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1.  INTRODUCTION

The Systematic Assessment of Licensee Performance (SALP) {s an integrated NRC
staff effort to periodically collect observations and data, and to evaluate
licensee performance on the basis of this information. The SALP program
supplements the norma)l regulatory processes used to ensure compliance with NRC
ruies and reguiations. SALPs are intended to be sufficiently diagnostic to
provide a rational basis for allocating NRC resources and to provide meaningful
feedback to licensee management regarding the NRC's assessment of facility
performance.

An NRC SALP Board met on September 13 and 28, 1990 to review performance
observations and data and to assess licensee performance in accordance with NRC
Manual Chapter 0516, "Systematic Assessment of Licensee Performance." The guidance
and evaluation criteria are summarized in the Supporting Data and Summaries,
Section A.

This report is the NRC assessment of the Boston Edison Company safety performance
at the Pilgrim Nuclear Power Station from July 1, 1989 through August 15, 1990.

The SALP Board for Pilgrim Nuclear Power Station was composed of the following:

Board Chairman

R. Wessman, Director, Project Directorate [=3, Office of Nuclear Reactor
Regulation (NRR)

Board Members

Hehl, Director, Divisicn of Reactor Projects (DRP)

. Bettenhausen, Acting Chief, Operations Branch, Division of Reactor Safety (DRS)
. Joyner, Division Project Manager, Division of Radiation Safety and

Safeguards (DRSS)

McCabe, Acting Chief, Projects Branch No. 3, DRP

Rogge, Chief, Reactor Projects Section 3A, DRP

. Eaton, Project Manager, PD I-3, NRR

. Macdonald, Senior Resident Inspector, ORP

o m o

Other Attendees

Carpenter, Resident Inspector

Dragoun, Senior Radiation Specialist, DRSS

Smith, Senior Physical Security Inspector, DRSS

Trapp, Senior Reactor Engineer, DRS

Case, Performance and Quality Evaluation Branch, NRR
Furia, Radiation Specialist, DRSS

Conklin, Senior Emergency Preparedness Specialist, DRSS
Kern, Reactor Engineer, DRP

Chiramal, Acting Chief, Special Test Programs Section, DRS
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11 SUMMARY

I1.LA. - Overal)l Facility Evaluation

The SALP Board assessment noted continued licensee improvement in the management
and operation of the Pilgrim Nuclear Power Station. During the assessment period,
the iicensee reduced personnel errors and procedural noncompliances which had
previousiv resulted 1in a high rate of plant transients and scrams as well as
system unavailabilities. Overall performance was indicative of a management
involvement in plant operations that was comprehensive and oriented toward nuclear
safety. Technical competence and management strength were most notable in
radiological controls, security, and engineering and technical support.

Severa)l strengths were noted this SALP period. Improved plant operations (which
included two successful maintenance and surveillance nutages) were attributed

to good overall plant management involvement as well as strong departmenta)
management supervision, an excellent training program and generally greater
attention to detail. These resulted in a low plant transient rate and a low
fncidence of personnel errors relative to the previous cycle. Additionally,
station management was successful in integrating ALARA awareness and practices
into all site activities. Significant reductions in annual site expnsures,
personnel contamination events, and radwaste generation have been realized as a
result of comprehensive maragement of the radiological controls area.

Maintenance activities were appropriately prioritized, scheduled and performed

in accordance with safety significance and Technical Specification requirements.
Notwithstanding a generally effective maintenance program, root cause analyses

of repetitive maintenance problems was not always adequate. Continued management
attention to improve failure mechanism and causal analyses determinations is
warranted.

Improvements in licensee performance during the two emergency preparedness
exercises conducted during this assessment period demonstrated continued
improvement and resulted in strong performance in this area. Improvements in
onsite and offsite emergency planning were noted; however, some offsite planning
issues remain vutstanding.

Security and engineering and technical support, which were previous licensee
strengths, continued to exhibit excellent performance. The licensee has begun
an upgrade of the security computer system, which will allow the licensee to
realize further enhancements in the security area.

The SALP Board noted that improved and continued strong performance in the
functional areas above wats largely attributable :o improved licensee
self-assessment. Performance-based quality audits and surveillances, as well

as comprehensive departmental self-assessment iritiatives have provided the
licensee with improved critical assessments. A generally more questioning
awareness was evident. Notwithstanding improveu self-assessment capability,
system engineering expertise was under-utilized in the causal analysis of apparent
routine corrective maintenance activities. Additionally, although improved,



the multi-dfsciplinary rcview provided by the Operations Review Committee (ORC)
was not fully utilized by licensee management in resolution of issues involving
licensing bases.

11.8. Facility Performance
Category/Trend Category
Functional Area Last Period* This Period** Trend
1. Plant Operations 2 2 Improving
2 Radiological Controls 2 1
3. Maintenance/Surveillance 2 2
4. Emergency Preparedness 2/Improving 2 Improving
5. Security and Safeguards 1 1
6. Engineering and Technical Support 1 1
7. Safety Assessment/Quality 2 2

Verification

* May 16, 1988 to June 30, 1989
** July 1, 1989 to August 15, 1990



T11. PERFORMANCE ANALYSIS

A, Plant Operations (2577 hours/38.4%)
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111. PERFORMANCE ANALYSIS

I1T.A. Plant Operations (2577 hours/38.4%)

111.A.1. Analysis

The previous SALP report rated plant operations as Category 2, with an overall
conclusion that the operations staff exhibited professionalism and conservatism
toward plant operations and testing. The assessment noted weaknesses in attention
to detail and procedural compliance.

Plant activities during the PATP, routine pover operations, and during scheduled

and forced outages were reviewed during this assessment period. The licensee
demonstrated continued improvement in control of plant operations by plant
management and shift supervisors including communications, attention to detail,

and adherence to license conditions and operating procedures and practices.
Improvements in these areas were particularly evident during the latter portion

of the assessment period and resulted in a substantial decrease in personnel

error induced plant transients and challenges to safety systems. A total of

three automatic reactor scrams and fourteen engineered safety features actuations |
were experienced this perfod. Additionally, no reactor scrams which occurred

during the asses ment period were attributed to operator error. In contrast

during the previcus assessment period, there were eight reactor scrams, five of
which were attritutable to operator error, and twenty=-two engineered safety |
features actuaticns,

Operators demons'.rated a sound overall understanding of plant systems and responded
effectively to equipment issues that involved technical specification limiting
conditions for operations. The Operations staff displayed professionalism and
noteworthy expertise during both phases of the shutdown outside the control

room (SOOCR) demonstration as well as during response to actual plant transients.
Of particular recognition was immediate operator response to a turbine stop
valve closure event which averted an automatic reactor scram. Additionally,

the Operations section proposed the use of closed circuit television in selected
high radiation plant areas to reduce operator exposure during routine plant
rounds. This initiative has been implemented and the licensee estimated a
potential projected dose saving of 39 rem per year.

Attention to operations and active involvement in the oversight of plant issues
were evident in freguent Operations section and plant managemer. tours of the
control room and plant. Immediate management involvement in response to
non=routine events was consistently noted. Executive management maintained an
active site presence during non-routine operational and outage related evolutions,
as evidenced by frequent plant tours and attendance at planning and status meetings.

Personnel changes enacted during the previous SALP period have provided improved
operational expertise within Operations section management. Additionally, selected
senfor plant management personnel, including the deputy maintenance section



manager, the deputy plant manager, and the plant manager have successfully
completed licensee-sponsored four-month senior reactor operator (SRO) certification
t..ining programs. Certification of these individuals and increased expertise

in the Operations section have served to improve the quality of communications

bet 'een Operations, upper management, and other plant disciplines.

Operitor alertness was routinely observed by inspectors during day shift and
backshifts., Control ruom distractions were neither allowed nor observed.
Communications w>re clear, succinct, and professional. Observation area boundaries
were roperly respected. Shift turnovers were typicallv thorough and effective
and w 're attended by all shift discipiines. Pre-evolution briefings were detailed
and romprehensive and provided interaction among performing members. Control

room access was well controlled during power operations., In contrast, control
room foot traffic during outages, specifically during day shifts, presented a
potential distraction to operations personnel, Several Nuclear Watch Engineers
(NWE) were observed to have exhibited strong command and control authority by
directing the control room to be cleared when it appeared peripheral activity
presented distraction. Overall, the control room environment was conducive to
safe operation of the facility. An ongoing modification to the control room

annex to alleviate outage-related traffic is a positive initiative to further
improve the control room environment.

Licensee efforts in recent years resulted in improved licensed and non=licensed
operator staffing levels. At the conclusion of the SALP cycle, Operations staffed
24 SROs, 14 ROs, and 27 non-licensed operators. A fully staffed six shift rotation
was maintained. Additionally, each shift was staffed with a third SRO during

this assessment period. Overtime was controlled within administrative limits.

There was good morale mong the operators, ana an improved sense of cooperation
and support from other plant disciplines was evident. Plant management continued
to stress to all departments the need to provide full support to Operations.

As a result, the res.ect and stature of the Nuclear Watch Engineer position has
veen improved. Ten newly licensed SROs were assigned to Nuclear Operating
Supervisor (NOS) p.sitions. The individuals have provided positive enhancements
to shift performa‘ce.

The recently completed SRO class marked the third corsecutive initial SRO license
class to attain a 100% pass rate on the NRC administered license examination.

The current requalification training program for licensed operators was determined
to pe satisfactory by application of an NRC administered examination to eleven
SROs and nine ROs during this assessment period. Three individuals and one

crew who failed portions of the requalification examination were reexamined

later in the assessment period with satisfactory results. The most notable
programmatic strength was the use of in-depth job performance measures.
Notwithstanding acceptable requalification program performance, a weakness was
noted in the lack of SRO participation in the requalification examination material
preparation process. The licensee has since taken action to correct this
weakness. The licensee is currently cross training the Shift Technical Advisor
and Nuclear Operations Supervisor positions to provide greater on-shift expertise
and Tlexibilty.



The outage organization performed well. Pre=outage planning meetings were

attended by the appropriate levels of management and resulted in the generation

of realistic critical path schedules. During outages the planning and outage
department maintained around the clock coverage of the outage control center.
Scheduling and status meetings were held, as a minimum, twice daily and were
attended by all key management and personnel. Dialogue was clear and concise.
Control room personnel remained cognizant of plant conditions and maintained
appropriate communications throughout major evolutions. The licensee's ability

to minimize activity conflicts was indicative of good organizational communications
and proper management oversight. This trait was especially evident during the
resolution of major emergent work issues during the spring 1990 outage. Outage
planning and execution, specifically the spring outage, were effective as evidenced
by the lack of unanticipated safety system actuations, off normal occurrences,

and event notifications.

The fire protection program continued to receive good management support during
this assessment period. System upgrades and generally improved maintenance
practices reduced the use of compensatory measures. However, the NRC concluded
that repetitive failures of the diesel fire pump starting system had not been
effectively addressed. The licensee subsequently developed a conservative diesel
fire pump operability criterion and enlisted vendor expertise to overhaul the
diesel engine and control systems,

One Unusual Event was declared during this assessment period involving the July
3, 1990 Technical Specification required shutdown for recirculation loop
inoperability. Plant staff, operators, and management performed appropriately
during event identification, classification, emergency plan implementation, and
shutdown activities.

The Operations section conducted twe in-depth self assessment reviews during

this SALP period and effectively applied lessons learned. Additionally, audits
and surveillances performed ty the quality assurance section provided performance
based observations of operational activities. The Operations Review Committee
(ORC) effectively discharged its responsibilities and typically provided
recommendations to the Station Director that reflected a strong orientation
toward nuclear safety.

Notwithstanding generally improving performance in the plant operations area,
several instances of inadequate procedure implementation, personnel error and
inattention to detail were experienced during the assessment period. For example,
implementation of an inadequate steam jet air ejector procedure resulted in the
initiation of a manual reactor scram due to degradation of main condenser vacuum.
Also, personnel error and inattention to detail during a condensate pump fil)

and vent evolution resulted in overpressurization and physical damage to the

pump strainer box and expansion joint. DOuring the October 1989 outage, the NRC
fdentified a greater than 50% information omission rate in the administration

of the tagging axd 1iftaed lead programs. The omissions were typically line

item entries which were reflective of a lack of attention to detail. In addition,
a physically altered tagging boundary which was not documented in the feedwater
system prior to startup from the October 1989 outage resulted in a Group 1 primary






center to effectively coordinate all outage work, and radiological work in
particular, according to a detailed plan. A high level of interdepartmental
cooperation contributed to the minimization of unnecessary worker radiation
exposures.

Work on procedure upgrades continued through this period with completion scheduled
for September 1990. This effort is to provide procedures which give step~by=step
instructions requiring verbatim compliance as opposed to procedures, more general
in nature, which allow the technician to have some flexibility in task performance.
C-aft procedures were significantly improved but progress was impacted by limited
availability of personnel during the outages.

Management involvement and control in assuring quality were consistently excellent
throughout this perfod. For example, early in the period a persistent weakness
regarding control of locked high radiation areas continued from the last period.
Management was able to effectively improve control by the end of the period

using, among other techniques, a new type of warning sign. An unauthorized

entry into a roped radiation area resulted in a site-wide questionnaire to all
radiation workers. The questionnaire results identified areas of widespread
misunderstanding regarding radiological controls. Training to correct identified
areas of misunderstanding was provided by site Radiation Protection (RP) personnel
with retesting that verified the knowledge of site personnel.

The licensee approach and timeliness in the resolution of technical issues
significantly improved throughout the period. A good capability was also
demonstrated in response to a radicactive spill in the radwaste building which
occurred as a result of equipment malfunctions. Good radiological housekeeping
and control of in-plant contaminatior resulted in an exceptionally low number
of personnel contamination events. Ouring the Spring 1990 outage, only five
personnel contaminations were reported. All were less than 10K dpin and none
resulted from drywell work activities.

The RP department remained fully staffed with permanent BECO employees during

this period. This stability contributed to a maturing of the organization,

which had experienced frequent personnel changes in the previous periods. Staffing
was exce'llent this period as reflected by the need to hire only 9 contracted RP
technicians to support the mid-=cycle outage.

The continuing training of RP technicians had a positive effect on performance
as well as on the morale of the group. A dedicated offsite training facility
and comprehensive subject material reflect an excellent management commitment
to and support of training.

ALARA performance was excellent and continued to improve through the power
ascension period and the mid-cycle outage. The 1989 total exposure of 207 mrem
ranked Pilgrim among the best domestic BWR plants as delineated in NUREG=0713.
The projected year end 1990 exposure goal is 210 mrem. This achievement was
attributed to the strong awareness and involvement by all departments and all
levels of management. Contributions by the Planning Department were particularly
noteworthy. Exposures associated with routine work continued to remain low

while special work such as the Reactor water Clean-Up (RWCU) heat excharger
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repairs were completed at 1/3 the previous exposures. Additional station
fnitiatives which have contributed to improved radiclogical controls and ALARA
performance include the implementation of a digital alarming dosimetry system
and of the process building access control program. The digital dosimetry
increased exposure savinys by providing personnel instantaneous awareness of
accumulated dose and presence in a high dose field. The process building access
control program increased accountability of personnel and equipment entering

and exiting by reducing the number of access points from fourteen to three.

Attention to long term projects, a weakness last period, also improved. Control
rod blades, a major source of cobalt-60, have been scheduled to be replaced in
phases with a cobalt-free design beginning during the 1991 refueling outage.

The source term reduction program was formalized and initiated. Selected reactor
building floor drain dose rates were reduced from 60-300 mrem/hour to 5-20 mrem/hour
following high pressure hydrclazing. Portions of radwaste systems previously
retired fn place were dismantled and removed. A hot spot identification program
with discrimination toward Co=60 sources was initiated. Additionally, a change
in policy also was implemented to limit the maximum worker exposure to 750 mrem
per quarter and 1500 mrem per year., This is well below both current NRC limits
and reflects a conservative management philosophy.

Effluents, Radiological Environmental Monitoring, Transportation and Radwaste

Ouring the previous assessment period, the need for attention to long-term
projects in the radwaste area was noted. DOuring the current assessment neriod,
inspections of the effluents and Radiological Environmental Monitoring Program
(REMP), and the radwaste and transportation programs were conducted.

The licensee program for Quality Assurance and Quality Control in these areas
continued to be a strength. The scope and technical depth of in=plant audits
continued to be excellent, especially in the radwaste, effluents, and REMP areas.
However, review of surveillances conducted during the first quarter of 1990
indicated that additional focus should be provided specifically to the radwaste
area.

The licensee Radwaste and Chemistry section, which was created near the end of
the previous assessment period, has been proactive. The section manager reports
directly to the Plant Manager, providing high level visibility to this area.

The program for upgrading the radwaste functional area was notable, with
technically sound and thorough approaches applied to al) areas. For example,
the licensee successfully reduced the number of onsite storage containers
containing contaminated tools and materials, decontaminated and removed the
culvert storage area, and significantly rcduced the areas of contamination within
the radwaste truck lock. A task force was created to identify methods for waste
reduction, /dditionally, the licensee has undertaken a review of all procedures
associated with radwaste processing and shipment, as well as a revision of the
training program for radwaste workers.

During the assessment period, the licensee experienced few problems in the
effluents, radwaste, and transportation of REMP areas. The notable exception
was during one liquid ridwaste discharge. The licensee incorrectly calculated




10

the amount of radicactive material being discharged. Subsequent investigation
by both the licensee and the NRC clearly demonstrated that the release was in
fact well below the regulatory limits. Corrective actions taken by the licensee
to prevent recurrence were both prompt and thorough.

Staffing within the Radwaste and Chemistry section was assessed as very good,
with all key positions filled by experienced, highly qualified personnel.

A confirmatory measurements inspection was conducted late in the period., Licensee
results on split samples for radicactivity analysis were excellent, with all gamma
analytical results in agreement with NRC measurements. Performance on NRC=supplied
chemistry standards was good, with 39 of 45 results in agreement or qualified
agreement. The licensee subsequently resolved the disagreements appropriately.
Licensee QA audits of this area were thorough and of good technical depth,
resulting in the licensee taking steps to strengthen the laboratory QA/QC program
to address concerns identified in the audit.

Summary

Excellent performance was demonstrated in the radiological controls area. Station
ALARA performance was outstanding. Long term management commitment to this

area was evidenced by dosimetry upgrades, improved control of RCA accessibility,
and initfation of the source term reduction program. Establishment of the Radwaste
and Chemistry section provided effective visibility and disciplirne managment

which resulted in notable program upgrades. Training was effectively implemented.
Additionally, performance based quality audits and surveillances were technically
sound and the licensee was responsive to identified concerns.

111.B.2. Performance Rating: Category 1.

131:C. Maintenance/Surveillance (1207 hours/18.0%)

IT1.C.1. Analysis

The previous SALP report rated performance in the Maintenance/Surveillance area

as Category 2. Licensee management had given high priority in continuing to
address the identified weaknesses in maintenance. This resulted in aggressive
impiementation of major program improvements, increased staffing levels and
improved interdepartmental communications. However, continued close licensee
oversight of the newly implemented programs was required until additional
experience was gained. In the surveillance area, management attention was evident
in improvements of the Master Surveillance Tracking Plan (MSTP), technical adequacy
of procedures and Inservice Testing (IST) program improvements. However,

weakn sses continued to exist in attention-to=-detail and procedural compliance.
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delayed in performing 2'ective maintenance. The backlog of outstanding maintenance
items was approp~‘..eiy managed. Due to an increasing instrumentation and controls
(I&C) backlog of maintenance requests, the licensee initiated preemptive
recruitment of additional technicians.

Overall, the maintenance organization was staffed with qualified personnel, and
the level of staffing was adequate to support required maintenance, with the
above noted intention to increase 1&C staffing. A defined training program was
effectively implemented for the maintenance staff. Two deputy section manager
positions were established and filled with experienced personnel. A new senior
supervisor position was filled for each division in the maintenance department
producing an increased ratio of supervisor to craft personnel which has resulted
in an increase in plant supervisory presence.

Ouring power operation, plant housekeeping was generally good with the noted
exception of the middle of the assessment period, which the licensee adequately
addressed. During outages, however, housekeeping was less effective. Excessive
amounts of tape, paper towels, buckets, tools and plastic bags were observed in
radiologically controlled areas. Typically, plant areas were returned to the
usually observed high standards of housekeeping prior to startup. One noted
exception was the inadequate drywell housekeeping status prior to plant startup
from the July 3, 1990 forced outage. Licensee management has initiated corrective
actions which are irtended to establish integrated housekeeping procedures into
all outage activr 1es.

The corrective action program in place for trending, evaluating and making repairs
or replacing valves, as part of the Valve Betterment Program, was effective.

In contrast to previous leakage tests, repairs made to improve leak tightness

and integrity of main steam isolation valves (MSIVs) under this program resulted
in all eight MSIVs successfully passing the as-found local leak rate testing
during this assessment period.

Several initiatives were undertaken during this period to further strengthen

the maintenance program. These included: wuse of a work control group to improve
communications interface between Maintenance and Operations, development of a
manual for the Control of Work and Testing, procurement of a new vibration analysis
monitoring system and utilization of technology such as infrared thermography.

Surveillance activities inspected this assessment period included routine, power
ascension and local leak rate testing.

Administrative control and implementation of the Master Surveillance Tracking
Program (MSTP) was effective and well controlled, generally ensuring that
surveillance tests were performed as scheduled. The personnel overseeing the
MSTP were very knowledgeable and professional in the conduct of their work.

Good communications were exhibited by both test personnel and control room
personnel, especially during PATP surveillance t sting. During several of these
tests, performance demonstrated improved attention to detail. However, several
technical specification required surveillances were identified as not having

not been accomplished. The causes of these events were diverse in nature and
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indicated a need to i~tegrate these issues into the procedure upgrcde program

and the long-term Technical Specification improvement program. There were severa)
challenges to safety systems caused by personnel errors wuring surveillance
testing; all were actuations of engineered safety systems. Two of these were
caused by jumpering incorrect relays. However, these were separate and fsolated
incicents not indicative of programmatic weaknesses in the survei)llance area.

The Tocal leak rate test (LLRT) program i+ a generally improving program. The
use of a local leak rate test failure analysis team to investigate ecch LLRT
failure and to provide root cause determinations and corrective action
recommendatinns was noteworthy. The trending and evaluation of these valves

for repair or replacement was generally effective. Root cause analysis of valve
failures was previously fnadequate, as 1)lustrated by the repetitive LLRT failure
of the two "B" loop RHR valves and failure of two instrument line excess flow
check valves, Increased management attention to improve root cause analysis of
LLRT valve fatlures was observed at the ¢4 of the assessment period.

Surveillance procedures were generally technicelly adequate and provided sufficient
instruction to help assure proper performance. Quality records were properly
maintained, accessible and complete. Personnel performing surveillances were
knowledgeable. The licensee continued to improve the technical adequacy of
surveillance tist procedures by including human factors, nomenclature and technica)
validation, Procedures were validated prior to first use. Approximately 10%

of procedures have been upgraded by the conclusion of the assessment period,

with completion scheduled for December 1991. Procedures for special tests
conducted during the power Ascension test program were of good quality. Onshift
test coordinators were in the field managing the tests.

In summary, the maintenance program continued to be preperly implemented with
satisfactory results achieved. Th2 maintenance organization demonstrated the
ability to effectively integrate severa! major emergent work activities and
accomplish these activities in a quality manner. Root cause analysis of repetitive
maintenance problems and failures was not always adequate in that corrective
actions tended to address symptons rather than root causes. The backlog of
maintenance requests, while generally well controlled was indicative of a need
for increased staffing fn the 14C area. Overall, the surveillance program was
adequate to support plant operatfon. Although several technical specification
required surveillance tests were identified as having been missed, these were
diverse in nature and not indicative ~f a decline in programmatic performance.
The local leak rate test program continued to improve. Although improving,
root cause analysis of repetitive LLRT failures warrants continued management
attention.

111.C.2. Performance Rating: Category 2.

111.C.3. Board Recommendation:

The licensee should evaluate effectiveness of failure mechanism ard causal analysis
determinations.
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111.0. Emergency Preparedness (434 hours/6.5%)

111.0.1. Analysis

The previous SALP report rated the emergency preparedness area as Category 2,
improving. This rating was based upon extensive resources committed to onsite
and offsite emergency preparedness, strong management support of the emergency
preparedness program and very good exercise performance. The only detraction
was lack of demonstration of offsite response in a fulleparticipation exercise.

During this assessment period, a full=participation exercise ard a parti =
participation exercise were observed, a routine inspection was conductew, and
changes to the emergency plan and implementing procedures were reviewed.

During the October 12, 1989 fulleparticipation exercise, the licensee demonstrated
several strengths including: prompt and conservative classifications; excellent
interface with Massachusetts representatives; and well=reasoned, conservative
protective action recommendations. During the June 12, 1990 partial-participation
exercise, the licensee demonstrated several strengths including: correct and
timely classifications; timely staffing of the TSC. and accurate calculations

of source term and release path. No NRC-identified )icensee exercise weaknesses
were observed during performance of the twe 2xerciscs.

Management involvement and contro) in assuring eme~ ency preparedness program
quality was assessed effective ard extensive. Manag=rs maintained Emergency
Response Or?an1zat1on (ERO) position qualification, reviewed and approved
emergency plan and implementing procedure cranges, participated in drills and
exercises, and resolved audit 1ssues. An extensive licensee audit was conducted
to review the quality of the emergency preparedness program including the offsite
Interfaces. The results were widely distributed (including to senior management
and ovfsite emergency preparedness officials) and indicated that the program

was being effectively maintatned.

Management support of otfsite activities was also evident. Staff were permanently
assigned to fnteract with offsite agencies and frequent meetings were held with
these agencies to discuss and resolve issues. The licensee committed extensive
resources in the form of materfals, equipment, facilities, facility renovations,
and the funding of emergency preparedness positions within the towns. The licensee
also provided support for the training of offsite emergency workers and responders.
The effectiveness of this training was demonstrated by successful Commonwealth and
local official participation during the full=participation exercise conducted

on October 12, 1989. Two exercise objective deficiencies involving command and
control and emergency broadcast system messages were fdentified by FEMA at the
Commonwealth Emergency Operations Center. The licensee fully supported the
Commonwealth in correcting these deficiencies, and these activities were
successfully demonstrated in a remedial exercise conducted on May 25, 1990.

The licensee is continuing to meet with Commonwealth and ioca) officials to address
planning issues remaining for closure. Although the licensee has made i
substantive effort in the area of offsite EP, 1t 15 not clear that suf‘icie it
action has been taken to resolve incomplete and longstanding offsite issues.
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Equipment issues, p ocedural issues and concerns fnvolving schools and specia)
needs remain open. Differing views remain between BECo and local communities
regarding resolution of issues. Local communities have not reached closure
regarding portions of some planning/procedural documents such that they can be
forwarded to FEMA in final form.

Subsequent to the SALP period, the final FEMA report, issued August 31, 1990,
noted pro?ross in offsfte planning but stated that due to the incomplete status
of some plans, certification to NUREG=0654/FEMA REP 1 criteria would not be
fssued.

Licensee resolution of technical issues and NRC concerns continued to be very
ood. In response to Information Notice 90-08, "Krypton=85 Mazards from Decayed
vel," which involved emergency action level adequacy and protective action

recommendations for onsite personnel, the licensee conducted a detailed review

and determined that existing procedures adequately addressed this issue. The
licensee developed a methodolo?y to validate, verify and document emergency
preparedness computer codes. This methodology is proceduralized, has been
performed on all computer codes currently in use for emergency preparedness,
and 1s to be used on any new programs or revisions to existing programs.

Additionally, the licensee obtained four, four-wheel drive vehicles dedicated

to field monitoring. These vehicles are assigned on a weekly, rotating basis

to the duty Emergency Offsite Manager to help ensure vehicle operability.

The licensee responded to one cperational event during the period which required
implementation of the emergency plan. A Notification of Unusua) Event was declared
due to a technical specification required shutdown as a result of & recirculation
loop being fnoperable for greater than twenty=four hours. The classification

was proper, received management support, and demonstrated the licensee's ability

to recognize and respond to operational events. Associated notifications were
correct and timely.

Staffing of the cmergency preparedness program conti ued to be strong. The
Emergency Preparedness Department s essentially fuily staffed with 17 of 18
positions filled, and this staff has been stable. The licensee is actively
striving to fi1]1 the remaining vetancy. The ERD 1s fully staffed with four
individuals qualified at most posi fons. In response to & potential labor action,
the licensee trained necessary man gement personne) to ensure the ERD had two
individuals qualified for each pos tion.

The licensee maintained an excellant training program, Licensee staff response
was very good as evidenced by 11 .ensee performance in the both the partiale
participation and full=participation exercises, in which there were no identified
exercise weaknesses. The basis fu* tra'ning was clearly defined, and actua)
training consisted of a combination o civuvivew an? Siuds=on training.

In summary, the licensee maintains a strong and effective emergency preparedness
program. Management is involved with the program and committed to quality.

The ERD 1s fully qualified and able to respond to emergencies. Training was
excellent as demonstrated by the partial=participation and full=participation
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exercise performances. The licensee committed extensive resources to support
offsite emergency preparedness and actively strives to maintain the interface
with the Commonwealth and local governments. However, FEMA has noted that an
fncomplete status remains for some plans.

111.0.2. Performance Rating: Category 2, Improving.

I11.0.3  Board Recommendation:

The Board recognizes the improvements made in onsite and offsite emergency planning;
however, outstanding offsite planning issues remain. The licensee should continue
effort to work with the Commonwealth and local governments to resolve outstanding
offsite emergency planning 1ssues.

I11.E. Security and Safeguards (321 hours/4.8%)

11.E.1. Analysis

The previous SALP report rated the security and safeguards area as Category 1,
based on a significantly improved &nd effectively implemented performance-based
security program,

During this period, there were two routine physical security inspections performed
by region=based inspectors and continual program review by the resident inspectors.
No violations were identified.

The 1icensee continued to implement a highly effective program during this
assessment perfod. This sustained performance 1s attributed to strong management
fnvclvement and support, as evidenced by: (1) a well=planned and implemented
security program with well=trained personnel; (2) an excellent security support
staff, and (3) continued attention to the upgrades of security systems and
equipment.

The 1icensee's plant and corporate staff were actively involved in a1l site
security program activities and conducted program reviews and surveillances of
the security force contractor and security force personnel. Security management
personnei also remained active in the Region 1 Nuclear Security Association and
other organizations engaged fn nuclear plant matters. This cdemonstrated a high
degree of program support from upper level licensee management.

The licensee's training program was administered by five full=time instructors,
with full administrative support. 1In avdition to NRC=required training, the
program included technica)l courses in plant systems, first aid, and individual
and team-tactical training. The training program was well=structured, maintained
current and effective, as evidenced by minimal personnel errors and a good
enforcement history. The facilities for training were also very good. The
commitment of resources and support for the training program was further evidence
of management's desire to implement an effective security program.
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Audits of the security program conducted by the licensee's Quality Assurance
Group were found to be comprehensive and thorough. Findings from audits and
surveillances tended to be directed toward improving the program as opposed to
being compliance oriented. Corrective actions were prompt and effective with
aggressive follow=up to ensure implementation.

Maintenance support for security systems and equipment was generally prompt and
effective, however, the time taken to repair assessment aids was excessive at
times. Further, a need for additional maintenance support, particularly in the
areas of preventive maintenance and surveillance testing, was fdentified toward

the end of the perfod by the NRC. The licensee promptily responded to these
observations by implementing effective short=term corrective actions where possible
dut, more importantly, by developing sound long=term solutions during which

other potential problem areas were resolved. The licensee's actions, with specific
attention directed at identifying root causes for security equipment problems,
demonstrated a clear understanding of the security program performance objectives
and the basic elements of an effective security program. The NRC observed weskness
in maintenance support did not cause any excessive use of overtime.

During this assessment period, the licensee began & proactive upgrade of the
security computer system. The new computer system will, among other things,
provide faster access to equipment throughout the plant. A new security support
facility 1s being constructed on site. NRC review of the facility plans indicated
that it will provide a significantly improved environment for the system operators
and supervisors.

Staffing of the security force was consistent with program needs as evidenced
by the minimal use of overtime. Memvers of the security force exhibited a very
professional demeanor and were very knowledgeable of their duties. The NRC
also observed that the security force and other plant employees appeared to
have a very good working relationship. The turnover rate for contract security
force was less than & percent, indicating good stability.

During this assessment period, the licensee submitted three changes to the security
program plans under 10 CFR 50.54(p). Additionally, one Security Event Report

was fssued this assessment perfod which documented the identification of a handgun
at a security gate prior to entry into the protected area., The plan revisions

and event report were technically sound and generally demonstrated a thorough
knowledge and understanding of NRC requirements and objectives.

In summary, the licensee continued to maintain a very effective and
performance-oriented security program. The licensee was very responsive to
security concerns and the approach to resolution of technical security issues

was excellent and very prompt. Management attention to and support for the
program were clearly evident in all aspects of program implementation. The

efforts that the licensee e pended to maintain and upgrade the program demonstrated
continued emphasis on a high quality, effective program.

I11.€.2. Performance Rating: Category 1.
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111.F. Engineering and Technical Support (697 hours/10.4%)

I1I1.F.1. Analysis

In the prior SALP, Engineering and Technical Support was rated as Category 1.
Positive factors were noted in the following areas: modification process, Sefety
Enhancement Program, safety evaluation quality, root cause analysis, System
Engineering Division, and a motivated and highly qualified engineering staff.
However, the board noted such weaknesses as inadequate support of maintenance
activities, implementation of the Detailed Control Room Design Review (DCRDR)
program, and lack of design basis information.

The following evaluation is based on assessments of engineering support activities
from routine and special inspections performed during this assessment period.
Several inspections emphasized the review and assessment of engineering performance,
while others assessed engineering support effectiveness. Also assessed were

the licensee's responses to prior SALP assessments.

Engineering and technical support of maintenance showed improvement. For example,
good engineering and technical support of maintenance was evident during the
investigation of the brittle fracture of the "A" 5alt Service Water Pump column
and the failure of 480 volt circuit breaker B-202 . In both cases engineering
and onsite system on?inoors provided detafled root cause analysis and provided
maintenance technical support during the implementation of corrective actions,

The development of the DCROR program 1s on schedule and a final report is to be
submitted to the NRC in November 1990. Initial implementation difficulties
have been encountered in the areas of control panel color contrast, contro)
roo.. 1ighting, and station procedure revisions.

A major design basis reconstruction effort, described during the previous SALP
and planned to begin in 1990, was proceeding slowly. Present effort in this
area is focused on selectfon of information to be included in the design basis
document. Some effort has been expended in the development of a computer based
configuration control system, which will be used to store the design basis
information., Storage of the design basis on a computer based system is intended
to provide a readily accessible :ser-friendly design basis document. A pilot
design basis reconstruction for one plant system is tentatively schedu'ed for
n:xt]yocr. Overall, this design basis reconstruction was assessed as proceeding
slowly.

The Nuclear Engineering Department (NED) has a highly qualified staff. 1%e
engineering staff consisted of 87 engineers with an average of 9 years BELD and
15 years industry experience. Approximately half the engineers hold technical
Masters degrees. The engineering staff made significant progress in reducing
the backlog of Engineering Service Requests (ESRs) and drawings needing revision.
Open ESRs were reduced from 952 in September 1989 to 435 in June 1990. The
engineering department has established a 1990 goal to further reduce the number
of open ESRs to 300. Significant improvements were also made in reducing the
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backlog of priority "B" drawings requiring revision. That backlog was reduced
from approximately 6000 to 1200 drawings. Continuea strong performence was
noted in the maintenance and control of priority "A" drawings.

The design change process effectively produced high quality plant moedifications.
The technical basis for modifications was sound. Calculations used for design
and safety evalvation bases were detailed and wel) documented. Preoperational
testing of installed modifications was thorough and detailed. Procedures for
closeout of modifications were well stated and explicit. A1l training, procedure
updates, drawing revisions, and post-modification testing were completed and
documented prior to declaring a modified system operable. 1In the NED, the Design
Review Board (DRB) was an outstanding asset, which assured high quality design
change packages. The DRB provided a strong inter=disciplinary review of design
changes and was effectively used to identify underlying problems with cesign
packages pricr to release for site review,

The NED provided timely, cdetailed responses to ESRs generated by the station staff,
Examples of this were evident in a NED response to an inoperable high precsure
coolant injection (HPCI) system valve and an evaluation of the vibration
characteristics of the WPCI pump which had high vibration during an lnservice
Service Test. In both cases the engineering support given to the plant was
thorough and of good quality. It was evident from these examples that cooperation
and communication among Nuclear Engineering, Site Engineering and other Station
Departments are good. However, in an isolated instance, the disposition of an

ESR did not thoroughly address Technical Specification requirements pertaining

to the operability of two fnstrument line excess flow check valves. The occurrence
was properly corrected :nd not indicative of programmatic deficiencies.

The System Engineering Section consisted of 22 system engineers. Their primary
function was root cause analysis and technical support of maintenance and operation.
System engineers continued to respond to plant equipment failures with detailed
and thorough root cause analysis. In addition to root cause analysis, system
engineers also establish and assist in implementation of corrective action plans
for equipment failures. Examples were seen in the detailed root cause analysis
and corrective action plan implementation of the reactor building closed cooling
water (RBCCW) heat exchanger divider plate cracking/corrosion and the HPCI steam
inlet valve fatlure. Notwithstanding generally strong engineering performance,
apparent routine corrective maintenance activities in which system engineering
expertise was not enlisted tended to result in less comprehensive causal analysis
and a higher incidence of rework.

The NED was frequently and effectively involved in site activities. The NED
installed a communication and data 1ink between the site and the Braintree office.
This allowed engineering management to actively participate in the site Plan of
the Day (POD) meetings. In addition to the data 1ink, the Design Section Manager
attended the POD meetings at the site. These enhanced communications between

the site and engineering office allowed the Engineering Department to provide
strong support to the station. The NED maintained an outage control center at
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the Braintree office and provided around=thesclock sfte coverage during outages.
These actions were recent initiatives which resulted in improved engineering
fnput into the development of responses to emerging issues.

Each NED section manager performed a self assessment of their section's activities.
These assessments were quite candid, and identified both perceived strengths

and weaknesses to corporate management. 'n addition, Quality Assurance was
requested by NED to perform an audit of the standing modification system, due

to a perceived weakness in this area. The audit required significant dedication
of resources and resulted in & number of significant findings, such as a snubber
which had not met Technical Specification acceptance criteria.

Since October 1989, the licensee methodically managed the investigation,
troubleshooting and corrective actions associated with five unanticipated
recirculation pump MG set trips. The testing and repair efforts were carefully
integrated with plant operation to allow for continued operation while benefitting
pro$ross in resolving the root cause effort and effecting repairs. The licensee
utilized industry and vendor expertise in resolution of this fssue. With the
exception of fncomplete evaluation of th: impact of an aspect of an MG set design
change which contributed to the inability to restart the "A" MG set July 2-3,
1990, engineering response to this issue his been analytical, wel) documented,

and effective implemented.

The 1icensee fire protection staff are knov ledgeable of fire protection
requirements. Surveillance/test records o fire protection equipment were
complete, well maintained and thorough. Dicision making 1s consistently at a
level that ensures adequate management attention as was evident in the management
presence and participation in resolving NRC concerns as they occur.

Overall, the engineering and technical support organization continued to provide
high qual‘ty engineering technical support to the station. Initiatives in the
reduction of the backlog of open ESRs and drawing revisions indicated a commitment
to improve performance. Engineering involvement in station activities and support
of maintenance activities was an organizational strength. The design basts
reconstruction effort appears to be proceeding slowly.

I11.F.2. Peformance Rating: Category 1.

I11.G. Safety Assessment/Quality Verification (919 hours/13.7%)

111.6.1. Analysis

The previous SALP rated this area as Category 2. It was noted that the licensee
management was attentive and involved in licensing issues and NRC initiatives

and that a heightened awareness and responsiveness to safety issues was evident.
The Quality Assurance (QA) and Quality Control (QC) department audits and
surveillance programs were active and sound. There was an enhanced focus on
operations safety as a result of strengthening the offsite safety review committee
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and the improved onsite safety committee. A significant impr v.asent of the
corrective action precess and senior management's increased v sibility and
fnvolvement in site activities were also noted. However, exam les were cited
where policies and performance standards were not satisfactorily implemented at
the working level, resulting in personnel errors and procedure inadequacies.

Submittals of licensing actions and responses to bulletins and information notices
and other reguiatory concerns have been timely, of high quality and technically
accurate. Some examples include the response to "Fastener Testing", 1EB=87-02,
“Channe] Box Bowing", NRCB=90-02 and "Request for Information on the Status of
Licensee Implementation of Generic Safety lssues (GSI) Resolved with Imposition

of Requirements or Corrective Actions", GL 90-04. The relief and exemption
requests submitted were timely and generally complete and technically accurate.
Additional information was required 1n some instances and the )icensee was very
responsive to NRC requests. Two temporary waiver of compliance requests were
submitted and were well supported by design basis criteria. There were severa)
licensing amendments in various stages of processing to bring the facility more

fn Tine with the Standard Technical Specifications. These amendment requests
required close coordination by engineering among almost al) departments. Licensee
response to requests for adoitional information was excellent. Overall, the
Ticensing function was assessed as excellent.

Two TMI ftems outstanding during the last SALP period were the Safety Parameter
Display System (SPDS) and Detailed Contro! Room Design Review (DCRDR). The SPNS
has been completed and the Supplemental DCRDD Summary fReport is to be forwarded

to the NRC by November 30, 1990. It 1s apparent that facility )icensee management
has focused on resolving these two remaining TMI ftems, and overal) progress

on these ftems has been saticfactory.

Licensee performance on self improvement and independent reviews and audits
continued to show strong management involvement., The licensee conducted two
self-assessment reviews of each discipline this assessment period. An external
management consultant firm was also contracted to assess management administration
and organizational efficiency. At the conclusion of the assessment period, the
licensee was evaluating the results of the assessments and was prioritizing
enhancements for implementation. Additionally, selected station and NED management
participated in a visit to a similar Eurcpean faciiity to provide technological

and managerial information exchange. Emergency preparedness drills and exercises
exceeded the requirements of the Emergency Plan and were wel)l planned, prope:ly
approved and documented. Licensee inftifatives such as the Senior Management
Surveillance Watch Program and the Peer Evaluator Program achieved intended

results such as improved back shift operation. Inspection of the Quality Assurance
Department (QAD) audits and surveillance indicated that the licensee exhibited

a thoroughness and technical depth that were noteworthy and that the findings

and recommendations were excellent, Overall, the self-assessment function was
assessed as excellent,



22

Licensee Event Reports (LERs) continued to be clear and concise and provided a
thorough analysis of the events, causes, corrective actions and safety implications
of the described events. The licensee demonstrated a conservative approach

toward reporting issues. The LERs issued during this assessment period were
comprehensive stand alone documents that provided facilitation as formal training
material. Licensee performance remained excellent in this aspect.

The onsite Operations Review Committee (ORC) continued to support plant operations.
Several fssues came before ORC involving plant operation and license requirements
this SALP period. One was the leak rate failure of two excess flow check valves.
The ORC review of this matter rejected a iechnical Specification (TS) clarification
and recommended plant management declare the affected check valves inoperable

as they were not tested within the interval prescribed by TS. The licensee
subsequently declared the valves fnoperable, then requested and the NRC granted

& temporary waiver of compliance relating to TS surveillance testing for instrument
line excess flow check valves. Additionally, ORC effectively provided
clarification of TS requirements for surveillan~e of passive motor operated

valves and for inspection of safety relier valves. In another case, the )icensee
identified and resolved two TS renuirements relating to the APRMs that were not
consistent with plant design An exigent change to the licensee's TS was issued

to correct the problem. In this case licensee action was indicative of the

proper questioning attitude. Overall, CRC functioned effectively, however,

early in the assessment period, the licensee threshold for enlisting ORC expertise
to plant issues was determined to be high. As the period progressed, ORC became
involved more frequently and earlier in the oversight of issue resolutions.

As a result of an inspection of Procedures 1.4.5 "PNPS Tagging Procedure" and
1.5.9.1 "Lifted Leads and Jumpers", the adequacy and effectiveness of these
‘{censee procedures were called intc question. The error rate on tagouts and
11fted eads anu jumpers was unacceptably high and indicated failure to comply
witr existing procedures. The licensee confirmed the NRC findings in PNPS
Operations Department memorandum on 11/13/89. Additionally, the memorandum
fdentitied possible causes and detailed a corrective action and prevention program,
The program included a new procedure requiring periodic tag audits and a Quality
Assurance tagging audit. Performance in equipment taggaing was assessed as a
weakness, tut overall configuration control was satisfactory.

In summary licensee performance in licensing and technica)l support of operation
continued to be excellent. Submittals were timely, of high technical quality,
and the licensee was responsive to NRC requests for additional information.
Quality Assurance programs appear to be working well in all areas inspected.
Strong management involvement continued throughout the organization. ORC
fnvolvement in compliance evaluations was improving. Additionally, some examples
were cited of procedural fnadequacies and personnel errors in tagging and in

use of lifted leads and jumpers.

I11.6.2.  Performance Rating: Category 2.




SUPPORTING DATA AND SUMMARIES

A SALP Evaluation Criteria

Licensee performance 1s assessed in selected functional areas which are significant
to nuclear safety or the environment,

The following evaluation criteria were considered, as applicable, to assess each
functional area:

1. Assurance of quality, including management involvement and control,
Approach to the resolution of technica) issues from a safety standpoint,

Enforcement history.

S W M

Operational and construction events (including response to, analyses of,
reporting of, and corrective actions for).

5. Staffing (including management).
6. Effectiveness of training and qualification programs,

On the basis of the NRC assessment, each functional area evaluated is rated
according to three performance categories. These categories are:

Category 1. Licensee management attention and involvement in nuclear safety or
safeguards activities resulted in superior performance. The NRC will consider
reduced levels of discretionary inspaction.

Category 2. Licensee management attention and involvement in nuclear safety or
safeguards activities resulted in good performance. The NRC will consider
mafintaining normal levels of discretiorary inspection.

Category 3. Licensee management attention or involvement in nuclear safety or
sa e?ucr s activities resulted in acceptable performance. Performance at this
level 1s of concern to the NRC because a decrease in performance will approach
or reach an unacceptable level. The NRC will consider increased levels of
discretionary inspection effort.

The SALP Board may assess a functional area and compare the licensee's performance
during an entire period in order to determine a performance trend. The trend
definitions used by the SALP Board are as fo''uws:

Improving: Licensee performance was drcermined to be improving during the
assessment period.

Declining: Licensee performance was determined to be declining during the

assessment period and the licensee had not taken meaningful steps to address
this pattern,
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It should be noted that Category 3 performance, the lowest category, represents
acceptable, although minimally adequate, safety performance. If at any time

the NRC concluded that the licensee was not achieving an adequate level of safety
performance, it would then be incumbent upon NRC to take prompt appropriate
action in the interest of public health and safety. Such matters would be dealt
with independently from, and on a more urgent schedule than, the SALP process.

B BACKGROUND

Licensee Activities

At the conclusion of the previous SALP period, the licensee had been released
from the 25% NRC approval point, a'lowing operation up to 50% power and had
successfully completed the first pnase (reactor scram to reactor coolant system
hot standby condition) of the shutdown from outside the control room (SDOCR)
test. The licensee was preparing to restart the reactor following the June 29,
1989 SDOCR test to continue with scheduled testing in accordance with the 25% =
50% phase of the Power Ascension Test Program (PATP). The PATP included NRC
approval points prior to inftial criticality and at 5%, 25%, 50% and 75% of

full power and a licensee self assessment report of the PATP with NRC review
after completion of testing at fuli power. The NRC assessed licensee performance
at each plateau. Prior to continuation of the PATP at each plateau the licensee
obtained NRC Region ! Regional Administrator authorization.

The following i1s a summary of plant events associated with the PATP and routine
operations during this SALP period. After achieving criticality on June 30,
1989, and synchronfzing the turbine-generator to the grid on July 1, 1989, the
plant operated at 50% power until July )8, 1989, when & manua) reactor scram
was inserted from 50% power due to rapidly decreasing main condenser vacuum,
The degraded condenser vacuum was initiated by procedural error which resulted
in having two sets of steam jet air ejectors (SJAEs) in service simultaneously
during air ejector shifting, thereby exceeding the heat removal capacity of the
air ejector condensers. The plant remained in cold shutdown until July 2?6 to
fauililewe removal of mussels from the main condenser water boxes, the reactor
building and turbine building closed cooling water systems,

On July 19, 1989, the licensee requ:sted NRC approval to proceed with power
ascension from 50% to 75% power.

On August 2, 1989, during a filling and venting evolution on the isolated "C"
conaensate pump, the pump suction strainer box and expansion joint were damaged
due to inadvertent overpressurization. The cause of the event was determined
to be personnel error during backfilling of the "C" condensate pump suction
piping without verification of a proper vent path., Repairs were completed on
August 14, 1989.
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On August 18, 1989, the Acting Region | Administrator approved the NRC Restart
Assessment Panel recomnendaticn to release the licensee from the fourth NRC
approval point (50% of rated power) in the PATP. On August 24, 1989, the licensee
completed the original test.ng scope of the PATP up to the 75% power plateau.

On August 30, 1989, an automatic reactor scram occurred from 75% power due to a
failure of the main generitor voltage regulation circuitry. Safety-related
systems responded as designed. A failed potential transformer that feeds the
main generatcr voltage regulator caused a turbine runback and the reactor
scrammed on reactor vesstl high pressure.

On September 5, 1989, with the reactor in cold shutdown, an inadvertent actuation
of a portion of the Residua)l Meat Removal (RMR) System/Low Pressure Coolant
Injection loop selection logic circuitry occurred. The actuation caused an
automatic start of the "A" Emergency Diesel Generator and the repositioning of
several RHR system valves.

On September 6, 1989, the reactor was made critical and the 75% power plateau
was reached on September & 1989,

~n October 6, 1989, the Region | Administrator approved the NRC Restart Assessment
Panel recommendation to release the licensee from the fifth NRC approval point
(75% of rated power) in the PATP. On October 10, 1989 the reactor achieved

100% power.

On October 7, 1989, with reactor power at about 89% and subsequently on October
12, 1989 with reactor power at 100%, the "A" Recirculation motor=generator (M=G)
set tripped when both the motor drive breaker and the generator field breaker
opened 1 response to voltage oscillations. In both instunces, the reactor
stabilized at 60% of rated power following the transient.

On October 12-13, 1989, the licensee conducted an annual full participation
emergency prep redness exercise. On October 13, 1989, the licensee successfully
completed the .econd phase (hot standby to cold shutdown) SDOCR test. At the
conclusfon of the SDOCKR test, the plant was maintained in cold shutdown to conduct
& scheduled maintenance and surveillance outage. On November 6, 1989, the outage
was completed and the reactor was made critical.

On December 6, 1989, the "A" recirculation pump M=G set tripped with reactor
power at 97% when the generator field breaker opened due to generator field
undervoltage. The reactor stabilized at 55% power following the transient.
Licensee troubleshooting fdentified two possible causes; a failed resistor in
the M=G set voltage regulation circuitry and a degraded resistor in the M=G set
speed control circuitry. After replacement of the resistors and testing of
additional components, the "A" M=G set was returned to service.
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On December 8, 1989, an automatic reactor scram occurred from 95% powor &s @
result of a false low reactor water level signal received during calibration of
a reactor vessel level instrument. On December 11, 1989, the reactor was node
critical. The plant reached full power on January 2, 1990,

On December 14, 1989, the licensee completed the PATP and submitted the PATP
Fina) Assessment Report to the NRC, The report concluded that NRC Confirmatory
Action Letter (CAL) 86-10, dated April 12, 1986, and 1ts supplements were
satisfied and requested closure of the CAL.

On March 9, 1990, the licensee commenced a planned reactor shutdown for &
surveillance outage. Following completion of the outage, the reactor was made
critical on April 24, 1990. The plant reached full power on May 1, 1990,

On May 13, 1990, an automatic reactor scram occurred from 100% power due to &
turbine trip/generator lockout resultant from a fault on one of the two 345 KV
offsite electrical distribution 1ines. The reactor was made critical on May
15, 1990 and reached 100% power on May 27, 1990.

On May 25, 1990, a remedial offsite emergency preparedness exercise was conducted
to demonstrate the Commonwealth of Massachusetts correction of two FEMA identified
Exercise Ojective deficiencies during the October 12-13, 1989 exercise.

On June 21, 1990, the licensee condu-ted an annual partial participation emergency
preparedness exercise,

On July 2, 1990, the "A" recirculation motoregenerator (M=G) set tripped. The
reactor stabilized at 65% of rated power. Following several unsuccessful attempts
to restart the M=G set, the licensee determined it would be necessary to shutdown
in order to facilitate appropriate corrective actions. On July 3, 1990, at

4:19 a.m., an Unusual Event was declared in accordance with station emergency
action level procedures upon initiation of a technical specification (TS) required
shutdown. Reactor power was reduced to 30% and a reactor scram was inftiated

by placing the reactor mode select switch (RMSS) in shutdown at 5:00 a.m. The
Unusual Event was terminatec at 5:03 a.m. Upon plant shutdown, the licensee
commenced a seven day unscheduled maintenance outage. On July 10, 1990, the
reactor was made critical following completion of repairs to the "A" recirculation
M=G set and other maintenance activities. The turbine-generator was synchronized
to *he grid on July 11, 1990. Ouring power ascension, the licensee iripped

each n=G set individually and successfully performed hot starts.

At the conclusion of this SALP period, the plant was operating at ful) power.

NRC Review and Inspection Activities

NRC continued to devote above normal imspection resources at Pilgrim during
this assessment period. The three inspector resident staff has been maintained
and programmatic inspections have been conducted in ali SALP functiona) areas.
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During the thirteen and one-half month assessment period, 6707 hours of direct
NRC inspect .on were performed. A breakdown of the total inspection hours inte
SALP functional areas is included in Table ?

The Pilg im Restart Assessment Panel, composed of senfor management from the

NRC Offic of Nuclear Reactor Regulation (NRR) and Region I, coordinated the
planning a 'd execution of NRC activities during the PATP. The Pane) also provided
an indepenc'nt assessment of licensee readiness for restart and subsequent release
from PATP ho'dpoints. A serfes of management meetings to discuss licensee progress
and self-asse sment activities was held. Additionally, site tours by the Regiona)
Administrator .nd other senior NRC officials were conducted. The process for
release of the | 'censee from power ascension approval points at 5%, 25%, 50%,

and 75% of full power included an information paper to the Commission following

the development of the staff recommendation. The paper included a staff evaluation
of licensee and plant performance and summarized the status of offsite emergency
preparedness. Extensive review of licensee performance and self-assessment

during the PATP was performed by the NRC Restart Staff and Pilgrim Restart
Assessment Panel,

The NRC Restart Staff, composed of the resident inspectors, regional specialists,
NRR personnel, and . esident inspectors from other sites, was formed in December
1988 to provide in-depth inspection coverage during plant restart and the PATP,
The Restart Staff was dissolved at the conclusion of ihe PATP &nd following
ielease from the CAL. Throughout the PATP, the NRC Restart Staff monitored
licensee management and personnel performance on an as=needed, around=the=clock
basis.

On Janvary 4, 1990, the NRC conducted a meeting open to the public at the

licensee Chiltonville Training Center in Plymouth, Massachusetts. The NRC reviewed
licensee performance during the last PATP plateau and received a licencee
presentation of the PATP Fina)l Assessment Report. On Februcry 12, 1990, following
several weeks of staff deliberations and confirmatory inspect.ons, the NRC accepted
BECo completion and self-assessment of the PATP and closed Cont'rmatory Action
Letter 86-10 and its supplements. The NRC staff concluded that nanagement
perform-nce, plant material condition, and operational performance supported
proceeding with normal operation of the facility. On the evening o® February

21, 1990, Region I Division of Reactor Projects management responsible for the
inspection program at PNPS, attended a Town of Plymouth Selectmen meeting and
presented town officials with a summary of NRC activities which led to the {ssuance
of the February 12, 1990 letter.
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C. Reactor Trips/Unplanned Shutdowns

Power
Date Level Root Cause Functional Area
1. 7/18/89 50% Inadequate Procedure Operations

Description: Manua) Reactor Scram in anticipation of an automatic reactor scram
due to decreasing vacuum in the main condenser. The degrading condenser vacuum
resulted from having two sets of steam jet afr ejectors in service during air
ejector shifting, exceeding the heat removal capacity of the air ejector condensers,

2. 8/30/89 75% Component Failure Not Assigned

Description: Automatic Reactor Scram due to a failure of the main cenerator
voltage regulation circuftry, A failed potential transformer that feeds the

main generator voltage regulator caused a turbine runback and the reactor scrammed
on reactor vessel high pressure.

3. 12/8/89% 9%% Design Sensitivity Engineering/
Technical Support

Description: Automatic Reactor Scram on a false low 'eactor water level signal
during calibration of a reactor vessel leve! instrurent. When an isolation
valve to the "A" and "B" reactor level and pressc e transmitters instrument
rack was opened, a pressure spike in the common vartable leg caused the low
reactor water level scram signal,

4. 5/13/90 100% Random Component Not Assigned
Failure

Description: Automatic Reactor Scram due to a turbine trip/generator lock=out
as a result of an offsite fault on a 345 KV electrical distribution line. The
of fsite fault caused an instantaneous actuation of the main generator loss of
field relay which resulted in the turbine trip. The loss of field relay is
desfgned with a 15 cycle time delay. However, due to failed contact in the
relay the time delay was defeated.

. 7/3/90 30% Deficient Design Engineering/
Change Review Technical Support

Descripiion: Manual Reactor Scram to complete a Technical Specification required
shutdown due to one recirculation loop being inoperable for 24 hours., The “"A"
M=G set had tripped the previous day and was unable to be restarted. An unusual
event was declared.

Note: Not Assigned indicates root causes which could not be attributed to a

e

t
functiona)l area.
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D. Management Conferences

Several management conferences were held with the Pilgrim Restart Assessment

Panel (PRAP). This panel was established to coordinate the planning and execution
of NRC activities and to assess the results of licensee activities during the
extended Pilgrim shutdcwn and the PATP, The panel was in place during this and
the two previous SALP perfods. The Panel was composed of senior members of the
Region 1 and Headquarters staffs. This panel generally met bi=monthly, with
alternate meetings on site. The Pilgrim Restart Assessment Pane) was disbanded

on February 12, 1990 following closure of CAL 86<10.

E. Enforcement Action

On August 23, 1989 the NRC issued a Notice of Violation and proposed imposition

of a civi) penalty 1n the amount of $25,000 for violations of NRC requirements
identified dur1n? the NRC Augmented Inspection Team (AlT) conducted on Apri)
1319, 1989 involving the overpressurization of the Reactor Core Isolation Cooling
(RCIC) system. The licensee accepted the Notice of Violation and civi] penalty,
and corrective actions were implemented.

F. Confirmatory Action Letter

On Apri) 26, 1986, the NRC issued Confirmatory Action Letter (CAL) 86-10 to

BECo. Thig CAL identified specific technical fssues to be resolved prior to

the return of PNPS to power operations. CAL 86-10 was later amended by
supplemental letters dated August 27, 1986 and December 30, 1988 which identified
aaditional technical issues and confirmed the licensee commitment to perform &
comprehensive assessment of the PATP and to submit the assessment in report

form to the NRC. On Decemoer 14, 1989, BECo declared the completion of the

PATP and formally submitted the PATP Final Assessment Report to the NRC. On
January 4, 1990, a meeting open to the public was conducted at the Chiltonville
Training Center to discuss the PATP and the Fina! Assessment Report. On February
12, 1990, the NRC accepted BECo completion and self-assessment of the PATP and
closed out NRC CAL 86~10 and its supplements.

G.  Allegation Review

Five allegations were received by the NRC during this SALP period. These were
reviewed and found to be unsubstantiated or to be substantiated but of no safety
significance. Appropriate inspection activities were conducted on the allegations
which warranted followup and NRC findings were documented in inspection reports,
One allegation open at the conclusion of the previous SALP period and four
allegations recefved this SALP period were investigated and closed prior to

August 1% 1990,
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H. Licensee Event Reports

H.1. Quality

Table 1 reflect: a summary of Licensee Event Reports (LERs) submitted during
the SALP perfor., The LERs adequately described the major aspects of each event,
including comyonent or system failures that contributed to the event and the
significant corrective actions taken or planned to prevent recurrence. The
reports were thorough, detafled, well written and easy to understand. The
narrative sections typically included specific details of the event such as
valve identification numbers, number of operable redundant systems, the date of
completion of repairs, etc., to provide a good understanding of the events.

The root ceuses of the events were generally fdentified. If root cause
determinations were not available the licensee typically committed to provide a
supplemental report, as appropriate. Additionally, similar occurrences were
properly referenced as applicable.

H.2. Causal Analysis

Thirty=three LERs (excluding supplements) spanning the range of causal factors
were submitted during the SALP period. NRC review and evaluation identified
some recurring problems. The majority of these issues were effectively
dispositioned by the licensee.

Twelve LERs were classified as caused by personnel error, One event resulted in
& reactor scram and another in the inadvertent actuation of an emergency diesel
generator. The errors were mostly singular in nature and not indicative of
programmatic deficiencies. However, several personnel error and defective
procedure LERs resulted from Technical Specification required surveillances not
being properly accomplished,

Several LERs were submitted due to reactor water cleanup system isolations and
two LERs were submitted due to immediate isolations of the shutdown cooling
system upon initiation. Shutdown cooling system automatic isolations continue
to occur.

Ten LERs were generated due to component failures. With the exception of two
HPCI gland seal condenser blower motor failures, the events were singular and
unrelated.

One security LER was issued due to the identification of a handgun prior to
entry beyond a protected area entry control point,

No events reported by the licensee during the SALP period were categorized by
the NBC as Abnorma! Occurrences or as important events,
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TABLE 1
TABULAR LISTING OF LERs BY FUNCTIONAL AREAS
PILGRIM NUCLEAR POWER STATION

CAUSE CODE*
AREA A B )
1. Plant Operations E N 1 6
2 Radiological Controls 1 - . . *
3. Maintenance/Survei)lance 6 2 . 2 4
4. Emergency Priparedness - - - - "
5 Security and Safeguards 1 - - . &
6 Engineering and Technical Support - - - - .
7 Safety Assessment/Quality Verification 2 - - - -

TOTALS: 12 6 . 3 10

Cause Codes:

A = Personne)l Error

B =~ Design, Manufacturing, Construction, or Installation Error
C = Externa) Cause

D - Defective Procedure

E = Component Failure

X = Other

LERs Reviewed: 89-019-00 to 89-039 and 90-001 to 90-012



TABLE 2
INSPECTION HOURS SUMMARY (7/1/89 = 8/15/90)
PILGRIM NUCLEAR POWER STATION

HOURS % OF TIME

1. Plant Operations 2577 38.4
2. Radiological Controls 552 8.2
3. Maintenance/Surveillance 1207 18.0
4. Emergency Preparedness 434 6.5
5. Security and Safeguards 321 4.8
6. Engineering and Technical Support €97 10.4
7. Safety Assessment/Quality Verification 919 13,7
Totals 6707 100°0%

Inspection Reports included: 50-293/89-07 to 50-293/80-19

ENFORCEMENT SUMMARY
NUMBER OF VIOLATIONS BY SEVERITY LEVEL

FUNCTIONAL AREA V IV IT1 I1 1 TOTAL

Plant Operations 1 (1H)* 1

Radiological Controls 1 1

Maintenance/Surveillance 2 2

Emergency Preparedness

Security

Engineering/Technical Support

Safety Assessment/Quality Verification . - RS e " 2
Totals 6 6

*A Severity Level III violation was issued during this assessment period, as a
result of an event that occurred during the previous assessment period. This
violation 1s noted only and not included in the total of violations for events
which occurred or were inftially identified and renorted during this assessment
period.
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SALP BOARD REPORT

U, S. NUCLEAR REGULATORY COMMISSION

REGION |

SYSTEMATIC ASSESSMENT OF LICENSEE PERFORMANCE

SALP BOARD REPORT 50-293/89-99

BOSTON EDISON COMPANY

PILGRIM NUCLEAR POWER STATION

ASSESSMENT PERIOD: JULY 1, 1989 - AUGUST 15, 1990

BOARD MEETING DATES: SEPTEMBER 13, 1990 AND SEPTEMBER 28, 1990

MANAGEMENT MEETING: OCTOBER 16, 1990



1.

11

SALP MANAGEMENT MEETING AGENDA

OPENING REMARKS - NRC
OPENING REMARKS - BECO

SELF INTRODUCTIONS

MR. KANE / MR. WESSMAN
MR. SWEENEY

ALL NRC AND BECO

PARTICIPANTS
SALP PROCESS MR. JOHNSON
SALP PRESENTATION MR. ROGGE

BECO RESPONSE AND COMMENTS

MR. BIRD / MR, DAVIS

CLOSING REMARKS - BECO

CLOSING REMARKS - NRC

MR. BIRD

MR. KANE / MR, WESSMAN

SLIDE 2



SALP PROGRAM OBJECTIVES

IMPROVE LICENSEE PERFORMANCE

PROVIDE A MECHANISM FOR FOCUSING ATTENTION ON OVERALL
LICENSEE MANAGEMENT EFFECTIVENESS

PROVIDE A BASIS FOR ALLOCATION OF NRC RESOURCES

IMPROVE NRC REGULATORY PROCRAM

SLIDE 3



EVALUATION CRITERIA

ASSURANCE OF QUALITY, INCLUDING MANAGEMENT INVOLVEMENT
AND CONTROL

APPROACH TO RESOLUTION OF TECHNICAL ISSUES FROM A SAFETY
STANDPOINT

ENFORCEMENT HISTORY

OPERATIONAL EVENTS (INCLUDING RESPONSE TO, ANALYSIS OF,
REPORTING OF, AND CORRECTIVE ACTIONS FOR)

STAFFING (INCLUDING MANAGEMENT)

EFFECTIVENESS OF TRAINING AND QUALIFICATION PROGRAMS

CATEGORY | SUPERIOR PERFORMANCE;
CONSIDER REDUCED LEVELS OF INSPECTION

CATEGORY 2 GOOD PERFORMA, |
CONSIDER NORMAL LEVELS OF INSPECTION

CATEGORY 3 ACCEPTABLE PERFORMANCE;
CONSIDER INCREASED LEVELS OF INSPECTION
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PLANT OPERATIONS (2577 HOURS/38.4%)
+ IMPROVED CONTROL OF PLANT OPERATIONS, INCLUDING
COMMUNICATIUNS, ATTENTION TO DETAIL, ADHERENCE TC
TECHNICAL SPECIFICATIONS, PROCEDURES, AND POLICIEE

+ SUBSTANTIAL DECREASE IN PERSONNEL ERROR INDUCED PL ANT
TRANSIENTS AND CHALLENGES TO SAFETY SYSTEMS

+ REDUCTION IN AUTOMATIC REACTOR SCRAMS. NO REACTOR SCRAMS
ATTRIBUTED TO PERSONNEL ERROR

+ EXCELLENT OPERATOR PERFORMANCE DURING THE SHUTDOWN
OUTSIDE THE CONTROL ROOM DEMONSTRATION

+ GOOD INITIATIN & TO USE CLOSED CIRCUIT TELEVISION IN HIGH
RADIATION AREAS

+ STRONG PLANT AND EXECUTIVE MANAGEMENT INVOLVEMENT

+ IMPROVED OPERATIONAL EXPERTISE IN OPERATIONS SECTION
MANAGEMENT

+ PROFESSIGNAL CONTROL ROOM PROTOCOL, PRE-EVOLUTION
BRIEFINGS AND NOTEWORTHY RESPONSE TO TRANSIENTS

+ MUCH IMPROVED LICENSED OPERATOR STAFFING LEVELS, EXCELLENT
LICENSED OPERATOR TRAINING PROGRAM, AND SRO CERTIFICATION
JROGRAM

+ SUCCESSFUL OUTAGES WITH STRONG OUTAGE ORGANIZATICNAL

STRUCTURE, PLANNING, SCHEDULING, AND EFFECTIVE RESOLUTION OF
EMERGENT TECHNICAL ISSUES

LR A

SEVERAL INSTANCES OF INADEQUATE PROCEDURE IMPLEMENTATION,
PERSONNEL ERROR, AND INATTENTION TO DETAIL

WEAKNESS IN THE ADMINISTRATION OF THE TAGGING AND LIFTED
LEAD PROGRAM

INITIAL LACK OF RESPONSIVENESS TO DIESEL FIRE PUMP DEFICIENCIES

RATING: CATEGORY 2, IMPROVING SLIDE §



RADIQLOGICAL CONTROLS (552 HOURS/8.2 %)

+ EXCELLENT PREPLANNING, PRIORITIZATION, AND CONTROL OF
OUTAGE ACTIVITIES ‘

+  EXCELLENT MANAGEMENT INVOLVEMENT IN THE RESOLUTION OF
TECHNICAL ISSUES

+ GOOD STAFFING WITH GOOD TRAINING FACILITIES AND PROGRAMS
+ EXCELLENT ALARA PERFORMANCE

+ IMPLEMENTATION OF THE SOURCE TERM REDUCTION PROGRAM

+ NOTABLE RADWASTE AND CHEMISTRY PROGRAM UPGRADES

+ REDUCTION OF ONSITE RADWASTE STORAGE AND RADWASTE
GENERATION

+ GOOD CONFIRMATORY MEASUREMENTS PROGRAM

+ EFFECTIVE QUALITY ASSURANCE AND QUALITY CONTROL PROGRAMS

L B R O

A REPETITIVE INSTANCE OF INADEQUATE CONTROL OF LOCKED HIGH
RADIATION AREAS AND AN UNAUTHORIZED ENTRY INTO A ROPED
RADIATION AREA

INCORRECT CALCULATION OF ONE LIQUID RADWASTE DISCHARGE
MATERIAL CONTENT

RATING: CATEGORY 1
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APPROFRIATE PRIORITIZATION AND SCHEDULING OF MAINTENANCE
ACTIVITIES

GOOD COMMUNICATIONS DURING COMPLEX ACTIVITIES
IMPROVED OPERATIONS AND MAINTENANCE INTERFACE

COMPLETION OF MAJOR EMERGENT WORK ACTIVITIES IN A QUALITY
MANNER

GOOD PERFORMANCE DURING OUTAGE PERIODS

IMPROVEL LOCAL LEAK RATE PROGRAM

ADEQUATE STAFFING WITH A DEFINED TRAINING PROGFAM
GOOD HOUSEKEEPING DURING POWER OPERATIONS
EFFECTIVE SURVEILLANCE PROGRAM IMPLEMENTATION

* % 0 % %

INCONSISTENT ROOT CAUSE DETERMINATIONS RESULTED IN
REPETITIVE MAINTENANCE ACTIVITIES

INADEQUATE DRYWELL HOUSEKEEPING DURING OUTAGE CONDITIONS

SEVERAL MISSED TECHNICAL SPECIFICATION REQUIRED
SURVEILLANCES

PERSONNEL ERROR DURING SURVEILLANCE TESTING CAUSED SEVERAL
SAFETY SYSTEM CHALLENGES

RATING: CATEGORY 2

BOARD RECOMMENDATION:

THE LICENSEE SHOULD EY'ALUATE EFFECTIVENESS OF FAILURE MECHANISM
AND CAUSAL ANALYSIS DETERMINATIONS.
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+  STRONG PERFORMANCE DURING EP EXERCISES

+ EFFECTIVE MANAGEMENT OVERSIGHT OF THE EP PROGRAM

+ EXTENSIVE SUPPORT TO OFFSITE EP READINESS AND TO RESOLUTION
OF EXERCISE DEFICIENCIES

+ STRONG PERFORMANCE DURING ACTUAL UNUSUAL EVENT
+ THOROUGH AUDITS OF EP

+ STRONG STAFFING AND TRAINING

L B O

LONGSTANDING OFFSITE ISSUES REMAIN UNRESOLVED

FEMA INTERIM FINDING OF ADEQUACY YET TO BE RESTORED

RATING:  CATEGORY 2, IMPROVING
BOARD RECOMMENDATION:

THE BOARD RECOGNIZES THE IMPROVEMENTS MADE IN ONSITE AND OFFSITE
EMERCENCY PLANNING; HOWEVER, OUTSTANDING OFFSITE PLANNING ISSUES
REMAIN. THE LICENSEE SHOULD CONTINUE EFFORT TO WORK WITH THE
COMMONWEALTH AND LOCAL GOVERNMENTS TO RESOLVE OUTSTANDING
OFFSITE EMERGENCY PLANNING ISSUES.
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SECURITY AND SAFEGUARDS (321 HOURS/4.8%)
+  STRONG MANAGEMENT OVERSIGHT OF SECURITY PROGRAM

+ EXCELLENT SUPPORT STAFF AND WELL STRUCTURED TRAINING
PROGRAM

+ . PARTICIPATION IN MULTI-UTILITY SECURITY ORGANIZATIONS
+ CONTINUING SECURITY FACILITY AND HARDWARE UPGRADES
+ EFFECTIVE SECURITY AUDITS

+ APPROPRIATE POSTING OF COMPENSATORY MEASURES

+ MINIMAL USAGE OF OVERTIME

+ PROFESSIONAL AND KNOWLEDGEABLE SECURITY FORCE/GOOD
RELATIONSHIP WITH PLANT STAFF

+ APPROPRIATE TECHNICAL DEVELOPMENT OF DOCUMENTS REQUIRED
TO BE SUBMITTED TO THE NRC

L B

INSTANCES OF EXCESSIVE PERIODS OF EQUIPMENT NONAVAILABILITY
INSTANCES OF WEAKNESS IN THE MAINTENANCE SUPPORT OF
PREVENTIVE MAINTENANCE AND SURVEILLANCE TESTING ACTIVITIES

RATING: CATEGORY |
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+ IMPROVED SUPPORT OF MAINTENANCE
+ HIGHLY QUALIFIED AND STABLE STAFF

+ . SIGNIFICANT REDUCTION IN ENGINEERING SERVICE REQUEST AND
DRAWING REVISION BACKLOGS

+ EXCELLENT PLANT DESIGN CHANGE TECHNICAL CONTENT

+ TIMELY SUPPORT TO EMERGING STATION OPERATIONAL ISSUES
+ TALENTED AND DIVERSE SYSTEM ENGINEERING DEPARTMENT
+ IMPROVED ENGINEERING SUPPORT OF OUTAGE OPERATIONS

+ OVERALL EFFECTIVE RESOLUTION OF THE "A" MG SET INSTABILITY
ISSUES

LA R L

ISOLATED INSTANCE OF FAILURE TO ADDRESS TECHNICAL
SPECIFICATION REQUIREMENTS RELATIVE TO INSTRUMENT LINE FLOW
CHECK VALVE OPERABILITY

UNDER-UTILIZATION OF SYSTEM ENGINEERING EXPERTISE DURING
APPARENT ROUTINE MAINTENANCE ACTIVITIES RESULTED IN A HIGHER
INCIDENCE OF REWORK

INCOMPLETE EVALUATION OF AN MG SET DESIGN CHANGE

CONTRIBUTED TO THE INABILITY TO RESTART THE "A" MG SET
FOLLOWING A TRIP

RATING: CATEGORY 1

SLIDE 10



SAEETY ASSESSMENT/QUALITY VERIFICATION (919 HOURS/13.7%)

+ EFFECTIVE RESPONSES TO NRC DOCUMENTS OF GENERIC TECHNICAL
CONCERNS

+ TIMELY AND TECHNICALLY ACCURATE RELIEF, EXEMPTION, WAIVER
OF COMPLIANCE, AND PROPOSED TECHNICAL SPECIFICATION CHANGE
SUBMITTALS

+ EFFECTIVE PROGRESS IN THE RESOLUTION OF OUTSTANDING TMI ITEMS

+ SEVERAL POSITIVE QUALITY INITIATIVES:

- TWO EXTENSIVE SELF-ASSESSMENT REVIEWS
- USE OF AN INDEPENDENT MANAGEMENT CONSULTING FIRM
- INTERNATIONAL INFORMATION EXCHANGE
- MANAGEMENT BACKSHIFT SURVEILLANCE PROGRAM
- PERFORMANCE BASED QUALITY ASSURANCE PROGRAM
+ EXCELLENT QUALITY OF LICENSEE EVENT REPORTS

+ EFFECTIVE ORC SUPPORT WHEN UTILIZED

L B

MANAGEMENT THRESHOLD FOR ENLISTING ORC EXPERTISE TO PLANT
ISSUES WAS TOO HICH, ESPECIALLY EARLY IN THE ASSESSMENT PERIOD

HIGH RATE OF ERRORS IN THE ADMINISTRATION OF THE TAGGING AND
LIFTED LEAD PROCESSES WERE EXPERIENCED EARLY IN THE
ASSESSMENT PERIOD

RATING: CATEGORY 2
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QVERVIEW

CONTINUED IMPROVEMENT IN THE MANAGEMENT AND OPERATION OF
PILGRIM STATION

MANAGEMENT INVOLVEMENT IN PLANT OPERATIONS WAS
COMPREHENSIVE WITH AN ORIENTATION TOWARD NUCLEAR SAFETY

REDUCTION IN PERSONNEL ERRORS AND PROCEDURAL
NONCOMPLIANCES

REDUCTION IN PLANT TRANSIENT RATE AND SCRAMS

INTEGRATION OF ALARA AWARENESS AND PRACTICES INTO ALL SITE
ACTIVITIES

SIGNIFICANT REDUCTIONS IN SITE EXPOSURES, PERSONNEL
CONTAMINATIONS AND RADWASTE GENERATION

CONTINUED EXCELLENT PERFORMANCE IN THE SECURITY AND
ENGINEERING & TECHNICAL SUPPORT FUNCTIONAL AREAS

IMPROVED SELF-ASSESSMENT CAPABILITIES

* % ¥ % »

INCONSISTENT FAILURE MECHANISM AND CAUSAL ANALYSIS
DETERMINATIONS

JNDER-UTILIZATION OF SYSTEM ENGINLERING EXPERTISE IN THE
RESOLUTION OF APPARENT ROUTINE CORRECTIVE MAINTENANCE
ACTIVITIES

UNDER-UTILIZATION OF THE MULTI-DISCIPLINARY REVIEW PROVIDED
BY THE OPERATIONS REVIEW COMMITTEE

SLIDE 12



st 4

-

FACILITY PERFORMANCE

1. PLANT OPERATIONS

2. RADIOLOGICAL CONTROLS

3. MAINTENANCE/SURVEILLANCE
4. EMERGENCY PREPAREDNESS

5. SECURITY & SAFEGUARDS

6. ENGINEERING & TECHNICAL
SUPPORT

7. SAFETY ASSESSMENT/
QUALITY VERIFICATION

* MAY 16, 1988 TO JUNE 30, 1989
** JULY 1, 1989 TO AUGUST 18§, 1990

CATEGORY/TREND
LAST PERIQD®

2

2

2

2 / IMPROVING

|

ro

' CATEGORY/TRH\ID
THIS PERIOD**
2 / IMPROVING
1
2
2 / IMPROVING
l

i
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ENCLOSURE 5

Ralph G de S November 5 1990
SeNior Vice Fresice wekes! BECo Ltr. 90- 131

u.S. Nuclear Regulatory Commission
Attn: Document Control Desk
washington, D.C. 20555

SUBJECT: Response to Systematic Assessment of Licensee
&L&@&mg_meujg;,ﬂ}:ﬁm&ﬁL”

Dear Sir:

Attached is Boston gdison Company $ response to the Systematic Assessment of
Licensee Performance (SALP) Board Report for Pilgrim Nuclear pawer Statior
(PNPS) covering the period July 1, 1989 throug™ August 15, 1992,

In general, the report provides an assessment of Pilgrim that is consistent

with oyr intern?i assessments. AN exception to your assessment of Emergency
Preparedness i, fncluded in the attachment.

Please do not hesitate to contact me if there are any questi

ons or comments
regarding che attached response.

R et —

R. G. Bird

RLC/bal

Attachment 1. Response to Systemat\c Assessment of Licen

see Performance Board
Report No. 50-293/89-99

Mr. Thomas T. Martin

Regional Administrator, Region I
U.S. Nuclear Regulatory Commission
475 Allendale Rd.

King of Prussia, PA 19406




ENCLOSURE 5

Z

BOSTON EDISON

Piigrim Nuclear Power Station
Rocky Hill Road
Plymouth. Massachusetts 02360

Ralph G. Bird

Novem 5 1
Senior Vice Presigent - Nuciear ovember 5 1990

BECo Ltr. 90- 131

U.S. Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, D.C. 20555

Docket No. 50-293
License No. DPR-35%

SUBJECT: Response to Systematic Assessment of Licensee
r -

Dear Sir:

Attached is Boston Edison Company's response to the Systematic Assessment of
Licensee Performance (SALP) Board Report for P‘lgrim Nuclear Power Station
(PNPS) covering the period July 1, 1989 through August 15, 1990.

In general, the report provides an assessment of Pilgrim that is consistent
with our internal assessments. An exception to your assessment of Emergency
Preparedness is included in the attachment.

Please do not hesitate to contact me if there are any questions or comments
regarding the attached response.

K e

R. G. Bird

RLC/bal

Attachment 1: Response to Systematic Assessment of Licensee Performance Board
Report No. 50-293/89-99

cc: Mr. Thomas T. Martin
Regional Administrator, Region I
U.S. Nuclear Regulatory Commission
475 Allendale Rd.
King of Prussia, PA 19406
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Project Manager
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U.S. Nuclear Regulatory Commission
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Sr. NRC Resident Inspector - Pilgrim Station
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Boston Edison Company BECo Ltr. #90- 4,
Pilgrim Nuclear Power Station Docke*t No. 50-293
License No. NPR-35

¢

RESPONSE TO SYSTEMA' 17 ASSESSMENT OF LICENSEE

1. EMERGENCY PREPAREDNESS

In response to SALP Board Recommendation III.D.3 and with respect to
Emergency Preparedness, we concur with the overall assessment and
believe that the report accurately reflects the curr:nt excellent state
of the Station's Onsite Preparedness Program.

In addition, with the continued cooperation of Commo.wealth of
Massachusetts and local officials, we are committed t» the long-term
maintenance of offsite preparedness for emergencies at Pilgrim Station.
The company has dedicated significant resources in term. of management
oversight, staff support, and financial support to assure success in
this area.

However, we take exception to one area of the report that states: “...It
is not clear that sufficient ¢ction has been taken to resolve incomplete
and longstanding offsite issues."

Boston Edison was recently requested (NRC letter dated September 14,
1990), to provide a review of offsite issues as outlined in the
transcript to the NRC's Public Meeting held in Plymouth, Massachusetts
on September 6, 1990.

The result of our review was documented in a report that has been
forwarded to the NRC's Document Control Desk (via Boston Edison letter
dated October 4, 1990).

The conclusions reached in our report state: "We believe that a careful
review of the items discussed in this report (including those identified
as¢ requiring corrective action) will demonstrate that a comprehensive
and effective offsite response program has been established." The
conclusion goes on to state: "In short, the information contained in
this report demonstrates that there is reasonable assurance that public
health and safety will be adequately protected in the event of an
emergency at Pilgrim Station."

s Boston Edison has demonstrated, the Company is dedicated to ensuring
an adequate, t.plementable offsite program is in place for Pilgrim
Station. Bost.n Edison beliaves such 2 program cirrently exists.
Regarding the SALP Report's specific comments, the company is working
with Commonwealth and local officials to incorporate "lessons learned”
from the October 1989 Exercise, as well as making other improvements and
refinements. The snortcomings in the Commonwealth and local programs
that FEMA identified in 1t August 1987 self-inftiated review have been
addressed.

Boston Edison is confident that the current joint NRC/FEMA Task Force
investigating the offsite program will confirm the Company's conclusions.
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PLANT OPERATIONS

Paragraph 2 of the Analysis Section III.A.1 states: “... A total of
thirteen safety system actuations were experienced this period." Boston
Edison recommends this sentence be reworded to say a total of fourteen
Engineered safety feature actuations were experienced this period. The
proposed change 1s in keeping with the NRC definition of safety system
actuations and Engineered safety feature actua*ions.

Paragraph 4 (page 9) of the Analysis Section III.B.1 states:
“...However, the frequency of surveillance in the radwaste area needed
to be increased as none were conducted during the first three months of
1990." The following summarizes the Quality Assurance Department

activities in the Radweste functional area in the first three months of
1990,

QA Audit 90-04, "Ridwaste Shipping" was performed from February 13,
through February 2°', 1990.

QA Surveillarce 90-2.3-3, "Radwaste/Water Quality" was performed on
March 14 and March 18, 1990 and the report was issued on 3/29/80

(Just after an NRC egion 1 inspection had ended). No deficiencies
were identified.

18 Radwaste shipments were witnessed by QC (full time inspector
assigned to Radwaste shipments).

Additionally, a QAD self assessment of QC oversight of Radwaste was
performed for the 4th quarter 1989 (QAD 90-026 issued January 8, 1930).
Apparently, this information was not properly communicated to the NRC

during the SALP period. We request that this information be considered
in the final SALP report.

MAINTENANCE /SURVEILLANCE

In response *o SALP Board recommendation III.C.? ind to improve the
effectiveness o failure mechanism and causa’® analysi: deterninations,
the following enhoncements were implement.g:
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© The concept of Multi-Disciplined Analysis Team (MDAT) has been
adopted to fully investigate failures of the type experienced after
the feedwaier event and manual scram in September 1990. MDATs have
been staffed with experts, technical and managerial, and have
proved thei. effectiveness in determining root causes and providing
tec?nica\ly torrect and effective recommendations for corrective
action.

@ The root cause analysis instruction has been revised to incorporate
the guidance of INPO Good Practice OE-907 and to strengthen the
requirements validating the effectiveness of each cause and
corrective measures determination.

V. CONCLUSTON

We will continue to raise the standards of the Nuclear Organization.

Our self-assessment practices have made a major contribution to this
result and will contribute to further improvement. Our commitment to
improve has the support of the highest levels of the company and extends
throughout the Nuclear Organization.
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ENCLOSURE 6
REVISION SHEET

SALP BOARD REPORT REVISION SHEET

PAGE LINE NOW_READS

e it e

4 13 thirteen safety system

SHOULD READ

fourteen engineered safety
features

Basis: To provide the correct terminology and number of actuations.

4 17 safety system actuations
Basis: To provide the correct terminology.

9 28 However, the frequency of
surveillances in the
radwaste area needed to be
increased as none were
conducted during the first
three months of 1990.

engineered safety fratures

However, review of surveillances
conducted during the first
quarter of 1990 indicated that
additional focus should be
provided specifically to the
radwaste area.

Basis: To provide clarification as to the need for additional focus in the

radwaste area during surveillance planning.



