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. Summary.of Kesults
LA Qverview

Overall, strong performance continued &t Limerick during this assessment period.  This is
noteworthy due to the challenge of completing the Unit 2 startup testing program and the
transition 10 two unit operation. Performance in each functional area was either maintained ai
previous levels or showed improvement, It was clear that management involvement and attention
to the various fun~tional areas was key to the success in maintaining and improving performance.
Areas where manag ement focused attention, such as emergency preparedness and engineering and
technical support, showea significant improvement. in contrast, insufficient management
attenivion and oversight ontributed to the unsatisfactory licensed operator requalification program,

PECo management continued to demonstrate a commitment to the safe, quality operation of the
facility. The strengths noted in previous assessment periods continued, suck as active and
effective review committees, the assessment center process, the excellent operational record, the
outstanding ALARA program, and the very effective, performance-based secnurity program,
Some important factors which cut across several functional areas and contribute 1o the success
of Limerick are the aggressive root cause analysis program, the critical self assessment
capability, and aggressive management action to correct identified concerns/problems.

The experience this period regarding the operator requalification program and that last period
reparding emergency preparedness and. to a lesser extent, engineering and technical suppot!
appear as noteworthy anomalies in an otherwise aggressive management approach to operations,
For each of these areas, the licensee took prompt, th~rough and complete corrective actions once
the weaknesses w. re igentified, with significant improvements noted as of the end of this period,
However, these anon.lies suggest the need for more thorough and focused assessments and
reviews of critical operations-supporting programs to detect adverse trends before they result in
programmatic problems.
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The operations department has remained fully staffed while at the same time has provided
aliernate career paths for licensed operators. In the past SALP period, five licensed operators
have transferred to or have been promoted to non-operations positions. This practice continued
during this SALP period with the promotion of two shift managers, one te manage the outage
scheduling department and the other to coordinate the root cause analysis effort. The shift
manager candidates were evaluated using an Assessment Center process to ensure the ost
qualified, not simply the most senior, person was promoted. This process has been effective in
maintaining a core of well qualified shift managers. A shift v.orker college degree program has
also been established to provide additional career opportunities for licensed operators.

Summary

Overall, operation of the facility has been very good. Completion of the Unit 2 startup and test
program and the transition to dual unit operation was well managed and executed in a very
professional manner at all levels. Operations has a very good working relationship with other
departments, as evidenced by the smooth completion of the Unit C startup and test program,
Although there were personnel errors, some of which uccurred in short intervals of time, there
was constant management attention and continual adjustments to reduce tho errors. The root
cause anaiysis program significantly aids management capabilities to deal with all types of errors
and continues to be a strength. Weaknesses were noted in both the operator requalification
training program anJ the LSRO initial training program. Operations department management
is aggressively pursuing training program changes to alleviate weaknesses identified in the
requalification program. Management, at all levels, continues to act promptly in resolving safety
concerns. This effort was reflected in the decrease in the number of events despite the transition
10 two unit operation.

HnLLA2 Performance Rating: Category |
111.A.3 Recommendations:  None

1.8 RADRIOLOGICAL. PROTECTION
[1.B.1 Analysis

The radiological controls program at Limerick was rated Category 1 last assessment period based
on excellent program performance despite adverse radiological conditions caused by poor fuel
performance. Additional challerges were created by unanticipated outage problems and the tie-in
of Unit 2. Although worker exposures in 1989 were higher than expected, and a radwaste
shipping error occurred, the radiological controls programs remain fundamentally strong. The
training programs continued to make significant contributions to the high level of performance
of heaith physics (HP) programs. There was generally strong management involvement in
assuring quality, Enforcement history (except for the radwaste shipping error) was excellent
during the period. The licensee maintained an excellent level of technical depth and experience
among the HP staff.
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n.c Maintenaace and Surveillance

11.C.1 Analysis

During the previous SALP period the maintenance/surveillance functional area was rated as a
Category 1. That assessment concluded that management oversight of maintenance activities and
surveillance testing continued to be strong. Support of day-to-day operation was excellent and
included a strong focus on safety. Good supervisory involvement was evident and in-depth root
cause analysis provided effective corrective action.

Maintgnance

The Limerick maintenance program is well organized and adequate to maintain safety system
operability. In general, maintenance procedures and work instructions were found to be adequate
and appropriately followed. The fully staffed department, comprised of mainienance,
Instrumentation and Control (1&C) and electrical workers and foremen, and maintenance
engineers, was found to be knowledgeable and well trained through an accredited maintenance
training program. Senior management was noted to be directly invoived in plant maintenance
activities,

Both unit and individual system availability have been maintained at a high level. Review of
outstanding Maintenance Request Forms (MRFs) found that open work did not jeopardize safety
system operability. The system engineers track the out-of-service times for safety systems and
compare these times to those assumed in the Limerick Probabilistic Risk Assessment (PRA). The
actual system unavailability times have been less than 60% of the times assumed in the PRA.

There were seven licensee event reports attributed to the maintenance area, of which two were
a result of personnel error. Review of these events found no underlying programmatic
weaknesses or deficiencies.

On a day-to-day basis, preplanning of routine and emergent safety system maintenance activities
was very good. First line mechanical, electrical, and Instrument and Controls supervisors were
observed to be very knowledgeable about the work activities for which they were responsible.
Work activities were completed in a timely fashion with little rework required. For example,
for the first time, diesel generator 18 month overhauls were performed with the units at power.
Five of eight diesel generator overhauls were planned and performed. Planning and conduct of
these overhauls were excellent. Also, the work associated with the replacement of two Residual
Heat Removal Sorvice Water valves was an example of excellent ¢nordination which enabled
completion of the task on an extremely tight schedule. However, it was noted that maintenance
planning was less vigorous in the area of systems important to safety. Balance of plant



11

equipment problems which could cause a plant trip, transient or shutdown did not appear to
receive similar attention to that received by safety related equipment bound by Technical
Specification time constraints, Examples of these are stator cooling water system repairs, chronic
control room chiller and instrument air and instrument gas system problems, and difficulties in
maintaining cooling tower makeup pumps operable.

There were no maintenance related reactor trips or major plant transients during the period.
However, a few events occurred during the period related to improper performance of
maintenance and system restoration, One event occurred in January 1990 during restoration of
the Unit 1 circulating water system and resulted in discharge of 40,000 gallons of water to the
turbine building floor. A second event occurred in April 1990 when post maintenance testing
discovered that an Emergency Service Water (ESW) check valve had been improperly reinstalled
resulting in the ESW system being inoperable for a brief period. The primary root causes of
these events were inadequate delineation of responsibility and lack of procedural detail for the
experience level of the personnel, respectively., A maintenance-related violation was issued
during the assessment period, for installation of the wrong solenoid valves in the Reactor Core
Isolation Cooling system during maintenance. The root cause of this event was failure to follow
procedure, Although these above events were areas of concern they were not indicative of
programmatic weaknesses.

Initiatives started during the last assessment period and continued during this period were found
to have strengthened the maintenance prograr  Conduct of evaluations to assess human
performance problems in I&C and Maintenance to determine root causes 18 now fully
implemented. In addition, an Assessment Center for promotion to first line supervision in the
maintenance area has provided more informed supervisors who exhibit positive control over the
work performed.

Surveillance

The surveillance program is administered by the site system engineering group and is tracked
using a computerized scheduling program. Actual test performance is the responsibility of
several site departments including operations, system engineering, maintenance, 1&C, chemistry,
HP, and security.

Review of surveillance testing in progress and completed test results found the overall
surveiliance program 1o be strong. In general, the surveillance tests were well written, testing
was performed per the procedures, and results were adequately documented. However,
weaknesses were noted during observation of testing activities, For example, during conduct of
a main steam line radiation monitor test, administrative controls for surveillance testing were not
implemetted when the procedure was changed without the appropriate approval, Also, a
violation was issued for the improper use of expanded differential pressure range limits during
testing of safety related pumps. The cause of the violation was the misapplication of code
requirements upon direction from the Nuclear Engineering Division (NED),
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Overall scheduling of surveillance tests was very wel! controlled. Durirg the period, only one
tesi was not performed within the required interval due to a deficiency in the computer program
which schedules the surveillance tests. The A-dav/B-day logic channel test schedule continued
to prevent coincident logic actuations thus avoiding plant scrams and system isolations. There
were no plant scrams and only one significant plan: transient, a recirculation pump trip caused
by an 1&C technician personnel error, associated with surveillance activities.

Eleven LERs were attributed to the surveillance testing program. Seven of these were caused
by 1&C personnel errors. Five personnel errors were caused by 1&C technicians and resulted
in Engineered Safety Feature actuations, while the other two involved administrative errors by
the 1&C Surveillance Test Coordinator and an 1&C supervisor. Given the large number of
surveillances performad by 1&C technicians (approximately 550 surveillances per month) the
percentage of personnel errors is small. Further, the error rate appears to have decreased from
the last SALP period. Nevertheless, PECo management has shown great concern about these
personnel errors and initiated extensive root cause analysis and corrective actions such as
initiating a human factors review of the auxiliary equipment room, initiating a design change to
eliminate the need for jumpers during surveillances, and relabelling of panels to clarify hardware
locations,

Summary

Limerick's maintenance and surveillance programs continued to be carried out successfully. The
activities within the programs were well scheduled, planned and implemented, with strong
management oversiy** and focus on safety. No plant trips, and only one major plant transient
resulted frem mammtenance and surveillance activities. The occurrence of personnel errors
contiriued to be a weakness in this area; however, it appeared management was providing
appropriate attention to this area.

n.c.2 Performance Rating: Category |
H.Cc.3 Recommendations:  None

[.D Emergency Preparedness

MLD.0.  Analysis

During the previous SALP period, this area was rated Category 3. This rating was based on
inadequate management of 2mergency preparedness functions and ineffective emergency
preparedness training. Emergency Directors were unable to effectively classify fast breaking
accidents and develop protective action recommendations (PARs). PARs when developed did
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Resolution of technical issues was very good and demonstrated a commitment to quality. PECo
reviewed and revised Emergency Plan Implementing Procedures stressing those for classification,
protective action recommendations, and dose projection. To ensure response to rapidly breaking
accidents, procedures for classification and PARs were combined. Predetermined PARs for
sheltering or evacuation are associated with each General Emergency classification 1o ensure
timeliness of the recommendations. PECo is also continuing work to develop 2 dose projection
methodology common to both nuclear sites. In addition, PECo plans to construct a common
Emergency Operations Facility (EOF) for Limerick and Peach Bottom.

The ERO staff was found to be well qualified with clearly defined authorities and responsibilities,
There were at least four managers qualified for each managerial and decision making position,
Staffing of the emergency preparedness program has improved. The program was fully staffed
with individuals possessing the necessary technical expertise, industry and off-site experience.
Reliance on contractor suppor¢ has been considerably reduced, with key positions filled by
permanent PECo personnel.

During the previous assessment period, the Emergency Prepu cdness Training program and
responsibilities for implementation were poorly defined. ERO qualification was based on
classroom instruction, and performance based training was not given, ERO training was the
responsibility of the Limerick Training Department which followed the policies set forth in the
Training Department Procedures Manual. Training was given by two qualified trainers who were
not dedicated full-time to emergency preparedness training. Training is now well defined and
applies to all members of the ERO. Training modules are based on job task analysis. The
program has been revised to include performance based training. Drills and exercises are an
integral part of the training. These drills cover reactor operations, health physics, medical
response, and each emergency response facility, including the emergency news center, Drills
are critiqued and the results provided to the training department, as well as all levels of
managemeat. Quarterly EP-Training Department action plan meetings are held to discuss items
such as changes in procedures and plans, drill critiques, and ERO qualification status. Operator
emergency preparedness training includes classroom, table top and simulator training. Simulator
training for operators has been programmed to replicate {ast breaking accidents. Senior operators
are trained to: classify rapidly breaking accidents; make protective action recommendations; and
recognize containment by-pass and interfacing system loss of coolant accidents (Event V). The
effectiveness of the operator training was demonsirated by correct response to thiee actual
Unusual Events,

Summary

PECo has committed substantial resources to improving Emergency Preparedness and responded
to significant weaknesses in their program by initiating a long term improvement plan. This
program has not yet been fully implemented; however, improvements were noted throughout this
period and showed on-going management involvement and commitment to guality, The
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Emergency Preparedness Program staff has been expanded and is staffed with the discipline mix
necessary. Training is well developed. A good working relation is maintained with the
Commonwealth, Counties and local governments with regular meetings, and frequent training.

1n.n.2 Performance Rating: Category 2, Improving

1.D.3 BoarC Recommendations: PECo ensure that resources necessary to complete the
long term emergency preparedness program improvement plan are maintained
especially during the completion of the common Emergency Operations Facility
for Limerick and Peach Bottom.

IL.E Security and Safeguards
ILE. Analysis

During the previous assessment period, PECo's performance was rated as Category 1. That
rating was based on the implementation of a highly effective security program that went beyond
compliance with NRC requirements. Management attention to the program was very evident and
the program appeared to be well-received by all plant personnel. Both PECo and contractor
supervision ware well qualifiec and experienced, and the security force training program was
very effectiv BEquipment upgrades and program enhancements were implemented and additional
enhancements had been undertaken,

During this assessment period, one routine physical security inspection was conducted by region-
based inspectors, A Regulatory Effectiveness Review (KER) was also conducted. Routine
inspections by the resident ingpectors continued throughout the period. PECo continued to
implement a very effective program that clearly indicated a thorough understanding of the NRC's
security objectives.

The on-site nuclear security group and the corporate security organization worked well together
providing the necessary oversight of the contract security force. For example, corporate security
personnel participated in the analysis of proposed security system upgrades and security audits
at the plant site. Nuclear security expertise was very apparent in all three of the groups.
Corporate and site security management continued to actively participate in the Region | Nuclear
Security Association and other groups engaged in nuclear plant security matters. In addition,
they continued to actively interface and conduct on-site drills that included the involvement and
participation of plant operations shift managers and other agencies, such as local law
enforcement,

Staffing of the contract security force was consistent with program needs as evidenced by the
limited use of overtime during the period. Effective supervisory oversight resulted in few
personnel errors, none of which resulted in a reportable event, and no violations of NRC
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scram (ATWS rule), 10 CFR 50.62, found that the design exceeded the requirements of the rule.
In addition, the associated systems and procedures were in place and fully complied with the
Technical Specification and Safety Evaluation Report. The two trips were thus found to be
anomalies in an otherwise well executed startup program.

Summary

During the assessment period, management support for and attention to this area were clearly
evident. The quality of engineering work was high. Significant improvement was noted with
the modification process from design through installation. There were also notable improvements
with the sommunications/interface between corporate and on-site engineering. Several initiatives
were also taken to continue to improve the engineering and technical support for Limerick
Generating Station. These inclvded engineering department reorganizations, consolidation of
engineering efforts to within the corporation, extensive engineering training programs, issuance
of a quality expectaticns document, establishing a design review board, technical audits of design
output documents, & program of design basis documentation, and performance indicator tracking
of engineering work requests and nonconformance reports.

IHLE.2 Periormange Rating: Category 2, Improving
HLEF.3 Recommendations:  None

.G Safety Assessment/Quality Verification
11.G.1 Analysis

The previous SALP rated Safety Assessment/Quality Verification as Category 1. Strengths noted
were the active role management 100k in the assurance of quality, the proactive self-assessment
program, the involvement of the consolidated Nuclear Quality Assurance Department, and the
comprenensive and thorough evaluations by the Plant Operations Review Committee (PORC) and
the Nuclear Review Board (NRB), A continuing weakness was the ineffective corporate support
and oversight in the area of emergency preparedness and the quality of engineering/technical
support to the site.

Management involvement and control to assure quality were evident throughout the assessment
period. Site management exhibited a commitment to excellence in safety and provided the
necessary policies, personnel, leadership and staffing. Site management took prompt corrective
action for problems identified by the strong root cause analysis program. Significant assigned
resources and plant modifications have corrected some of the identified procedural and personnel
error problems and other design changes are in the process of engineering review for later
implementation.
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As discussed in the other sections, excellent in-depth root cause analysis and effective corrective
actions were generally taken by PECo. Twice a year, PECo conducts an in-depth self-assessment
of all departments and develops corrective action programs to strengthen weaknesses. The
Limerick Quality Division (LQD) and Independent Safety Engineering Group (ISEG) weie
generally successful in identifying potential weaknesses and initiating action 1o prevent them from
becoming problems. PECo has implemented a Supervisor Development Progzram in most plant
disciplines to improve the quality and effectiveness of first-line supervisors.

The review committees continued to be effective. The Nuclear Review Board (NRB) met every
other month at Limerick and reviewed plant operations and significant operating events, special
topics and engineering, quality assurance and licensing activities, In addition, the Board
reviewed all NRC inspection reports and violations, including PECo responses. The imspectors
have attended NRB meetings and reviewed NRB analyses and assessment of various activities.
Based upon direct observation, the inspectors concluded that the NRB continued to execute its
independent review role effectively. PORC continued comprehensive and thorough evaluations
and met on a frequent h-sis,

The Independent Safety Engineering Group has become more widely visible at Limerick during
this SALP period. A new Superintendent of ISEG, who holds an SRO license, was appointed
in late 1989. The time ISEG members spent interfacing with the plant increased over the period
as did the number of documented reviews performed. Routne reviews of the ISEG reports
showed that ISEG's focus was not only to provide independent oversight of quality activities but
also to contribute to the safe operation of the plant. The ISEG reports were comprehensive and
received wide management distribution, including the NRB and the Nuclear Committee of the
Board,

NED has undertaken a number of initiatives to improve the quality of engineering and technical
support to Limerick. These included a newly established program which required the NED
system engineers to meet regularly with their counterparts at Limerick and taking part in walk
downs of plant systems, and an improved design change program which incorporated an on-
site/off-site team concept. These actions have been effective in improving the modification
process from design through installation. Early in the assessment period, the inspectors noted
concerns regarding the adequacy of the technical justifications written by NED in support of site
operations. PECo management's response to these concerns was aggressive and included revision
of the NCR procedure and communication of the NCR Quality Expectations to all engineering
personnel. Initial indication, through review of NCRs written toward the end of the period, is
that the actions taken by PECo management have been effective. The above indicates there has
been a significant improvement in the quality of engineering support for the station,

The Document Control process was found to be weak in that PECo did not have adequate control
over the numerous documents affecting quality at the site and a violation was issued. The cause
of this weakness was insufficient management oversight and inadequate administrative controls.
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Initially PECo's response to the violation was too narrowly focused and NRC's review identified
additional discrepancies. PECo site management took additional actions to resolve the additional
discrepancies and to revise their initial response. By the end of the SALP period NRC noted a
marked improvement in the document control process at the site.

There were some weaknesses identified in the QC/QA program. For example there was an
incident where the QC group may have prevented installation errors when AC solenoid valves
versus DC solenoid valves were installed within the Reactor Core Isolation Cocling System,
Also, there were several incidents where QA's review of NCRs failed to identify that the
disposition was not complete and one instance where an NCR was not written 10 resolve &
polarization index measurement that was out of specification. These weaknesses were quickly
corrected by PECo and none of the items remain unresolved.

PECo responses to NRC Generic Letters and Bulletins have consistently shown a ¢!
wi.derstanding of the involved issues. The responses have been submitted in a timely mar
with acceptable proposed resolutions with no need to request additional information. Lic.
amendments contained good supporting analyses and needed iittle additional information. T
discussion of no significant hazards considerations (NSHC) within the amendment applications
was very thorough and complete. Some of the safety evaluations, however, were adequate bul
weak; the NSHC discussion sometimes provided a better safety assessment than the reported
safety evaluation.

As noted in Section I11. A, the NRC determined that the licensed operavor requalification program
was unsatisfactory based on individual failure rate, Weaknesses were noted in overall cre
communications, crew coordination under transient conditions, implementation of emergency
operating procedures, knowledge of plant systems and the improper use of facility procedures,
Certain of these weaknesses were repetitive of those noted during the previous and first
requalification examination in 1988, PECo's root cause analysis was self-critical and identified
insufficient management attention to the requalification process as the root cause of the
weaknesses, PECo also noted additional causes of ineffective corrective actions 1o previously
identified generic weaknesses, NRC agreed with PECo's conclusions and related corrective
actions. Considering the weaknesses noted during all examinations given during this assessment
period, it appeared that the ineffective training program aspects mayv be due to a weak
involvement in the PECo operator training program by middle level managers from multiple
departments, Although the operator requalification program was found to be unsatisfactory, safe
operation of the Limerick facility was not affected as evidenced by the satisfactory operating
record during start up of Unit 2 and the small number of operator related errors while operating
both units, PECo management has taken aggressive action to correct the identified problems in
the cperator requalification program,



Summary

Overall, corporate and station management involvement in assuring quality continued to be
strong. The safety conscious approach and emphasis on quality instilled by plant management
and exercised by Limerick personnel is commendable. Corporate management has taken actions
which have significant'v improved the quality of engineering and technical support and
Emergency Preparedness. In contrast, insufficient management attenon resulted in the
unsatisfactory licensed operator requalification program. Once identifieu, problems with the
requalification program and personne! errors were aggressively and effectively pursued by
management.

Corporate management has also expanded the role of the ISEG and LQD to look beyond
compliance and assess means of improving the quality and safety of all activities, The PORC
and NRB provided coneistent, effective and in-depth review of plant issues, PECo has an
aggressive self-assessment program and is proactive in correcting identified problems. Review
teams are candid, thorough and effective in determining the root cause of events. Limerick
continues to be a well run, safety conscious organization,

11.G.2 Performance Rating: Category 1
111.G.3 Recommendations:  None

IV, SUPPORTING DATA AND SUMMARIES

IV.A  Licensee Activities
Background

The assessment period began September 1, 1989, with the Limerick Unit | reactor at full power,
On May 27 1990, the unit attained one full year of continuous operation at a capacity factor of
93.39%. There were no scrams on Unit 1. One unplanned shutdown occurred on June 4, 1990
for offgas system and main turbine permanent magnet generator repairs, Unit 1 was shutdown
on September 7, 1990 for the third refueling outage and was being refueled at the end of this
assessment period,

At the beginning of this assessment period Unit 2 was at 28% power and the startup test program
was in progress. On November 10, 1989, the Unit tripped from 98% power because of
improper phase differential relay settings for the main transformer. On January 8, 1990, the 100
hour warranty run was completed and Unit 2 commenced commercial operation. There were two
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additiona! reactor scrams occurring on July 1§, 1990 and September 10, 1990, These scrams
are further described in Section II1.C. There was one planned shutdown on August 20, 1990 o
make main turbine EHC repairs. The unit returned to power on August 26, 1990 and remained
at power through the end of this assessment period.

IV.B  NRC Inspection and Review Activities

Three NRC resident inspectors were assigned to the site throughout the assessment period,
Regional inspectors performed routine inspections throughout the period, with added inspection
emphasis during the scheduled outage. Team inspections were conducted in the arcas of
emergency planning, emergency operating procedures, regulatory effectiveness review and post
accident sampling system, NRC performed a total of 3,963 hours of inspection during the
period, which equates to 3,526 hours on an annualized basis,

IV.C  Sigaificant Management Meetings

A Management Meeting was held on October 6, 1989, at Limerick to discuss PECo's Self
Assessment of the Unit 2 Power Ascension Program.

An Enforcement Conference was held on February 23, 1990, in the NRC Region | Office to
discuss potential violations associated with Appendix R Safe Shutdown Issues. Subsequently,
no violations were issued.

A Management Meeting was held on March 15, 1990, in the NRC Region 1 Office to discuss
PECo's root cause analysis and proposed corrective actions regarding weaknesses identified as
a result of an NRC administered operator requalificition examination, (PECo ac.ons to ensure
that the weaknesses were promptly corrected were detailed in Confirmatory Action Letter (CAL)
1-90-003 dated February 9, 1990.)

A Management Meeting was held on March 13, 1990, at Limerick to conduct a mid-cycle SALP
review of licensee performance.

A Management Meeting was held on April 27, 1990, in the NRC Region I Office to discuss
improvemernts PECo had implemented or planned to the engineering department since the
previous SALP,

A Management Meeting was held on April 27, 1990, in the NRC Region 1 Office to discuss the
Emergency Preparedness Program.

A Management Meeting was held on August 29, 1990, at Limerick to discuss technical issues
related to the disposition of the N2H recirculation pipe to nozzle safe-end weld indication.
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A Management Meating was held on October §, 1990, in the NRC Headquarters Office in
Rockville, Maryland to review newly obta‘ned data and PECo's planned disposition regarding
the N2H recirculation pipe to nozzle safe-end weld indication.

IV.D Reactor Scrams and Unplanned Shutdowns
Event Description

1. Unit 2 automatically scrammed on Turbine Control Valve fast closure as a result of
improperly specified "A" phase differential relay settings on the main transformer. This was
during the power ascension program.,

11710/89 98% Undetected Engineering (design)
calculation error

2, Unit 2 automatically scrammed on low condenser vacuum caused when an oil drain pipe
separated within the main condenser. The oil drain line is routed through the condenser and is
open ended to atmosphere.

7/15/90 100% Inadequate pipe Engineering (design)
sunport design

3. Unit 2 automatically scrammed when a short occurred in a defective switch in & temperature
indicating module while an operator was taking main steam tunnel area temperature reacings.
Another temperature circuit was in bypass at the time due to surveillance testing.

9/10/90 100% Defective temperature Not applicable
module

4. Unit 1 was shutdown for repairs due to low condenser vacuum and a failure of the turbine's
permanent magnet generator,

6/4/90 100 % Random equipment Not Applicable
failures
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INSPECTION HOURS SUMMARY

Limerick Generating Station

TAB k1

September 1, 1989 - October 15, 1990

Fungctional Area
Plant Operations
Radiological Controls
Maintenance/Surveillance

Engineening/Technical
Support

Emergency Preparedness
Security and Sat:guards

Safety Assessment/
Quality Verification

TOTALS

Annualized

Hours = __Hours

1,524
523
540

701

253
162

260

3,963

1,356
465
481

624

225
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TABLE 2
ENFORCEMENT SUMMARY
Limerick Generating Station

September 1, 1989 - October 18, 1990

Eunctional Area Level 1V Level V
Plant Operations 2
Radiological Controls ]
Maintenance/Surveillance l
Engineering/Technical 2

Support

Emergency Preparedness

Security

——

Safety Assessment/
Quality Verification

TOTALS 6 1
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As can be seen by the preceeding table, cause code A (personnel error) was the major contributor
to the total of LERs. A PECo analysis of the reasons for the personnel errors has identified that
the most frequent errors were lack of attention: 10 detail while performing procedure oriented
tasks. The analysis also showed that journeymen rache than new operators and technicians were
the initiators.

No correlation could be determined with the next highest cor ributor, cause code E (component
failure). These events seemed random in nature. The remainice LERSs had root cause analysis
performed by PECo and have been categorized into the assigned i se codes as shown.  All of
& iniliring events heve been correcied or are being addressed £y PECo. PECO has & very
active rool . asse wnxlys s program that performs a detailed analysis ot '.ERs followed by prompt
management atteubion

During the last SALF w0 |, there were 90 LERS issued over a 489 day . ¢riod with one unit
in operation. This ZA1 ? period, there were 57 LERs issued over a 410 day period with two
units in operation. This epresents & decrease in the number of LERs issued without observed
change in the reporting #h: shold. The last SALP recorded 26 personnel errors, and this SALP
shows 2’ personnel ¢~ ws. Considering the doubling of surveillance and preventative
M = 1esting, v 2 se of the additional unit being placed in operation, it appeats that the
num - .. . drrences Lu personnel errors has significantly decrease!.
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Categuy N.

Insuificient information exists to support an assessment of licensee performance. These
cases would include instances in which a rating could not be developed because of
insufficient licensee activity or insufficient NRC inspection,

The SALP Board may assess a functional area and compare the licensee’s performance during
a portion of the assessment period to that during an entire period in order to determine a
performance trend. Generally, performance in the latter part of a SALP period is compared to
the performance of the entire period. Trends in performance from one period to the next may
also be noted. The trend categories used by the SALP Board are as follows:

Improving:  Licensee performance was determined to be improving during the atsessment
period.

Declining:  Licensee performance was determined to be dellining during the assessment
pericd and the licensee had not taken meaningful steps to address this pattern.

A trend is assigned only when, in the opinion of the SALP Board, the trend is significant enough
to be considered indicative of a likely change in the performance category in the near future,
For example, a classification of "Category 2, Improving” indicates the clear potential for
"Category 1" performance in the next SALP period.

It should be noted that Ceiegory 3 performance, the lowest category, represents acceptable safety
performance. 1t at any time the NRC concluded that a licensee was not achieving an adequate
level of sofety 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 SALY process.
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UNITED STATES
NUCLEAR REGULATORY COMMISSION
REGION |
475 ALLENDALE ROAD
KING OF PRUSSIA PENNSYLVANIA 19400
Docket Nos. S0-352/DPR DEC 21 1990
50-353/DPR

Philadelphia Electric Company
ATTN Mr. D. M. Smith

Senior Vice President-Nuclear
Nuclear Group Headquarters
Correspondence Control Desk
P.C. Box 195
Wayne, Pennsylvania 19087.0195

Gentiemen

Subject Systematic Asses.cient of Licensee Performance (SALP) Initial Report Number
50-352/89-99 and 50-353/89-99

A NRC SALP Board, conducted on November 28, 1990, reviewed and evaluated the
performance of activities at the Limerick Generating Station for the period of September 1, 1989
through October 15, 1990. The enclosed Initial SALP Report documesits the results of this
assessment. A meeting to discuss the SALP evaluation has been scheduled for 1:00 p.m.,
January 8, 1991, at your Energy Information Center, Limerick, Pennsylvania

At the SALP meeting you should be prepared to discuss our assessment, and your plans to
continue to improve performance. The meeting is intended to be a candid dialogue wherein any
comments you may have regarding our report are discussed Additionally, you may provide
written comments within 20 days afier the meeting

Your cooperation with us is appreciated

Sincerely,
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omas T. Martin /
Regiona! Administrator

Enclosure: Initial SALP Report 50-352/89.99 & 50-353/89-99
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R. J. Lees, Chairman, Nuclear Review Board

G. M. Leitch, Vice President - Limerick Generating Station

D. R. Helwig, Vice President of Nuclear Engineering and Services
J. W, Durnham, Sr, Vice President and General Council

M. J. McCormick, Jr., Manager - Limerick Generating Station
G. A. Hunger, Jr., Director - Licensing Section

J. Doering, Project Manager - Limerick Generating Station

J. F. O'Rourke, Manager - Limerick Quality Division

G. J. Madsen, Regulatory Engineer - Limerick Generating Station
T. B. Conner, Jr., Esquire

Secretary, Nuclear Committee of the Board

Public Document Room (PD«)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (NSIC)

NRC Resident Inspector

Commonwealth of Pennsylvania

Chairman Carr

Commissioner Rogers

Commissioner Curtiss

Commissioner Remick

K. Abraham, PAO-RI(20)
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NRC letter dated December 21, 1990, transmitted the NRC
L

Ty atic Assessment

(SALP) Board Initial Report NosS. ﬁ/- 52/8 and 50-353/89-
99 which provided an asiessment of our L mcr‘(k q'nefa**"g Statwu LUS>, Units 1 and
2, for the period September 1, 1989 throu r 15, 1990. We then met with NRC
renresentatives on January 8, 19 at the LGS Energy Information Canter to discuss
the SALP Board assessments descr d in the Report and our plans to continue to
improve performance. The December 21, 1990 letter also stated that we may provide
written comments within 20 days after the meeting. Accordingly, this letter provides
our written comments regarding the initial SALP Report by summarizing our
presentations at the January 8 51 meeting.

of Licensee Performance

Overall, we concur with the SALP Board's assessment of activiiies at LGS. We
agree that the initial SALP Report accurately reflects our performance at LGS during
a challenging period of completing the Unit 2 startup testing program ard the
transition to two unit operation, and recognizes the effectiveness of the corrective
actions which are underway to strengthen identified weaknesses. Specifically, in the
Emergency Preparedness (EP) area, we initiated a long-term improvement plan based on
the recommendations of our management root cause assessment team, This plan, which
inc ludes maintaining strong senior management oversight, improving communications
between corporate management and the EP staffs at the site and corporate office
increased EP staffing, an eievated site EP reporting level, and EP training
improvements, is nearly complete. Significant improvements in the EP program have
been achieved with ongoing management involvement and commitment to maintaining, as
well as continued improvement of, the effectiveness of the EP program. We understand
the NRC's concer: ‘or ensuring that the resources necessary to complete the long-term
improvement plan _ce maintained during completion of the common Emergency Operations
Facility for '6% +§ the Peach Bottom Atomic Power Station (PBAPS). EP program
resources ar. . will remain committed to continued program improvement.
Furthermore, management attention will continue to be focused on programmatic issues
not only to maintain, but to continue to improve our EP program,

In the Engineering and Technical Support area, we agree with the SALP Board's
assessment regarding the high quality of engineering work and the significant
improvement in the modification process. We also recognize the improved
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communications resulting from our engineering/site interface meetings. Several
initiatives, such as the establishment of a design review board, are being taken that
will result in continued improvement in the quality of engineering work, timely
responses to the NRC, and communications between corporate and the site groups.

We agree that the initial SALP Report also accurately identifies that
insufficient management attention and oversight contributed to the unsatisfactory
Licensed Operator Requalification (LOR) training program. We note that although the
LOR training program was unsatisfactory, safe operation of LGS was not affected. LGS
Lperations ana Training management has aggressively pursed the appropriate actions
based on the recommendations from our root cause analysis to correct the identified
weaknesses in the LOR training program. The corrective actions include the
development of Operation Performance Standards similar to those of PBAPS and Control
Room Teamwork Training based on a program developed by the Institute of Nuclear Power
Operation's (INPO's) National Academy for Nuclear Training. As a result of these
actions and increased management attention, we have noted improved operator
performance during training and we are conficent that these actions wiil result in an
improved and satisfactory LOR training program,

In the Safety Assessment and Quality Verification area, we agree with the SALP
Board's assessment that our management needs to aggressively and effectively identify
problems in the areas t“at support plant operations (e.g., training, EP). Through
the implementation of an improved and rigorous seif-assessment process and also the
root cause analysis process, we are ronfident that the early identification and
resolution of problems will show significant improvement. This will also involve the
focusing of proper management attention in areas that support the operation of the
plant.

We are embarking on a new process at LGS called Quality Management, This
process is now being developed and will focus on instilling pride in individual
performances, helping to minimize personnel errors, and attaining personal
accountability. This process will help solve the problems that the NRC and we
jdentified as obstacles to achieving excellence. We are actively working to prevent
the tendency towards complacency and are striving for professionalism and quality
work in all areas. We are confident that these continued improvements and self
assessments will result in a stronger LGS organization and will move us ahead to the
goal of excellence.

Finally, we note a typographical error on page 7 of the initial SALP Report.
Specifically, in the last paragraph, the reference should be to the "1990 Unit 1
outage." IR

If you have any questions, or need additional information, please contact us.

Very truly yours,

DBN/GHS:rgs

cc: T. T. Martin, Administrator, Region [, USNRC
T. J. Kenny, USNRC Senior Resident Inspector, LGS



