U.S. NUCLEAR REGULATORY COMMISSION

‘ REGION |

Docket No. 50-286

License No. DPR-64

Repért No. 99-01

Licensee: New York Power Authority

Facility:. Indian Point 3 Nuclear Power Plant
Location: P.O. Box 215

Buchanan, New York 10511

Dates: February 11, 1999 - March 24, 1999

Inspectors: David Lew, Senior Resident Inspector
Laura Dudes, Resident Inspector
Laurie Peluso, Radiation Specialist (3/15 - 3/1 9)

Approved by: John Rogge, Chief
_ Projects Branch 2
Division of Reactor Projects

204290196 990420

PDR ADOCK 0S000286
G PDR



EXECUTIVE SUMMARY

Indian Point 3 Nuclear Power Plant »
NRC Inspection Report No. 50-286/99001 .

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

Operations:

Operator performance during this inspection period was adequate. Overall operator response
to a reactor trip and implementation of emergency operating procedures was appropriate.
Reactor start up activities were performed well. Specifically, the use of peer reviews for
reactivity manipulations was a noteworthy initiative. (Report detail O1.1)

The approach to resolving secondary equipment challenges was not thorough and the overall
materiel condition of secondary equipment challenged the operators during the power
ascension following a unit trip on March 9, 1999. The work to resolve deficiencies associated
with the main boiler feed pump discharge valve was not well coordinated and resulted in
multiple entries into and exits from limiting conditions for operation. Troubleshooting efforts on
secondary plant oscillations in February 1999 did not thoroughly address the problem as
evidenced by several heater drain pump trips during power ascension in March 1999. (Report
‘detail 02.1)

The licensee’s formal root cause evaluation for the mis-positioning of the isolation valve to a
service water monitoring box was not thorough. The licensee did not consider the potential for
the valve to be closed during preventive maintenance and did not review the effectiveness of
configuration control processes for valves within a tagout boundary. Further, the licensee did
not consider an extent of condition review concerning the resolution of deviations identified
during the performance of the checkoff list. The licensee failed to promptly identified and
correct mis-positioned valve SWN-111-1. This failure is a Severity Level |V violation of 10 CFR
50 Appendix B, Criterion XVI, “Corrective Actions,” and is being treated as a Non-Cited
Violation, consistent with Appendix C of the NRC Enforcement Policy. (NCV 99001-01) (Report
detail 02.2)

The emergency diesel fuel oil storage system was properly maintained to assure that it would
perform its intended functions. The testing and maintenance of important components and
procedures for controlling system configuration were appropriately established. The
calculations for minimum fuel storage requirements were thorough. (Report detail 02.3)

. Maintenance:

Maintenance activities observed were conducted satisfactorily and in accordance with
applicable maintenance and administrative procedures. The licensee was appropriately
monitoring performance for equnpment within the scope of the maintenance rule. (Report detail
M1.1)



Executive Summary (cont'd)

The licensee did not thoroughly evaluate the implementation of a temporary modification for the
reactor coolant flow transmitter. Specifically, the planning. for the implementation of the
temporary modification did not account for the impact on the other transmitters in the system
which caused a reactor trip. (Report detail M1.2)

The licensee’s planning and implementation of a preventive maintenance (PM) package did not
effectively minimize out-of-service time for the control room ventilation system. The planning of
the work package did not verify the availability and staging of parts needed for the ventilation
booster fan prior to commencing work. Also, difficulties with completing the post maintenance
test were not effectively communicated and led to unnecessary use of limiting condition for
operation time. The licensee’s critique did not capture the material and communication
problems that occurred during the PM. (Report detail M1.3)

Surveillances were conducted appropriately and in accordance with procedural and
administrative requirements. Good coordination and communication with the control room was
observed during performance of the surveillances. Test instrumentation was within calibration,
and the acceptance criteria were achieved. (Report detail M1.4)

The licensee appropriately implemented a quarterly surveillance requirement for the
containment spray pumps. However, the re-calibration of the ultrasonic flow measurement
device and its impact on the flow rate acceptance criteria was not communicated to the
operations shift and resulted in a two-hour delay in declaring the pump operable. (Report detail
M1.5) |

The licensee’s performance of a feedwater flow transmitter calibration was adequate. However,
the management expectations with regard to venting transmitters were not clearly understood
by the technicians, and procedural guidance for venting transmitters was inconsistent. NYPA
acknowledged the inspector’s observation and initiated deviation event report 99-0563 to
address the need to clarify expectations on venting. (Report detail M1.6)

.The licensee’s review of a degraded packing problem associated with the 33 auxiliary boiler
feed water pump in December 1998 was not thorough in that it did not determine the potential
cause to preclude a similar degradation during the March 9, 1999, reactor trip. Additionally, the
deviation event report (DER) initial screening was poor in that it did not identify the repeat
failure nor did it raise the level of the DER casual analysis. (Report detail M2.1)

Engineering:

NYPA took appropriate actions in response to a containment vent design deficiency, which
resulted in the potential for a single failure vulnerability. The deficiency was determined to be
non-risk significant. Although the licensee missed an opportunity to identify this deficiency in
1994 during the development of the design basis document for the containment system, this
opportunity was deemed to be small. This NRC identified deficiency was determined to be a
Severity Level IV violation of 10 CFR 50, Appendix B, Criterion 3, “Design Control.” This
Severity Level IV violation is being treated as a Non-Cited Violation,.consistent with Appendix C
of the NRC Enforcement Policy. This issue is in the licensee’s corrective action process as
deviation event report 99-0130. (NCV 99001-02) (Report detail E2.1)



Executive Summary (cont'd)

The licensee did not perform a thorough extent of condition review to identify missing shims on
the chemical and volume control system as evidenced by the NRC’s identification of several
additional missing shims. This NRC identified deficiency was determined to be a Severity Level
IV violation of 10 CFR 50, Appendix B, Criterion 16, “Corrective Action.” This Severity Level IV
violation is being treated as a Non-Cited Violation, consistent with Appendix C of the NRC
Enforcement Policy. This issue is in the licensee’s corrective action process as deviation event
report 99-0320. (NCV 99001-03) (Report detail E2.2)

Plant Support:

The implementation of the REMP, relative to program oversight; sample collection
methodology; material condition, operation, and calibration of automatic sampling equipment;
Land Use Census; and reporting requirements, was evaluated for the period between January
1998 and January 1999.

The licensee shares REMP responsibilities with Consolidated Edison (Unit 2) through a
Memorandum .of Understanding. REMP samples were collected from the locations described in
the Technical Specifications (TS) by Consolidated Edison. Sampling was performed according
to the procedures and the schedule agreed upon by both stations. The automatic air sampling
equipment were operable and calibrated. The automatic water compositors were operable.
The heat trace on the compositors showed early signs of corrosion, which could lead to freezing
of the sampling lines and missed samples. The land use census for 1998 was performed as
required in the TS. The licensee prepared the annual Radiological Environmental Operating

. Report (AREOR). The report provided a comprehensive summary of the results of the REMP
for 1997 and met the TS reporting requirements.

The licensee provided program oversight by performing periodic reviews of sampling
technicians and contract personnel, and periodic reviews of the sample data to ensure the
program is implemented effectively. This was evident in one of the two self assessments
performed by the licensee. The other self assessment was an independent review, performed
by the Radiological Engineer, Corporate. This assessment focused on laboratory practices,
including quality control, instrument calibration, and quality assurance. Both assessments were
thorough and of appropriate technical depth to identify areas for improvement. Any areas for
improvement that required action were assigned to the responsible personnel and were
resolved.

The licensee demonstrated improvement regarding communication with Consolidated Edison
(Con. Ed.) through quarterly meeétings. During each meeting, the licensee, together with Con.
Ed., discussed self-identified areas for improvement and audit findings, assigned action item to
the responsible personnel for resolution. For example, as part of a response to an QA audit
finding, the licensee’s Radiological Engineer, Radiological and Environmental Services (RES)
and Consolidated Edison’s Senior Radiation Specialist, Nuclear Environmental Monitoring
(NEM) conducted a line by line comparison of both environmental TS. Minor differences were
identified, addressed, and corrected.



Executive Summary (cont'd)

The licensee effectively performed sample collection activities according to the Memorandum of
Understanding (MOU) with Consolidated Edison (Unit 2) and according to the REMP
procedures; conducted the land use census; and maintained and calibrated the automatic
sampling equipment. The licensee together with the Consolidated Edison effectively conducted
a line by line comparison of both environmental TS. The licensee effectively provided program
oversight and met the reporting requirements in the TS. The radiological environmental
monitoring program was effectively implemented in accordance with regulatory requirements.
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Report Details
SUMMARY OF PLANT STATUS .

Indian Point Unit 3 began this inspection period at full power. On March 9, 1999, the reactor
tripped when a reactor coolant flow transmitter was improperly placed into service (Section
M.1.2). The reactor was taken critical on March 10, 1999; however, power ascension was
delayed due to'secondary plant equipment problems. The unit returned to full power on
March 18, 1999, and remained there for the rest of the inspection period.

I. OPERATIONS
o1 Conduct of Operations

O1.1  General Observation

a.  Inspection Scope (71707)

The inspectors observed operation’s shift turnover meetings, control room activities,
operators response to a plant trip and a reactor start up.

b. Observations and Findings

Overall, the operators used three part communications, conducted detailed status
briefings during shift turnovers and demonstrated good command and control in the
control room during normal operations. The inspector noted reduced traffic in the
control room through rigorous efforts to enforce a new policy to minimize distractions.

The inspector observed the operators responding to the reactor trip on March 9, 1999.
The operators implemented emergency operating procedure (EOP), “Reactor Trip or
Safety Injection,” in response to a low reactor coolant flow trip signal. This signal was
due to a reactor coolant system (RCS) flow transmitter being improperly placed into
service. A detailed review of this issue is in Section M1.2. Once the reactivity and
power parameters were appropriately verified, the operators transitioned into ES-0.1,
“Reactor Trip Response.” Overall, the performance of the operating crew was
adequate.

On March 10, 1999, the inspector observed the control room operators conduct a
reactor startup. Overall, the reactor startup was conducted well. The activity was
treated as a special evolution, and personnel in the control room were kept to a
minimum. The operations manager conducted thorough special evolution briefings for
operations shift personnel and incorporated several examples of pertinent industry
experience. During the startup, the operators’ use of three point communications and
the stop-think-act-review technique was evident. Operators appropriately responded to
and resolved equipment anomalies encountered during the startup. The use an
additional reactor operator in the control room as a peer reviewer for reactivity
manipulations was a good and noteworthy initiative.
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02.1

Conclusions

Operator perfofmance during this inspection period was adequate. Overall operator

- response to a reactor trip and implementation of emergency operating procedures was

appropriate. Reactor start up activities were performed well. Specifically, the use of
peer reviews for reactivity manipulations was a noteworthy initiative.

Operational Status of Facilities and Equipment

Secondary Plant Equipment Challenges
Inspection Scope (71707, 62707, 37551)

During the power ascension, the inspector noted several secondary equipment
problems that challenged the operators after the reactor unit trip in March 1999. The
inspectors reviewed two of these equipment problems in detail.

Observations and Findings

During the power ascension, several secondary equipment problems occurred. These
deficiencies resulted in delays and challenged operators during the reactor trip and the
restoration of the plant to full power. Some of these equipment deficiencies included
sheared bolts on the body to bonnet flange connection for the 31 main boiler feed pump
(MBFP) discharge valve, clogging of the MBFP control oil filtration system, several limit

-switch indication problems associated with secondary check valves, repeated heater

drain pump trips, the failure of the control linkages for the 31 MBFP steam admission

. valve, and failure of the 32 MBFP open limit switch which caused the valve to backseat.

The inspectors observed the work associated with two equipment problems and
reviewed the circumstances surrounding the events.

The approach to resolving the problems associated with the main boiler feed pump
(MBFP) discharge valve, BFD-2-32 was not well coordinated. The licensee did not
develop an action plan in a timely manner to respond to the issue as outlined in the
Indian Point 3 Plant Standard No.10. In addition, the inspector observed that the initial
troubleshooting effort was not well coordinated and challenged the operators to make
numerous entries into and exits out of limiting conditions for operation (LCO). The LCO
is due to the engineered safety feature (ESF) function associated with feedwater
isolation and requires the plant to be in the hot shutdown condition within four hours of
the identification that the valve may not be able to provide the feedwater isolation
function. :

The inspector also noted that during power ascension the heater drain pumps tripped on
several occasions due to oscillations caused by the pumps discharge valves. The
oscillations in this system were first identified in February 1999. An engineering action

. plan was developed and the licensee determined that the level controller LC-7001/3A,

needed to be adjusted such that it would not cause gross swings on the heater drain
pump discharge valves. The adjustment was made and the secondary oscillations
appeared to improve. When attempting to return the heater drain pumps to service on
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March 12, 1999, the licensee noted that the discharge valves continued to experience
difficulty in maintaining proper level in the heater drain tank. The heater drain pump
discharge valves responded to the lower level by throttling closed causing the pumps to
trip on low flow. Again, the level controller was thought to be responding poorly and it
was decided to swap the discharge valve position control over to another level controller
in the system. This did not soive the problem as the pumps continued to trip on low
flow. The licensee then decided to calibrate the discharge valves. Both valves were
found to need adjustment during the calibration. The valves were calibrated
satisfactorily by the fix-it-now (FIN) team and returned to service. This was done and
the pumps were placed in service satisfactorily.

. The inspector concluded that the licensee did not fully understand the cause of the
“oscillations on the secondary side in February 1999 and made adjustments that aided in

reducing the oscillations but did not identify the fact that the discharge valves were in
need of adjustment. This led to further problems and challenges when returning the

" plant to full power in March 1999.

Conclusions

The approach to resolving secondary equipment challenges was not thorough and the
overall materiel condition of secondary equipment challenged the operators during the
power ascension following a unit trip on March 9, 1999. The work to resolve
deficiencies associated with the main boiler feed pump discharge valve was not well
coordinated and resulted in multiple entries into and exits from limiting conditions for
operation. Troubleshooting efforts on secondary plant oscillations in February 1999 did
not thoroughly address the problem as evidenced by several heater drain pump trips

_-during power ascension in March 1999.

Valve to Service Water Monitoring Box in the Incorrect Position

" Inspection Scope (71707)

The inspector reviewed and assessed the licensee’s root cause determination and
corrective actions for a service water valve that was in the incorrect position.

Observations and Findings

During a walkdown of the service water system on February 2, 1999, the inspector
questioned the lack of flow through one of two service water boxes for monitoring
biological fouling. In response to the inquiry, the licensee determined that service water
valve SWN-111-1 was improperly positioned in the close position. The licensee’s
immediate corrective action was to reposition and caution tag the valve in the open
position. The licensee also initiated a significance level B deviation event report (DER
99-0227) to track the root cause determination and corrective actions for the '
discrepancy. A significance level B DER requires that a formal root cause analysis be
performed.
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On March 19, 1999, the inspector observed the operations department present the
results of the root cause determination and corrective actions to the DER review
committee. The following information was provided to the DER review committee:

° The cause of the event was unknown. A valve checkoff list of the system was
performed on November 27, 1998, in which the valve was documented in the
closed position, but the vendor supplied reports, dated December 2, 1998, and
January 6, 1999, indicated that flow existed in monitoring boxes. Since the valve
was open on December 2, 1998 and January 6, 1999; and the valve was closed
on November 27, 1998 and February 2, 1999; the operations department
concluded that there were at least two instances where the valve was
inappropriately repositioned.

° When operations identified that the valve was in the ihcorrect position when the
checkoff list was performed in November 27, 1998, the operations shift failed to
address the deviation. :

. Four other DERs since January 1, 1998, were identified, which involved mis-
positioned valves.

Although operations indicated that they looked at a few DERs to determine if there was
a common reason for the repeat mis-positioned valves, the DER review committee
directed operations to conduct a more in-depth review of these and other similar DERs
for commonality. :

The inspector considered that the licensee’s formal root cause investigation of the mis-
positioned valve was not thorough. The licensee limited their review to activities that
could affect the system between November 27, 1998, and February 2, 1999, based
upon the belief that the valve may have been inappropriately positioned twice during that
period. However, in discussions with the site personnel, the vendor report did not
necessarily assure that there was flow in the monitoring box. Although the vendor, in
the past, had identified that there was no flow in the box, this identification occurred
when the box had drained. The vendor typically removed the sample cartridges and, if
the box was full of water, may not notice the absence of flow. As a result, the
assumption that there was flow in the monitoring box based upon the vendor’s
December 2 and January 6 reports and that valve SWN-111-1 was therefore
inappropriately operated twice opened between November 27 and February 2, may not
be valid. ' :

The inspector considered that the valve was inappropriately positioned before
conducting the checkoff list on November 27, 1998. The inspector noted that, during
preventive maintenance on the 31 control room air conditioning unit to clean and inspect
the heat exchanger, the tagout boundary encompassed the service water box for
monitoring biological fouling. The closure of the valve during this maintenance activity

. was possible, since leaving the valve open would result in draining the monitoring box.
However, when the system is returned to service, operations does not verify the valve
positions within the boundary. The station expectation for controlling plant configuration
was that only operations personnel position valves in the plant. However, the operation
of valves within a tagged boundary was not specifically addressed. The inspector
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determined that the configuration control of valves within a tagout boundary that are
subsequently returned to service was not assured and that this lack of assurance was a
potential contributor to the mis-positioning of valve SWN-111-1. This issue was not
considered nor addressed during the presentation to the DER review committee. This
concern was brought to the licensee’s attention on March 20

Subsequently, on March 24, 1999, the licensee identified another mis-positioned valve
when performing a modification acceptance test (MAT) on the diesel air system. Valve
DA-6-1, inlet isolation for 31 emergency diesel generator (EDG) starting air receiver
trap, was found mis-positioned closed. This MAT was performed after the installation of
a new air receiver trap, and the work was conducted concurrent with the 31 EDG
quarterly preventive maintenance. Therefore, the mis-positioned valve was identified
before returning the EDG to service. The licensee initiated DER 99-00572 to address
the mis-positioning of valve DA-6-1. This recent example supported the concern
-associated with the effectiveness of the configuration control of vaives within a tagout
boundary that are subsequently returned to service.

The inspector noted that the investigative critique package for DER 99-0227 specified
that an extent of condition for a significance level B DER must be considered. However,
no extent of condition review was documented to determine whether the other
completed checkoff lists contained deviations that were not properly addressed. The
operations department indicated that the concern with the extent of condition will be
addressed and that the issue with configuration control within a tagged boundaries
would be reviewed as part of DER 99-0227

The licensee failed to promptly identify and correct mis-positioned valve SWN-111-1

- until February 2, 1999, when the mis-positioned valve was identified by an NRC
inspector. This failure to promptly identify and correct this deficiency is a violation of
10 CFR 50 Appendix B, Criterion XVI, “Corrective Actions.” This Severity Level IV
violation is being treated as a Non-Cited Violation, consistent with Appendix C of the
NRC Enforcement Policy. This issue is in the licensee’s corrective action process as
deviation event report 99-0227. (NCV 99001-01)

Conclusions

The licensee’s formal root cause evaluation for the mis-positioning of the isolation valve
to a service water monitoring box was not thorough. The licensee did not consider the
potential for the valve to be closed during preventive maintenance and did not review
the effectiveness of configuration control processes for valves within a tagout boundary.
Further, the licensee did not consider an extent of condition review concerning the
resolution of deviations identified during the performance of the checkoff list. The
licensee failed to promptly identified and correct mis-positioned valve SWN-111-1. This
failure is a Severity Level 1V violation of 10 CFR 50 Appendix B, Criterion XVI,
“Corrective Actions,” and is being treated as a Non-Cited Violation, consistent with

. Appendix C of the NRC Enforcement Policy. (NCV 99001-01)
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Emergency Diesel Fuel Oil System Walkdown

Inspection Scope (71707, 37551, 62707)

The inspector conducted a walkdown of the emergency diesel fuel oil system and
reviewed documents associated with the system.

Observations and Findings

Overall, the emergency diesel fuel oil system was appropriately maintained to assure
that it would perform its intended function. The inspectors noted that system valves
were properly positioned, critical relief valves were incorporated into a preventive
maintenance program, procedures adequately controlled system configuration, and
periodic tests were conducted to verify important system setpoints.

In addition, the inspector reviewed the licensee’s calculations for minimum fuel oil
storage requirements. The inspector considered the calculations to be thorough.
Further, the licensee had recently revised the fuel storage calculation to account for a
designed incline of the storage tanks that was not previously considered. The results of
the calculations showed the slope did not have any impact on diesel fuel oil storage
requirements. ‘

The inspectors noted some minor discrepancies during the walkdown. These
discrepancies were brought to the licensee’s attention for resolution.

Conclusions

The emergency diesel fuel oil storage system was properly maintained to assure that it
would perform its intended functions. The testing and maintenance of important
components and procedures for controlling system configuration were appropriately
established. The calculations for minimum fuel storage requirements were thorough.

Operator Training and Qualification
Institute of Nuclear Power Operation Accreditation Evaluation Report (71707)

The inspector reviewed the Institute of Nuclear Power Operation (INPO) Accreditation
Report for the Indian Point 3 Nuclear Power Plant dated December 1998. The INPO
review was conducted from August 24 through August 28, 1998, and included licensed
and non-licensed operator training programs. The inspector determined that the INPO
accreditation report results were generally consistent with NRC observations.
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Il. MAINTENANCE
Conduct of Maintenance
Maintenance General Comments (62707)

Inspection Scope (62707)

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

Observations and Findings

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

WR 99-01523-00, 32 Main Boiler Feed Pump Discharge Valve Troubleshooting

WR 98-03020-00, 31 Control Room Ventilation Booster Fan Preventive Maintenance
WR 98-03736-00, 31 Control Room Air Conditioning Preventive Maintenance

WR 98-02163-04, Feedwater Regulating Valve Lock Washer Replacement

Conclusions

Maintenance activities observed were conducted satisfactorily and in accordance with
applicable maintenance and administrative procedures. The licensee was appropriately
monitoring performance for equipment within the scope of the maintenance rule.
Reactor Coolant System Flow Transmitter Temporary Modification

Inspection Scope (37551, 61726, 62707)

The inspector reviewed the planning and implementation of a temporary modification
(TM) package on the reactor coolant system (RCS) flow transmitter.

Observations and Findings

On March 9, 1999, instrument and control (I&C) technicians were installing temporary
modification 99-00056-11, to cut and cap the low side vent on the reactor coolant
system (RCS) flow transmitter. This modification was implemented due to a leaking
drain valve on the low pressure side of the transmitter, which was causing the
transmitter to indicate slightly higher than normal flow. The personnel performing the
modification noted excessive temperatures downstream of the closed drain valve
indicated leakage. The low pressure flow line isolation valve was closed to provide
additional protection from the leaking RCS fluid. Technical specifications (TS) requires
that the reactor protection bistable be tripped within four hours when the transmitter is
inoperable. Within an hour of closing the low side isolation valve, operations personnel
tripped the bistable associated with the RCS flow reactor trip signal. Once the
technicians completed the cutting and capping of this drain line, they opened the
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isolated low pressure side of the transmitter. A sudden change in the differential
pressure caused a low flow trip signal in another flow transmitter, which in conjunction
with the already tripped bistable, resulted in a reactor trip.

The safety evaluation and implementation plans were reviewed by the plant operating
review committee (PORC), assessed for risk impact on the plant, and operations
personal were cognizant of the potential for a reactor trip during this activity. However, it
appeared that the planning for the maintenance activity did not identify the full impact of
the work activity. Specifically, the planning was based on issues associated with the
high pressure side of the transmitter and the potential to inadvertently operate or bump
a component associated with that portion of the transmitter. The planning did not
address the impact on the other flow transmitters when the technicians opened the low
side isolation, resulting in water at approximately 2200 psig entering the transmitter.

Conclusions
The licensee did not thoroughly evaluate the implementation of a temporary modification

for the reactor coolant flow transmitter. Specifically, the planning for the implementation
of the temporary modification did not account for the impact on the other transmitters in

the system which caused a reactor trip.

Work Control Activities Associated with the Control Room Ventilation

Inspection Scoge‘ (71707, 62707)

The inspector observed portions of the preventive maintenance, troubleshooting and
performance critique for the control room ventilation maintenance actlvmes conducted in
February 1999. :

Observations and Findings

On February 17, 1999, NYPA entered a 72-hour limiting condition for operation (LCO) to
perform preventive maintenance (PM) on the 31 central control room (CCR) ventilation
unit. The inspector observed portions of the preparation work for the booster fan PM
and noted that there was some confusion among maintenance personnel as to whether
the appropriate replacement belts and sheaves were available in the warehouse. The
parts were obtained later that day and the PM was completed. However, the resolution
of this issue while the safety system was tagged out extended the time the CCR
ventilation was out of service.

On February 18, 1999, the licensee initiated DER 99-336 to document the fact that the
central control room (CCR) ventilation damper “B” failed to operate properly and meet
the post maintenance test acceptance criteria. Personnel performing the test had

~ experienced difficulty achieving a flow that would meet the acceptance criteria; however,

these problems were not communicated in a timely manner such that the appropriate
support group could aid in developing contingency plans to return a technical
specification (TS) system to an operable status. At 11:50 p.m. on February 19, 1999,
an operability determination was completed that verified the safety function of the
control room ventilation system was not impacted by the damper based on overall
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system flow rates. The licensee did not effectively communicate initial difficulties with
the post maintenance test, which contributed to the unavailability of the system.

The inspector attended the licensee’s critique of the extended out of service time for the
CCR ventilation. The purpose of the critique was to identify key factors that led to
excessive use of LCO time and the possible TS shutdown due to the inoperable CCR
ventilation. The inspector noted that the critique did not clearly identify material
availability or communication issues that may have contributed to the excessive LCO
time. Additionally, the DER response focused solely on the equipment failure with no
mention of the performance issues associated with the activity.

Conclusions

The licensee’s planning and implementation of a preventive maintenance (PM) package
did not effectively minimize out-of-service time for the control room ventilation system.
The planning of the work package did not verify the availability and staging of parts
needed for the ventilation booster fan prior to commencing work. Also, difficulties with
completing the post maintenance test were not effectively communicated and led to
unnecessary use of limiting condition for operation time. The licensee’s critique did not
capture the materiel and communication problems that occurred during the PM.

Surveillance General Comments (61726)

Inspection Scope (61726)

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

Observations and Findings

The inspectors observed all or portions of the following surveillances:

3PT-Q102B, 32 Auxiliary Boiler Feed Pump Surveillance and Inservice Test
3PC-R60C, Auxiliary Feedwater Flow Rate Check and Calibration (FT-1202)
3PT-Q117, Containment Spray Pump Functional Test

3PT-M25, Control Room Ventilation System Functional Test

Conclusions

Surveillances were conducted appropriately and in accordance with procedural and
administrative requirements. Good coordination and communication with the control
room was observed during performance of the surveillances. Test instrumentation was
within calibration, and the acceptance criteria were achieved.
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‘ M1.5 Containment Spray Functional Quarterly Test

a.

Inspection Scope (61726)

The inspector observed the performance of 3PT-Q117, “Containment Spray Pump
Functional Test.” The inspector also reviewed the design basis documents and
supporting calculations for the acceptance criteria in the test.

Observations and Findings

The inspector observed the pre-test line up and implementation of the containment
spray pump functional test. During the performance of the test, the inspector noted that
the flow for the combined eductor and recirculation lines was below the test acceptance
criteria of 171 to 178 galions per minute (gpm).

The inservice testing (IST) performance engineer dispositioned the lower flows in

. operability determination 99-008 which states that the basis for operability is the

differential pressure acceptance criteria and a minimum flow rate of 163 gpm. The flows
recorded during the test were below the acceptance criteria due to a recently re-
calibrated ultrasonic measuring device, which provides more accurate flow ,
measurement. Until recently, the licensee assumed an eductor flow and added it to the -
flow measured on the recirculation line. The inspector reviewed the operability
determination and noted that the lower flows were reasonable due to the sensitivity of
the flow instrument.

The pump differential pressure requirements were in accordance with NUREG-1482,
“Guidelines for Inservice Testing at Nuclear Power Plants,” and all other acceptance

criteria were acceptable. The flow and differential pressure acceptance criteria were
also in accordance with the licensee’s design basis requirements for the containment

spray.

Performance engineering had written a pump specific operability determination when
this same test failed to meet the flow acceptance criteria in December 1998. The
performance engineer was aware that the flows may not meet the acceptance criteria
during the February test; however the control room and nuclear plant operators were not
aware of this at the time the test was implemented. The inspector observed that
because operators were not aware of this information, two hours of the limiting condition
for operation were used in order to write another operability determination more specific
to this particular failure.
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Conclusions
The licensee appropriately implemented a quarterly surveillance requirement for the

containment spray pumps. However, the re-calibration of the ultrasonic flow
measurement device and its impact on the flow rate acceptance criteria was not

-communicated to the operations shift and resulted in a two-hour delay in declaring the

pump operable.

Auxiliary Feedwater Flow Rate Check and Calibration

Inspection Scope (61726)

The inspector observed the calibration of flow instrument FI-1202 in accordance with
surveillance procedure 3PC-R60C, “Auxiliary Feedwater Fiow Rate Check and
Calibration.” ‘

Observations and Findings

The calibration of FI-1202 was performed adequately on March 18, 1999. Instrument
and Control (I&C) technicians demonstrated good understanding and adherence to
procedural steps. The inspector observed the use of the stop-think-act-review
technique and three point communications. Parts replaced, such as o-rings, vent plugs,
vent screws and drain plugs, were appropriately documented and controlled.

The inspector noted that the 1&C technicians did not vent the transmitter after indicating
to the inspector that they completed the procedure. The technicians noted that the
procedure did not require the transmitter be vented, and, therefore, did not perform the
action. The technicians stated that there was ambiguity in venting transmitters within
skill of the craft, because it appeared inconsistent with the detailed steps provided in the
procedure for valving transmitters in and out. Although a tailgate (i.e. technician
meeting) was conducted approximately one year ago on venting transmitters using the
skill of the craft, the technicians remained unsure of the expectations, because the
tailgate meeting specified that the method for venting transmitters was to be determined
on a case-by-case basis. =

Subsequent to the initial discussions between the inspector and the technicians, one of
the technicians indicated that he had always intended to contact his supervisor on the

- method by which to vent the transmitter (i.e., through a temporary procedure change or

through skill of the craft). This action to vent the transmitter was completed on the same
day as the calibration, after receiving instruction from his supervisor to vent the
transmitter using skill of the craft. The venting of the transmitter was documented in the
comments section of the procedure.

In NRC inspection report 50-286/97011, the inspector noted that the refueling water
storage tank level transmitter was not vented following calibration, and that calibrations.
procedures were inconsistent regarding directions to vent transmitters during equipment
restoration. Specifically, some procedures specified detailed steps for venting
transmitters, while others do not address venting at all. At the time, the licensee
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indicated the reliance on skill of the craft to vent transmitters and conducted a tailgate
meeting with technicians to clarify expectations on venting.

During this recent observation and based upon discussions with the technicians, the
inspector determined that management expectations with regard to venting transmitters
were not clearly understood by the technicians, and procedural guidance for venting
transmitters was inconsistent. The licensee acknowledged the inspector’s observation
and initiated deviation event report 99-0563 to address the need to clarify expectations
on venting. :

Conclusions

The licensee’s performance of a feedwater flow transmitter calibration was adequate.
However, the management expectations with regard to venting transmitters were not
clearly understood by the technicians, and procedural guidance for venting transmitters
was inconsistent. NYPA acknowledged the inspector’s observation and initiated
deviation event report 99-0563 to address the need to clarify expectations on venting.
Maintenance and Material Condition of Facilities and Equipment

Auxiliary Boiler Feed Pump Packing Deficiencies

Inspection Scope (62707)

The inspector reviewed the licensee’s actions regarding the degraded packing of the 31
auxiliary boiler feed pump when it started following the March 9, 1999, unit trip.

Observations and Findings

" The inspector observed the performance of the 31 motor driven auxiliary boiler feed

water pump (ABFP) during the unit trip on March 9, 1999. Both the 31 and 33 ABFPs
are automatically started upon a loss of the main boiler feed water pumps when the unit
trips. The 33 motor driven pump packing began steaming upon its start demand. The
system engineer and a nuclear plant operator (NPO) were at the pump during the start
and the NPO loosened the packing gland based on the recommendation of the system
engineer. This alleviated the steaming in the pump packing. Although no immediate
safety issues were identified as a result of steaming in the packing, the inspector

- reviewed the operating history of the pump.

NRC inspection report 50/286-98009 documented a similar problem associated with the

- packing of the 33 ABFP during the return from cold shutdown in December 1998.

Deviation event report (DER) 98-02325 was written to investigate the cause of the

degraded packing. A review by maintenance engineering identified that the two out-

board rings of packing on the pump were degraded due to excessive heat; however, the

. remaining five packing rings were in acceptable condition. This DER was closed on

December 27, 1998, with no cause for the degraded performance of the packing
identified. Additionally, no extent of condition was performed to determine if a similar
condition could impact the 31 ABFP. The actions taken to resolve the December event
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were to replace the packing and retest the pump. The system engineer reviewed the
December packing failure and determined that it met the criteria to be tracked as a
maintenance preventable functional failure. However, no further investigation as to the
cause of the failure was done at that time. The inspector reviewed the licensee’s
actions and determined that the DER response to the degraded packing of ABFP 33 in

- December 1998 was not thorough in that it did not pursue possible causes for the

degradation which may have precluded the problem from challenging operators during
the March 9, 1999, reactor trip.

The inspector discussed the significance of the degraded packing with the licensee’s
maintenance and system engineers. After the second steaming incident associated with
the packing, discussions with the vendor revealed that worst case failure of the packing
will not cause an immediate failure of the pump. However, the potential for
contaminating the support oil systems with water as a result of the degraded packing

- could impact the long-term operation of the pump and may require further evaluation.

The inspector noted that the original screening of the DER which reported the second
degraded packing condition on March 9, 1999, for the safety-related ABFPs did not
identify the issue as a repeat failure nor did the screening result in a more rigorous level
of review to be completed to investigate the packing degradation. The inspector
concluded that not identifying this problem as a repeat issue and raising the level of the
DER casual response is an example of a poor quality DER review for the initial
screening.

Conclusions

The licensee’s review of a degraded packing problem associated with the 33 auxiliary
boiler feed water pump in December 1998 was not thorough in that it did not determine
the potential cause to preclude a similar degradation during the March 9, 1999, reactor
trip. Additionally, the deviation event report (DER) initial screening was poor in that it did
not identify the repeat failure nor did it raise the level of the DER casual analysis.

ll. ENGINEERING

Engineering Support of Facilities and Equipment

Containment Vent Design Deficiency (EEI 98010-03)

Inspection Scope (92700, 92903)

NRC inspection report 50-286/98010 documented an NRC-identified design deficiency
associated with the containment vent system. This design deficiency was identified as a

““potential violation of Appendix B, Criterion 3, “Design Control,” but was left open as EEI

98010-03 pending the submittal of the licensee event report (LER). During this period,

- the inspector reviewed LER 99002, the licensee’s long term corrective actions, causal

analysis and safety significance determination.
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Observations and Findings

The design deficiency involved the interlock between an automatic one-inch vent line
just downstream of the inner containment isolation valve for the containment vent
system. This interlock would prevent the vent valve from repositioning from the vent
position if the inner containment isolation valve failed to close, during containment
venting. As a result, the potential single failure of the inner containment isolation valve
to close during containment venting would result in an one-inch bypass of the
containment.

The licensee submitted LER 99002,"Plant Outside the Design Basis due to Original
Design Allowing Single Failure to Cause a Loss of Containment Isolation,” on

February 19, 1999. The LER documented the licensee’s determination that the design
deficiency was non-risk significant. The computed early release frequency for this
design deficiency (i.e., containment bypass) was determined to be 1.14E-6 per year.
This calculation was based upon the assumption of a large break loss of coolant
accident and component failure data from the Indian Point 3 Individual Plant Evaluation.

The licensee determined that the cause of this deficiency was most likely an oversight
during the initial design phase of the plant when considering single failure. The
licensee’s immediate corrective actions were reviewed and doctuimented in NRC
inspection report 50-286/98010. These immediate corrective actions included a
temporary modification to eliminate the singie failure vulnerability. A permanent
modification to the system is being evaluated by the licensee and is captured in their
corrective action process under deviation event report 99-0130 (action/commitment
tracking system No. ACT-99-40788). Further, the licensee determined that similar
design issues in the future are expected to be precluded as a resuilt of the- development
and evolution of the design and modification control processes.

The inspector determined that the licensee’s corrective actions and causal analysis were
reasonable. The licensee’s extent of condition review of similar configurations was
appropriate and the licensee’s actions to return the plant within its design basis was
prompt. Also, in consultation with NRC regional and headquarter risk analysts, the
inspector concluded that the licensee’s risk assessment as non-risk significant was
appropriate. The licensee’s determination was considered conservative, considering
that not all loss of coolant accidents result in core damage. Further, from a deterministic
viewpoint, the potential consequences of this postulated single failure would likely be
mitigated by retention and filtration through the primary auxiliary building, and availability
of indication in the control room if the inner containment isolation valve failed to close.

The inspector noted that the licensee had an opportunity, albeit small, to identify this
design deficiency during the development of the design basis document (DBD) for

- containment. Although the purpose of this effort was not to re-analyze the adequacy of

the original design, the DBD did document the interlock between the inner containment
isolation valve and the automatic vent valve.

This NRC identified deficiency was determined to be a Severity Level IV violation of

10 CFR 50, Appendix B, Criterion 3, “Design Control.” This Severity Level IV violation is

being treated as a Non-Cited Violation, consistent with Appendix C of the NRC



E2.2

15

Enforcement Policy. This issue is in the licensee’s corrective action process as
deviation event report 99-0130. (NCV 99001-02) Based upon the inspector review, EEI
98010-03 and LER 99002 are closed.

Conclusions

NYPA took appropriate actions in response to a containment vent design deficiency,
which resulted in the potential for a single failure vulnerability. The deficiency was
determined to be non-risk significant. Although the licensee missed an opportunity to
identify this deficiency in 1994 during the development of the design basis document for
the containment system, this opportunity was deemed to be small. This NRC identified
deficiency was determined to be a Severity Level IV violation of 10 CFR 50, Appendix B,
Criterion 3, “Design Control.” This Severity Level IV violation is being treated as a Non-
Cited Violation, consistent with Appendix C of the NRC Enforcement Policy. This issue
is in the licensee’s corrective action process as deviation event report 99-0130. (NCV
99001-02)

Missing Shims on Chemical and Volume Control System (CVCS) Supports

Inspection Scope (71707, 37551)

During a routine walk down, the inspectors identified several missing shims between the

chemical and volume control system piping and its associated supports.

Observations and Findings

On February 17, 1999, the inspectors identified several missing shim plates on the -
chemical and volume control system piping supports. These shims were part of
modification 91-3-046 to provide additional dampening between the support and the
piping due to the effects of excessive vibration.

NRC inspection reports 50/286-98002, 98009, and 98010 documented a socket weld

_-failure due to excessive vibration in the CVCS system. When the second failure of the

same socket weld was identified in December 1998, the licensee also identified that a
shim plate, which should have provided additional dampening between the drain line
and the tie back support, had fallen out of place. The missing shim contributed to the
accelerated vibration failure of the socket weld. The licensee performed an extent of
condition walk down to verify that no other shims associated with modification 91-3-046
were missing. This extent of condition review identified several supports with
discrepancies that needed to be fixed. However, the extent of condition review was
inadequate, as evidenced by the NRC identification of several missing shim plates
associated with Modification 91-3-046 on February 17, 1999. This NRC identified
deficiency was determined to be a Severity Level IV violation of 10 CFR 50, Appendix B,
Criterion 16, “Corrective Action.” This Severity Level IV violation is being treated as a

. Non-Cited Violation, consistent with Appendix C of the NRC Enforcement Policy. This

issue is in the licensee’s corrective action process as deviation event reports 99-0320.
(NCV 99001-03)
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Conélusions

The licensee did not perform a thorough extent of condition review to identify missing
shims on the chemical and volume control system as evidenced by the NRC’s
identification of several additional missing shims. This NRC identified deficiency was
determined to be a Severity Level IV violation of 10 CFR 50, Appendix B, Criterion 16,
“Corrective Action.” This Severity Level IV violation is being treated as a Non-Cited
Violation, consistent with Appendix C of the NRC Enforcement Policy. This issue is in
the licensee’s corrective action process as deviation event reports 99-0320. (NCV
99001-03)

Miscellaneous Engineering Issues

(Closed) Licensee Event Report 50-286/99001: Inadequate Containment Isolation Valve
Testing due to inadequate test procedures. NRC Inspection report 50/286-98009
documented the review of this event. No new issues were revealed by the LER.

(Closed) Inspector Follow Iltem 50-286/96011-01 Excessive vibration in the secondary
vent chamber piping and extraction steam header. The inspector reviewed the
licensee’s action plan, IDSE-APL-96-064, which included structural evaluations, support
inspections and a fatigue failure analysis. Specifically, the fatigue failure analysis
demonstrated that the displacement due to the vibration is below the fatigue limit for an
unlimited number of cycles. The inspector reviewed the licensee's action plan including
the fatigue analysis and determined that they appear to provide a reasonable margin of
safety against a fatigue failure. In addition, system engineering continues to monitor the
displacement effects the vibration has on the piping to detect potential degradation in
the system. This inspector considers this item closed.

IV. PLANT SUPPORT

Radiological Protection and Chemistry (RP&C) Controls

N

Implementation of the Radiological Environmental Monitoring Program
Inspection Scope (84750-2)

The implementation of the REMP, relative to program oversight; sample collection
methodology; material condition, operation, and calibration of automatic sampling
equipment; Land Use Census; and reporting requ1rements was evaluated for the period
between January 1998 and January 1999. :

Observations and Findings

The licensee shares REMP responsibilities with Consolidated Edison (Unit 2) through a

. Memorandum of Understanding. REMP samples were collected from the locations

described in the Technical Specifications (TS) by Consolidated Edison. Sampling was
performed according to the procedures and the schedule agreed upon by both stations.
The automatic air sampling equipment were operable and calibrated. The automatic
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water compositors were operable. The heat trace on the compositors showed early
signs of corrosion, which could lead to freezing of the sampling lines and missed
samples. The land use census for 1998 was performed as required in the TS. The
licensee prepared the annual Radiological Environmental Operating Report (AREOR).
The report provided a comprehensive summary of the results of the REMP for 1997 and
met the TS reporting requirements.

The licensee provided program oversight by performing periodic reviews of sampling
technicians and contract personnel, and periodic reviews of the sample data to ensure
the program is implemented effectively. This was evident in one of the two self
assessments performed by the licensee. The other self assessment was an

"independent review, performed by the Radiological Engineer, Corporate. This

assessment focused on laboratory practices, including quality control, instrument
calibration, and quality assurance.  Both assessments were thorough and of appropriate
technical depth to identify areas for improvement. Any areas for improvement that
required action were assigned to the responsible personnel and were resolved.

The licensee demonstrated improvement regarding communication with Consolidated
Edison (Con. Ed.) through quarterly meetings. During each meeting, the licensee,
together with Con. Ed., discussed self-identified areas for improvement and audit
findings, assigned action item to the responsible personnel for resolution. For example,
as part of a response to an QA audit finding, the licensee’s Radiological Engineer,
Radiological and Environmental Services (RES) and Consolidated Edison’s Senior
Radiation Specialist, Nuclear Environmental Monitoring (NEM) conducted a line by line
comparison of both environmental TS. Minor differences were identified, addressed,
and corrected.

Conclusion

The licensee effectively performed sample collection activities according to the
Memorandum of Understanding (MOU) with Consolidated Edison (Unit 2) and according
to the REMP procedures; conducted the land use census; and maintained and
calibrated the automatic sampling equipment. The licensee together with the
Consolidated Edison effectively conducted a line by line comparison of both
environmental TS. The licensee effectively provided program oversight and met the .
reporting requirements in the TS. The radiological environmental monitoring program
was effectively implemented in accordance with regulatory requirements.

R1.2 Implementation of the Meteorological Monitoring. Program

a.

Inspection Scope (84750-2)

The implementation of the Meteorological Monitoring Program, relative to maintenance
and calibration of the monitoring instrumentation, channel and functional checks, the
limiting condition for operation log, and deviation/event reports was reviewed for the
period between January 1998 and January 1999.
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Observations and Findings

The licensee had overall responsibility to maintain and calibrate the meteorological

" instrumentation for the primary and backup towers in accordance with a Memorandum

of Understanding with Consolidated Edison. Daily surveillances were performed by both
the licensee and Consolidated Edison as required by Operations procedures and TS.
The licensee’s Instrument and Controls department performed semiannual calibrations, -
as required by the calibration procedure with the coordination of Environmental
Specialist, RES. The calibration methodology was appropriate and the calibration
results were within the acceptance criteria.

Conclusion

The meteorological monitoring program was effectively maintained and implemented in
accordance with regulatory requirements. Instrument and Controls, together with the
support of Radiological and Environmental Services, calibrated and maintained the
meteorological monitoring instrumentation in accordance with the appropriate

- procedures. The licensee’s performance with regard to maintaining the meteorological

monitoring instrumentation reliable was effective.

Quality Assurance in RP&C Activities

Quality Assurance Audit Program

- Inspection Scope (84750—2)

The quality assurance audit report (A98-17-1) of the REMP was reviewed.

\

Observations and Findings

The audit was conducted by the Appraisal and Compliance Services Quality Assurance
Division (QAD) and met the TS audit frequency requirements. The audit assessed the
licensee’s capability to implement the REMP according to the TS requirements. The
audit was detailed and thorough in that it evaluated laboratory facilities and equipment,
organization and staffing, training, sampling, procedures, and TS reporting
requirements. The audit identified strengths and areas for improvement. The areas
requiring improvement were assigned to the responsible personnel. The licensee
incorporated the issues into the corrective action process, where necessary. The
corrective actions were appropriate and effective.

Conclusion

The technical depth and level of detail of the audit was sufficient to effectively evaluate
the performance and implementation of the REMP. The audit scope covered every
aspect of the REMP. The recommendations for improvement were appropriate.
Corrective actions were appropriate to prevent recurrence.
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Quality Assurance of Analytical Measurements
Inspection Scope (84750-2)

The implementation of the QA/QC program of the contract laboratories, including the
Interlaboratory Comparison (cross-check) Program and the licensee’s oversight of the
laboratories, was evaluated for the period between January 1998 and January 1999.

Observations and Findings

The QA/QC program for analyses of REMP samples is conducted by the primary
analytical contract laboratory, J. A. FitzPatrick Environmental Laboratory. The
laboratory impiemented intralaboratory (QC) and interlaboratory (QA) programs. The
intralaboratory (QC) program included efficiency and resolution checks, daily instrument
energy checks, control charts of instrument performance, and routine calibrations. The
laboratory analyzed spike samples as part of the QA program. The results of the spikes’
were independently reviewed by the licensee’s Senior Engineer, Radiological Support.
The results from1998 were within the acceptance criteria. The laboratory continued to
participate in an Interlaboratory Comparison Program provided by a vendor (Analytics,
Inc.). The laboratory’s participation in this program was effective. All the results for
1998 were compiled and documented in the Annual Environmental Monitoring Operating
Report. The results for 1998 were compiled and documented in the Environmental
Laboratory QA/QC Report. The results from1998 were within the acceptance criteria.
The laboratory continued to participate in an Interlaboratory Comparison Program
provided by a vendor (Analytics, Inc.). The laboratory’s participation in this program was
effective. ‘

In addition to the above required comparison programs, the laboratory participated in a
cross check program with the Environmental Measurements Laboratory, Department of
Energy (EML). The analysis results of this program were in agreement, with occasional
disagreements in certain samples. The laboratory had conducted an investigation and
determined the cause of the disagreements. As a result, the laboratory accommodated
and incorporated different and difficult media and geometries into the program while
maintaining an effective QA program for the licensee. The licensee published a
discussion and the resuits in the 1998 Annual Radiological Environmental Operating
Report, as required by TS.

The Radiological Engineer from the White Plains corporate office monitored the
progress and quality of the environmental iaboratory. Each sample result was reviewed .
for accuracy and precision. The results of these programs were within the established
acceptance criteria.

Conclusion

The environmental laboratory continued to implement effective QA/QC programs for the

. REMP, and continued to provide effective validation of analytical results. The laboratory

demonstrated the ability to accommodate and incorporate difficult media and geometries
into the program. The licensee provided effective program oversight by monitoring the
progress and quality of the environmental laboratory. The quality assurance program
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was effectively maintained and implemented in accordance with regulatory
requirements.

V. MANAGEMENT MEETINGS

Exit Meeting Summary

Region based inspectors presented inspection findings in the area of environmental
monitoring to members of the licensee’s management on March 19, 1999. The resident
inspectors presented the integrated inspection results to members of the licensee’s
management at the conclusion of the inspection.on March 29, 1999! The licensee
acknowledged the findings presented.

The inspectors' asked NYPA whether any materials examined during the inspection
should be considered proprietary. No proprietary information was identified.
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ATTACHMENT 1

PARTIAL LIST OF PERSONS CONTACTED

R. Barrett, Site Executive Officer

F. Dacimo, Plant Manager

J. Comiotes, General Manager—Operatlons

D. Quinn, General Manager, Support Services
J. Russell, General Manager-Maintenance

G. Mavrikus, Director, IP3 Engineering

K. Peters, Manager, Licensing

INSPECTION PROCEDURES USED

IP 37551:  On-site Engineering

IP 61726:

Surveillance Observations

IP 62707: Maintenance Observation
IP 71707: Plant Operations

IP 71750: Plant Support Activities
IP 92700: Event Reports

IP 92903: Followup - Engineering

Opened

ITEMS OPENED, CLOSED, AND DISCUSSED

NCV 99001-01: Valve to Service Water Monitoring Box in Incorrect Position
NCV 99001-02: Containment Vent Design Deficiency
"NCV 99001-03: Missing Shims on Chemical and Volume Control System Supports

Closed

IFI 96011-01: Excessive Vibration in the Secondary Vent Chamber Piping and
Extraction Steam Header

EEI 98010-03: Containment Vent Design Deficiency

LER 99001-00:
LER 99002-00:

NCV 99001-01:
NCV 99001-02:
NCV 99001-03:

Containment Isolation Valve Not Tested Adequately

Plant Outside the Design Basis due to Original Design Allowing Single
Failure to Cause a Loss of Containment Isolation

Valve to Service Water Monitoring Box in Incorrect Position
Containment Vent Design Deficiency _

Missing Shims on Chemical and Volume Control System Supports
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LIST OF ACRONYMS USED
ABFP auxiliary boiler feed pump
CCR central control room
CFR Code of Federal Regulations
CvCS chemical and volume control system
DBD design basis document
DER deviation event report
EDG emergency diesel generator
EOP emergency operating procedure
ESF engineered safety feature
FIN fix-it-now
gpm gallons per minute
1&C instrument and controls
INPO Institute of Nuclear Power Operation
IST in-service testing _
LCO limiting condition for operability
LER licensee event report
MAT modification acceptance test
MBFP main boiler feed pump
MOV motor operated valve
NCV non-cited violation
NPO nuclear plant operator
PM preventive maintenance
R10 refueling outage 10
RCS reactor coolant system
RPS reactor protection system
™ temporary modification

TS technical specification



