 
the maintenance rule, whether the licensee's corrective actions were appropriate, 
and whether the licensee was appropriately monitoring equipment performance.  

M1 .2 Problem Identification Descriptions (VIO 97010-03) 

a. Inspection Score (62707) 

The inspectors identified several problem identification description (PID) tags that 
had not been entered into the licensee's work control computer database, 
"Reliability On-line Maintenance Environment (ROME)." 

b. Observations and Findings 

While observing the manner in which the nuclear plant operators (NPOs) checked 
the level in the spent fuel pool, the inspector noted a PID tag which described the 
need to relocate the level indication floats away from the skimmer return line due to 
excessive boron deposits on the high level alarm float. When the inspector 
attempted to determine the status of the work on this equipment, it was discovered 
that the problem had never been entered into the ROME computer database as 
required by station directive SPO-SD-01, "Work Control Process." The inspector 
verified that no immediate safety issue existed due to the boron deposits on the 
high level alarm float. However, the failure to enter the PID into the ROME 
computer database resulted in the loss of assurance that the deficiency will be 
prioritized and worked. The licensee wrote a new PID tag to get the work request 
into the work control system, but did not initiate a deviation event report (DER).  
Subsequently, the inspectors identified seven other PID tags that the licensee failed 
to enter into the ROME computer database. These PID tags were specific to cold 
weather preparations.
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Failure to enter a PID tag into the ROME database is contrary to the requirements of 
station directive SPO-SD-O1, "Work Control Process." In addition, deviation from a 
technical specification-required procedure is a criteria for initiating a DER as 
discussed in AP-8, "Deviation & Event Reporting and Operability Determination 
Procedure." Upon the initial identification of the untracked work item for the spent 
fuel pool level indication, no DER was written although it appeared to meet the 
criteria. Once the additional examples were identified by the NRC, a DER was 
written to track the problem and to heighten awareness to the importance of 
ensuring equipment problems are entered into the ROME computer database. The 
failure to properly implement station directive SPO-SD-01 is a violation of NRC 
requirements. (VIO 97010-03) 

C. Conclusions 

The licensee failed to enter eight problem identification descriptions (PIDs) into the 
reliability on-line maintenance environment (ROME) computer database in 
accordance with station directive SPO-SD-01, "Work Control Process." Also, the 
licensee did not initiate a deviation event report until prompted by the NRC, which 
reflected weak implementation of the corrective action process. The failure to enter 
the PIDs into the ROME computer database is a violation of procedural adherence to 
station directive SPO-SD-01. (V10 97010-03) 

M1.3 Surveillance General Comments (61726) 

The inspectors observed all or portions of the following surveillances: 

0 3PT-M1 6, Safety Injection Pumps Functional Test 
0 3PC-R27B.3, Bus 5A Degraded Voltage Relay Calibration 
0 3PT-Q38A, 31 Boric Acid Transfer Pump Functional Test 
0 3PT-M14B, Safety Injection System Logic Functional, Train B 

The licensee conducted the above surveillances appropriately and in accordance 
with procedural and administrative requirements. As applicable, good coordination 
Iand communication with the control room were observed during performance of the 
surveillance. Procedures supported the timely completion of the surveillance.  

M3 Maintenance Procedures and Documentation 

M3.1 6900 Volt Breaker Failures 

a. Inspection Scope (71707. 93702) 

The licensee identified the failure of two 6900 volt breakers to latch. The inspector 
reviewed the licensee's response to the failures.



b. 'Observation and Findings 

The failures to latch involved the 6900 volt bus tie breaker (UTi -ST5) and 33 
circulating water pump breaker. These two breakers are Westinghouse model 
75DH500E breakers. Breaker UTi -ST5 has a stored energy (spring) closing 
mechanism, whereas, the 33 circulating water pump breaker has a solenoid closure 
mechanism.  

The licensee determined that the cause of the latching problem was incorrect 
tolerances for the main contact over travel. Maintenance procedure BKR-005-ELC, 
revision 7, "Westinghouse 6900 Volt Breaker Inspection," which was used to set 
the over travel, specified 1/8 to 1/4 inch. However, the vendor manual indicated 
that the over travel should be set between 1/8 to 5/3 2. This larger over travel 
tolerance resulted in increases in the resistance of the moving contacts with the arc 
chutes and the stationary contacts. As a result, the latch bar did not travel far 
enough to latch into its cradle. Subsequent reset of the breaker to the vendor 
tolerances resulted in the proper operation of the breaker.  

The licensee determined that the cause of the inadequate procedural specification 
for the over travel tolerance was an inadequate temporary procedure change that 
was made over 13 years ago. Before 1984, this maintenance procedure, which 
was then numbered 3-PM-V-ES-i 2, reflected the correct tolerances for the main 
contact over travel. The licensee determined that a temporary procedure change 
was made to the procedure on January 17, 1984, in which the specifications were 
changed. The documented basis for the change was "to update preventive 
maintenance procedure to conform with field conditions." The documented basis 
was unclear, however, the temporary procedure change process in 1984 was weak 
and has since been improved.  

In discussions with the inspector, the licensee indicated that several corrective 
actions were being taken. These actions included revising the procedure to reflect 
the correct tolerances, reviewing the maintenance procedure for safety related 
breakers to ensure that the specified tolerances were corrected, and checking 6900 
volt breakers which can be accessed during power operations. Other breakers, 
such as the reactor coolant pumps and heater drain pumps which could not be 
removed at full power, were scheduled for inspection when plant conditions allowed 
for the removal of the equipment from service. The licensee. also planned to review 
past maintenance performed on the 6900 volt breakers to determine ,if the as-left 
tolerances could be determined.  

C. Conclusions 

The licensee demonstrated good technical analysis in determining the cause of the 
6900 volt breaker failures. Corrective actions were reasonable to correct the 
specific problem with the main contact over travel tolerances. However, the 
maintenance procedure was inadequate in that it specified the incorrect main 
contact over travel tolerances.



M3.2 Emergency Diesel Generator Breaker Deficiency 

a. Inspection Scope (62707. 71707 

The inspector reviewed the licensee's response to the discovery of two 
nonconforming conditions in the 32 emergency diesel generator output breaker.  
Additionally, the inspectors reviewed the maintenance procedure used to inspect, 
lubricate and test the breaker.  

b. Observations and Findings 

In preparation for the quarterly preventive maintenance (PM) on the 32 emergency 
diesel generator, two nonconforming conditions were noted when the output 
breaker was removed from its cabinet. A bolt which secures the manual charging 
handle to the breaker cabinet was found loose, lying on the ground, inside the 
breaker cubicle. Also, during the inspection of the breaker a small screw was found 
lying on the breaker frame adjacent to the auxiliary switch box stack. Maintenance, 
engineering and operations personnel assessed the impact of the missing charging 
handle bolt and determined that no operability issue existed. Specifically, the 
seismic impact was reviewed and it was determined that the breaker would exhibit 
improved seismic performance without the handle attached. Additionally, the bolt 
was loose on the outer portion of the breaker and most likely would not have gotten 
into the breakers closing mechanism. Operations determined that the lack of a 
manual charging handle did not impact off normal operating procedure or emergency 
operating procedures.  

The smaller screw found inside the breaker panel was more of a concern due to the 
greater possibility of interference with the breaker closing mechanism. The 
maintenance engineer performed a visual inspection on the internals of the breaker 
and made a reasonable judgement that the construction of the breaker is such that 
there was low probability that the screw would get jammed into the closing 
mechanism. A memorandum was written to assure the shift managers that 
restoration of the 32 emergency diesel generator to an operable status would be 
satisf acto ry. In conjunction with the 31 and 33 emergency diesel generators 
monthly functional tests a visual examination of the output breakers was performed 
to determine the extent of condition relative to the loose screws. The inspector 
reviewed the licensees response to these equipment problems, in particular the 
operability disposition and concluded that the engineering judgement was 
reasonable.  

The inspectors reviewed the procedure that maintenance personnel use to inspect 
these breakers. The procedure includes an attachment which has specific torque 
requirements for the auxiliary switch box cover screws. However, the specific step 
which discussed removal and replacement of the auxiliary switch cover did not 
reference the torque requirements in the attachment. Additionally, there was no 
specific signoff step to ensure the cover screws were returned per the attachment 
guidance. The inspectors considered the procedure weak in that the material into 
which the screws were threaded could be easily over torqued. Also, the physical



location of the auxiliary switch boxes prevented the use of a torque wrench Iand 
maintenan ce personnel had been tightening them with screw drivers instead.  
Inspection of the auxiliary switch box revealed that the screw which connected the 
cover to the auxiliary switch had been stripped out of the phenolic threading.  

C. Conclusion 

The licensee's approach to dispositioning the missing manual charging handle bolt 
and the stripped auxiliary switch screw was reasonable. The procedure for breaker 
inspection was weak because procedural steps did not to refer the mechanic to the 
torque requirements in the attachment. As a result, the plastic threading of an 
auxiliary switch cover was stripped. Also, the procedure feedback mechanism did 
not identify that the physical arrangement of the auxiliary switch box prevented the 
use of a torque wrench.  

M7 Quality Assurance in Maintenance Activities 

M7.1 Safety Injection Pump Breaker Retest Failure (URI 97010-04) 

a. Inspection Scove (62707) 

On November 3, 1997, the over current trip light for the 31 safety injection pump 
breaker illuminated after the pump was secured from post preventive maintenance 
testing. This is a Westinghouse model DS-41 6 breaker. The inspector reviewed 
the licensee's response to this anomaly.  

b. Observations and Findings 

The licensee believed that the over current trip light illuminated when the over 
current trip microswitch inadvertently closed due to the vibration of the breaker 
opening. The inadvertent actuation of the switch would not cause a closed breaker 
to open, but would prevent an open breaker from closing without first resetting the 
over current trip. Although this switch was not adjusted during the preventive 
maintenance activity, maintenance engineering identified that the preventive 
maintenance procedure provided inadequate testing of the over current trip 
microswitch. Procedure BKR-004-ELC, "Inspection, Lubrication and Testing of 
Westinghouse 480 Volt Switchgear," tests the over current switch by checking 
continuity of the contacts with the relay plunger in the up position and in the 
depressed position. The licensee, subsequently, revised the procedure to test the 
over current trip microswitch under normal dynamic conditions. This assured that 
the microswitch was adjusted in a manner to prevent inadvertent action due to the 
vibrations encountered during normal opening and closing of the breakers. The 
licensee tested three spare breakers successfully. Also, the licensee determined 
that the microswitch configuration was unique to Indian Point 3.  

On December 1 2, 1 997, the inspector questioned the licensee concerning the 
operability of these breakers. The licensee did not identify any vendor information 
or preventive maintenance activities, which would control the gap tolerance



between the contact actuating arm and the microswitch. Also, the licensee did not-, 
identify any controls for the air dampener setting which was attached to the 
microswitch. The inspector was concerned with how the operability of the 
microswitch was demonstrated. The licensee did not develop specific tolerances 
for the microswitch to assure operability under all design conditions (iLe, a seismic 
event) or evaluated that the revised testing of the breaker under dynamic conditions 
would bound the potential impact of a seismic event.  

After this concern was raised, the licensee involved the civil engineering group in 
evaluating the potential impact of a seismic event on the operability of the 
microswitch. After further review, engineering determined that the forces 
associated with the operation of the breaker would bound the potential impact of a 
seismic event. An operability determination was developed, while the engineering 
determination was being finalized. At the end of the inspection report, the licensee 
was continuing to review issues associated with the microswitch. The control of 
tolerances of the over current trip microswitch is an unresolved item (URI 97010
04) pending the NRC's review of the licensee's completed actions.  

The inspector noted a discrepancy associated with the closed deviation event report 
(DER) which documented this deficiency. One of the issues which was identified by 
the plant leadership team (PLT) was the inappropriateness of the sequence of 
activities for the preventive maintenance. To minimize the unavailability time of the 
safety related component, the licensee swapped the existing breaker with a spare 
breaker. However, the PLT was concerned that the maintenance organization 
started the preventive maintenance on the old breaker, before the spare breaker was 
tested satisfactorily and the component declared operable. During this event, when 
the anomaly occurred on the spare breaker, the licensee's option to reinstall the old 
breaker and return the safety-related component to operability was eliminated 
because work had commenced on the old breaker. The PLT directed that this issue 
be addressed by the DER. However, the inspector reviewed the closed DER on 
December 4, and noted that this issue was not addressed. A note in the DER 
indicated that the work on the second breaker had no bearing on the event. The 
inspector considered that the personnel reviewing and closing out the DER did not 
understand the performance issue raised by the PLT and improperly assessed and 
closed out the issue. When this issue was brought to the attention of the licensee, 
the DER was reopened.  

C. Conclusions 

The preventive maintenance procedure for 480 volt breakers was weak in that it did 
not effectively test the over current microswitch under the dynamic conditions of 
breaker closure and opening. The corrective actions to this event was weak in that 
it did not addressed the maintenance work control concern identified by the plant 
leadership team. Also, the revised testing to ensure operability of the microswitch 
was not thoroughly evaluated. The licensee's evaluation and corrective actions in 
response to the over current trip microswitch deficiency were not yet completed 
and is considered an unresolved item (URI 97010-04) pending NRC review.



M8 Miscellaneous Maintenance Issues (92902,92700) 

M8.1 (Closed) Licensee Event Report 50-286/96012-00(NCV 97010-05) surveillance 
test interval exceeded for control rod shutdown banks. The assistant operations 
manager identified that the surveillance interval for the full length rod movement 
exercise was exceeded on June 21, 1996, by 16 days. The licensee inappropriately 
credited a forced shutdown on May 21, 1996, for completion of control rod 
movement exercise. However, during the outage, only the control banks were 
inserted, while the shutdown banks were left fully withdrawn. The licensee 
determined that the cause of the event was personnel error due to inadequate 
procedural guidelines. Specifically, the surveillance test program procedure allowed 
the surveillance test coordinator to close out the test work request based on oral 
communication that the startup could be credited for the test, without verifying that 
the startup actually exercised all control rods. The procedure did not provide 
guidelines on how to take credit for operational activities for meeting technical 
specification test requirements. The licensee's correction actions included revising 
the surveillance test program procedure to provide guidance on crediting operating 
procedures to meeting surveillance test requirements. The failure to perform a 
technical specification surveillance test within the specified interval is a violation.  
This licensee-identified and corrected violation is being treated as a non-cited 
violation, consistent with Section VII.B.1 of the NRC Enforcement Policy. (NCV 
97010-05) 

M8.2 (Closed) Licensee Event Report 50-286/970 15-00: two emergency diesel 
generators inoperable during refueling as a result of the loss of a diesel's room 
ventilation during maintenance on another diesel. This issue was reviewed in detail 
in NRC inspection report 50-286/97006 and a notice of violation was issued. No 
new information that would change the conclusions drawn in the inspection report 
was provided by this licensee event report.  

M8.3. (Withdrawn) Violation 50-286/97003-04: failure to include the closing function of 
the residual heat removal suction valves, AC-MO V-730 and AC-MO V-731, in the 
in service test program. This violation was withdrawn by NRC letter dated 
December 1, 1 997. The basis for withdrawal was that the closing function of the 
valves was to preve; i )ostulated accident, and not to mitigate the consequences 
of an accident.  

M8.4 .(Closed) Inspector Follow Item 50-286/97009-0 1: maintenance rule disposition of 
recent valve failures in the chemical and volume control system. The inspector 
reviewed the system engineers preliminary disposition of the failure of the boric acid 
transfer pump filter bypass valve (CH-267B) and the boron addition flow control 
valve (FCV-11 OA). The system engineer and the operations department verified 
that the function of each valve was maintained at all times. Specifically, the boric 
acid transfer system was able to maintain the minimum of 11 gpm while the valve 
was leaking and the FCV-1 1 OA maintained normal makeup (4 gpm) with excessive 
boron deposits behind the plug. The inspector concurred with the maintenance rule 
assessment based on the equipment remaining functional per the design 
requirements of the system. This item is considered closed.



11ll1. ENGINEERING 

El Conduct of Engineering 

El1.1 Auxiliary Boiler Feed Pump Temporary Modification 

a. Inspection Scope (37551. 62707. 71707) 

The inspector reviewed the temporary modification package for the re-routing of the 
power supply for the 31 and 33 auxiliary boiler feed pump (ABFP) controller circuits.  

b. Observations and Findings 

The licensee identified that the ABFP cutback controllers were both electrically 
aligned to the same static inverter. In response to this condition, a temporary 
modification which re-routed the power supplies for the cutback controllers was 
developed and implemented. The engineering portion of the temporary modification 
was well performed. The nuclear safety evaluation was comprehensive and clearly 
evaluated the impact of the modification on the system. The commercial grade 
dedication of power strips used in the temporary modification and seismic 
evaluation of the temporary modification were appropriate.  

However, two weaknesses were noted in the implementation of the temporary 
modification. The inspectors questioned the operations staff concerning the control 
of the on/off switch on the power strip. The operations staff indicated that the 
switch should be controlled and placed a caution tag on the power strip switch to 
retain configuration control of the switch. However, the engineering organization 
was not aware of operations expectations. Also, the modification acceptance test 
(MAT) originally developed for this temporary modification was found to be 
inadequate by the shift technical advisor (STA). After the system was restored to 
an operable status, the STA determined that a significant attribute of the 
modification had not been tested by the MAT. The system was declared inoperable 
again, the MAT was revised, and the test was re-performed in order to declare the 
system operable.  

C. Conclusions 

The development of temporary modification for separating the power supplies for 
the auxiliary boiler feed pump cutback controller temporary modification was good.  
However, the modification acceptance test and the control of a power switch 
configuration were weak.  

El1.2 ATWS Mitigation System Actuation Circuitry 

a. Inspection Scope (37551. 92700) 

The inspector reviewed the licensee's response to a recent industry notification 
regarding the discrepancy between the NRC safety evaluation report on the AMSAC,



setpoint which is based on reactor power and the actual set point which is based on 
turbine power.  

b. Observations and Findings 

Beginning in October 1997, several event notifications were made by other 
licensees identifying a discrepancy between the arming setpoint of the AMSAC, 
which was based on first stage turbine power, and NRC's plant specific safety 
evaluation reports which evaluated the arming setpoint based on reactor power.  

The licensee's response to this industry information was slow. Two weeks after 
the initial event report was presented to plant management, the AMSAC system 
was declared inoperable due to the uncertainty of the arming setpoint. Two 
approaches to resolve this discrepancy were pursued by the licensee. The first 
approach was to determine the feasibility of biasing the input signal to the first 
stage turbine pressure such that it was representative of forty percent reactor 
power. This would have required a temporary modification to the facility. The 
second approach was the development of a reasonable assurance of safety (RAS) 
which concluded that the current setpoint was conservative based. on previous 
analysis. Engineering personnel evaluated the current setpoint and communicated 
with Westinghouse to determine the appropriate course of action. The RAS was 
the preferred method of resolution as it would not require changing the facility prior 
to having sufficient time to evaluate all aspects of the modification. The inspector 
observed the plant operations review committee (PORC) meeting which reviewed 
this RAS. The PORC appropriately challenged the technical aspects of the RAS and 
made recommendations to assure clarity. The inspector reviewed the RAS and 
considered it to be technically sound.  

C. Conclusion 

The licensee appropriately resolved a discrepancy between the NRC safety 
evaluation review and the current setpoint basis. The reasonable assurance of 
safety was technically sound and allowed the facility to remain in a conservative 
configuration while the deviation was analyzed.  

El1.3 Control Room Air Conditioning Modification 

a. Insrpection Scoo~e (37551) 

The inspectors reviewed "type 1 " change package 97-3-003-CRHV, "Central 
Control Room Air Conditioning (A/C) Units #31 and #32 Modification to Prevent 
A/C Units from Tripping on Low Suction Pressure." A type 1 change is a limited 
scope change which does not require a nuclear safety evaluation. This change 
involved the installation of a factory set, non-adjustable, one-minute time delay in 
the low pressure trip signal.



b. Observations and Findings 

There had been several incidents involving the tripping of the central control room 
air conditioning units when starting. This was due to the low pressure and 
temperature of the refrigerant when the units have not been in use for long periods 
of time. In order to allow sufficient time for the pressure to stabilize, the equipment 
vendor recommended installing a time delay on the trip switch. The engineering 
evaluation and technical justification were appropriate for the modification. The 
type 1 change package was in accordance with the licensee's procedure MCM-14, 
"Type 1 Change," and the inspector found all required attributes in the modification 
documentation.  

The implementation of the modification, however, revealed several weaknesses in 
the planning of the modification and missed opportunities to perform a 
comprehensive walkdown of the modification prior to entering the work window.  
This is evidenced by the numerous engineering change notices (ECNs) that had to 
be written for the work package. In particular, several wiring diagrams had to be 
changed due to limited pre-job access to the actual circuitry as installed in the plant.  
The inspectors consider the results of the modification to be successful, however 
the planning and implementation phases of the modification process were weak.  

C. Conclusions

The licensee's engineering support of the control room air conditioning low suction 
pressure switch trip modification was adequate. However, the planning and 
implementation of the work were weak in that several engineering change notices.  
had to be made to the modification work package due to missed opportunities to 
walk down the system during the past outage.  

El1.4 Primary Auxiliary Building Openings (URI 97010-06) 

a. Inspection Scove (71707. 71750. 37551) 

The inspector reviewed the response to deviation event report (DER) 97-2630 
regarding several openings in the primary auxiliary building (PAB) walls and their 
potential impact on the facility.  

b. Observations and Findings 

During .a routine plant tour, the inspector noted several areas in the 1 5 foot 
elevation of the PAB which had openings to the outside in the walls. The openings 
were due to previous access ports installed for construction activities. The 
inspector questioned the licensee regarding the potential for an uncontrolled release 
path from the PAB and the need to perform a 10 CFR 50.59 review due to an 
alteration to the physical structure.



The structural engineers had to research the original design of the facility walls and 
determine if there was ever any paper work documenting the change to the facility.  
In doing so, it was determined that the original wall had been modified without a 
10 CFR 50.59 evaluation. Additionally, the current configuration which included a 
steel plate which covered a large hole, may not be adequate to protect against any 
tornado generated missiles. The licensee was planning to capture this in the 
deviation event report resolution and the associated action commitment tracking 
system items.  

Finally, the inspector questioned the licensee regarding the potential for an 
unmonitored release to the environment through these openings in the walls. The 
only assurance of not having an unmonitored release was the negative pressure in 
the PAB. The inspector questioned the adequacy of relying on a negative pressure 
when there was no indication of PAB pressure in the control room and no 
requirement to verify pressure in procedures. At the end of the inspection period, 
the licensee was reviewing the ventilation procedures and putting measures into 
place to ensure positive control over the openings in the PAB. This issue is an 
unresolved item (URI 97010-06) pending the NRC's review of the licensee's final 
resolution 

C. Conclusion 

The licensee's past resolution of openings in the primary auxiliary building was 
weak. Current issues regarding the potential for an unmonitored release and the 
adequacy to sustain a tornado generated missile is unresolved (URI 97010-06).  

E7 Quality Assurance in Engineering Activities 

E7.1 Auxiliary Feed Pump Cutback Controller (VIO 97010-01) 

a. Inspection Scope (37551, 71707) 

On September 25, 1997, the licensee identified a design deficiency associated with 
the power supply to the auxiliary boiler feed pump (ABFP) cutback controllers. The 
inspector reviewed the licensee's response to this deficiency.  

b. Observations and Findings 

On September 25, the licensee identified that the cutback controllers for the 31 and 
33 ABFPs were both powered from the 33 instrument bus. The cutback controller, 
prevents a pump runout condition by limiting the opening of the pump discharge 
valve. If the cutback controller function is lost, the ABFP discharge valves would 
go full open and the pump would trip on over current. This design issue was 
identified through questions raised by the work control risk assessment coordinator.  

The licensee determined that the power supply configuration did not place the plant 
outside the licensing and design basis of the plant, because of the redundancy



provided by the turbine driven, ABFP. The licensee initiated several actions and 
evaluations to confirm this determination. However, the licensee identified that the 
configuration would cause significant maintenance and operational limitations on the 
plant. Specifically, if the 33 instrument bus was placed on its backup power 
supply, in the event of maintenance or failure of the 33 static inverter, both the 31 
and 33 ABFP would have to be declared inoperable. Unlike the static inverter, the 
backup power supply is stripped upon a safety injection signal or a loss of offsite 
power, and requires manual action to be re-energized. As a result, the ABFPs 
would likely trip on over current due to the loss of the cutback controllers and the 
runout of the pump.  

In response to this problem, the licensee implemented a temporary modification to 
move the power supply to the 33 ABFP controller from the 33 instrument bus to the 
32 instrument bus. This temporary modification was completed on October 31.  
The implementation of this modification is reviewed in section El1 .1 of this 
inspection report. In the interim period between identification of the deficiency and 
the implementation of the modification, the licensee provided operators guidance to 
enter a 12 hour action statement for both ABFPs being inoperable if the 33 
instrument bus is on the backup power supply.  

However, the inspector noted that after the implementation of the modification on 
October 31, the operators were not provided guidance to declare the 31 or 33 ABFP 
inoperable if the 33 or 32 instrument bus was on the backup power supply.  
Technical specifications allows one of the four instrument buses to be on its backup 
power supply indefinitely. Also, the system operating procedure SOP-EL-2, 
'Instrument Bus and Plant Computer Static Inverter Operation," revision 12, was 
inadequate in that the procedure permitted placing the 32 or 33 instrument bus on 
its backup supply without limitations or entry into a technical specification action 
statement for the associated ABFP. This concern was raised to the licensee on 
December 10.  

On December 1 2, the licensee. informed the inspector that the need to declare the 
ABFP inoperable when the 32 or 33 instrument bus is on the backup power supply 
was overlooked. Contributing to this oversight was the belief that technical 
specification section 3.7.G applied. Section 3.7.G states that when a system, 
subsystem, train, component or device is determined to be inoperable solely 
because its emergency power source is inoperable, or solely because its normal 
power supply is inoperable, it may be considered inoperable for the purpose of 
satisfying the requirements of its applicable specification provided that its 
corresponding normal or emergency power supply is operable and all its redundant 
components are operable. However, the static inverter power supply to the 
instrument bus is the normal as well as the emergency power supply. The licensee 
concluded that section 3.7.G did not apply.  

The licensee also determined that the plant may have been outside its design basis 
during past operating cycles, because the 33 instrument bus may have been on its 
backup power supply for greater than the 1 2 hours allowed by technical 
specification. Although the licensee had not yet determined the specific times
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when this may have occurred, the licensee made a one-hour notification. to the NRC 
on December 1 2 based on operations personnel's recollection that the 33 static 
inverter had been out of service for greater than 1 2 hours during past operating 
cycles.  

Although the identification of the design deficiency was excellent, the licensee 
failed to identify the need to enter an limiting condition for operations for the ABFPs 
when the associated 32 or 33 instrument bus is on its backup supply and that 
system operating procedure SOP-EL-2 was inadequate in that it permitted placing 
the 32 or 33 static inverter on its backup power supply without entry into an action 
statement. The failure to identify this deficiency is a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, "Corrective Actions." (VIO 97010-01) 

C. Conclusions 

The licensee's identification of a design deficiency associated with the power 
supply to the auxiliary boiler feed pump cutback controllers was excellent. The 
design deficiency was identified through questions raised by the work control risk 
assessment coordinator. However, the licensee's corrective actions were 
inadequate in that the need to enter a limiting condition for operation when the 32 
or 33 instrument bus is on its backup power supply was not recognized and that 
the system operating procedure, which did not reflect this limitation, required 
revision. This is the third example of inadequate corrective actions. (VIO 97010
01) 

E8 Miscellaneous Engineering Issues (92700,92903) 

E8.1 (Closed) Licensee Event Report 50-286/97006-00(NCV 97010-08): plant outside 
design basis due to error in original design that did not identify the refueling water 
storage tank (RWST) purification loop isolation requirements. The licensee identified 
that the plant was operating outside the design basis when the RWST was aligned 
to the non-seismic purification loop. A failure of the purification loop boundary 
would affect the RWST water available for the safety injection system. The 
licensee took immediate corrective actions to ensure administrative controls for the 
alignment of the purification loop to the RWST. Off normal procedures were revised 
to ensure the isolation of the RWST from non-seismic piping. Administrative 
controls were issued to required a dedicated person who is trained to close two 
valves and isolate the purification loop from the RWST is stationed during the 
operation of the RWST purification loop above cold shutdown. The failure to ensure 
that the plant was operating within its design basis when the RWST was aligned to 
the non-seismic purification loop is a violation of 10 CFR 50, Appendix B, Criterion 
Ill, "Design Control." This licensee-identified and corrected violation is being treated 
as a non-cited violation, consistent with Section VII.13.1 of the NRC Enforcement 
Policy. (NCV 97010-07)



E8.2 (Closed) Licensee Event Report 50-286/97007-00: past operation of service water 
discharge valve may have placed the plant outside the design basis. This issue was 
identified by the NRC and documented in NRC inspection report 50-286/97080. A 
pre-decisional enforcement conference was held at the NRC Region I office on 
July 30, 1997. On August 1 9, 1 997, the NRC issued a notice of violation and 
proposed civil penalty regarding this issue. The licensee event report provided no 
new information, which was not already documented in NRC inspection report 50
286/97080 or discussed during the pre-decisional enforcement conference.  

E8.3 (Closed) Licensee Event Report 50-286/97016-00(NCV 97010-09): two 
emergency diesel generators rendered inoperable by engineering safety feature logic 
circuit surveillance testing. This issue was reviewed in NRC. inspection report 50
286/97006, section El1.3. A surveillance test deficiency resulted in the inoperability 
to two emergency diesel generators for a period of five minutes. This condition is 
not allowed by technical specification with no corresponding action statement 
provided. As a result, this condition is a violation of technical specifications. This 
licensee-identified and corrected violation is being treated as a non-cited violation, 
consistent with Section VII.B.1 of the NRC Enforcement Policy. (NCV 97010-08) 

IV. PLANT SUPPORT 

R1 Radiological Protection and Chemistry (RP&C) Controls 

Ri1.1 Implementation of the Radiological Environmental Monitoring Program 

a. Inspection Scope (847 50~ 

The following components of the radiological environmental monitoring program 
(REMP) were inspected to assess the licensee's performance of the program: 

- Sample collection from selected sampling locations; 
- REMP procedures, technical specifications (TS), offsite dose calculation 

manual (ODCM), and updated final safety analysis report (UFSAR), including 
any changes which pertained to REMP; 

- Revisions to the program implemented in 1 997; 
- Annual Reports of the REMP; 
- Material condition of air sampling equipment and automatic water 

compositors relative to function, operability, and calibration; 
- The land use census results; and 
- Wind roses from the previous five years to assess any significant changes 

since pre-operation to the present.  

b. Observations and Findings 

The inspector visited selected sites where air samplers, water compositors, and 
thermoluminescent dosimeters (TLDs) were located and where broad leaf 
vegetation, sediment, and soil samples were collected. The inspector observed the



technician from Con Edison (Unit 2) exchange air particulate filters and charcoal 
canisters from the air samplers. The inspector also discussed sampling techniques 
not observed, such as collection of broad leaf vegetation, fish, soil and sediment.' 
The sample technique was appropriate. The observed air sampling equipment was..  
calibrated and the water compositor was well maintained.  

The analytical results of samples from 1 995 and 1 996 (documented in the annual 
reports) and from January through June 1 997 were reviewed. The inspector noted 
that the types and frequencies of analyses were performed as required and the 
results showed no increases as a result of effluents from the plant.  

The 1 996 Annual Radiological Environmental Operating Report of the REMP was 
reviewed to verify the implementation of TS Section 6.9.1'.5. The annual report 
provided a comprehensive summary of the results of the REMP around the Indian 
Point Unit 2 and Unit 3 sites and met the TS reporting requirements. During a self
assessment of the REMP in 1 997, the licensee discovered that two invertebrate 
samples that were not collected because of sample unavailability were inadvertently 
omitted from the 1996 annual report. The inspector reviewed the "Correction to 
Indian Point's Annual Radiological Environmental Operating Report for 1996." The 
correction appropriately provided the reason for missing two invertebrate samples, 
the reason why the program exception was omitted from the annual report, and 
corrective actions taken to prevent recurrence. No other omissions, mistakes, or 
obvious anomalous results and trends were noted.  

The 1996 and 1997 land use census was performed during November 1996 and 
1997, respectively. Performance of the land use census was thorough and 
complete. No program changes (e.g., changes in sample locations) were required 
as a result of the census. The results of the 1 996 census was documented in the 
annual report.  

The inspector reviewed the wind direction assessments (wind roses) from the past 
10 years and compared them to the pre-operational wind roses to detect changes, if 
any, in the prevailing wind directions. No significant changes were evident. The 
environmental monitor::-g control station locations were 'reviewed against the 
prevalent directions and the inspector noted that the control locations remained 
valid in areas that are minimally impacted by the facility.  

The REMP Procedure NEM-5.103, "Collection, Preparation and.Analysis of Air 
Samples," contains a statement regarding the proper flow rate of the air samplers as 
2 cfm. However, the inspectors noted that the air samplers were operating with a 
flow rate of 3 cfm. Although the air samplers require a minimum volume to 
operate, the optimal flow should be determined to avoid breakthrough of the 
charcoal cartridge and ensure charcoal efficiency. Licensee personnel were unable 
to provide a basis for the higher flow rate and stated to the inspectors that they 
would review this matter to determine the optimal air sampler flow rate.



C. Conclusion 

Based on the above review, observation, and discussions, the inspector determined 
the licensee's performance in implementing the REMP was good.  

Ri1.2 Meteorological Monitoring Program 

a. Inspection Scoroe (84750) 

The following components of the meteorological monitoring program (MMP) was 
inspectedr to assess the licensee's performance of the program: 

- Calibration procedures and methods; 
- Calibration results of wind speed, wind direction and temperature sensors 

and any related components; 
- -Operability and maintenance of instruments and equipment; and 
- Technical Specification, UFSAR, and Regulatory Guide (RG) 1 .23.  

b. Observations and Findings 

The equipment calibration procedures contained sufficient guidance to implement an 
effective program. The wind speed, wind direction and temperature sensors were 
calibrated by the vendor using National Institute of Standards and Testing (NIST) 
traceable calibration equipment and the licensee's procedures. The semiannual 
calibration results were within the established acceptance criteria and met the 
recommendations of RG 1 .23.  

C. Conclusions 

Based on the. direct observations, discussions with personnel, and examination of 
procedures and records for calibration of equipment, the inspector determined that 
(1) the licensee's performance of maintaining and calibrating the meteorological 
monitoring instrumentation was very good and (2) the licensee continued to 
effectively implement the MMP in accordance with the memorandum of 
understanding, UFSAR commitments and RG 1 .23 recommendations.  

R6 RP&C Organization and Administration 

R6.1 Organization Changes and Responsibilities 

The inspector reviewed organization changes and the responsibilities relative to 
oversight of the REMP and MMP. No changes in the organization regarding the 
oversight of the REMP or MMP were made since the previous inspection in this 
area. The responsibilities relative to oversight of the REMP and MMP have 
essentially remained the same.



R7 Quality Assurance in RP&C Activities 

R7.1 Quality Assurance Audit Program 

a. Inspection Scope (84750-2) 

The following quality assurance audit reports were reviewed: 

- A96-1 0-1, IP-3 Environmental Programs and Meteorological Monitoring 
Program"; and 

- A97-1 0-1 IP-3 Environmental Programs" 

b. Observations and Findings 

The audits were conducted by the Appraisal and Compliance Services Quality 
Assurance Division MQAD). The audits covered the radiological environmental 
monitoring and meteorological monitoring programs and were conducted by the 
GAD staff. Both audits identified findings in the REMP and MMP. These findings 
were of minor safety significance and were closed. Both audits concluded that the 
Radiological and Environmental Services implemented a good environmental 
monitoring program.  

C. Conclusion 

Based on the review of the audits and discussions with an auditor, the inspector 
concluded that the scope and technical depth of the audits were good and 
sufficiently assessed the programs for strengths and weaknesses in the REMP and 
MMP. The audits evaluated the technical adequacy of implementing procedures and 
TS and ODCM requirements. Performance of the audits was thorough, objective 
and of very good quality.  

R7.2 Quality Assurance of Analytical Measurements 

a. Inspection Scooe (84750-2) 

The inspector reviewed the licensee's Quality Assurance (GA) Program for analytical 
measurements of radiological environmental samples including the Interlaboratory 
Comparison Program required by the technical specifications and offsite dose 
calculation manual.
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b. Observations and Findings 

The subj ect programs are the responsibility of the J. A. FitzPatrick Environmental 
Laboratory (JAFEL), located in Fulton, NY. The laboratory maintained internal QA 
programs including environmental split samples, spike samples, and blind samples 
and supplied reports of quality control results to the licensee for review. When 
discrepancies were found, reasons for the discrepancies were investigated and 
resolved. The inspector reviewed the JAFEL Quality Assurance analysis results for 
1 997 and noted that the results of the splits and spike samples were within the 
established acceptance criteria, with few exceptions.  

The laboratory used a contract laboratory (Analytics, Inc.) and the Environmental 
Management Laboratory to implement the Interlaboratory Comparison Program. The 
inspector reviewed the cross-check results for the first quarter 1 997 and noted that 
the results were within the licensee's established acceptance criteria.  

C. Conclusion 

Based on the above observations, the inspector determined that the performance of 
the licensee's environmental laboratory was excellent and the interlaboratory 
comparison programs were effective. The licensee continued to implement a good p quality assurance program in accordance with regulatory requirements.  

R8 Miscellaneous RP&C Issues (84750) 

R8.1 Updated Final Safety Analysis Review 

A recent discovery of a licensee operating their facility in a manner contrary to the 
Updated Final Safety Analysis Report (UFSAR) description highlighted the need for a 
special focused review that compares plant practices, procedures and/or parameters 
to the UFSAR description. While performing the inspection discussed in this report, 
the inspectors reviewed the applicable portions of the UFSAR that related to the 
areas inspected. The inspectors verified that the UFSAR wording was consistent 
with the observed plant practices and procedures and/or parameters.  

R8.2 (Closed) Inspector Follow Item (IFI) 50-286/96008-01: Calibration of substitution 
boxes. This item was opened pending the licensee's results to determine if the 
meteorological system substitution test boxes required calibration. The licensee 
determined that the calibration of the test boxes should be checked every two years 
using calibrated instrumentation (i.e., fluke meter). The licensee incorporated this 
requirement into the calibration procedures. The inspector noted that the results of 
the calibration check were acceptable. The calibrations results of the 
meteorological system indicated no difference prior to and after the calibration 
check of the test boxes. The licensee had satisfactorily completed the calibration 
checks in March 1997.



S8 Miscellaneous Security and Safeguards Issues 

S8.1 (Closed) Licensee Event Report 50-286/96014: falsified pre-employment screening 
records. A contract employee provided new background information regarding a 
prior arrest that was not previously reported. The licensee determined that if this 
information were provided during pre-employment screening, authorization of 
unescorted access would have been denied. The licensee immediately suspended 
access authorization of the contract employee. An investigation was performed to 
assess the completeness of the required background investigation used to grant 
access. The licensee determined that the background investigation adequately met 
requirements.  

V. MANAGEMENT MEETINGS 

X1 Exit Meeting Summary 

The inspectors presented the inspection results to members of the licensee 
management at the conclusion of the inspection on December 19, 1997. The 
licensee acknowledged the findings presented.  

The inspectors asked the licensee whether any materials examined during the 
inspection should be considered proprietary. No proprietary information was 
identified.



ATTACHMENT A 

PARTIAL LIST OF PERSONS CONTACTED 

Licensee 
R. Barrett, Site Executive Officer 
J. Comiotes, General Manager, Operations 
J. Russell, General Manager, Maintenance 
D. Quinn, General Manager, Plant Support 
J. DeRoy, Director, IP3 Engineering 

NRC 
G. Wunder, Project Manager 

INSPECTION PROCEDURES USED

IP 37551: 
IP 61726: 
IP 62707: 
IP 71707: 
IP 71750: 
IP 92700: 
IP 84750: 
IP 92901: 
IP 92902: 
IP 92903: 
IP 93702:

Onsite Engineering 
Surveillance Observations 
Maintenance Observation 
Plant Operations 
Plant Support Activities 
Onsite Followup of Written Reports of Nonroutine Events 
Radioactive Waste Treatment, and Effluent and Environmental Monitoring 
Followup - Plant Operations 
Followup - Maintenance 
Followup - Engineering 
Prompt Response to Events at Operating Power Reactors

ITEMS OPENED, CLOSED, AND DISCUSSED

Opened 
VIO 97010-01 

NCV 97010-02 

VIO 97010-03 

URI 97010-04 

NCV 97010-05 

URI 97010-06 

NCV 97010-07 

NCV 97-010-08

Inadequate corrective actions associated with identified limitations on 
the operation of the instrument buses on its backup power supply, 
operation of the lube oil system and resolution of weld channel 
procedure deficiencies.  
Failure to implement technical specification required surveillance for 
an inoperable level channel.  
Problem identification descriptions were not entered into the reliability 
on-line maintenance environment computer database.  
Licensee's evaluation of and corrective action for over current trip 
microswitch tolerances were not yet completed.  
Surveillance test interval exceeded for control rod shutdown banks 
Licensee's resolution of primary auxiliary building deficiencies for 
potential unmonitored releases and tornado generated missiles was 
not yet completed.  
Plant outside design basis due to error in original design that did not 
identify the-refueling water storage tank purification loop isolation 
requirements.  
Two EDG's rendered inoperable by engineering safety feature logic 
circuit surveillance testing.
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Closed 
IFI 96008-01 
IFI 97009-0 1 

LER 9501 7-00, 01 

LER 96012-00 
LER 96014-00 
LER 97006-00 

LER 97008-00 
LER 9701 5-00 
LER 9701 6-00 

NCV 97010-02 

NCV 97010-05 

NCV 97010-07 

NCV 97010-08 

Withdrawn 
VIO 97003-04

Calibration of substitution boxes.  
Maintenance rule disposition of recent valve failures in the chemical 
and volume control system.  
Failure to implement technical specification required surveillance for 
an inoperable level channel.  
Surveillance test interval exceeded for control rod shutdown banks.  
Falsified pre-employment screening records.  
Plant outside design basis due to error in original design that did not 
identify the refueling water storage tank purification loop isolation 
requirements.  
Automatic actuation of EDG's following a loss of offsite power 
Two emergency diesel generator inoperable during cold shutdown.  
Two emergency diesel generators rendered momentarily inoperable 
during cold shutdown by inadequate surveillance testing.  
Failure to implement technical specification required surveillance for 
an inoperable level channel.  
Surveillance test interval exceeded for control rod shutdown banks 
Discrepancies identified in the final safety analysis report for the 31 
diesel room ventilation system and the core exit thermocouples.  
Plant outside design basis due to error in original design that did not 
identify the refueling water storage tank purification loop isolation 
requirements.  

Two EDG's rendered inoperable by engineering safety feature logic 
circuit surveillance testing.  

Failure to include the closing function of the residual heat removal 
suction valves, AC-MO V-730 and AC-MOV-731 in the inservice test 
program
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LIST OF ACRONYMS USED 

ABFP Auxiliary boiler feed pump 
AMSAC ATWS Mitigation System Actuation Circuitry 
ARP Annunciator response procedure 
ATWS Anticipated Transient Without Scram 
ACTS Action Commitment Tracking System 
cfm cubic feet per minute 
DER Deviation Event Report 
ECN Engineering Change Notice 
FSAR Final safety analysis report 
IFI Inspector Follow Item 
JAFEL J. A. Fitzpatrick Environmental Laboratory 
LER Licensee Event Report 
MAT Modification acceptance test 
MBFP Main boiler feed pump 
MMP Meteorological monitoring program 
MOU Memorandum of Understanding 
NCV Non-cited violation 
NIST National Institute of Standards and Testing 
NPO Nuclear Plant Operator 
NRC Nuclear Regulatory Commission 
NRR Nuclear Reactor Regulation 
OD Operations directive 
ODOM Offsite Dose Calculation Manual 
PAB Primary auxiliary building 
PDR Public Document Room 
PID Problem identification description 
PLT Plant leadership team 
PM Preventive maintenance 
QA Quality Assurance 
QAD Quality Assurance Division 
QC Quality Control 
RAS Reasonable Assurance of Safety 
REMP Radiological Environmental Monitoring Program 
RG Regulatory Guide 
ROME Reliability Online Maintenance Environment 
RP&C Radiological Protection & Chemistry 
RWST Refueling Water Storage Tank 
scf m standard cubic feet per minute 
SER Safety Evaluation Report 
STA Shift technical advisor 
TLD Thermoluminescent Dosimeter 
TPC Temporary Procedure Change 
TS Technical Specifications 
UFSAR Update Final Safety Analysis Report 
URI Unresolved item 
VIO Violation

.IV, -
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WCCPPS Weld channel and containment penetration pressurization system 
WR .,Work request


