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Executive Summary
James A. FitzPatrick Nuclear Power Plant
NRC Region I Inspection Report No, 50-333/92-11

May 24, 1992 - lune 27, 1992

Plant Operations

The unit was in a refueling outage with the core off-loaded throughout the inspection period,
The inapectors noted that the auxiliary operators conducted thorough rounds and maintained
complete and accurate logs. Also, NYPA followup o Information Notice 92-30 was considered
to be appropriate. The inspectors noted good operator response 1o a loss of power to four 600
volt electrical busses.

Radiological Coatrols

Good adherence to proper radiological practices was observed during inspector monitoring of
maintenar.c. and operations activities. The inspectors noted good radiological control of dryweil
and refuel floor activities. NYPA's response to un incident involving radioactive contaminated
material found outside the resi.icted area was prompt and thorough.

Maintenance

The inspectors noted acceptable performance in the area of maintenance. During inservice
testing (IST) of piston check valves, NYPA discovered the disc returi. spring missing from two
VELAN check valves in the A core spray keep-fill system. NYPA plans to expand the scope
of the IST to include all VELAN check valves in the A and B core spray keep-fill systems.
Resolution of this issue was not complete by the end of the inspection period. The inspector
considered tiv's an unresolved item (URI 92-11-01).

Surveillance

The inspectors noted acceptable performance in the area of surveillance testing

Emergency Preparedness

Portions of an emergency preparedness practice drill were observed by the inspectors.  the
inspectors concluded that the drill was effective as a training exercise and that the post-drill
critique was comprehensive., Tne inspectors noted good communication and coordination of
activities in the Technical Support Center (TSC) and Emerger.cy Operations Facility (EOF).
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Executive Summary (Continued)

Security and Saferuards
The inspectors noted gond performance in the area of security.

Engineering and 1 wanical Support

The inspectors reviewed and closed two Diagnostic Evaluation Observations (DEOs) which were
properly reviewed and resolved by NYPA staff. The inspectors found the safety evaluation
prepared to support emersency diesel generator (EDG) ground testing to be thorough and the
technical support provided by the corporate engineering staff on the matter to be good. The
inspectors noted good site engineering participation in the resolution of high vibration problems
with the A standby gas treatment fan.

Safet; Assessment/Quality Verification

The inspectors reviewed a number of Licensee Event Reports (LERs) that were written and
submitted in accordance with 10 CFR 50.73. However, both LERs were e+ .aples of events
where untimely and/or ineffective corrective actions to previous simiar events resulted in
recurrence. The inspectors reviewed a number of departmental critiques and found them to be
thorough. One critique involved the accidental removal from service of both reactor building
ventilation radiation monitor sample pumps, contrary to Technical Specification 3.1. This
violation was not cited because NYPA promptly identified, and thoroughly investigated and
corrected the problem. The inspector concluded that station management’s initiatives to minimize
shutdown risk were effective and commendable.

The Plant Operations Review Committee meetings consisted of generally effective discussions
and thorough reviews of topics presented. Observation of a monthly project meeting concluded
the discussions were purposeful with broad participation by those in attendance.



DETAILS
1.0 SUMMARY OF FACILITY ACTIVITIES

1.1 NYPA Activitics

During this inspection period, the plant remained in cold shutdown with the core off-loaded to
support the 1992 refueling outage activities. Major work tasks completed or in progress during
the inspection period included A and C emergency diesel generator maintenance, various motor
operated valve maintenance and testing activities, ATTS relay replacement, and shroud head bolt
replacement.

During the week of June 15, NYPA's FitzPatrick Results Improvement Program (RIP) Self-
Assessment Teamn conducted a review of the status and effectiveness of RIP issues. The
preliminary results of this review were discussed with NYPA's Nuclear Leadership Team on Jun=
23,

1.2 NRC Activities

The inspection activities during this report period included inspection during normal, backshift
and weekend hours by the resident staff. There were 18 hours of backshift (evening shift) and
16 hours of deep backshift (weekend, holiday and midnight shift) inspections during this period.

On May 28, NRC representatives met with NYPA staff at the NRC Headquariers in Rockville,
Maryland to discuss the new FitzPatrick fire hazards analysis and potential exemptions necessary
as a result of this analysis. The meeting was open to the public.

On June 9, the Reional Administrator, Region I, Thomas T. Martin, visited the facility to meet
with the site General Managers and tour the plant. The visit also included brief discussions with
NYPA senior management via teleconference and with several department supervisors regarding
departmental improvement initiatives.

On June 12, the NRC issued Inspection Report 92-08 which outlined the results of the
requalification program evaluation and examination conducted during the weeks of May 11 and
May 18, 1992. Based on these results, and NYPA's corrective actions taken in response 1o
Confirmatory Action Letter No. 1-91-010, the Region I Regional Administrator issued a letter
on June 12 to NYPA management finding the IR requalification program satisfactory,



On June 12, NYPA management representatives met with NRC staff in the Region I office in
King of Prussia, Pennsylvania, 10 discuss the FitzPatrick startup plan and schedule, and the self-
assessment efforts being conducted by NYPA in preparation for startup from the 1992 refueling
outage. This meeting was open to the public and was attended by two individuals representing
Pacific Nuclear Corporation.

On June 16, NRC Region 1 issued the Systematic Assessment of Licensee Performance (SALP)
for FitzPatrick. A management meeting was held with NYPA on June 29 at the FitzPatrick
Training Center,

On June 24, an enforcement conference concerning fire protection program defic.encies and 10
CFR 50.9 ises regarding correspondence on the emergency service water system was held in
the NRC Region | office in King of Prussia, Pennsylvania.

2.0 PLANT OPERATIONS (71707,71710,93702)
2.1 Routine Plant Operations Review

During the inspection period the inspectors observed control room activities including operator
shift turnovers, shift crew briefings, panel manipulations and alarm response, and routine safety
system and auxiliary system operations conducted in accordance with approved operating
procedures and administrative guidelines. The inspectors made independent verification of safety
system operability by review of operator logs, system markups, control panel walkdowns and
component status verifications in the field. Discussions were held with operators and technicians
in the field to assess their familiarity with current system status and personnel response to events
during the inspection period. In addition, during plant tours, inspectors reviewed routine
radiological con*rol practices. The activities inspected were acceptable.

2.1.1 Qperational Safety Verification
The inspector conducted partial control room and in-plant walkdowns of the following systems:
- B and D emergency diesel generators
A and B standby liquid control
- B emergency service water
- B core spray

No significant problems were noted.



2.2 Engineered Safety Feature Walkdown of B Core Spray System

On June 25, 1992, the inspectors conducted a detailed walkdown of the accessible portions of

the B core spray system to verify availability. Normal system lineups (1.e,, valves, switches,
power supplies) were verified correct using Operating Procedure (OP)-14 and core spray system
flow diagrams. The system condition was found tn be adequate including housekeeping,
labeling, control of flammable mawnals, valve/system leakage, and instrumentation. Minor
disparities between the flow diagram and actual system configuration were noted; however, the
inspector concluded that the B core spray system was properly maintained with no observable
problems impacting system performance or availability.

2.3 Information Notice 92-30 Followup

On June 4, the Resident Manager discussed with the inspector the final results of their audit of
auxiliary operator logs and plant tours (reference inspection report 80-333/92-09). The Resident
Manager stated that no evidence was found of auxiliary operators (AQOs) falsifying their log
sheets or not performing their required rounds.

During this period, the inspectors accompanied a number of different auxiliary operators en their
rounds. The purpose of accompanying AQOs on their rounds was to determine if practices of
individuals performing these rounds and log entries are such that there is a potential for record
falsification to occur (reference NRC Temporary Instruction (TT) 2515/115 and Region 1 T1 92-
01). The inspectors noted that the AOs conducted thorough rounds and maintained complete and
accurate logs. The AOs were knowledgeable of plant and system status and were familiar with
acceptable equipment operating parameters and conditions. The AOs were also knowledgeable
of management expectations regarding the maintenance of complete and accurate logs and
adherence to procecares. The inspectors reviewed previous log sheets for the specific rounds
and found no inconsistent or inaccurate entries. The inspector considered NYPA's initial
response to Information Notice 92-30 to be appropriate.

The inspector noted that a Diagnostic Evaluation Team (DET) observation had not been corrected
and continues to hinder the AOs during their performance of rounds. Specifically, the reactor
building AOs were required to enter contaminated areas twelve times to complete the rounds,
five of which were only to verify that high radiation area doors were locked. Each of these
entries into contaminated areas requires the AO to change into and out of protective clothing and
then frisk for contamination. This process is time consuming, is not a good ALARA (as low as
reasonably achievable) practice, and detracts from the AO’s ability to effectively monitor plant
equipment performance. The inspector discussed this observation with the Resident Manager and
his staff. They agreed to review this concern and take appropriate action.



Noe -




L}

| »
.| WET
) rt ¥ 1)
' 5 A 5
4 } }
L | ) |
" .
LA |
. f 4
wation o
{ \
MISC Ve
“ iy In) N
. ’

RADIOLOG K

4
| na 1
{ |
)
s L 1§
’ X ' »
) Y B L
r\ ) ¢ 4
1, Wi W't
W O
O A ontr
.
£ {
LATYW Ka
s QT
W) )

Al

i)
)
B Y
My
% 1
Wi
|
)

0 on { N gy
ol 1} £150 ’ \t 1 \
| A ) )
04 { "
L ) ) Y ’
' .
v i v 11¢K X {
{ ’ ; 4
NCT ¢ 1 W )
\ . D )
| ¢
y i { eI M
Vil ase ot
{ ) "
T
{)
A b Dra )
O ) y !
W | \ ) { T
& { b AT K v
8. 30 v : »
net { XX re " §
wl } .
A LA ' ol
! " g "
A \D 18] ¢ a ) W
181 5 A
)
{ "







33 Radiragtive Material Found Qutside the Restricted Arca

On June 2, 199 a maintenance mechanic discovered that scaffolding erected in the residual neat
removal service water (RHRSW) pump room to support maintenance on RHRSW strainer
I0STR-SA had "radioactive material” stickers affixed to it. Recogrizing that the RHRSW pump
room is not a restricted area, and thus should be free of radioactive material, the mechanic
immediately notified the Radiological Controls and Environmental Services (RES) department.
Radiological surveys were conducted and the results indicated that the scaffolding was indeed
contaminated (< 1000 dpm/100 em2; up to 600 cpm (corrected)-fixed). The contaminated
scaffolding was disassembled and returned to an acceptable storage arca, Radiological surv-ys
of the individuals responsible for erecting the scaffolding and nu.aerous unrestricted arcas
identified no spread of contamination as a result of this event. Furthermore, an extensive
inspection of the site resulted in no additional cases of radioactive matcrial located in an
unrestricted area. The root cause analysis 2o corrective action plan was being documented in
Radiological Incident Report 92-032.  Alnougi. the root cause analysis and corrective actions
were not complete before the end of the inspection pericd, the inspector noted that the
investigation and corrective actions taken to date were prompt and thorough, In addition,
management attention to radiological controls performance concerns was evident and appears to
be well-focused.

3.4 Previously Identified lospection fums Followup
341 (Closed) Vielations 90-12-02 and 90-12-03

These violations were issued in connection with an incident that involved personnel
contaminations while tandling a high specific activity liquid Na-24 tracer source. The violations
cited failure to prepare . ‘e ¢ procedures, failure to follow existing procedures, and failure
to ins' “uct the workers in proper precautions to take when handling the source.

NYPA has modified the manner in which such projects are planned and implemented. The
modfications involved better reviews of the proposed work, better ALARA reviews, and
improved worker training and briefing. Implementation of similar special projects will be
reviewed during future inspections to ensure that these corrective actions resulted in
programmatic improvements. These violations are closed.

142 (Closed) Violation 90-17-01

This violation was issued because NYPA had improperly suspended parts of their radiation and
contamination surveillance program Jue to personnel shortages. The immediate corrective action
was 10 resume implementation of the suspenced parts of the program. Long term corrective
actions involved review of the Radiation Protection Manual and the applicable implementing
procedures to ensure that necessary deviations from procedural requirements a<e properly justified
and approved. This violation is closed.



3.4.3 (Closed) Violation 90-17-02

This violation cited the failure to have certain radiological controls procedures revievsed by the
Plant Operations Review Committee (PORC), as required by Technical Specifications. NYPA
has modified their review process to ensure that procedures are reviewed by PORC. Procedures
directly affecting work in the radiological controls areas were reviewed first by PORC, These
procedures included radiation work permit generation, the radiological surveillance program,
conduct of surveys, and similar procedures. The remaining procedures will be reviewed by
PORC as they undergo the routine periodic review and revision. Approximately 60 prov “ares
have gone through this process, to date. Progress in this area will continue to be n -~ ed
during future inspections. This violation is closed.

3.4.4 (Closed) Violation 90-17-00

This violation cited the failure to specify the required monitoring frequencies on some radiation
work perinits (RWPs) used for work in high radiation areas. The immediate corrective action
was 1o specify these frequencies on the affectsd RWPs. Long term actions involved modifying
the RWP program to include these requirements. This violation is closed.

4.0 MAINTENANCE (IP 62703)

4.1 Observation of Maintenance Activities

The inspector observed and reviewed selected portions of preventive and corrective maintenance
o verify compliance with codes, standards and Technical Specifications, proper use of
admiristrative and maintenarce procedures, proper Q. C involvement, and appropriate
equipment alignment and retest. The following activities were observed:

- Work Paguest 501405, C emergency diesel generator, power assembly. This work
request was initiated to perform a complete power assembly overhaul on the C emergency
diesel generator, Various portions of this maintenance activity were observed. The
inspector noted that WACP 10,123, System Intern.' Cleanliness Control, was
appropriately implemented during this maintenance task. Procedure compliance and work

practices were acceptabie.

Work Request 84116, O emergency diesel generator, air start motor exhaust lines. This
work request was mmawd to remove the air start motor exhaust lines. These lines had
been previously retired in place. Various portions of this maintenance activity were
observed. Procedure compliance ara work practices were acceptable.



4.2 Missing Springs o Core Spray Sy.tems Check Valves

On May 28, 1992, NYPA performed MP 59,45, Maintenance Procedure for Piston Check
Valves (IST), on the A core spray holding pump (keep-fill) minimum flow check valve 14 CSP
62A and discovered that the disc return spring was missing. Plant drawing 118256, 3812, Rev,
I identifies 14CSP-62A as a valve manufactured by VELAN (Model WS-234B-2TY) and shows
a disc return spring installed. Because of the discrepancy between the drawing and actual valve
internal configuration, the scope of the inservice testing was expanded to include a similar
VELAN check valve in the A core <pray keep-fill system, 14CSP-76A, and the corresponding
valves in the B core spray keep-fill system. NYPA subsequently performad MP 59.45 on
14CSP-76A and discovered that the disc return spring for this valve was also missing, NYPA
initiated an investigation to identify the roet cause and evaluate the safety significance of the
missing disc return springs. The scope of the inservice testing as been further expanded to
include all (8) similar VELAN check valves in the A and B core spray keep-fill systems.
Furthermore, eleven similar VELAN piston check valves in other plant systems have been
inspected during the 1992 refueling outage with no spring deficiencies noled,  Adverse Quality
Condition Report (AQCR) 92222 was initiated by NYPA to document the rool cause analysis
and corrective actions, Resolution of this issue was not completed by the end of the inspection
period. Pending completion of NYPA actions and NRC review, this is an unresolved item (URI
92-11-01).

50  SURVEILLANCE (61726)

The inspector observed and reviewed portions of ongoing and completed surveillance tests 1o
assess performance in accordance with approved procedures and Limiting Conditions for
Operation, removal and restoration of equipment, and deficiency review and resolution.  The
following tests were reviewed:

ISP-94, Reactor Protection System Electrical Protection  Assembly  Functional
Test/Calibration,

ISP-150AR, RCIC (ATTS) Relay and Transistor Replacement Trip Card Lead Inspection
and Functional Test,

OP-63, Intra-Plant Communication System

ST-7D, Standby Gas Treatment Fan and Valve bxercising (IST).
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8.1.2 (Closed) DEQ.ENG.015

This diagnostic evaluation observation identified that temperature control valve (TCV) 67TCV-
142 kas excessive external corrosion, This TCV is designed to regulate cooling water flow
through cooling coil E-14 in the east electric bay. However, to maximize low through cooling
coil £-14, a jumper (No, 87-304, dated September 14, 1987, has been installed which maintains
the valve in the open pesition. The inspector also noted that since 67TCV-142 will no longer
be used to regulate cooling water flow, a modification (M1-88-049) is being prepared to
permanently remose the valve from service.

NYPA maintenance personnel inspected 67TCV-142 and determined that it is in good condition
with no indications of structural degradation. The inspector independently verified the condition
of the valve and concluded that NYPA had completed a satisfactory review of this issue.
DEO.ENG.01S is closed,

8.2

Fach emergency diesel generator (EDG) is provided with a static excitation system and engine
speed governor control system. The 125 VDC system supplies power to the engine speed
controller on each EDG, The engine speed control is accomplished by an electro-hydraulic
governc: (Woodward EGB Type), a speed controller (Woodward EGM Type), and a speed pick
up sensor, In "Normal®, the speed ~ontroller/governor system is isochronous and functions to
maintain constant speed (frequency) and load share between two paraieled EDGs under varying
load conditions. When operating in "DROOP", the EDGs are loaded by the grid and the
function of the governor is to control EDG load as the grid holds EDG speed (freguency)
essentially constant.

On May 6, 1992, NYPA concluded that all four emergency diesel generators were susceptible
te. failure in the event of grounds on their respective safety-related 125 VDC bartery bus.
Testing already performed bv NYPA had shown that the EDGs, when paralleled to off-site power
and with grounds on their speed controller 125 VDC supply, exhibit kilowatt oscillations (with
frequency held “on:tant). The oscillations may impact EDG reliability or result in improper
operation of the electrical equipment being supplied. In order to guantify the effect of credible
grounds on EDG performance, NYPA developed a special test procedure, STP-93M, EDG Full
Load Test with Grounds on DC System. STP-93M was designed to provide data necessary 1o
determine EDG susceptibility to grounds on the 125 VDC system and quantify the
ground/oscillation relationship. Based on the results of this test, NYPA will determine
appropriate corrective action. The inspector reviewed the nuclear safety evaluation (JAF-SE-92-
(098) prepared to support EDG testing in accordance with STP-93M. The inspector found this
evaluation to be thorough and had no further questions. Furthermore, the inspector noted that
technical support provided by the corporate engineering staff (NED-Electrical Group)
addressing this matter was good. Testing and resolution of this EDG ground concern was not
completed by the end of the inspection period. This issue was being tracked as a core reload
restraint by NYPA.
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8.3 Performance Monitoring/lnservice Te.' 'y

On June 1, 1992, during bearing temperature and vibration surveillance testing on the A standby
gas tieatment (SBGT) fan, the performance engineering department (PED) found that fan
vibration exceeded the vendor recommended shutdown level. The A SBGT fan was subsequently
declared inoperable and maintenance activities were initiated in accordance with Work Request
(05816, The PED attributed the high vibration condition to the loosening of the fan foundation
nuts. Based on this analysis, maintenance activities were concentrated on checking the shims,
tightening the foundation nuts. and applying lock-tite to the foundation mounting bolts to mitigate
tuture loosening of the associated ruts. Post-maintenance testing was subsequently conducted
on the fan in accordance with MP-72.1, Buffalo Forge Fan Maintenance. Fan bearing
temperature and vibration measurements were found to be acceptable. The inspector found the
maintenance and surveillance conducted on the A SBGT fan to be acceptable. The inspector also
noted good engineering participation in the iroubleshooting ad maintenance efforts,  The
inspector discussed the long term corrective actions being planned by the PED 10 prevent
recurrence of the vibration problem, and found them 10 be appropriate.

NYPA implementation of the recommendations of Generic Letter 89-13, Service Water System
Problems Affecting Safety-Related Equipment, dated July 18, 1989, was reviewed in detail and
documented in inspection report 92-81, Section 3.3 of the report summarizes the inspection
findings in this area. The inspectors concluded that NYPA actions to ensure operabiliy of the
emergency service water systom were acceptable and satisfy the recommendations stated 1n
Generic Letter 89-13. This item is closed.

8.5  (Closed) Unresolved liem (90-01-06):  Review of NYPA's Coutrol on Industry Event
K { Vendor Notificas

This item was initiated to identify a weakness in the prioritization and timely resolution of
industry events and vendor notifications by the F' “Patrick staff. Since the identification of this
unresolved item, a number of plant operating events have further demonstrated this weakness.
The corrective actions generated from these events and further prompled by NYFA self
assessments and third party evaluations include: the review, prioritization and scheduling of
outstanding 1tems; a commitment of resources to reduce the backlog of these reviews; and a re-
evaluation of a selected sampling of previously closed operating event reviews. These corrective
actions are due to be completed prior to plant restart and are being tracked by NYPA as a restart
restraint, The NRC staff plans to assess the adequacy of these specific actions prior to unit
startup. Consequently, this item is resolved. Assessment of NYPA closure of this issue will be
documented in a subsequent report.




9.0 SAFETY ASSESSMENT/QUALIT, VERIVICATION
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The inspector reviewed NYPA's corrective actions outlined in LER 92-022-00 and determinad
they were acceptable to address the identified 181 testing deficiencies. However, the inspector
considered this 1991 event to be an additional example of untimely and/or ineffective corrective
actions taken in response (o QA identified deficiencies that were documented in NRC inspection
report 92-80 and the NRC Diagnostic Evaluation Team report,

92-025-00, Fire Watches Discontinued or Not Posted When Required, dated
June 1§, 1992,

During the period between May 1, 1992 and May 22, 1992, NYPA identified that on five
occasions, personnel error, inadequate review of documentation, and/or an ineffective equipment
status control system resuited in a failure to have a fire watch posted when required. During this
period, the plant was shut down and in the cold condition for maintenance and refuc!ing with all
irradiated fuel in the spent fuel pool. The inspoctor reviewed several previous LERs and found
that failures tc have a fire watch posted when required were reported eight times (LERs 91-002,
91008, 91-012, 91017, 92001, 92006, 92-010, and 92-0i9).

The inspector determined that NYPA's corrective actions taken in response (o those events were
not adequate to prevent recurrence because the associated root cause analyses were 100 shallow
0 identify ineffective administrative control and management of the fire watch program as a root
or contributing cause, NYPA's root cause analyses of LER 92-025-00 was thorough and
identified broader programmatic deficiencies.  The associated corrective actions were
comprehensive and appeared to adequately address these deficiencies. The inspector considered
NYPA's review to be thorough and complete.

9.2 Review of Critiques

On June 16, while conducting a tour of the refue! floor, the plant operations manager noted thal
a pair of binoculars was still logged into the tool accountability area even though these binoculars
had already been removed from the area. Further investigation of the Tool Control Log by the
operations manager and a Quality Assurance (QA) inspection revealed numerous items logger!
into the area on various dates and not logged out. The operations manager questioned the
adequacy of the Tool Accountability Program and a decision was made by station managemen!
to suspend refuel floor operations within the tool accountability area until an investigation and
eritique could be accomplished.

NYPA conducted an inventory review of the open (logged in, not logged out) iterus in the too!
accountability area and all items were accounted for. Furthermore, a critique of the event,
performed by the quality services supervisor, identified several weaknesses in the tool control
program and provided recommendations to correct these weaknesses. Recommeadations made
in the critique included, but were not limited t0: establish a single entry/exit point for all tools
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and equipment; maintain separate logs for short-term and long-term tools and equipment; and
conduct an inventory accountability surveillance at the end of each shift for short-term items and
once per week for long-term items, These recommendations were endorsed by the PORC on
June 20 and incorporate. - Work Activity Control Procedure (WACP) 10.1.23, System
Internal Cleanliness Control.  Refuel floor operations within the tool accountability area was
allowed to resume on June 22. The inspecior concluded that NYPA's review and corrective
actions were thorough and complete.

9.2.2 Critique JOPS-92-267 (LER 92-023-14), Loss of Both Reactor Building Vent Radiation
Meonitors Dug to Operator Error, dated May 11, 1992 (June 4, 1992)

During the current refueling outage, while performing preventive maintenance lubrication of the
reactor building ventilation effluent radiation monitor sample pumps, both sample pumps were
inoperable for a period of nine minutes. This condition was contrary to Radiological Effluent
Technical Specification, Section 3,1, which requires that the reactor building ventilation effluent
flow path be continuously manitored Jor gaseous release to ensure that 10 CFR 20 limits are not
exceeded. The cause of this event was attributed to personnel error. Specifica’ly, an auxiliary
operator assisting in the preventive maintenance activities, failed to restart the A sammple pump
prior 1o de-energizing the B sample pump. Safety significance was minimal because there were
no core alterations or fuel movement in progress, and ihe secondary containment was 10!
required during the nine minute period.  Furthermore, the refuel floor ventilation effluent
radiation monitors were operable at the time of this event. The inspectors considered NYPA's
ieview 1n be thorough and complete. This Technical Specification violation will not be subject
to enforcement action because NYPA's efforts in identifying and correcting the violation mect
the criteria specified in Section VIL.B of the Enforcement Policy.

v.3  Shuidown Risk Management

The daily morring planning meeting is conducted to discuss priority 'vork scheduled for that day,
work schedule deviations, and the status of safety systems required by Technical Specifications,
Another significant topic of discussion is shutdown risk management. Throughout the 1992
refueling outage, a compliment of emergency cooling, injection, and electrical power systems
have been maintained available despite not being required by the Technical Specifications, The
inspector observed that shutdown risk management was an integral factor in the scheduling of
maintenance activities. On several occasions, maintenance activities on safety systems were
postponed because the shutdown risk assessment determined that these activities were
undesirable. For example, on one occasion, maintenance and testing on the emergency diesel
generators were postponed by station management until predicted severe weather passed. The
inspector concluded that station management's initiatives to minimize shutdown risk were
effective and commendable,
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9.4 Onsite Safety Review Commitiee Meeting

The inspector observed the Plant Operations Review Committee (PORC) meetings on June 3,
June 18, and June 20, 1992, The inspector observed that the PORC members conducted
generally effective discussion and a thorough review of the topics presented. The members
maintained a critical safety perspective and did not accept proposed procedure revisions or
Technical Specification amendment applications on face value. Furthermore, the PORC
chairman was generally effective at ensuring that the discussions among the members remained
focused during the review process. The use of the new telecommunication system on the PORC
process to facilitate augmented engineering and licensing assistance from the corporate office was
viewed as a good initiative. The inspector noted good adherence to the Technical Specification
PORC quorum and station activity oversite requirements. No unacceptable conditions were
noted.

9.5 Project Mesting

On June 17, the inspector attended the monthly project meeting. The project meetings are for
corporate and station maragers to periodicaily meet together on site to discuss their current and
planned workloads for th * purpose of direct face-to-face communications and ensure appropriate
coordination and prioritization of effort. The meeting was well-attended by both staffs, including
the executive vice president and the majority of his direct reports, Topics of discussion and
presentations made during the June 17 meeting included, but were not limited to: outage status;
financial status; modifications status; licensing issues; technical issues requiring resolution prior
1o unit startup; and fire protection improvement program status. Also, a special presentation was
given by the Vice President - Nuclear Cperations and the Resident Manager concerning the
FitzPatrick startup plan and associated self-assessment initiatives. The inspector observed good
discussions and broad participation by those in attendance. An emphasis on nuclear safety and
improved interdepartmental communication and coordination was evident during discussions of
outage activities and engineering modifications.

10,0 MANAGEMENT MEETINGS
At periodic intervals during the course of this inspection, meetings were held with senior facility
management 1o discuss inspection scope and findings. In addition, at the end of the period, the

inspectors met with licensee representatives and summarized the scope and findings of the
inspection as they are described in this report.



