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ENCLOSURE 1

SYSTEMATIC ASSESSMENT OF LICENSEE PERFORMANCE (SALP)
.

FITZPATRICK NUCLEAR PLANT

REPORT NO. 50-333/95-99

I. BACKGROUND
,

The SALP Board convened on November 30, 1995, to assess the nuclear safety-
performance of the FitzPatrick Nuclear Plant for the period April 10, 1994,
through Novemoer 18, 1995. The Board was conducted pursuant to NRC Management
Directive (MD) 8.6 (see NRC administrative-letter 93-20). Board members were
Richard W. Cooper, II (Board' Chairman), Director, Division of Reactor
Projects, NRC Region I (RI), A. Randolph Blough, Acting Deputy Director,

. Division of Reactor Safety, RI, and Ledyard B. Marsh, Director, Project
Directorate I-1, NRC Office of Nuclear Reactor Regulation. The Board

: developed _ this asses: ment for the approval of the Region I Administrator.

The performance ratings and the functional areas used below are described in
'

NRC MD S.6, " Systematic Assessment of Licensee Performance (SALP)."
'

II. PERFORMANCE ANALYSIS - PLANT OPERATIONS

In the previous SALP, the plant operations functional area was rated4

Category 2. Plant operational performance was generally good. Licensed4

i operators-provided strong performance by operating the plant in a safe,
competent and professional manner. Management oversight continued to improve

, as evidenced by plant and personnel performance. However, heightened
awareness on the part of operators and management to minor procedural
deficiencies and attention to detail was warranted.; ,

Station management continued to be actively involved with the operation of the
facility on a routine basis. The Plant Operation Review Committee and shift
management demonstrated a questioning attitude and conservative judgement in<

decision. making. For example, station management's emphasis on outage risk
assessments resulted in conservative outage decision-making. The decision to
terminate a reactor startup due to observed double-notching of control rods
was a prudent one. In addition, management acted in a conservative manner in
commencing a shutdown prior to exceeding Technical Specification limits for
drywell unidentified leakage and in manually scramming the reactor when a step
increase in leakage was observed. The Plant Leadership Team (PLT) continued
to provide a good forum for senior management to focus on day-to-day, as well
as long term, issues.

Station management involvement was evident in pursuing means to improve
performance. The Performance Enhancement Review Committee (PERC) was
initiated during the SALP period and provided a timely management review
process for examining plant events, ensuring appropriate resources were
available for follow-up, and promoting higher standards of personnel,

performance. Event root cause analyses were thorough and of good quality. An
effective program for identifying, tracking and resolving operator workarounds;
was implemented that resulted in a minimal backlog of low safety significance.

9601110214 951226
'

PDR ADOCK 05000333
0 PDR

,



.

- .

2

Operator control of routine plant operations and response to unplanned plant
transients was generally good. For example, with minor exceptions, operators
responded well to a reactor scram caused by the loss of the control signal for
both reactor feedwater pumps.

Operator training was good, with strong performance in the simulator, good
communications, teamwork and command and control. However, some performance
weaknesses were noted during NRC examinations, but none manifested themselves
in operator performance during plant operations.

Personnel errors and weak procedure adherence resulted in instances of
inconsistent performance during plant operations. For example, the re,sponse
by operators to an unanticipated carbon dioxide discharge during surveillance
testing was contrary to procedural requirements. A personnel error involving
the removal of the wrong fuse caused control signal failures to both the
reactor feedwater pumps and resulted in a low level reactor scram.
Additionally, there were several protective tagging errors by operators which,
taken collectively, indicated that management attention was warranted in this
area. Corrective actions to address similar weaknesses from the previous SALP
period were not fully effective.

In summary, station and shift management demonstrated a questioning attitude
and conservative judgement in decision making. Operator control of routine
plant operations and unplanned plant transients was good, with a few
exceptions. The operator training program continued to be generally effective.
However, personnel errors caused by inattention to detail, poor
communications, and weak procedure adherence resulted in instances of
inconsistent performance during plant operations.

The Operations area is rated Category 2.

III. PERFORMANCE ANALYSIS - MAINTENANCE

In the previous SALP, the maintenance functional area was rated Category 2.
Proactive and effective corporate and site management oversight and direction
of maintenance activities were evident. Improvements were noted in the
problem identification, root cause evaluation, and corrective action
processes. Good interdepartmental communication, prioritization, and
coordination were observed. However, some minor program weaknesses were noted
in maintenance planning, scheduling, and work control. In addition, theret

'

were some instances of inadequate procedural adherence, poor work control, and
untimely corrective actions.

During this SALP period, there was strong management involvement in the
maintenance process. Managers and supervisors were in the field assessing

| maintenance activities, routinely participating in the planning process, and
| providing meaningful direction, insight and expectations. Troubleshooting of
| degraded equipment was thorough and well controlled, with good support from
| engineering. Departmental self-assessment and active oversight by the Quality

Assurance organization contributed to the effective conduct of maintenance.
Management reviews of program implementation were conducted periodically in
order to identify areas for improvement.
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Good programs for control of maintenance and surveillance activities were
implemented. The circuit breaker operability and reliability program was-
strong and corrective maintenance was minimal. A strong motor operated valve
program was evidenced by dynamic testing of over half of the program valves,
well documented justification for removing valves from the program,
independent verification of design basis calculations using diverse methods,
and well organized program documentation. The preventive maintenance program
was developed.in a comprehensive, systematic manner and included the necessary
elements to maintain plant equipment in a reliable condition. Deferred
preventive maintenance items were properly evaluated.

Performance engineers provided plant monitoring, trending, and analysis'
capability to the' plant. Included in the trending' program were vibration,
lube oil analysis, heat exchanger performance, thermography, motor monitoring,
and plant ambient monitoring. Maintenance activities were scheduled based on
the findings of the plant monitoring programs.

In general, maintenance performance was good as evidenced in part by reliable
equipment operation following the 1995 refueling outage. Equipment
deficiencies which would clearly impact facility operation were dealt with
effectively. Maintenance personnel were well trained and knowledgeable.

Work control weaknesses contributed to several equipment performance
deficiencies. Work control process inadequacies involving job planning,
parts procurement, repair crew performance, and engineering review resulted in
missed opportunities to identify an improper replacement rupture disk for the
reactor core isolation cooling (RCIC) system exhaust line prior to its
installation and eventual failure. The maintenance activities associated with
the reactor water cleanup system were poorly planned and coordinated,
resulting in the system being removed from service at power for twice as long
as originally expected. And more recently, poor work planning and work
control resulted in the improper installation of a primary containment
isolation system switch.

In addition, poor interface with engineering contributed to some test
deficiencies. An inadequate technical review of a new surveillance procedure
resulted in an unexpected discharge of the water deluge system during fire-

protection testing. Additionally, an unanticipated carbon dioxide discharge
: during a surveillance test was the result of inadequately revising the test
' procedure to reflect a modification.

In summary, the maintenance area showed improvement during this assessment
period. Management was effectively involved in the maintenance process and
was actively engaged in performance improvement initiatives. Programs for the
control of maintenance and surveillance activities continued to be implemented
well and were effective in achieving reliable and safe plant operation.
Equipment performance monitoring was effectively used to identify degradation
and schedule maintenance activities. However, the work planning and control
processes require additional management attention to achieve the desired
improvement.

The maintenance are is rated Category 2.
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IV. Performance Analysis -- Engineering

During the previous SALP period, performance in the engineering area was
improving and was rated Category 2. Site and corporate management's
commitment to improving performance was evident. The technical quality of
design and modification work was good. Good performance was noted from both
Site Engineering and Technical Services in those programs under their
jurisdiction. Planning functions were effective at capturing and tracking
requested engineering work activities. However, backlogs in both the Site
Engineering and Technical Services organizations adversely affected their
ability to promptly resolve some existing or emerging issues.

During the current SALP period engineering management oversight has been
generally good as evidenced by appropriate managerial involvement at all
levels of engineering activities, critical audits of engineering processes,
and active self-assessment initiatives. For example, audit and self-
assessment activities led to a plan to improve engineering response to
Deviation and Event Reports (DERs), as well as recommendations to review the
major modification process and to improve oversight of contracted engineering
support. The ongoing nuclear engineering department reorganization from a
centralized to a de-centralized organization under a newly establishhd Design
Engineering Director was effectively planned and implemented in an orderly
manner. There was good interface and improving communications between the
Design Engineering and Technical Services groups. Both Design Engineering and
Technical Services management were effective in reducing the overall
engineering staff work backlog, including a significant reduction in the
number of temporary modifications at the site. However, the emphasis on
backlog reduction appeared to have had an adverse impact on the readiness and
adequacy of some modifications performed during the 1994-95 refueling outage.
Technical prerequisites for implementing modifications were at times not
completed in a timely manner. A salient example of this, discussed later, was
the relay room fire suppression system modification implementation and
associated pre-operational testing.

Engineering continued to provide good technical performance and support to
site organizations. Technical issue identification and safety issue
resolution were generally conservative, thorough, and prompt as was evident in
the core shroud cracking, control rod double-notching and timer, reactor
protection system power supply setpoint drift, relay room cable separation,
and RCIC turbine lube oil issues. Technical work products such as
justifications of continued operation (JC0s), safety evaluations, temporary
modifications and design changes were generally well developed and based on
sound engineering principles. However, some technical prerequisites necessary
to install plant modifications, such as issuing approved test procedures, were
not completed early enough to support an orderly, error-free process. A
notable example was the modification of the relay room carbon dioxide (CO,)
fire suppression system, which experienced a relatively high number of
deficiencies and engineering change notices. Also, failure to properly revise
CO, system test procedures led to an unanticipated CO, discharge. Other
technical lapses included an initially weak analysis of an EQ advisory related
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.to ' differential pressure indicators and inadequate technical review of a fire
water deluge system test procedure, the latter event resulting in the -

j unexpected discharge of about 1,000 gallons of. water into a reactor feed pump
room.

Engineering programs were effective in most respects. The motor-operated.;
'

valve (MOV) program was particularly strong; the program provided ample
dynamic valve testing, very good engineering controls and excellent
documentation. Programs for weekly system engineering presentations and plant
performance monitoring were good initiatives that. enhanced the focus of,

equipment repair priorities and other corrective actions. The system and
performance engineers were knowledgeable' in their respective areas and their
involvement in the maintenance process was good. 'The selective use of post-
modification critiques was a good initiative. Further progress was made in:

' documenting the plant design basis; however, configuration management-

weaknesses were evident in lapses in maintaining the controlled document
. database, and in updating surveillance test procedures and drawings after
modifications or calculation revisions.

In summary, engineering management was generally good, as indicated by.

management involvement in issues, use of critical audits of processes, and
active self-assessment initiatives. Engineering provided good technical
support to site organizations. Issues were handled conservatively. However,
some technical lapses occurred, particularly in engineering work in
preparation for modifications installed during the refueling outage.

'

Engineering programs were effective in most respects; the MOV program was
especially strong. However, some configuration management weaknesses were
evident.

,

performance in the engineering area is rated as Category 2.

V. Performance Analysis -- Plant Support
'

During the previous SALP period, the plant support functions significantly
contributed to safe plant performance and the area was rated Category 2.

'

Radiation protection area performance was improving. However, procedure
'

adherence problems continued to occur. Radiological housekeeping was
i generally good with noted exceptions in some high radiation areas. Excellent

performance in the radiological effluent and environmental monitoring programs
was being sustained. There was continued strong performance in the emergency i

preparedness area. A number of important improvements were made to the
,

emergency response facilities, which enhanced performance in the emergency I

planning area. Security program performance was outstanding. Fire protection ;

program implementation was improving. I

During this SALP period, performance remained strong or improved in many i

; areas; however, weak and inconsistent implementation of certain in-plant
radiological controls by workers and Health Physics technicians detractec' from
overall radiological safety performance as detailed below.

|

The licensee implemented a generally effective radiation protection program. )
The program for maintaining radiation exposure as low as is reasonably

1
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achievable:(ALARA) was a notable strength and made significant positive
contributions to the radiation protection program. Good radiation protection
controls were applied to major radiological evolutions. The radioactive waste'
processing'and transportation program was effective. Quality assurance
involvement in the radiation protection program was beneficial. However,
despite the positive program attributes mentioned above, continuing problems
with basic .in-plant radiological controls occurred. These included violations
.of contaminated area dress-out procedures, improper placement of personnel
dosimetry, inadequate individual contamination frisking, significant lapses in
radiological housekeeping conditions, and visitor dosimetry problems. In some
cases,.either weak procedures or' weak cooperation between radiation protection
staff and other work groups contributed to problems; also radiation protection
staff did not fully utilize Quality Assurance findings. In the latter part of

'

the SALP period, licensee management initiated a broad range of measures to
address in-plant radiological control issues, the effectiveness of which is
yet to be demonstrated.

The licensee-implemented a very good radiological environmental monitoring
program and an excellent effluent control program, essentially eliminating
routine radioactive liquid releases. Equipment calibrations and surveillance
testing were very good.

The security program continued to be very strong and effective. Security
effectiveness benefitted from an aggressive self-assessment program and steady
implementation of initiatives to enhance performance. For example, the
licensee initiated upgrades to assessment aids and conducted an audit of the
processes involved within an industry information network. Some minor
weaknesses occurred in documenting equipment repairs and the causes of
failures.

Performance in the area of emergency planning was excellent. Involvement of
managers throughout the organization was outstanding. The emergency response
organization had good depth of capable, qualified responders. Performance
during a full-participation Emergency Plan exercise late in the SALP period
was superb.

The fire protection program achieved generally good performance and was '

improving. Program improvements were evidenced through enhanced
communications between corporate and site personnel, improved administrative
control procedures, a reduction in the significance of problem reports and
effective management oversight. Fire brigade training was effective.

In summary, the emergency planning, security, and effluent controls programs
achieved excellent safety performance. The radiological environmental
monitoring program was very good and fire protection measures were generally
good and improving. The in-plant radiological protection program had some
attributes of strong performance, particularly those related to ALARA
measures. Yet, weak and inconsistent performance in various areas of basic
in-plant radiological controls detracted from the overall effectiveness of
radiation protection performance.

Performance in the Plant Support area is rated as Category 2.

1
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ENCLOSURE 2

PLANNED NRC INSPECTIONS AT FITZPATRICK
,

January 1996 - January 1997

RI - Regional Initiative
C0 - Core Inspections (i'.e. NRC Program Inspections, except Resident Core

Inspection Activities)

PROCEDURE
NUMBER- TITLE DATE

RI 83522 Radiation Protection, Plant Chemistry, 3/11-15/96
Radwaste, and Environmental:
Organization and Management Controls
(Based on previously identified
in-plant Health Physics problems)

RI 71707 Plant Operations (Focus on the 3/18-22/96
protective tagging process due to
the IR 95-18 violation issued for
multiple tagging errors)

C0 37550 Engineering 4/29-5/3/96

CO 86750 Solid Radwaste Management & 5/6-10/96
Transportation of Radioactive Materials

C0 71001 Licensed Operator Requalification 5/6-10/96
Program Evaluation (Followup on
operator performance issues previously
noted by the NRC in simulator exams)

'
RI 90700 Feedback of Operational Experience at 7/8-12/96

Operating Power Reactors (Based on
continued. problems in areas in which
substantial industry information is4

available such as fuse issues and SRV.

tailpipe lagging & temperature probe
location) i

;.-
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PROCEDURE- .

' NUMBER TITLE DATE-
.

Physical Security Pr gram ~ -7/15-19/96"
. C0 81700 1

RI 62700 - Maintenance Program Implementation 7/15-19/96-
(Focus on work control, planning,
post-work testing and on-line
maintenance due_to prior instances-
of weak performance in these areas and-
NYPA plans -to do more on-lin'e
maintenance in the future)4

- RI 83723- Training 'and| Qualifications: General 8/19-23/96
-Employee Training, Radiation Safety,
Plant Chemistry, Radwaste and.
Transportation (Based on NYPA actions
to improve HP practices among workers
which include employee training or ,

- retraining)

C0 37550 Engineering (Focus on the Back'End of 10/21-25/96
the Modification Process due to
Indications of Weak Performance)

i

C0 73753- Inservice Inspection- 11/4-8/96

CO 83750-2 Occupational Radiation Exposure 11/12-15/96

.
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