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In accordance with 10 CFR 2.201, and the Office of
Inspection and Enforcement's Notice of Violation and Pro-
posed Imposition of Civil Penalty dated December 11, 1980,
Consclidated Edison Company of New York, Inc., licensee of
Indian Point Unit 2, supplies the following responses to
the alleged items of noncompliance with NRC regulaticns

set forth in the Notice.
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I.

OFFICE OF INSPECTION AND ENFORCEMENT STATEMENT OF

ALLEGED VIOLATION

The Commissica regulations and the facility license re-
quire the licensee to report ocrurrences important to
safety as indicated below.

A.

10 CFR 50.72(a), "Notification of significant
events”, requires that:

"Each licensee o a nuclear power reactor, licensed
under para. 30.ll1 or para. 50.22 shall notify the NRC
Operations Center as soon as possible and in all
cases within one hour by telephone of the occurrence
of any of the following significant events and shall
identify that event as being reported pursuant to
this section:

(3) Any event that results in the nuclear power
Plant not being in a controlled or expec-ead
condition while operating or shutdown."

Sontr.ry to the above, the following condit:on was
not [=zported within one hour of identification:

The discovery on October 17, 1980 of unexpected con-
ditions not specifically considered in the safety
analysis report or technical specifications that
required remedial action to prevent existence or
development of an unsafe condition, specifically

the existence of: a flooded reactur vessel pit,
about four inches of river water on the vapor con=-
tainment floor, and steam exiting the instrument
thimble holes. A

The containment flooding condition was found on
October 17, 1980, but not reported to the NRC until
October 20, 1980, which did not comply with the one
hour reporting requirements of 10 CFR 50.72. Each
day that the violation continued constitutes a
separate violation for the purpose of computing the
civil penalty.

This is a Severity Level III viclation (Supplement
I.C.2 of the Interim Enforcemen: Policy). Applying
the civil penalty for each day that the violation

continued results in a civil penalty of - $120,000.

[



DISCUSSION:

The existence of water at the bottom elevations of the Indian
Point 2 containment biilding does not necessarily result in the
nuclear power plant "not being in a controlled or expected
condition,” as those terms are used in 10 CFR 50.72(a). By
design, water is collected on the containment floor from various
sources within containment, the fan coocler units being one such
source. The containment floor is designed for the very purpose
of directing water via the floor trench system to the containment
sump, which is equipped with two sump pumps to transfer the

water out of containment to the liquid waste processing systam.

Because of the physical location of the reactor cavity (i.e.,
the lowes* point in the containment building), it is reasonable
tOo assume that water could accumulate there also. Therefore,
the containment floor was built with curbs arcund the ocpenings
to the reactor cavity to prevent water, which could collect

on the containment floor, from entering the cavity under most
circumstances. Consolidated Ediscon installed two submersible
sump pumps in the reactor cavity after the plant went into
service (i.e., they were not part of the original licensed
plant design), to facilitate removal of water from the cavity

should it collect there during refueling.



During the period October 17-20, 1980, Consolidated Edison
operating personnel knew that there was water on the contain-
ment floor and in the react r cavity but did not recognize

that the reactor vessel had been wetted. Both the major source
of the water (service water) and the teason for the accumulation
of water (both containment sump pumps malfunctioning) were
known and appropriate action was promptly initiated to rectify
the situation. The Indian Print 2 Technical Specificaticons do
not place any specific limitations on fan cooler unit leakage
into containment during operation. Such leakage has been
promptly identified and corrected when it has occurred. In
addition, the level of water discovered in containment at

the time of the event was well below that where safety-related

electrical components would begin to become submerged.

The Indian Point Unit 2 FSAR also recognizes that there may be
Ooccasional leaks in the fan cocler units, since provisions are
incorporated in the plant design to detect fan cooler leakage
and to isolate leaking units when necessary. During normal
operation, leakage from the fan coolér urit cooling coils

is detected along with condensate from the containment
atmosphere by the fan coocler unit condensate weir measuring
system. During accident conditions, redundant radiation
monitors would detect high radicactivity in the fan cocler
service water discharge line. If fan cocler leakage did
result in such an indication on radiation monitors, the

appropriate cocler(s) would be isclated.



Because of the unit's design and the safety procedures de-
scribed above, at no time during the event was the plant
considered to be in an uncontrolled or unsafe condition,
either while the removal of water from containment was in
progress, or during the investigation of the level of water

in the reactor cavity.

Only the reactor trips on October 17 were believed to be
reportable to NRC. These notifications to NRC were mace in a
timely manner; however, the underlying cause was not known and,

therefore, could not be transmitted at that time.

When, on October 20, 1980, Consolidated Edison's investigation
yielded a concern for potential long-term chloride stress
corrosion of the ilncore instrumentation conduits, a decision
was made to perform an examination as to the acceptability

¢< these conduits for continued service, and the NRC was
notified. Water level estimates made on the 20th, based on
water inventories and chloride swipe samples, did not demon-
strate that the water level had reached the bottom of the

reactor vessel.

From October 20, 1980 on, there was ocpen communication with the
resident inspector and members of the NRC staff at Region 1
Office. When, on October 24, 1980, evidence demonstrated

that the reactor vessel had been wetted, the NRC was again

immediately informed.



In promulgating 10 CFR 50.72, the NRC provided no definition
of what an "uncontrolled” or "unexpected" condition is.
However, the NRC Regulatory Staff issued IE Informaticn
Notice No. 80-06 on Febru.uary 27, 1980, immediately prior %o
the effective date of the 10 CFR 50.72 regulation, which pro=-
vided some information regarding the intent of the new regula-
tion. This document states that certain enumerated "significant”
events were to bDe reported within one hour. Additionally, it
states that significant events comprise:

"...8erious events that could result in an

impact on public health and safety such as

those leading to initiation of the licensee's

emergency plan or any section of the plan, the

causing of a nuclear power plant to be in an

uncontrolled condition, the exceeding of a

safety limit, an act of sabotage, or an un-

ccntrolled release of radiocactivity".
The Information Notice also discusses the same requirement
contained in 10 CFR 50.72(b) that once any event results in
the nuclear power plant not being in a controlled or expected
condition while operating or shutdown:

"[Tlhe licensee, in addition to prompt

telephone notification, shall also establish

and maintain an open, continuous communication

channel with the NRC Operations Center, and shall

clecse this channel only when notified by NRC."
On July 29, 1980, a Supplement to IE Information liotice 80=0§
was issued by the Regulatory Staff because "[(e]lxperience with

notifications being made in accordance with [10 CFR 50.72]

suggest the need for clarification and more definitive



guidance” in implementing that notification requirement.
The Supplement states that:
"Commenter3 particularly stressed the need
to establish more definitive thresholds for
notifications of certain types of events... .
The general categorization of some of the
event types listed in the rule has resulted
in notification of events of less significance
than originally intended... . The rule was
intended to require immediate notification of
'serious events that could result in an impact
on the public health and safety.'"
The IE Information Notice Supplement thus reinforces the
guidance provided by the original -<-e that only "serious

events” are intended to be reported under 10 CFR 50.72.

The conciitions discovered at Indian Point 2 on October 17, 1980
did not represent a "serious event"” in the context of the
Information Notice 80-06 clarification, and certainly did not
warrant an "open, continucus communication channel®” with NRC.
This is confirmed by the fact that once NRC was notified of

the accumulation of water in zontainment on October 20, 1980,
they saw no need for establishing and maintaining an open
communication channel. Given the conditions as they knew them
tO exist, plant personnel reascnably concluded that the plant
was in a safe, controlled condition and certainly did not present
any imminent threat or prospect of threat =o Public health and

safety during the period Octcber 17-20, 1980.



Al though the accumulation of water on the containment floor

is to be expected, the actual amount of water discovered in

the containment by plant personnel on October 17, 1980 did none-
theless represent, in the language of the regulation, an
"unexpected condition”, and in retrospect should have been
promptly reported to the NRC. Or this basis, we do not contest
that a viclation occurred as stated in paragraph I.A of the
Notice of Violation, as the Office of Inspection and Enforce-

ment has here interpreted 10 CFR 50.72.

Consolidated Ediscon submits, how-ver, that the 10 CFR 50.7?
regulation is vague and indefinite with respect tc what con-
stitutes “uncontrolled” cor "unexpected® plant conditions.
Guidance provided to date by NRC still has not established a
general coasistency in interpretation of th: rule, and Con=-
sclidated Edison is unaware of any prior i1.istance where the

NFC has construed "unexnected condition" in a one-hour report-
i1 g context. Accordingly, the regulation provides a questionable
basis f{or the retrospective evaluation of operations reporting,
in that the licensee is not accorded sufficient information

L0 reascnably determine the standards by which its conduct will

be adjudged.

The reporting standard by which this event is being retrospectively
considered is ambigucus in the area of safety as well. The Office

of Inspection and Enforcement has not included a safelv-related

~3



component in its interpretation of an "unexpected condition."”
This is inconsistent with the NRC's previous statements that

20 CFR 50.72 notifications were reserved for serious events
with an impact on the public health and safety. The I&E
interpretation of the regulation in the present instance also
ignores the history of industry concern over the definitiveness

of notification thresholds.

Theref.re, considering the above deficiencies of the 10 CFR
$0.72 regulation, the intent of that regulation as stated
in NRC formal guidance, and the firm conviction of plant
personnel that a "serious event" did not occur, the failure
to report the discovery of substantial amounts of water in
the containment building until October 20, 1380 could not
comprise a Severity Level III violation under the October 7,
1980 Interim Enforcement Policy (45 FR 66754). Among the
goals of the Policy is stated to be "enhancing the degree of
protection of public health and safety" (Id.). Severity Level
III viclations are stated to be "violations (which] involve
actual or high potential impact on the public™ (45 FR at
66755). And in the particular area of ret drting req.irements,
the Policy states that:
"the severity level of a vio.ation iavolving the failure
t0 make a required report to the NRC will be based upen
the significance of and the circumstances surrocunding the
matter not reported” (Id.).
The particular basis upen which the Notice of Vioclation non-

reporting Severity Level III claim rests is Supplement .C.2



of the Interim Enforcement Policy, which describes a
. Severity lLevel III viclation as:

"A system designed to prevent or mitigate a

serious safety event not being able to perform

its intended function under certain conditions

(such as not operable unless offsite power is

available)."” (45 FR at 66758).
. Nowhere in the Notice of Viclation is it explained which
serious safety aitigative or preventive system was unable to
perform in the October 17 to 20 period, and in fact our inves-
tigations have established that no safety functions were pre-
cluded during this period. As noted above, neither fan cooler
systems nor occasional leaks from these systems were perceived
oy the industry or the NRC to present substantial safety
degradation possibilities at the time of the leakage event,
inasmuch as these systems have not been included in NRC

safety-related pronduncements and in the interpretive

materials accompanying 10 CFR 50.72.

Under these circumstances, there is no basis under either

the NRC rules for reactor operator conduct or the Interim
Enforcement Policy for a finding of a Severity Level III
viclation. Even a Severity IV violation, one rank lower

than here claimed, requires either the exceeding »f a

license limit or a failure "tha* measurably degrades the
safety of cperations, incident respo.se, or the environment"
(45 FR at 66758). Thus the Cctober leakage event at Indian
Point Unit 2 does not even qualify as a Severity IV violation

under the new Interim Enforcement Pclicy.



Giving the factual conclusions of the Office of Inspection and
Enforcement's investijation every credence (notwithstanding
that its .onclusions differ in material respects from the
licensee's), under the Interim Enforcement Policy it would
also be difficult to claim a Severity V violation for plant
conditions from October 17 to 20, cuch a violation comprising
"other violations, such as failure to fcllow procedures, that
have other than minor safe¢ty or environmental significance”

(Id.).

The unprecedented interpretation of both "unexpected condition”
and the Interim Enforcement Policy as contained in the Notice
of Violation could thus not ha-/e been reasonably anticipated

by the licensee. Consclidated Edison accordingly disagrees
that a Severity Level III viclation of 10 CFR 50.72 occurred

in connection with the claimed non-reporting, and denies that
there is any appropriate basis for accruing separate violations

for each day of licensee misinterpretation.

- 10 =



PLANNED ACTIONS TO PREVENT RECURRENCE:

We are revising our internal procedures to increase the scope
and timeliness of event reporting to NRC, and toc state and
local officials. 1In the future, to serve what now appears to
be NRC's desires, events such as this leakage event will be
reported promptly. In addition, we also recugnize that it is
clearly prudent to assure that event reporting in excess of
regulatory requirements is accomplished in certain circum=-
stances. Accordingly, an added objective of our revised
internal procedures will be to accomplish this enhanced
reporting without placing an excessive or undue burden on
licensed operations personnel that would divert them from
accompiishing their primary safety functions. These notifi-
cation procedure changes will be accomplished prior to

return to service of the unit.




I.8

OFFICE OF INSPECTION AND ENFORCEMENT STATEMENT OF

ALL:GED VIOLATION

Technical Specification 6.9.1.7.1 states, in part,
that:

"The types of events listed below shall be reported
within 24 hours of identification...

¢+« Abnormal Jdegradation discovered in... primary
c¢<cntainment...

Contrary to the above on October 17 and 18, 1980,
leaks were discovered in several fan cooler units.
These leaks constituted abnormal degradation of
primary containment and was not reported to the NRC
until October 20, 1980. This violates the 24 hour
reporting requirement.

In accordance with Footnote 17 to Section B of the
Interim Enforcement Policy this is categorized as a
Severity Level III violation.



DISCUSSION:

On October 17 and 18, 1980, plant design features described in
the FSAR to monitor and isolate the fan cocler units as intended
ehZuld they become a source of leakage of raciocactivity wrre
operable and the technical specification requirements Sor con-
tainment integrity were satisfied. Therefore, no report pursuant

to Technical Specification 6.9.1.7.l.c was submitted or required.

This judgment is supported by I&E Bulletin No. 80-24, issued
by the NRC on November 21, 1980, which promulgates new regquire-
ments for all licensees resulting from the investigaticn of the
October 17, 1980 event at Indian Point 2. Specifically, item
2.f of that Bulletin now requires that all licensees:
"[elstablish procedures to notify the NRC of an
(emphasis added] service water s . stem leaks within
containment via special license. event report (24
tours with written report ‘n 14 days) as a degrada-
tion of a containment boundary."
Thus. the NRC has determined that uervice water leaks of the
type eiperienced at Indian Point 2 (or for that matter any leak
at all regardless of size) should henceiorth be considered and
reported as "degradation"” (but not abnormal degradation) of
a containment boundary. This indicates that a brrmader inter-
pretation should now be applied to what is reportable under

Technical Specification 6.9.1.7.l.c for Indian Point 2 and for

all licensees in general.

- 13 =



This requirement was not in effect on Octcber 17, 1980, how-
ever, and cannot properly be applied retrospectively in order

to sustain a violation against Consolidated Edison. Because

the NRC's perception that such leakage should be reported within
one day occurred after and as a result of the October 17, 1980
event, it cannot be heard to claim that a report pursuant to
Technical Specification 6.9.1.7.1l.¢c was required at the time

of the event.

Consolidated Edison accordingly denies that paragraph I.B of

the Notice of Vioclation properly sets forth a violation.

The assumption that the supposed viola*ion of a 24~hour report-
ing requirement of "abnormal primary containment degradation”
constitutes a Severity Level III violation is said %o rest on

Footnote 17 of the Interim Enforcement Policy (45 FR at 66757),

which states that:

"All violations associated with a particular event
or problem will be categorized at the same eswarity
level, even though similar violations, if notc
associated with the event, might ctherwise have
been categorized at a lower severity level (e.g.,
the failure to post a radiation warning sign,
which would n~rnally be a Severity lLevel IV viola-
tion, would ! «tegorized as a Severity Level II
violation if .. contributed to an actual over-
exposure exceeding 5 rems)."

Thus, this claim o viclation associated with a 24-hour report-
ing requirement may only be of the Severity Level of the one-
four reporting claim alleged under 10 CFR 50.72. As set forth at

Pp. 7-10, above, neither may properly be considered a Severity

Level III violation.



Furthermore, Footnote 17 refers to discrete acts, such as

the failure to post a warning sign, which contribute in some
causal way to a more seriocus violation. The characterization
given to Footnote l7 here instead impermissibly seeks to create
multiple violations from a single act (i.e., the alleged non-
reporting), and to create two violations when only one may exist.
Given the Interim Enforcement Policy's provisions for escalation
of enforcement sanctions for repeat violations (45 FR at 66757-58),
the number of violations with which a licensee is charged is of
more than academic interest. Even under the Staff's view of the
facts, Consolidated Edison has committed but one act of non-
reporting, and it is accordingly unfair and inappropriate for

it to accumulate two violations for the single alleged omissicn.

- 15 -



PLANNED ACTIONS TC IMPROVE NOTIFICATION PROCEDURES:

Although we do not agree that this event was reportable as
stated, the enhanced reporting described as the corrective
action for Item I.A will assure a more comprehensive irfor-
mation flow to the regulatory staff in a manner sufficient

to permit independent assessment of the potential consequences
of such events. In addition, the requirements of IE Bulletin
80-24 Action Item 2.f. will be followed for reporting leaks .n
the service water system inside containment. These notification

procedure changes will be accomplished pricr to return to service

of the unit

- 16 -



II.

OFFICE OF INSPECTION AND ENFORCEMENT STATEMENT OF

ALLEGED VIOLATIQﬁS

The station Technical Specifications and Quality Assura2-_e
Program prescribe the management controls designed “. pre-
vent or mitigate a serious safety event. A number of
viclations of management controls required in these docu-
ments occurred. The highest Severity Level associated
with these violations is Severity Level III. Because

you could reasonably have been expectec to have taken
effective measures to prevent this occurrence, civil
penalties for these viclations have beven increased by

25%. Therefore, a Civil Penalty - $50,000 is groposed.

The civil penalty has been distributed to the separate
violations as indicated belcow:

A. Technical Specification 6.5.1.6 states in part that,
"The Station Nuclear Safety Committee shall be
responsible for:...

£. Review or facility operations to detect po-
tential safety hazards...."

Contrary tc the above, the Station Nuclear Safety
Committee did not review, prior to a reactor start=-
up on October 20, 1980, the potential safety hazards
associated with the flooding event of October 17,
1980 during which the hot reactor vessel and various
stainless steel components were wetted with cold,
brackish river water.

This is a Severity Level III violation (Supplement
I.C.2 of the Interim Enforcement Policy). Civil
Penalty - $20,000.

- 17 =



DISCUSSICN:

Paragraph II of'thc Notice of Violation concludes as an
overall matter that "a number of violations of management
controls® had been identified, and that the highest was
Severity Level III, representing "violations [which]

involve actual or high potential impact on the public”

(45 FR at 66755). The "more serious" violation as set fortn

in the Notice of Violation is II.A, alleging that the Station
Nuclear Safety Committee failed to perform a metallurgical
safety review prior to reactor startup on October 20, 19:0.
Bach of the remaining five s<parate violations contained in
paragraph II was escalated to Severity Level III via Footnote
17 of the Interim Enforcement Policy, quoted abeocve at p. 14,
actwithstanding that most of the alleged violations would be

of a lessAar severity absent escalation. 1In order to be sur ‘ect
to escalation under Footnote 17, the viclations must 1l be
"associated with a particular event or problem," with the lesser

violations "contriout(ing]®™ to the mor2 serious violation.

Pricr to plaint startup on Octcocber 20, 1980, the accumulation
of water on the ccntainment floor was not considered a signifi-
cant event from a safety standpoint requirir- ~taticon Nuclear
Safety Comittee review. At that time, it had not been ascer-
tained that the reactor vessel had been we. 24, and there was

no known potential safety hazard to review.



The theoratical safety issues presented by the wetting of
the reactor vessel and the various stainless steel compconents
have upon subsequent review been found not to be safety
problems 2t all. Even though there were no actual safety
problems, and even though the Safety Committee was unaware
of the vessel wetting at the time of this alleged violation,
Consolidated Edison nonetheless agrees that the Committee
should have reviewed all relevant safety considerations =-
however remote =-- after the di;covery of substantial amounts
of water inside containment and ;rior to reactor startup.

We thus acknowledge that a violation occurred as set forth in

paragraph II.A of the Notice of Violation.

Our acknowledgement that the Staticn Nuclear Safety Committee
did not ccnsider whether there was a potential safety hazard
is certainly not the same as saying that any hazard ever
existed. No safety functions were ever precluded during the
leakage event, and as fully borne out by our subsequent in=-
vestigation, at no time was there a . potential or actual
hazard. T.e Company therefore denies that this violation
constitutes a Severity Level III viclaticn under the Interim
Enforcement Policy, there being no "actual or high potential
impact on the public" (45 FR at 66755). Since the paragraph
II.A viclation cannot be properly characterized as a Se irity
Level III violation, neither can the "bootstrapped” violat.ons

alleged in paragraphs II.B through II.F.



consolidated Edison alsc disputes that the Notice of Violation
properly states a deficiency in a "system," as that concept is
set forth in Supplement I.C.2 of the Interim Enforcement
Policy, quoted above at p. 9. It was generally thought prior
to this Staff action that "system" contemplated hardware, not
personnel, and that presumption is furthered by the Enforce-
ment Policy's reference to "off site power being unavailable”

as an illustration.

To the extent that the Policy is to be applied to management,
no indication has been provided as to when an isolated in-
stance of personnel error (such as the inconel to stainless
weld violation of paragraph II.F) might suddenly be elevated
to the status of a serious violation by merely characterizing
it as a "system" failure. For example, none of the lesser
severity violations alleged in paragraphs II.B through II.F
contributed to the paragraph II.A violation as required by
Footnote 17, yet all are characterized -- we submit inappro-
priately =-- as Severity Level III because of a supposed con-

nection with a "system” failure.

Lastly, the Company disputes that the management control
system viclations alleged in paragraph II of the Nctice of
Violation may properly be increased by 25 percent. Under
the Interim Enforcement Policy, such an increase would be
appropriate only "...in cases where a licensee cculd

reascnably have been expected to have taken effective

- 20-



preventive measures” (45 FR at 66756). The Notice of
Violation suggests no factuval basis for such a finding,
and indeed the Interim Enforcement Policy contemplates
egregious situations where a licensee disregards actual
knowledge of a condition gained from prior NRC inspection

or licensee audits and the like (45 FR at 66756).

On "he specific subject of the adequacy of our management
coutrol system at Indian Point 2 as raised in paragraph II

of the Notice, we refer to an audit conducted by the Office
of Inspection and Enforcement in their report dated September
2, 1980. The report of that audit found that:

"It was the general view that management
interpreted the tecinical specifications
literally or conservatively (with respect
to safety) and that plant operacors had
no reservations about shutting the plant
down if, in their opinion, technical
specification limits or other safety
considerations required it. Based on
the above interviews, indications were
that plant and corporate management's
first priority was safe operation and
that the operating staff was aware cf

* this priority."

Violations premised upon an overall {ailure in the management

control system should accordingly be dismissed.



PLANNED ACTIONS TO MODIFY SNSC RESPONSFIBILITIES:

Three areas of activity are planned to increase SNSC

awareness of situations Jhere its review may be desirable,

and to encourage improvement in its overall effectiveness:

l.

The role of SNSC, especiaily in the area of review of
facility operations to detect potential safety uazards,
will be re-emphasized to committee members as well as

all members of the operations staff.

The training and periodic retraining programs will be
enhanced by revision to appropriate curriculum material
to emphasize the safety review role of SNSC and of in-
dividuals, and to increase the awareness of operations

staff to situations where SNSC review may be desirable.

SNSC will participate in a systematic review, on a
periodic basis, of maintenance activities with potential
safety consequences even though they may not Le asso-
ciated with a change or modification to the facility

otherwise requiring review.

Operating procedures will be revised to require prior
SNSC review of reactor startup if the Senior Watch
Supervisor or Shift Technical Acvisor either have not

positively i1dentified the cause of the reactor trip

- 22 -



or have determined that startup may involve unusual con-

ditions.

These changes will be accompglished prior to return to service.

In addition, Consolidated Edison will review the requirerents
imposed on its safety committees with an aim towards reducing
the volume of routine documentation review and increasing the
intensity of safety matter reviews. This is an ongoing
activity that will increase the ability of its various
Committees to also review routine cperations objectively.
Progress will be reviewed by Consolidated Ediscn management

annually.
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II.

OFFICE OF INSPECTION AND ENFORCEMENT STATEMENT OF
ALLEGED VIOLATION

Technical Specification 6.8.1 requires that procedures
shall be established, implemented and maintained to meet
the requirements and recommendations of Appendix A to
Regula%ory Guide 1.32-1972, and ANSI N18.7-1972, sections
S.1 and 5.3.

l. Regulatory Guide 1.33-1972, Appendix A, paragraph
H.l, calls for procedures of a type appropriate to
the circumstancss to assure that instruments and
controls are properly calibrated and adjusted to
maintain accuracy.

2. Regulatcry Guide 1.33, Appendix A, paragraph H.2
calls for pisrtedures to implement each surveillance
test, inspection or calibration listed in the
Technical Specifications. Technical Specification
3.1.F.]1 requires a safety evaluation whenever re-
actr coolant system leakage is indicated by the
mez 's available.

3. ANSI N18.7-1972, Section 5.3, states that procedures
shall provide an approved preplanned method of con-
ducting operations. Section 5.3.2.6 states that limi-
tations on parameters being controlled and appropriate
corrective measures to return the parameter to the
normal control band should be specified.

4. ANSI N18.7-1972, Section 5.1.6.1, states that main-
tenance or modifications that may aifect functioning
of safety related systems shall be performed to
assure quality and that maintenance shtall be properly
preplanned and performed in accordance with written
procedures appropriate to the circumstances.

Contrary to the above, procedures were not established,
implemented and maintained in that, respectively:

l. No setpoints for containment sump pump operation were
-tcluded in the surveillance test, PT-R2A, "Containment
Sump Level Analog Test", Revision 2, which verified
sump pump operability; and,

2. Procedures were not established or implemented for the
condensate flow leak detection system or the contain-
ment humidity detectors which would satisfactorily
implement Technical Specificaticn 3.l.F.l to detect
reactor coclant system leakage; and,
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Procedures were not established which would provide
for a preplanned method of contrelling the contain-
ment sump level. Specifically, no control band or
maximum sump level was specified, nor were corrective
measures detailed; and,

Site administrative procedures were not established,
implemen:ed and maintained to provide guidance as to
when written approved procedures were required for
maintenaice activities or as to when maintenance
activities would constitute a2 modification, both of
which require review ard concurren.e by the Staticn
Nuclear Safety Committee.

In accordance with Footnote 17 to Section B of the Interim
Enforcement Policy this is categorized as a Severity Level

I1II.

Civil Penalty - $10,000.
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DISCUSSION OF PARAGRAPH II.B.l AND 3:

Because cf the similarity of the allegations in these two
paragraphs, they are covered by the same discussion.

ANSI N18.7 = 1972 states in Section l. that the require-
ments of this Standard apply to all activities affecting

the safety-related functions of nuclear power plant struc-
tures, systems, and components. In the design basis for the
plant, the containment sump pumps are not defined as safety
related by either the Commission or Consolidated Edison.
Accordingly, operability and surveillance requirments for
these pumps are not included in the facility Technical

Specifications.

Float settings for starting and stopping the pumps were set
SO as not to allow the level in the sump to reach the 46'
elevation. No procedures were deemed necessary to docu=-
ment the on/off setpoints. Based on operating experience
prior to commercial operation, the original settings for
starting and stopping the containment sump pumps were changed
to permit the pump, once started, to run for a longer period
to prevent frequent starts and stops. The setting criteria
used were to make certain the pump did not run dry and that
the sump was approximately one-half full before the pump
started. Test Procedure PT-R2A is used to verify this during
refueling outages. Thus a2 procedure did exist, appropriate

to the circumstances, for the containment sump pumps.



Successful operation of these pumps since initial instal-

lation supports the appropriateness of the procedures.

It should be notes that ~pecation of these pumps using the
above criteria for float setpoints had been satisfactory since
the start of commercial operation of the unit up until the
occurrence. Furthermore, the absence of a float setpoint
procedure did not contribute to the accumulation of water

in the containment during October 1980.

Contrary to the allegation of paragraph II.B.3, a procedure
was established to provide a preplanned method ¢f controlling
the ¢+ ntainment sump level. Level control switch settings
were physically preset to assure a proper conirol band and

procedure PT-R2A was implemented to verify operability.

As stated previously, no safety significance was accorded the
containment sump pumps, tnerefore a setpoint calibration value
was not specifi . _, included in a procedure nor considered
necessary. The absence of a specific setpoint value did not
contribute to the accumulation of water in the containment
during October, 1980. Consclidated Edison accordingly denies

that a violation is set forth in paragraphs II.B.l or 3 of

the Notice of Violation.

For the reasons set forth at pp. 7-10 and 19-20 above, these
matters are in any event not properly Severicy Level III
violations. In paragraphs II.B.l and 3 <f the Notice of Vio=-

lation there is additicnally an inappropriate and unwarvanted
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application of Footnote 17 of the Interim Enforcement Policy,
whereby contentions relating to sump pump operatic.is and pro-
cedures are "bootstrapped” into a claimed Level III status,
based upon their purported similarity with a distinct claim

of violation relating to the Station Nuclear Safety Committee,
paragraph II.A. This conflicts with the requirements of Foot-
note 17 that “"bootstrapped"” violations in such situations must

be "asscciated with a particular problem.”
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DISCUSSION OF PARAGRAPH II.B.2:

Regulatory Guide 1.33 Appendix A, paragraph H.2 calls for pro-
cedures to implement each surveillance test, inspection and
calibration listed in the Technical Specifications. Require-
ments for surveillance testing, inspection and calibration are
contained in Section 4 of the Indian Point Unit 2 Technical
Specifications. There are no requirements in Section 4 of the
Unit 2 Technical Specifications for periodic surveillance testing,
inspection and calibration of the Dew Point and Fan Cooler
Condensate Flow Monitoring Systems. However, to assure
operability of these systems, they are included in a biennial
surveillance program. In accordance with this program, the
dew point recorder and weir level transmitters are czlibration
checked every two years and readjusted for proper operation

where necessary.

Additionally, there is a procedure for evaluating reactor
cool.nt system leakage. The procedure, Station Operating
Procedure 1.7 ("Reactor Coolant System Leakage Surveillance

and Safety Evaluation"), describes the methods and monitorirng
systems available for determining Reactor Coolant System leakage
rates. The procedure describes how the Volume Control Tank
level, the Containment Air Particulate and Radiocgas activity
monitors, the Dew Point System and the Fan Cooler Condensate
Flcew Monitors are used in determining the Reactor Coolant

Syr.tem leakage rate.
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The Technical Specifications require two reactor coolant leak
detection systems employing different principles be operable
when the reactor is critical. One of these systems must be
sensitive to radiocactivity. The humidity and weir flow sys-
tems are back-ups tc the radiation detectors and, in fact, only
one of these backup systems need be operable according to the
Technical Specification requirements. The procedure requires
that changes in the readings of these systems, as well as their
absolute value, be taken into consideraticon when evaluating

the data. The procedure also points out that if dew point
and/or weir flow values increase, but changes are not observed
in any of the radiation detection systems, then the leak most

probably is not from the Reactor Coclant System.

These procedures adequately implement the Technical Specifi-
cations applicable to Reactor Coolant System leakage. We
accordingly do not concur that procedures were not estab-
lished or implemented for the condensate flow leak detection
system Or the containment humidity detectors which would
satisfactorily implement Technical Specification 3.1.F.1l.
FurLhermore, for the reasons set forth at pp. 7-10 above,
the claimed violation would not under any circumstance be
properly considered as Severity Level III. No suggestion

is made trat the clzimed ncncompliance vith condensate flow

leak detection system requirements "involve(s) actual or high
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potential impact o= the public" (45 FR 66755), and this sup-
posed violation is unrelated to the Station Nuclear Safety
Committee contention to which it is bootstrapped. Neither

claim is proper'v a Severity Level III viclation, see pp. 18,28.
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DISCUSSION OF PARAGRAPH II.B.4:

When the proposed activity has been deemed to be a modifi-
cation by engineers in the maintenance group, the cor-
responding "Request for Safety Evaluation" for that activity
is processed by the Nuclear Systems Engineering Subsection

in accordance with Company procedures.

This Subsection reviews the activity to be performed and
determines 1f the activity falls within the scope of NRC
regulations concerning changes. If it does n~t, a notification
to this effect is issued. If it does, a safe.y evaluation is
performed as required by 10 CFR 50.59 to detemine whether an
unreviewed safety question exists. If no unreviewed safety

guestion exists, the written safety evalua.ion is issued.

In addition to a safety eva'uation, Engineering prepares a
modification procedure in accordance with Company procedures.
This modification procedure (which includes the safety evalua-
tion) is reviewed by Quality Assurance and the Station Nuclear
Safety Committee (SNSC). All safety evaluations are also re-
viewed by the Nuclear Facilities Safety Committee. If it is
dectermined as a result of these reviews that an unreviewed
safety question does exist, and the scope of the activity
cannot be changed to preclude such a determination, the

activity is submitted to the NRC for review and approval.
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Plant maintenance personnel arc aware of tre requirement to
have plant modifications reviewed by the Station Nuclear Safety
Committee, and SNSC has in fact reviewed over the years
innumerable maintenance activities which constituted plant
modifications. The Central QA&R field office at the plant,
which reports offsite to the Director of QA&R, reviews and
monitors maintenance and modification activities at the plant

to assure that the QA program is being implemented.

With regard to guidance as to when maintenance activities
constitute a modification, SAO 102 states that:

2.5 Each Subsection or Staff Head charged with the respon-
sibility for development a.'i approval of procedures
(of the type described in i - 3. Guide 1.33) shall:

2.5.4 Assure that each procedure/procedure change
which would render Final Safety Analysis
Report or subsequent safety analysis report
inaccurate or may involve an unreviewed
nuclear safety gquestion is approved, before
implementation, by the SNSC.

2:5.5 Assure that each procedure/procedure change
which would make the Final Safety Analysis
Report, or any later safety analysis report,
inaccurate has a written justification of why
an unreviewed nuclear safety question is not
involved.

SAQ 102, Revision 5 dated June 20, 1979 provides guidance as t»
when written and approved procedures are required for maintenance
activities. Specifically, this document states:

2.1 Each proposed procedure/procedure change involving nuclear

safety related components and/or operation of same shall
receive a pre-implementation review by the Station Nuclear
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Safety Committee (SNSC) except in an emergency situation.
The attached cover sheet (Exhibit 1) shall document this
and other required approval. "Safety related components"”
are those which are used in activities listed in NRC
Regurlarory Guide 1.33, Appendix A and:

a. Form or are within the primary pressure boundary
or

b. are accident preventing structures and/or systems,
or . .

C. are acéident mitigating structures and/or systems,
or i

d. contain radiocactive materials as specified by
Operating License DPR 26.

An "emergency", as used herein, exists when continued or

safe plant operation is in jeopardy directly due to lack

of a procedure/procedure change and SNSC review cannot be
readily obtained (e.g., cff-hours).

2.5 Each Subsection or Staff Head charged with the responsi-
bility for development and approval of procedures (of the
type described in Reg. Guide 1.33) shall:

2.5.1 Have procedure(s) covering activities under his
jurisdiction that affect nuclea safety (ANSI
N1807-1976' Paro 5-3) .

2.5.3 Assure that each procedure/procedure change
involving nuclear safety related components
and/or operation of same receives a pre-implemen-
tation review by the SNSC except in an emergency
situation.

Maintenance Administrative Directive, MAD-4, Rev. 1, dated

August 1, 1978, implements the requirements of this SAC with

respect to maintenance activities.

We therefore disagree that site administrative procedures

were not established, implemented and maintained to provide
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guidance as to when written approved procedures were required
for maintenance activities, or when maintenance activities
would constitute a modification, both of which required

review and concurrence by the Station Nuclear Safety Committee.
Accordingly, Consolidated Ediscn denies that a violation is

stated in peragraph II.B.4 of the Notice of Violation.

For the reasons set forth at pp. 7-10 and 18 above, such a
claimed violation is not under any circumstances appropriate.y

construed as Severity Level III.



PLANNED ACTICONS TO MODIFY MAINTENANCE AND SURVEII LANCE PROGRAM:

While Consclidated Edison disagrees that any violations
occurred as claimed in paragraph II.B of the Notice of Viola-
tion, the following steps are being taken as a result cf this

event:

l. The containment sump system will be reclassified
"Class A" in accordance with Con Edison's CI240-1 and
the equivalent level of gquality required by 10 CFR 350
App. B. Thus all future maintenance and modificaticon
work on chis system will bte in accordance with these
requirements.

2. Procedures for testing, calibration, and maintenance
will be developed and implemented consistent with the
new classification.

3. Consolidated Edison will proposed revisions to the
Facility Technical Specifications to include limiting
conditions for operation and surveillance require-
ments for the various leakage detection systems.

4. Revisions to key administrative directives will be
made to clarify the guidance on what constitutes
a modification.

S. An extensive review is being conducted of the Nuclear
and Non=-Nuclear equipment surveillance and testing

programs with the goal of upgrading the Non-Nuclear
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programs to the same level of attention given safety=-

related nuclear systems.

Item 1 will be accomplisied immediately and Items 2, 3, and 4

will be completed prior to return to service.
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OFFICE OF INSPECTION AND ENFORCEMENT STATEMENT OF
ALLEGED VIOLATION

II. C. 1lOCFR 50, Appendix B, Criterion II requires that:

*...The quality assurance program shall provide con-
trol over activities affecting the quality of the
identified..systems, and components...".

FSAR Volume A, Attachment A-2, "Quality Assurance
Program (ANSI N18.7 Format) Revised June, 1977",
Foreward, states that:

"The following quality assurance program conforms to

the requirements of 10 CFR 50, Appendix B. Additicnally,
Con Edison commits to have a Quality Assurance Program
satisfying the requirements and guidelines of the
following ANSI Standards and complying with the Regu-
latory Position in the Regulatory Guides as mecdified

by Table A and Table B.

ANSI Standards

N18.7-1976 'Administrative Control and Quality
Assurance for the Operational Phase
of Nuclear Power Plants'."

ANSI 18.7, Paragraph 5.2.7.1, "Maintenance Programs"
states that:

"The causes of malfunction shall be promptly determined,
evaluated and recorded...”

Contrary to the above, despite continued malfunctions
(i.e., leaks) in the fan cooler units between 1973 and
October, 1980, the causes of the malfunctions had not
been determined or recorded, and evaluations of the
causes had not been completed.

In accordance with Footnote 17 to Secticn B of the

Incerim Enforcement Policy this is categorized as a
Severity Level III Viclaticn. <Civil Penalty - $10,000.
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DISCUSSION:

MRC regulations, 10 CFR, Part 50, Appendix B, Criterion II.
require that:

The quality assurance program shall provide control

over activities affec:ing the quality of the

identified structures, system, and components, to

an extent consistent with their importance to

safety.
More specifically with respest to malfunctions, NRC regulations,
10 CFR, Part 50, Appendix B, Criterion XVI, states that:

Measures shall be established to assure that con-

ditions adverse to quality such as malfunctions...

are promptly identified and corrected. In the case

of significint conditions adverse to quality, the

measures shall assure that the cause of the condi-

tion is determined and corrective acticn taken to

preclude repetition.
The NRC regulations indicate that the 2xtent of control over
plant systems should be consistent with the importance of that
syster to safety. The applicable regulations require that

ail malfuncticns be "promptly identified and corrected”.

Consolidated Edison's Quality Assurance (QA) Program complies
with the NRC regulations and has been approved by the NRC.

We accordingly do not agree that a violation occurred as
claimed in paragraph II.C of the Notice of Violation. All
leaks in the fan cooler units were "promptly identified and
corrected”. The leaks were all pin hole 'eaks in brazed or

welded joints, or in fan cooler tubes.
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In addition to identifying and repairing all leaks, the

causes of the fan cooler leaks were in fact both determined

and, to the extent appropriate, documented. In 1973, leaks
developed in the fan ccoler unit motor cooler heat exchangers.
The leaks developed in the tube stub ends where they were brazed
to the manifold. All five motor coclers were removed and sent
to Consclidated Edisvon's laboratory. Careful inspection by Con=-
solidated Edison revealed evidence of some insc.ance of poor fit-
up in the brazing operation during manufacturing, with non+
uniform clearance and non-uniform flow of brazing material.

This laboratory analysis was documented in a March 1973 report
of the analysis, which was widely distributed within Consoli=-
dated Edison, and in particular to Indian Point plant perscnnel.
The design and fabrication of the motor coocler stub ends were
very similar to *he design and fabrication of the fan cooler
main heat exchanger stub ends. Therefore, it was a reason-

able engineering judgment to assume that the few subsequent
leaks in the stub ends on both the motor cooler -nd the main
heat exchangers were also caused by poor control of the brazing
operation. This judgment has been confirmed by our examinations

and tests of the heat exchangers since Octocer 17, 1980.

Prior to the October 1980 incident, all leaks in the mid
dody tubes developed o1ly in one secticn of fan cooler unit

25. After the first leaks developed in the tubes of that



sect. 1, Consolidated Edison promptly ordered and obtained a

replacement section.

The leaks in the service water lines were in welded joints

in the cement lined carbon steel pipe, in close proximity to
the copper nickel piping. These leaks are known to te caused
by corrosion accelerated by galvanic corrosion due to the

proximity of the dissimilar metals.

NRC Staff's assertion that the evaluation of the cause of
12aks had not been completed is true. In order to confirm
pricr evaluations, mdnitoring of the leakage continued during
operation to assure that leaks were not caused by processes

not previcusly detected.

These evaluations countinued even after the decision t> reolace
the fan cooler units was made, confirming that Consolidated
Edison had correctly identified the cause of the leakage,

as described above.

For these reasons, there was no violation of applicable NRC
regulations in connection with the prompt identification and
correction of the -..ses of fan cooler leakage pricr to October
1980. Consolidated Edison's attention to the fan cooler system
and its maintenance was entirely appropriate to the operational
experience. Even if a noncompliance be assumed, arguendo,

“or the reascns set forth at pp. 7-10 and 18 above, a Severity
Level III violation would not be present, as alleged in

Paragraph II.C of the Notice of Violaticn.
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PLANNED ACTIONS TO MODIFY QUALITY ASSURANCE PROGRAM:

The licensee intends to modify its conduct of quality assur-
ance activities so that they are in excess of present regulatory
requirements. The S<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>