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The licensee safely and professionally conducted outages. Excellent outage performance was
characterized by effective planning and schoeduling, and frequent presence of managers and
supervisors in the field ensured the prompt resolution of safety issues. Good consideration of
snutdown risk resulted in reliable decay heat removal during the refuehing outage. Good
coordination of outage and non-outage activities was demonstrated by the Outage Planning
Group. Daily plant status meetings were effective in scheduling and prioritizing maintenance to
promptly resolve equipment and safety concerns, An example of poor coordination between
operations and management occurred when contaminated fluid, found weeping from cracks in
the drywell concrete pedestal. was not promptly brought to management's attention,

The performance and effectiveness of operations training programs were good and contributed
to the safe operation of the plant; however, early in the periou, deficiencies in the operator
training program were noted. Weaknesses wnvolved:  not providing sufficient resources 1o
maintain a systems approach to training (SAT) program; deficiencies in four of five critical
elements required for a satisfactory SAT program; inadequate controls regarding the on-shift
traiing of plant operators, which could potentially have detracted from the monitoring of plant
pavameters; and, a self-identified lack of management awareness of training issues. Subsequent
to identification, program deficiencies were corrected and the operator requalification training
program was determined by the NRC to be satisfactory. All fourteen operators who ook the
requalification exam nassed. Significant improvem...ts in job performance measures, simulator
scenarios, and exam questions were noted.

Licensed and non-licensed statfing levels and experience remained goed. Three of the six shift
crews' staffing levels exceeded the technical specifications requirements by the addition of a
spare auxiliary operator. During this pu.od, a spare Shift Supervisor was maintained on the day
shift o0 enhance staffing capabilities and to conduct special projects for the operations
departmeni,  Overtime was controlled and within administrative limits.  Support for ample
availability of senior licensed individuals was evident in providing four reactor operators for the
current Senior Reactor Operator (SRO) upgrade class, and in the recent re-alignment of the shift
Crews.

The EOP program was gencrally well implemented; however, the maintenance of EOPs was
weak. Deliciencies 1avolving the quality of EOP appendices and support procedures, and the
failure to ensure that all required materials ware available to fully implement support procedures,
were wdentified. In response to these preblems, the licensee performed an acceptable root cause
assessment and thetr imtial response 1o the weaknesses was good. This assessment ~ccurred late
in the SALP period and the NRC's ¢valuation of corrective actions is pending,

Housekeeping and the plant matenial condition remained very good, even during refueling and
maintenance outages. A fire protection inspection conducted this assessment period indicated that
the fire protection activities were effectively implemented. Cleanliness and personnel hazards
identified in the drywell duning the refueling outage were corrected by aggressive management
invoivement,  Notable initiatives included the following: establishing the fire protection
coordinator as a full time position; development of the _usis for Maintaining Operability
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Guideline, which represents a disciplined approach to resolving operability issues and aids in
identifying timely corrective actions; implementation of an expanded housekeeping inspection
program; and, an irradiated hardware disposal program.

In summary, the licensee continued to operate Vermont Yankee with a high regard for safety.
Effective management involvement and oversight continued to be evident in plant operations and
was particularly noteworthy during the refueling outage. Operator experience, knowledge, and
professionalism resulted 17 safe operation of the plant, despite some programmatic weaknesses
in training and EOPs. Effective corrective actions and program improvements in response to
identified weaknesses were observed during the period, as demonstrated by the restoration of the
operator requalification program to satisfactory. Overall, strong conservative plant operations
and very good plant material conditions remained a licensee strength,

l1.A.2 Performance Rating: Category |

11.B  Radiological Controls
11.B.1 Analysis

The previous SALP report rated this functional area as Category 2, Management involvement
in assuring quality and staffing of the Radiation Protection (RP) organization was determined to
ue adequate. However, staffing weaknesses occurred during the outage. Radiation safety
training program for both general employees and RP technicians was good. Resolution of
tecnnical issues from a safety standpoint was determined to be good. The ALARA program was
considered a licensee strength. A broad-based radiological enhancement plan was imepiemented
late in the period. The Radiological Environmental Monitoring Program (REMP) aad
radiological effluent control programs were effective. The program for the packaging and
transportation of radioactive materials was adequate.

Radiological Protection

Radiological safety 4t the plant has been improved through pertormance-based selt-assessment,
staffing improvements, resrganization, better utilization of personnel, and improved monitoring
and control of radiological activities. The assurance of quality in radiological protection
programs was considered good and improving in some areas. Plant tours by RP supervisors and
field observations by RP technicians during the refueling outage retlected a good effort 1o assure
and improve the quality of radiological safety. Continued efforts, which stress attention-to-detail
and target improvement in radiation work practices and RP procedure compliance, have been
supported by management, alinough some events involving procedural noncompliance, peiscanel
error, or inadequate control of radiological work in the field continued to occur. The
implementation of the radioiogical enhancement program has resulted in improved radiological
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postings and field controls. This program, in part, contributed to the very good radiological
housekeeping observed throughout the period, Efforts to minimize contaminated areas and
control dose rates have contributed to efficient maintenance and uperation of the plant.

During the previous assessment period,  ntract RP Technician staffing protlems contributed to
some examples of weak performance in the field. To resolve this issue, station management
mounted an aggressive campaign, to attract and retain adequate numbers of qualified contract RP
Technicians, These efforts were successful and performance during this 1992 Refueling Outage
was much improved. Two qualified technicians were added to the permanent plant staff, which
resulted in improved implementation of in-plant radiological control measures. The person who
had been filling the Plant Health Physicist position was rotated to the Training Department which
added a significant amount of plant experience to the qualifications of that group. The Plant
Health Physicist positon was temporarily filled by well-qualified individuals until a permanent
assignment was made late in the period. Overall, staffing and qualifications were improved
during the perind.

As previously noted, RP performance during the 1992 refueling outage was very good.
Technicians were assigned to satellite control points located near major work locations withip ** 2
plant. By physically locating ¢ roups of well equipped RP Technicians near work areas, e
licensee improved its ability to direct, assess and coordinate radiological efforts in the field. RP
Technicians remained well informed on changing radiological conditions resulting from
maintenance and plant operations, The use of satellite control points also removed some of the
congestion and confusion from the main control point area. In addition, redesign of the main
control point resulted in improved contamination control and communication with plant workers.
ALARA estimates were, in general, accurate. Following the outage, RP personnel performed
a detailed ALARA assessment which reviewed and explained dose expenditures and identific..
areas for improvement. ALARA performance was considered very good.

Licensee resolution of technical issues was generally determined to b2 sound and thorough.
When the staff was challenged by events involving personnel errors or inadequate radiological
controls, investigations of events were timely, technically accurate and appropriatcly biased
toward greater personnel safety. Corrective actions for incidents generally reflected a clear
understanding of safety issues,

The training program continued to be effective, although, some weaknesses were noted in the
area of respirator maintenance and testing. Plant systems training was provided to RP
Technicians in a series of interactive performance-based sessions that incorporated lessons learned
from plant events. RP personnel were technically competent and well aware of their duties and
responsibilities.  In addition, mock-up training was effectively used on jobs such as the
recirculation pump seal replacement.




Environmental Monitoring

The licensee has conducted an effective Radiological Environmental Monitoring Program
(REMP). Procedures were detailed and well written to effectively implement the REMP. The
licensee implemented a very good quality control program to ensure the validity of the analytical
me.surements for the REMP samples. The instrumentation and equipment of the meteorologica!
monitoring program were operable, properly calibrated and well matained.

Effective radioactive liquid and airborne (gaseous and particulate) effluent monitoring and control
programs were in place. Procedures were detailed and well written to effectively implement the
effluent control program. Very good calibration techniques were implemented for the effluent
radiation monitors, The licensee | ad a generally effective program to perform the surveillance
tests on filter trains for we Stanav, Ges Treatment System (SBGTS).

During this period, the licensee established appropriate monituring of the turbine building roof
vents pathway and committed to duct the roof exhaust te the main stack during refueling outage
17. The dose assessiment and engineering evaluation were technically sound and thorough and
indicated that radiation exposure to the public will be reduced. Appropriate revisions to the
Offsite Dose Calculation Manual were implemented.

Based on confirmatory measurcments, the licensee had in place an effective program for
measuring radioactivity concentrations in process and effluent samples. Procedures were detailed
and provided the necessary control of analytical performance through interlaboratory and
intralaboratory QC programs,

The Quality Assurance Audits performed by the QA Department were thorough and of good
technical depth to assess the programmatic performance of the effluent, environmental and
radiochemistry programs. Audit-identified findings and recommendations were appropriately
resolved in a timely manner.

Radioactive Waste and Transportation

The licensee’s program for processing and transporting radicactive matenai was observed to be
good and improving during the period. The installation and use of a new resin processing
systern, and de.ontamination efforts in the radwaste truck bay, and disposal of radioactive
material from the spent fuel pool were noteworthy achievements. In addition, a large
decontamination booth was put into service which provided many methods for efficient and
radiologically safe decontamination of plant equipment. Turnover oi licensee personne! may
have contributed to some weaknesses in the radwaste training and quality assurance programs.
Overall, the station mplemented a safe and effective program for radiocactive waste processing
and transportation of radioactive material and waste.
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In summary, the radiological control program performance was determined to be good and
improvements were noted in many areas. Improvements were noted in quality assurancs and
staffing of the RP organization for boti, outage and non-outage periods. Training programs were
generally effective and performance based. Technical issues were well managed from a safety
nsersoective,  The REMP and radiological effluent control programs * re effectively
implemented. The program for packaging and transporting radioactive materials remained good
and showed some improvement since the last period,

1H1.B.2 Performance Rating: Category 2, Improving

HLC Maintenance/Surveillance
1L.C. 1 Analysis

The previous assessment for this functional area was rated Category 1. Both the maintenance
and surveillance programs were well implemented and reflected the involvement of experienced
and highly dedicated personnel. Management involvement ensured comprehensive progcedure
reviews, technically sound and thorough surveillances, and well planned maintenance.
Maintenance strengths noted during the last SALP period continued throughout this assessment
period.

[Muring this period, there was consistent evidence that the maintenance and surveillance
performed at VY contributed 1o safe plant operation. Few significant operational events were
attributed to conditions under the licensee's control. Response to componeni failures was
effective as indicated by timely repair and lack of repetitive events. The success of the
maintenance and test programs was reflected in high equipment avatlability,

b agers frequently made field observations to discuss failure mechanisms and to independently
assess the status of repair. Emergent maintenance was discussed n detail at Plant Operational
Review Committee (PORC) meetings and at daily operational planning meetings, and personnel
and equipment resorrces were made available. Comimunications were effective between vendors
and engineering staft during maintenance activities such as Emergency Diesel Generator (EDG)
overhauls, recirculation pump seal replacement, and the integrated emergency core cooling
system test, Good quality control during receipt of equipment and the conduct of performance-
based audits and receipt inspections contrbuted to successful maintenance.

Organizational changes in the Maintenance Department resulted in better definition of
responsihilities and improved responsiveness to equipment problems. Good coordination with
vendors and cther plant departments was observed during plant response to off-normal
conditions. The plant’s staff consistently demonstrated technical expertise and a proper safety
perspective.  Per  .aent plant staffing in the electrical and mechanical engineering support of
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Several initiatives were undertaken to strengthen maintenance processes and equipment reliability .
These included: the acquisition of equipment to improve the handling and rebuilding of control
rod drive mechanisms (CRDM) and the irstallation of main steam line plugs; the installation of
analog differential pressure transmitters and trip units for the primary containment isolation
system; and, efforts to improve snubber, CRDM, and motor operated valve reliability and
performance. In addition, the licensee has effectively begun use of a Maintenance Planming and
Control system and continued their effort to implement a computerized scheduling and tracking
program for sury sillences,

Maintenance and surveillance caused few challenges to safely systems this period. One plam
transient resulted from switchyard activities while connecting a battery to its DC power source,
due to inadequate maintenance on the switchyard battery chargers and the failure to recogmze
the consequences of operating a DC bus without a connected battery bank. During shutdown
operations, three engineered safety feature actuations occurred as a result of human errors,
inadequate control, or procedural inadequacies. These events were few in number and of minor
safety significance.

The surveillance program was well controlled and continued to confirm the ¢ == bility of safety-
related equipment. Personnel demonstrated a high level of attantion-to . ail, procedural
compliance, and system knowledge during surveillance testing. Management contributed to
quality during testing by heing actively involved in the performance of the test and review of
results.  Technicians improved test procedures by initiating recommendations for procedural
changes to clarify surveillance steps, improve calibration techniques, and better define test
requirements, In addition, the biennial procedure review program incorporated content and
format improvements and aided in the adherence * v technical specification requirements. As a
result, the number of missed surveillances decre ..wd from the previous period, Still, a few
missed surveillances occurred because of weak administration or inadequate review of technical
requirements, but these occurrences were self-identified and resulted in improved management
of the surveillance program.

In summary, the maintenance and surveillance programs effectively contributed to the safe
operation of the plant.  Excellent equipment performance following maintenance and
troubleshooting has led, with few exceptions, to high equipment reliability and availability.
Nonetheless, the predictive maintenance programs were not fully effective in identifying end-ot-
life comporent issues and concerns prior to equipment performance degradation. Management
attention has been focuses! on resolution of EDG performancs problems. Successful comp ation
of several major activities illustrated the Lcensee's excellent ability to marshal the appropriaic
resources to correct material conditions and component failures. The skill, experience, and
training of th= maintenance staff continuga 1o be a licensee strength.

.C.2 Performance Rating: Category 1
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11D Emergency Preparedness

m.D. 1 Analysis

The previous EP SAT P rating was Category 1. That was based on effective management
involvement, ample Emergency Response Organization (ERO) staffing, effective ERO training,
proficient exercise performance, and a good relationship with the States of Vermont and New
Hampshire, the Commonwealth of Massachusetts, ard the surrounding towns.

Two Unusual Events (UEs) occurred during the SALP period. Site management demonstrated
safety-consciousness in responding to these events, although some relatively minor reporting
problems occurred. Subsequent procedure changes and training comprehensively addressed this
matter. A loss of off-site power due to a lightning strike was properly evaluated by the licensee
as not requiring an emergency declaration.  Also, effective response to an off-site evont was
demonstrated when a truck carrying unirradiated fuel collided with another vehicle. Timely
licensee communications with the Commonwealth of Massachusetts and the fuel vendor
contributed to effective response to this event. The nature of those events was properly
communicated to the NRC.

The November 1991 full-participstion emergency exercise benefitted from timely classifications,
effective Technical Support Center (TSC) task prioritization, effective Emergency Operations
Facility (EOF) command and control, excellent performance by the EOF dose assessment staff,
and excellent provision of information to the States. Correction of prior concerns was evident.
There was, however, an exercise weakness concerning a failure to promptly take action to restore
reactor water level, although the condition was recognized by the ERO and eventually self-
corrected (by makeup flow). Licensee corrective action led to appropriate addiuonal training,
to revision of an Emergency Operating Procedure, and to closure of this concern.

Administration of the drili/exerc’ e program was good. Two station drill/exercises involving all
Emergency Response Facilities (ERFs) were conducted in 1991, Key ERO members (Site
Recovery Managers, EOF Coordinators, TSC Coordinators, OSC Coordinators and Dose
Assessment staff) participated in walk-through training on an annual basis as & player or
observer. The November 1991 exercise was challenging, but significant changes to the
September 1992 scenario were needed to properly test the Emergency Response Facilities and
Media Center.

ERO positions were filled at least three deep. Classroom training was conducted throughout the
year, The training program was well-defined. Lesson plans were properly controlled, accurate
and detailed. ERO personnel received training augmented by walk-through drills; these drills
were a program strength,

The Director. External Affairs maimained close interface with the Emergency Preparedness
Coordinator (EPC) and was kept apprised of program status. Strong management support of EP
was noted. Examples included system enhancements for the Emergency Response Data System
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(ERDS), Safety Parameter Display Systein (SPDS), and Emergency Response Facility
Information System (ERFIS). Also, station and corporate management maintained emergency
response qualificatons, reviewed and approved emergency plan and procedure changes,
participated mn drills and exercises, and interfaced effectively with State and local agencies.

The licensee's EP audit program was effective. The Technical Specification audit was vombined
with the 10 CFR 50.54(1) review. Annual audits were appropriate in scope, thorough, and
received wide management distribution. Individuals with EP experience from other utilities were
used to audit the technical aspects of EP. The audit reports were appropriately provided to State
and Commonwealth officials, Audit team walk-through drills for Shift Supervisors were assessed
as an audit program strength., The 1991 audit indicated that the corrective action process was
not meeting expectations for correcting previously identified exercise areas for improvement; the
EPC changed the tracking of these items and thereby established a control system that achieved
timely resolution of the e exercise areas for improvement,

EP program administration was good. Emergency Plan Implementing Procedures (EPIPs) were
generally well-stated and were properly reviewed, approved, and distributed. Emergency
response facilities, equipment, and supphes were well maintained. Licensee ERF surveillance
reports were effective and discrepancies were resolved promptly. A modification ullowed the
control room simulator to drive ERFIS and thereby provided real-time operational data to the
TSC and EOF staffs; this was a significant prograii enhancement. The EP program was
administered by the EPC, who was supported by a tfull-time staft member with the responsibility
for community relations and off-site traiming.  Some coordinadon problems occurred in the
licensing and security interfaces with EP. A procedure change did not adequately address an
ERDS equipment modification and the EPC was not aware that, due to a conflict with weapons
training, annval EP training for the majority of the Security Department had not been held for
15 months,

In summary, the licensee's EP program was well umplemented.  Strengths included strong
management support, prompt resolution of discrepancies, EP equipment upgrading, effeciive
audits, maintenance of ERFs, excellent State and local interfaces, and responses to non-
emergency events.  Exercise performance, training, and program administration were
noteworthy. Responses to Unusual Events were good, with some minor exceptions.

1n.n.2 Performance Rating: Category |
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station; (2) failure to implement proper compensatory measures for an intrusion detection system
problem; (3) inappropriate reading material at duty stations; (4) poor search practice: for
personnel and vehicles; (3) inadequate protection of safeguards information; and (6) inadequate
assessment of potential security events.  Several of these weaknesses appeared to be
programmatic and at least two were similar in nature to previously ident” J weaknesses. The
licensee failed to demonstrate aggressiveness and expertise in resolving these problems.

Security management continued to exhibit good interface with station Hperations, which resulted
in a refueling outage without any interface problems, An improved attitude was also displaved
by plant employees toward the security program, primarily due to increased attention from plant
management. This was also an indication of management attention to the program.

Security force staffig was marginal, as evidenced by the persistent reliance on overtime 10 meet
routine operadonal needs. This situation was exacerbated during the refueling outage when the
need for compensatory measures, which are manpower intensive, increased. While the licensee
identified the need for additional manpower to its contractor prior to the outage, the licensee was
not aggressive in ensuarir 2 that the contractor met that need. Two licensee over-hire positions
were created and filled durirg the penod to alleviate tie routine staffing problem, but these were
subseguently lost through attrition. Despite the substantial overtime, members of the secrrity
forse exhibited a professional demeanor and generally good morale throughout the period.

Although the annual program andit was more comprehensive, in-depth and performance-oriented
than during previous penoeds, it did vot wentify programmatic weakness and two findings, which
involved the modified access control center and were identified by the audit team as potential
regulatory issues, were not considered significant by the licensee¢ and, therefore, were not
properly pursued. One of these matters has since been corrected and the other remains under
review by the NRC. These are indicative of passible problems in the licensee's auditing process.

Except for a failure to administer a complete for-cause Fitness-For-Dut: (FFD) test to two
individuals, the 1censee maintained a generally effective FFD program. Corrective actions taken
by the hvensee to resolve potential program weaknesses dentifNied during the initial FFD program
review were prompt and effective, indicating appropnate mianagement attention, Members of
the security force in-plant access control duty posts were aledt in identifying potential FFD
program violators.

The administrative procedure tor reporting events to the NRC was cleur and consistent with NRC
reporting requirements. However, the licensee continued to have difficulty in evaluating events
and in determining which cvents needed to be reported promptly, The licensee experienced four
sach events: two were reporied correctly, one was tardy, ana ane was not mported at all.
Loggable events were properly documented, but corrective action was not nitiated in several
cases involving the protection of saleguards information, This indicated a problem in the
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licensee's system f tracking and analyzing loggable events. The protlem addressed in the
previous SALP concerning the lack of details in documentation of loggable events was not
observed during this period.

During this assessment period, the licensee submitted seven revisions to its security program
plans under the provisions of 10 CFR 50.54(p). With one exception, which was corrected, the
revisions were of good quality and technically scund.

In summary, the licensec maintained an adequate security program. Corporate management
provided resources to improve the program and plant management demonstrated better oversight,
solicited corporate support, created a security manager's position, and made other organizational
changes to strengthen the program. However, programmatic weaknesses persisted. Despite an
improved audit program, programmatic weaknesses were not identified and potential regulatory
issues that were identified were not properly addressed. Plant employees demonstrated increased
attention to security and management’s commitment to the FFD program was evident. Although
staffing was marginal and the use of overtime was routine, the security fi 2 maintained a
professional demeanor and performed their duties with relatively few pe anel errors.

ILE2 Performance Rating: Category 3
HLE3 Board Comments

Programmatic problems which occurred during this period, despite increased management
attention, suggest weaknesses that have escaped detection thus far., The licensee should conduct
a comprehensive and independent assessment of the security program and its impiemeniation to
identify root cause(s) of the continuing program weaknesses. The results of the assessment
should be discussed with the NRC,

[ILF  Engineering and Technical Support
HLF.1 Analysis

Thr previous SALP rated performance in this area as Category 1, with an overal! conclusion that
the licensee continued to have a high quality engineering program. Support from onsite and
offsite engineering was excellent. Engineering programs continued to be updated and improved.
Engineering outage planning and design were effective and timely. A problem with 10 CFR
50.59 safety evaluations for 'changes, tests and experiments” was identified which appeared to
be attributable to past practices or isolated cases. During this period, the quality of engineering
(generic issues, long-term safety improvements, modifications, outage planning, and engineering
analyses and evaluations) activities of the licensce’s onsite and offsite engineering organizations
continued to be of generally high quality.
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The engineering effort emphasized plant safity and reliability, For example, the licensee's
response was good 1o a potentially unanalyzed high energy line break in the reactor building.
Although this specific condition was not applicable to Vermont Yankee, a potential equipment
qualification concern, based on a similar event in the steam tunnel, was identified. The licensee
pertormed a comprehensive analysis to resolve this concern and demonstrated a strong emphasis
on obtaining accurate design basis information.  Other examples of good performance included
upgrading earthquake response procedi res and equipment, and installation of a remote video
surveillance system inside the drywell.

Day-to-day engineering support by site, corporate, and Yankee Nuclear Services Division
(YNSD) was good. The location of the Enginezring Director on-site, and the delegated authority
of the Technical Superintendent 1o authorize the use of engineering resources on an immediate
basis assured quick responses to safety concerns; the conduct of failure analyses and
investigations; and supporting operability determinations. An example was the use of YNSD
metallurgical engineering expertise in responding to the "A" emergency diesel generator (EDG)
cylinder liner failures.

Good programs were estabiished for resolution of longer term equipment issues. These included:
an extensive erosion/corrosion program that identified the need for, and timely accomplishment
of, feedwater heater and steam piping replacements; an ongoing examination and repair program
for condensate storage tank erosion, including the conduct of metallurgical and inservice
inspection (1SI) evaluations: and the development of a comprehensive roof repair and upgrade
program for facility buildings, including the EDG rooms. The resolution of the condensate
storage tank corrosion issue was of particularly high technical quality,

Engineering and technical support personnel are knowledgeabl »nd provided keen technical
insights for addressing reactor mode switch rehability, cher  lab drain line corrosion, and
enhancements to emergency response facility (ERF) info...ation system capablity. The
engineering department is fully staffed and has experienced a relatively low turnover rate,
Procedural adherence was very good, and personnel errors were infrequent.  The design basis
database, although only partially complete, provided ready access to design information in the
event of a need for engineering and/or operational response, The system's utility was evident
in the quick resolution of a standby liquid control pump net positive suction head problem.

Efforts begun prior to March 1991 to strengthen the design change program were continued
under the licensee's "Commitment to Excellence Program (CEP)." The improvements have
included: upgrading of the "scoping memo” process; more realistic scheduling of modifications;
and n more intensive review and approval process. The effectiveness ot the above improvements
was evident by the absence of significant field changes during installation of modifications during
the 1992 outage, and accomplishment of all scheduled modifications for this outage.
Enhancements to the safety parameters display system and the ERF information system were
technically sound and reflected detailed engineering analysis which led to appropriate emergency
plan implementing procedure (EPIP) modifications. However, less than adequate technical
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review of an emergency response display system (ERDS) upgrade resulted in this system being
made operational before appropriate modifications were made (o the EPIPs. Subsequent licensee
corrective actions were appropriate.

Despite the licensee's excellent performance in traditional engineering areas, the technical
support to operational problems, in some cases, was inadequate. Examples included: actions in
response to Generic Letter (GL) 89-10 regarding motor operated valves (MOVs) and inconsistent
safety evaluations conducted under 10 CFR 50.59.

Safety evaluations did not consistently reflect good quality or comprehensive engineering efforts.
Plant operaticnal or material conditions that were not systematically evaluated included: (a) the
reviews relating to ‘e seepage of contaminated water from cracks in the concrete drywell
support pedestal were initially too narrowly focused, and demonstrated a lack of u,~derstanding
of the issue; (b) the initial resporise to the identification of reactor head and vessel clao'ing 181
indications lacked a comprenensive basis that the indications did not penetrate into the ba.®
metal; () poor maintenance engineering performance in developing guidance for switchyard
battery work re:alted in a loss of off-site power: and, (d) the review involving the redirection
of the service water flowpath resulted in reduced flow to the ED(s. To eliminate these
weaknesses and strengthen the program, the licensee implemenied a revised procedure and
initiated a training program to enhance the quality of safety evaluations. More recent evaluations
have been of higher quality and indicate the licensee's emphasis on improving this area.

The lack of a coordinated MQV program policy and poor evaluations caused an inaccurate
response (i.¢. the wrong bypass settings for torque switches) to be submitted to the NRC.
Following, and n response to the NRC's MOV inspection conducted in May 1991, a senior
engine2r was assi*ned to and has been effective in the proiect management oversight of concerns
in the MOV GL 89-10 program. Effective engineering involvement was noted during the
refueling outage when the licensee created a significant emergent work issue to rusolve industry
results of validation testing ot motor-operated valve diagnostic equipment. A number of valves
were identified as outside the 95 % crnfidence limits and were re-evaluated. This emergent work
had a significant impact on the outage schedule; but, demonstrated a good safety orientation.
Engineering communication on this matter with the NRC was also good.

Equipment issues have also received appropriate attention. The licensee’s emphasis on these
issues indicates a proper concern for plant safety and reliability. The engineering efforts to
resolve these issues were high quality. Some of the examples were as follows: 1) replacement
of the main transformer; 2) replacement of feedwater heaters 3A and 3B; and 3) metallurgical
expertise provided to emergency diesel generator "A" cylinder liner issues. One-for-one
component replacements evaluations were generally effective, as were the material upgrade and
dedication evaluation (MAUDE) process. The Failed Fuel Action Plan continued to be
administered in an effective manner; engineering information reports continue to be widely
distributed and efforts to minimize steam leaks were aggressive,
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License~ Event Reports (LERs) were usuali ;- well written and contained adequate descriptions
of the event, Generally, root cause analyses were technically correct, and satisfactory corrective
actions were recommended. Where broader or in-depth analysis was needed, problems werc
referred to YNSD.

Corrective actions were generally satisfactorily developed for reactive issues: however,
switchyard-related equipment was identified as requiring further engineering attention under a
licensee program. A review Jf several LERs detected instances where engincering analyses and
evaluations were not always sufficiently comprehensive or properly focused. Examples included:
main generator regulator fidelity during on-line coastdown not identified as a long-term
corrective action; and, a reactor scram caused by an inadequate maintenance guideline. A
primary containment system actuation occurred due to a failed relay coil but could have been
prevented by an established energized relay service life program. The lack of such a program
could have been identified by a critical self-assessment of the engineering organization, The on-
site engineering organizaton is primarily responsible for reportability decisions and LER
generation,  Failures to report, late reporting, and required information being incorrect or
omitted were noted during this SALP period.

In summary, the quality 0. engineering support provided by the onsite and offsite engineering
groups was good, Plam.ang and engineering work for design changes and modifications, root
cause analysis, and recommended corrective actions were usually of high quality. The efficiency
of maodification 1mplementation  was indicative of a competent, well trained staff,
Communications were effective among various plant, corporate, and offsite organizations.
However, the safety assessment process had some weaknesses,  Although the licensee
implemented a comprehensive corrective action plan, there was insufficient data to make a
definitive assessment because this program was implemented Jate in the SALP cycle. Also, a
number of 1ssues were identified by the NRC that involved failure to report, late reporting,
and/or missing information. Lack of attention in the technical depth of analysis in the initial
response 10 NRC Generic Letter 89-10 was also noted.

IHLF.2 Performance Rating: Category 2

HELG o Safety Assessment Quality Verification

.G 1 Analysis

The previous SALP rated this area Category 1. The licensee had improved an already strong
area in licensing and in resolving technical 1ssues. Submittals were timely, responsive 10 satety
issues and of high technical quality. Quality verification programs were a strong area but had
again improved singe the previoes period, especially in the area of corrective action programs.
Strong management involvement continued to be noted.  The Boaid had commented that the
licensee should evaluate the effectiveness of their program for dealing with employee concerns.
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Duiing this period the licensee instituted an effective program for dealing with employee
concerns, including: (1 team building efforts; (2) management training to focus supervisors on
work-place environment issues and necessary communication skills; and, (3) ensuring that
contractors were aware of the program elements and management's philosophy on addressing
employee concerns. Senior management was committed to the establishment of & positive
atmosphere for the resolution of employee safety concerns, and supervisors have responded in
ail appropriate manner to address such concerns. However, the licensee’s evaluation of the
Employee Improvement Suggestion and Safety Congern Program was not thorough in assessing
their employees’ understanding of the anonymity aspects of the program. Executive management
ensured that corrective actions were put into effect to address this issue. Regarding the
contractor oversight concern of the previous SALP, the licensee has successtully caused its
principal on-site contractor to restructure its organization to provide QA/QC independence.
Efforts o imnrove oversight and proper interface with the contractor were appropriate.

The licensee's self-assessment programs have not been fully effective in identifying fundamental
issues in program areas. Specifically, the NRC reviews for training, EOP and MOV programs
identified sigmificant weaknesses early in the assessment period. Programmatic weaknesses in
security also persisted. These indhividual program assessments are discussed in applicable sections
of this report. Program improvements were noted in the latter part of the assessment period,
demonstrating that the licensee's corrective action process for these areas has been effective.
Some improvements in the secarity program have been accomplished, but deficiencies were still
being tound in the areas of Operational Safeguards Response Evaluation issues, organizational
and personnel performance, and staffing,

Corrective action processes continue to be improved and further enhancements have begun. A
new guideline was developed to describe staff use of the corrective achion program and how
various processes are integrated nto the overall program, Trending and corrective action
effectiveness reviews are being conducted. This program has been effective in correcting
substandard or anomalous performance, once identified. Examples were switchyard and service
water ssues, missed surveillance tests, the ratlure of a residual heat removal valve to close due
to a broken torque key, and quality related concerns caused by deficiencies in the performance
of a contractor.

The leadership of the PORC and the members' probing discussions contributed significantly to
the safe operation of the plant. The refueling outage pre-startup PORC meetings utilized a
comprehensive strategy to encourage the identification (and resolution) of issues involving
readiness to startup. The Nuclear and Safety Audit Review Committee also provided eftective
oversight. Koot cause analyses tended to be of high quality and reflected gooa effort by both on-
site and off-site engineering groups. As noted in Section ILF, failures to properly evaluate
changes under the provisions of 1) CFR 50.59 to important plant systems were identified.
Program enhancements were on-going, with good performance noted towards the end of the
assessment period.






22

IV, SUPPORTING DATA AND SUMMARIES
IV.A  Licensee Activities

Vermont Yankee operated safely this assessmert period.  Eguipment and system availability and
reliability remained high aithoirgh the overell performance of the "A" emergency diesel generator
degraded due to component failures. The plant was shutdown on September 8, 1991 to replace
the reactor recirculation pump seals due to v .d-of-life degradation, and on March 7, 1992 to
enter Refueling Outage XVI. The plant experienced three reactor trips: (1 April 23, 1991, a
loss of offsite power caused by maintenance in the switchyard resulted in a plant trip from 100
percent power; (2) June 15, 1991, a loss of 345 kV power due to 1 severe electrical storm caused
a plant trip and loss of offsite power; #nd (3) March 7, 1992, during the plant shutdown for
Refueling Outage XVI, at less than one percent of rated power, a reactor scram occurred due to
contacts in the ceactor mode switch not fully engaging,

IV B NRC Inspection and Review Activities

Two NRC Resident Inspectors were assigned to Vermont Yankee for the assessment period,
NRC team inspections were conducted in thy following areas:

Augmented Inspection Team' April 25:29, 1991 with followip on august 622, 1991,
that reviewed a loss of offsite power event which was caused by maintenance in the
switchyard,
Tr ning Progrim Evaluation; October 21-25, 1991,

- Motor-Operated Valve Inspection: May 20-25, 1992,

Emergency Operating Procedures Inspection: February 24-28, 1992,

Electrical Distribution Systein Functional .aspecdon, First Week: July 20-24, 1992,
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ATTACHMENT
SALP EVALUATION CRITERIA
Licensee pernormance 18 assessed in selected functional areas significant to nuclear safety and the
environment,  Some functional arcas may not be assessed because of hittle or no licensee
activities or lack of meaningful observations. Special areas may be added to highlight significant
observations,

The following evaluation criteria were used, as applicable, 10 assess each functional area;

1. Assurance of guality, including management involvement and control;

2. Approach to the resolution of technical issues from a safety stondpoint;

J. Enforcement history;

4, Operational events (including response, analyses, reporting and corrective actions):
Staffing (including management);

6. Training and qualification,

Based upon the SALP Board assessment. ¢¢h functional area evaluated is classified inte one of
three performance categoties. The defiunions of these performance categories are:

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

Category 2. Licenses management attention and involvement in nuclear safety or safeguards
activities resulted in good performance, The NRC will consider maintaining normal levels of
discretionary inspection.

Category 3. Licensee management attention or involvement in nuclear safety or safeguards
activities resulted in acceptable pertormance, Performance at this level is 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, (If the NRC was to conclude that there was
not an adequate level of safety performance, prompt and appropriate action would be taken
serarately from, and on a more urgent schedule than, the SALP process.)

The SALP report may include an appraisal of the performance trend in a functional area for use
as a predictive indicator.  Licensee performance during the assessment period is examined to
determine whether a trend exists. Normally, this performance trend would on'v & ased 1 both
a definite trend is discernable and continuatior of the trend would resy’ a change i
performance rating.
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