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1. SUMMARY
ILA  Facility Performance

8/1/88 - 10/31/89  11/1/89 - 2/28/91

Plant Operations 1, Declining
Radiological Controls
Maintenance/Surveillance
Emergency Preparedness
Security and Safeguards
Engineering and Technical Support
Safety Assessment/Quality

Verification
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. Improving
., Improving
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ILB  Overall Facility Evaluation

Overall, this SALP found Maine Yankee performance to be safe and conservative. Plant
Operations and Maintenance/Surveillance were rated as superior, and the other five areas
were rated as good. Stronger management overview of Security was accompanied by
improvements in all aspects of the program, with protected acea lighting, intrusion detection,
access controls, and responsc controls being notable examples.  Radiological Controls
improvements were evident in organization changes, additior al staffing, and control over
radiation exposures during cutages.

While rated superior overall, a declining trend was found in Plant Operations. This involved
operator errors which resulted in an unintended reduction in Reactor Coolant System (RCS)
inventory during RCS vent and fill and in generation of a safety injection action signal while
shut down. In addition, a recirculation action sigral was initiated, while shut down, because
of failure to maintain requisite plant conditions when a surveillance was interrupted. Such
errors, if continued unchecked, could lead to a lower peiformance rating in the next SALP
cyele,

There were no reactor trips. Eleven reactor shetdowns occurred. Two of these were
conservative, but four were due to long-standing design deficiencies and four more appeared
to be due to design-related equipment failures. Collectively, these indicate a need to ymprove
design control Lased on operating experience.

An attempt to repair a containment isalation valve at power resulted in a small but unisolable
main steam leak which necessitated shutting down to repair, Also, despite radiological
controls improvements, inadequate control over work on a valve produced significant
unplanned radiation exposures 10 three workers. In addition, exposure controls for steam
generator and primary component cooling work were weak. These factors and the
personnel-induced safety signals noted above indicated problems in performing infrequent
evolutions. That, in turn, was evaluated as indicative of over-reliance on individual
performance.
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1. PERFORMANCE ANALYSIS
LA Plant Operations
11.A L Analysis

This area was previously rated Category | based on a demonstrated strong orientation toward
safe operation, with good management involvement and oversight. The Operations
Department exhibited professionalism and technical and operational compewence.

During this period, management involvement in operations continued to be strong.
Operations matters were effectively brought to the attent'on of licensee management in the
Morning Managers Meetings. During these meetings, the on-shift Plant Shift Supervisors
(PSSs) actively demonstrated a questioning attitude toward plant activities. Issues were
openly discussed and actions for resolution assigned.

Safety conservatism was evident. For example, management direction on actions to be taken
duning increased primary system leakage resulted in procedural controls that were
conservative compared to the Technical Specifications. Then, during a rapid increase in
primary to secondary leakage, the operators proficiently performed a timely shutdown,
minimizing the effect of a steam generator tube failure. Also, during the refueling shutdown,
temporary cooling was provided for the spent fuel pool by portable heat exchangers.
Emergency diesel generator surveillances and detailed planning of a medium voltage electrical
bus reinsulation effort assurec that reliable power was available for shutdown cooling.

There were no plant trips during this peniod. A forced outage resulted from a conservative
response 10 suspected main generator exciter seal ring leakage. Also, operators conducted
emergency shutdowns, without incident, for the Reactor Coolant Pump seal failure in
November 1989 and the Steam Generator Tube leak in December 1990, These
accomplishments indicated strong operations performance.

Staffing was sufficient to allow minima! use of overtime for shift coverage. During periods
of high workload, there was a need to use overtime to accomplish procedure revisions,
maintenance authorizations, safety tagging, and long-term operations projects, but appropriate
management of overtime was evident.

In March 1990, the NRC conducted a requalification program evaluation. Six of the seven
aperators examined passed all portions of the examination. (Based on the small sample,
program evaluation was deferred.) The evaluation determined that one of the licensee’s
training instructors had beer exempted from the required annual operating test as allowed by
their requa.ification program but in violation of 10 CFR 55.59. Licensee management
immediately restored the requalification program to compliance with 10 CFR 55.59(a)(2)
upon NRC identification of the discrepancy. An NRC administered initial examination was
conducted in August 1990, All nine candidates passed and only minor SRO and RO generic
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weaknesses were identified.  One requalification simulator re-examination was administered
and a passing grade was achieved. The high success rate on NRC-administered operator
examinations indicated good training and qualification of operators.

A high voltage switching error, early in the SALP penod, was the result of weak training on
switching and poor communications between the control room and in-plant operators.
Further, one Safety Injection Actuation System (SIAS) actuation and one Recirculation
Actuation Signal (RAS) actuation occurred during the refueling outage. The SIAS actuated
when an operator manipulated the wrong breaker, desnergizing two vital busses. Licensee
root cause evaluation appropriately addressed the pr.acipal contributors, iacluding inadequate
labels, an insufficiently detailed procedure and th~ SIAS actuation relays being operable when
they were not needed. The RAS actuation occurred after an SIAS logic verification
surveillance conducted by Instrument and Control (1&C) technicians was halted in progress.
When technicians resumed the surveillance four days later without reverifying that the
required initial conditions existed, plant condition changes resulted in the RAS actuation. d
a momentary loss of Residua! Heat Removal (RHR). (This involved Emergency Core
Cooling suction valve alignment to the containment sump, with no plant effect except tripping
of the running RHR pump.) Maine Yankee's corrective actions included changes to the
associated surveiliance and operations procedures, a reinforcement of the practice of
reverifying procedure prerequisites when work resumes after a delay, and addition of
"surveillances in progress” to operations turnovers.

During Reactor Coolant System (RCS) venting and filling, an inadvertent reduction i RCS
inventory reduced the margin {0 interruption of RHR. A root cause was inadequate
procedural guidance on the return to service of pressurizer instrumentation. As a resuit,
misleading pressurizer level indication was provided to the operators. Operators were aware
of disparate level indications but continued the evolution without resolving the dispanty.
Also, operators reduced pressurizer level by a means not authorized under existing
conditions. These were anomalous but notable instances of poor operator performance.
Procedure inadequacies contributed to these errors. Senior licensee management attention to
this matter was evident; the licensee President placed a hold on plant start-up until the root
cause was addressed to his satisfation.

The above events revealed weaknesses in: the quality of infrequently used, albeit routine
outage-related procedures; attention to detail in procedure implementation and revision; and
communications between the control room and in-plant operators., Communication within the
operating crews improved after management emphasis.

In summary, management involvement and oversight of plant operations continued to be
strong. Operations personnel demonstrated ' 'nical competence and professionalism.
Staffing was appropriate., Operations proced.os and their implementation were adequate.
Operator training, analysis of events and corrective actions were generally strong based on
few operational events and their non-repetitive nature. However, the personnel errors and
minor events which were noted during this period indicated a declining performance trend.

ILA.2 Performance Rating: Category 1, Declining
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[11.B. Radiological Controls
1L.B.1 Analysis

Radiolc gical controls was previously rated Category 2. Radiation protection performance had
improved, There were upgrades to the organization and its capabilities, improved efforis to
reduce radiation exposures, and effective effluent and environmental monitoring programs.
Weaknesses included continued lapses in adhering to radiation protection requiremen’s and in
completing radwaste shipping manifests. Self-identified and NRC-identified concerns were
addressed by establishing a Radiation Protection Improvement Plan (RPIP) and completing its
specified independent, in-depth self-assessment.

Radiation Protection

NRC review of external and internal exposure controls identified inconsistent performance.
Very good radiological controls were implemented for reactor thermal shield work, a task
involving divers working close 1o the highly radioactive thermal shield. However,
radiological controls for tasks such as steam generator work and primary component cooling
(PCC) valve work were weak in basic occupational exposure controls including inter- and
intra-departmental communications, Reviews of PCC valve work identified problems in the
radiation work permit prog:am, the High Radiation Area exposure control program. and the
radiological work conuol program. Lack of understanding of work scepe and job coverage
requirements for the PCC valve work resulted in three workers receiving unplanned,
unmonitored exposures ranging from about 655 millirem to about 1205 millirem.

Reviews of steam generator work during the routing outage «nd the later repair of the leaking
stear generator also identified significant personnel exposure tracking and control problems.
Despite these weaknesses, the licensee's overall radiological controls response to the leaking
steam generator event was commendable. Good ALARA efforts were implemented and no
personnel contaminations, or unmonitored releases or releases in excess of limits occurred.

NRC review identified significant improvement in the As Low As Reasonably Achievable
(ALARA) program. A new outage radiological controls plan provided improved planmng
guidance. Outage tasks received extensive ALARA review, Experienced ALARA personnel
provided ALARA oversight. There was management oversight of accrued radiation
exposures and efforts to identify performance improvement opportunities. Efforts to reduce
exposure were good, but there were high dose rates on piping due to deposited radioactive
material. The licensee decontaminated numerous 1solated radiation hot spots on piping.

Continued i. plementation of the RPIP included a radiological controls staff reorganization to
enhance management oversight. Also, the dual chemistry and radiation protection
responsibilities of radiation protection (RP) technicians were eliminated, allowing increased
specialization. Additinnal staff was hired, including six RP technicians. A Radiological
Controls Section Head was selected. Additional technical support positions were created and
were being staffed. Long-term contractors and personnel from the Yankee organization
assisted on-site with program enhancements. These were significant efforts to enhance RP.
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To address events and procedure and policy implementation problems, radiviogical controls
training was enhanced. For example, RP technician training was revised 10 ensure & clear
understanding of their responsibilities, a previous weakness. In addition, all personnel were
trained on the operational implications of failed fuel, and special training was provided to
radiation workers to correct continuing personnel contamination control problems. These
were good initiatives; the results remain to be evaluated.

NRC review found good performance-based audits of on-going outage activities. A qualified
individual was hired to audit outage radiation protection activities. Audit findings were
resolved in a timely fashion. An extensive data base was used for trending all findings
including radiological controls findings. Comprehensive finding reviews and bi-annual
evaluations were provided to the Nuclear Safety Oversigh: and Review Committee and to the
President of Maine Yankee. This commendable practice showed effective station and
corporate management involvement,

The licensee took immediate, appropriate short-term corrective actions on problems. Also,
the licensee recognized that program upgrades continued 10 be needed and identified specific
upgrades consistent with the RPIP. While these upgrades were not initiated, the licensee
expects, consistent with the RPIP schedule, to upgrade most of these programs before the
next refueling outage. Management support of the upgrade efforts was apparent,

Radioactive Effluent and Environmental Monitering

The licensee effectively implemented the radioactive gaseous and radioactive liguid effluents
control program and the radiological environmental monitoring program. Detailed and we!l-
written procedures resulted in excellent control of these activities. Also, the upgrade of the
effluent and process radiation monitoring system (RMS) was an excellent licensee initiative,

Licensee performance during a confirmatory measurements inspection was excellent, with all
on-site radioactivity and chemistry standards measurements in agreement and the licensee's
laboratory QA/QC program a noted strength.

QA audits of these areas were thorough and of excellent technical depth, Overall, the
licensee's performance in these areas was excellent.

Transportation and Solid Radioactive Waste

There were significant efforts to remove radioactive waste from plant areas for erther
temporary storage or offsite shipment and disposal. The licensee cleaned up backyard arcas
and removed temporary storage areas at the rear of the station. NRC observations of storage
and control found good overall efforts. The licensee completely rewrote the radioactive
material handling program to address weaknesses identified by self-assessment.

In addition, to address documentation problems identified during the previous SALP, the
licensee purchased comprehensive radwaste transportation software for calculation of waste
and transport classifications, and increased supervisory oversight of shipping paperwork.
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During this periad, no forced shutdowns, plant trips, or Engineered Safety Feature (ESF)
actuations resulted from mzintenance. Safety conservatism was evident in the reduction 1o
10% power to isolate Feedwater Regulating Valve FW-F-207 10 replace the packing, and in
the plant shutdowns for generator seal ring replacement ard main turbine lube oil pressure
decay evaluation. In the latter two instances, the plant was conservatively shut down to
investigate whether unexplained symptoms involved equipment degradation. Resolution of
technical issues was usually timely. An example was the i stallation of spare Control
Element Drive Mechanism (CEDM) power supplies as a result of previous dropped rods due
to power supply failures.

Maintenance was generally weil controlled. The repair of Letdown Isolation Valve LD-M-2
and Steam Generator SG-1 tube leak activities were examples. During the repai, of Main
Steam Non-Return Bypass Valve MS-70, however, normal procedural controls were bypassed
due 10 a perceived urgency 1o keep the plant on-line. The repair required mamntenance
personnel to cut the yoke off from a manual valve which could not be isolated from the main
steam line. Because the valve stem had separated from the plug, the yoke and valve stem
were foreibly ejected into a wall about fifteen feet from the valve,  There were no injuries,
but a small unisolable main steam leak was created through the valve body. Maintenance
personnel skillfully capped the leak, and the plant was shut down to repair MS-70.
Subsequent detailed Maine Yankee self-assessment identified programmatic weaknesses
including the failure to adhere to the procedure for control of equipmer: tagging. Self-
assessment also identified procedures, procedure adherence, and the process for control of
mainienance as needing improvement. With corporate management support, plant
management undertook to redefine the basic purpose and philosophy of procedures, initiate a
program to improve procedure quality, and e:aphasize procedure adherence.

Maine Yankee's commitment to quality maintenance was apparent in the permanent
establishment of an outage planning group which provided detailed planning, assignment of
priorities, and coordination of maintenance activities. This group proved particularly
effective during several unplanned outages late in the SALP period. A new maintenance
manager and supervisors provided fresh insight and vigor in the maintenance organization,
while making the experience and insight of the previous maintenance managers available in
other disciplines. Efforts to upgrade maintenance also included development of a
Maintenance Quality Improvement Program, implementation of Maintenance Department
Standards of Excellence and improved trending of rework. An automated work control
system was scheduled for full implementat.on in April 1991, Low turnover, highly qualified
maintenance personnel, and an effective training program continued to contribute to high
equipment reliability. Good staffing resulted in relatively little routine use of overtiie.

Management involvement was evident in the well controiled and timely manner in which the
NRC maintenance team inspection findings were addressed and resolved by the licensee.
Management was fully dedicated to a strong maintenance program and allocated resources to
support their program goals. Program controls were in place 1o evaluaie the mamtenance
program in such areas as work backiog, open work orders, and re-work. The backlog of
work was reviewed on a daily basis at morning meetings and closely managed,
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Only one missed surveillance was detected, and tnat was licer.._e-dentified. Maine Yankee
took prompt corrective action to address a self-identified problem concerning a mispositioned
RPS switch and an NRC-iGentified problem v th testing of the emergency diesel-generators
for their capability to accept expected reactive load.

Routine surveillances generally were well-controlled and major surveillances, such as eddy
current inspection of the steam generator during the refueling outage, received careful
oversight, Overall, the In-Service Inspection program (ISI) was well defined and controlled
by the licensee. Innovative examination techniques and evaluation for eddy current testing of
steam generator tubes were a notable strength. However, during the December 1990
shutdown following a steam generator tube ieak, Maine Yankee's initial failure to expand
eddy current testing of the steam blanket region into another steam generator indicated a
weakness in IS] program implementation, Subsequently, significant engineering,
maintenance, and inspection effort was expended to assure that all cracked and pitted steam
generator tubes were identi®~d and removed from service. In addition, a sound response 10
technical issues was demon: « ited by the thorough root cause analysis of a shorted CEDM
power supply revealed during a surveillance i January 1990,

Personnel conducting surveillances were typically knowledgeable, careful, and conscientious.
some turnover of personnel in the Instrumentation an/ ontrols organization was promptly
addressed by management. No associated adverse impact on surveillance was found.

In summary, the maintenance and surveillance programs were effective, resulting in no plant
trips and two Engineered Safety Feature actuations. Management emphasis on increasing
plant reliability through effective maintenance was evident in allocation of increased resources
for management, planning, and management tools such as automated work requests and a
procedure ur rade program. Maintenance was well-controlled and corrective actions were
~ased on thorough self-assessment.

1.C.2 Performance Rating: Category |

LD, Emergency Preparedness
1HL.D.] Analysis

During the previous SALP, Emergency Preparedness (EP) was rated Category 2, improving.
That assessment was based upon demonstration of a good emergency response capability as
well as a technically sound and thorough improvements to the alert and notification system.
Problems were noted regarding staffing for EP program functions and some Emergency
Response Organization (ERO) staff members were not fully trained.

During this period, management involvement and control of EP weie very good. Senior
management was formally and informally kept apprised of EP actuvities. Managers reviewed
and approved revisions to the Emergency Plan and Emergency Plar Implementing
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properly declared. Subsequent emergency plan implementation and offsite notifications were
correct and timely. The cause of the event was quickly identified and the source of the leak
isolated. The Unusur! Event lasted only about five minutes.

The Emergency Preparedness Program was well maintained by the Section Head, Emergency
Preparedness and Environmental Engineering, who was responsible for all offsite and onsite

activities. He was assisted by two Emergency Preparedness Coordinators (onsite and offsite)
and by a dedicated position in the Training Department. This staff was sufficient: additional
support was provided by various plant staff and by the Yankee Atomic Service Division.

The licensee continued to work closely with the State of Maine and local communities. One
staff member was dedicated to offsite planning. That individual, and many management
representatives, attended numerous meetings with the State and with local communities. The
licensee worked closely with the State to upgrade the alert and notification system. Offsite
training conducted by the licensee included both State and local responders. The licensee also
conducted required annual training on Emergency Action Levels.

In summary, the licensee maintained a good emergency response capability. Management
was involved in maintaining the program, participating in the program, and interfacing with
offsite agencies, Training was effective for control room and technical support center staffs.
However, EOF staff performance weaknesses were noted in two consecutive exercises, and
the weakness in the second exercise were significant enough for imposition for a remedial
exercise. Staffing of the emergency preparedness ,..ogram and the ERO was good.
Coordination with the State of Maine and local communities continued to be a strength.

11.D.2 Performance Rating: Category 2
[ILE. Security
lILE.] Analysis

During the previous SALP, performance was rated as Category 2. There was a reduction in
program effectiveness during the first third of the period. Escalated enforcement action
midway through the period was followed by a significant increase in management attention
and involvement, There was a subsequent sizeable expenditure of capita ‘esources and a
great deal of wr rk by licensee management and staff to improve the program.

During this SALP period, essentially all of the initiatives undertaken in the previous period
were continued and aggressive management attention was maintained. Improvements in all
aspects of the program continued. Notable improvements were effected in protected area
lighting, intrusion detection, assessment and response capabilities, and access control. In
addition, weaknesses identified in the previous SALP were promptly and effectively
addressed as discussed in the following peragraphs. This was evidence of the licensee’s
renewed commitment to improved security effectiveness.
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In addition to the emphasis on improving performance of the security force, revision of
training lesson plans was initiated, and the training records and documentation were improved
to facilitate requalification. The training staff consisted of four professional and dedicated
instructors and one full-time administrative aide. The instructors were very knowledgeable of
and qualified in their areas of expertise.

Staffing of the security force was consistent with the need. Overtime was well-controlied and
was significantly reduced through the use of contract watch personnel for the more routine
tasks. Security force members demonstrated a professional demeanor and significantly
improved morale. This accompanied the reduction in overtime, improved communications
within the contract security organization and between licensee and contractor management, an
increase in wages and benefits, and initiation of several award programs. This was further
evidence of the licensee’s commitment to an effective program.

On January 1, 1991, the licensee engaged a new security force contractor.  The change
primanily affected contractor management and resulted in very little turnover in the security
force. The transition between contractors occurred very smoothly and with no observed
degradation of security effectiveness. This indicated that the licensee’s prior planning and
coordination were thorough and well-implemented. The change in contractors also indicated
the licensee's interest in further improving program and personnel performance.

Early in the period, a personnel error by a member of the plant staff was not promptly
reported to the NRC because of a poor understanding of reporting requirements.
Subsequently, a better understanding of the reporting requirements was indicated. Four
events requiring prompt reporting were correctly reported. All of these involved personnel
error and three were attributed to security personnel. Two events resulted from a degraded
security barrier, one from a degraded intrusion detection system (IDS), and the other from an
inattentive watch-person. NRC evaluation of the events attributed to the security organization
revealed that none were related to training program deficiencies. NRC review of the
licensee's quarterly event logs revealed that logged events were being proper!, documented,
and that appropriate trend analyses, and corrective actions, where required, were being
performed. This was additional evidence that the licensee had improved its understanding of
the NRC’s reporting requirements.

Personnel and vehicle access control during the refueling outage was improved. Plant worker
shift schedules were staggered to relieve turnover traffic. Modifications to the gate house and
additional security personnel were instrumental in controlling access and providing quality
searches of incoming packages. Controls, such as temporary lighting and location of trailers
moved into the protected area for the outage, were good.

During this period, the licensee implemented a Fitness-for-Duty (FFD) program in response
to NRC requirements. Program development and implementation were responsive to the
spirit and intent of the NRC's FFD rule. Adequate resources were applied and a very
comprehensive and in-depth audit program was in place.
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. Turbine-Generator Electro-Hydraulic Control (EHC) power supply failure due to the
modified supply having too high a voltage.

. High closure ferces causing a letdown isolation valve to wedge itself shut.

. Slow identification of the uninstallable design for the environmentally qualified
containment isolation valve limit switches, the failure of which had potential generic
implications.

. Erratic EHC control system operation, involving EHC system interaction with the new

main turbine,

. Steam Generator (SG) tube leak repair involving prior failure to address the known
phenomenon of steam blanketing of SG tubes.

During preparation for power operation after the 1990 refueling outage, a Maine Yankee
control element assembly (CEA) could not be fully inserted into the core. The immediate
corrective actions were aggressive, as were the efforts that determined the CEA was
mechanically stuck. Maine Yankee undertook a tnerough review of the event, performed
extensive non-destructive tests to gain a complete picture of the problem, worked with the
vendor (Combustion Engineering) to establish a rooi- ause, and defined the generic
implications for other Combustion Engineering [icensee  Maine Yankee then distributed
their results and findings to other utilities via the Nuclear Network, and presented a summary
report to the NRC. In contrast to this instance of excellent performance, incomplete review
of the at-power repair of a bypass valve in the main steam system, MS-70, resulted in the
ejection of the valve stem and in a small, unisolable steam leak. This was an instance of
weakness in safety evaluation of planned activities,

In summary, the performance of the Maine Yankee engineering staff was good. Actions
taken in response 1o the weaknesses identified in the previous SALP report were generally
positive, as were the planning and the assipament of priorities. The approach to technical
issues was usually sound and routinely exhibiied safety conservatism. Decisions involving
safety were generally made with adequate review, and corporate management was frequently
involved. Engineering evaluations and technical data in support of amendment requests were
consistently adequate. However, several instances of lack of attention to detail in design and
safety evaluation activities were noted (e.g., MS-70, EQ limit switches).

11.F.2 Performance Rating: Category 2

[I1.G. Safety Assessment/Quality Verification
HL.G.1 Analysis
This area was previously rated as Category 2. Strengths included: a proactive management

philosophy 1n seeking out and correcting substandard or unusual plant performance; timely
analysis of events; and engineering and technical analyses. Licensee-initiated liceising
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In December 1990, vigilance of the Chemistry staff provided early indication of an evolving
steam generator tube leak and prompted timely and conservative action. Early wdentfication
by the Chemistry staff, and the Operations staff decision to initiate a plant shutdown before
Technical Specification limits were approached, contributed to minimizing the potential
consequences of the leak. These timely and conservative actions were specifically
commended by the NRC Regional Administrator in his January 22,1991 letter to Maine
Yankee.

Although Maine Yankee did not have a reactor trip during this period, there were eleven
plant shutdowns. Two of these were voluntary and indicaied a conservative approach to
operations, but four were due to long-standing design deficiencies and four others were due
to design-related equipment problems. Collectively, the design-related shutdowns indicate a
need to improve design control based on operating experience.

In one case, administrative controls over maintenance on energized equipment without using
the administrative tagging system were overlooked during the unsuccessful on-line repair of
Main Steam Isolation Valve Bypass Valve MS-70. In this case, an apparent plant staff foous
on keeping the plant on-line preceded an inadequate safety review which allowed an on-line
repair attempt without due consideration of the potential consequences. To address this
specific weakness, Maine Yankee plant manager review and signature were required before
any further work without use of the administrative tagging system of control. In addition, a
special investigation of the human performance aspects of the MiS-70 event was conducted.
Changes to the administrative tagging and discrepancy reporting procedures were
recommended to ensure that activities performed without normal tagging controls receive
appropriate compensatory review., The management response to the unsuccessful repair was
timely and thorough, but this repair effort revealed the continuing reed to address previous
NRC identified weaknesses in the control of safety-related activities.

With the exception of the RAS actuation, required reports were promptly riade. Information
reported was usually complete and accurate. Post-event reviews common'y identified realistic
root causes and effective corrective actions. Licensee Event Reports (LEKS) submitted to the
NRC by Maine Yankee were good. However, LER writeups, though adequate, did not
always reflect the full scope of the review needed to determine the root cause, or the
consideration needed to establish effective actions to prevent recurrence.

In summary, plant management fostered a conscientious safety perspective. Continued
performance initiatives demonstrated improved control of activities. Both corporate and plant
management continued to demonstrate the ability to be self-critical in seeking performance
improvements. Corporate management was frequently and effectively involved in significant
events. Excellence was demonstrated in response to a steam generator tube failure,
However, weaknesses in the control of certain activities as well as the number of operational
difficulties indicate increased management attention is warranted in these areas.

11.G.2 Performance Rating: Category 2
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NRC Inspection and Review Activities

Two NRC resident inspectors were assigned for most of the assessment period. NRC team
nspections were as follows:

- Procurement Team Inspection (89-82), August 7-11, 1989, (Listed in this report due
o report issuance in May of 1990,)

. Safety System Functional Inspection Follow-up (90-80), January 14-19, 1190,
Operator Licensing Requalification Program Inspection (90-01), March 12-16, 1990,
= Regulatory Guide 1.97 Inspection (90-15), July 9-13, 1990
Emergency Preparedness Exercise (90-14), July 30 through August 3, 199G,
= Fitness-For-Duty Inspection (90-18), August 20-23, 1990,
- Maintenance Team Inspection Followup (90-20), September 24-27, 1990,
- Bulletin 88-04, "Safety Related Pump Loss” Inspection (90-<3), November 5-9, 1990,
C.  Reactor Trips/Unplanned Shutdowns
C.1 Reactor Trips: None.
.2 Unplanned Shutdowns |

Power

1, 11/7/89 100% Design Deficiency  None
Description: Reactor Coolant Pump Seal Failure (high leakage). A service-related
failure. Improved design scals were installed.

!'-)

1/15/90 100% Inadequate Engineering/Technical Support
Procedure

Description: Secondary Component Cooling Valve SCC-A-460 Stroke Time Testing

did not aswure compliance with revisec criteria.

& 7/2/90 20% Inadequate Design  Engineering/Technical Suppon
Change
Description: Electro-Hydraulic Control (EHC) Power Supply Failure due to voltage
of modified design being too high.
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