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INTRODUCTION

Purpose and Overview

The Systematic Assessment of Licensee Performance (SALP) is an integrated
NRC staff effort to collect the available observations and data on a
periodic basis and to evaluate licensee performance based on this infor-
mation. SALP is supplemental to normal regulatory processes used to
ensure compliance with NRC rules and regulations. SALP is intended to
be sufficiently diagnostic to provide a rational basis for allocating
NRC resources and to provide meaningfull guidance ‘o the licensee's
management to promote quality and safe plant construction and operation.

A NRC SALP Board, composed of the staff members listed below, met on
December 11, 1984 to review the collection of performance observations
and dita to assess the licensee's performance in accordance with the
uid nce in NRC Manual Chapter 0516, "Systematic Assessment of Licensee
erfirmance". A summary of the guidance and performance criteria is
provided in Section II of this report.

This report is the SALP Board's assessment of the licensee's safety per-
formance at the Vermont Yankee Nuclear Power Station for the eighteen
month period of May 1, 1983 through October 31, 1984. The length of the
review period is reflected in the number of inspection hours and in the
scope of NRC observations and findings.

SALP Board Members

R. W. Starostecki, Director, Division of Projects and Resident
Programs (DPRP)

E. C. Wenzinger, Chief, Projects Branch No. 3, DPRP

L. E. Tripp, Chief, Projects Section No. 3A, DPRP

V. L. Rooney, Licensing Project Manager, ORB No. 2, Office of Nuclear
Reactor Regulation (NRR)

S. D. Ebneter, Chief, Engineering Programs Branch, Division of
Engineering and Technical Programs (DETP)

B. Sheron, Chief, Reactor Systems Branch, DSI, NRR

W. J. Raymond, Senior Resident Inspector

Other Attendees

G. W. Meyer, Project Engincer, RPS 3A, DPRP
Background

1. Licensee Activities

The facility was involved in a major refueling and maintenance out-
age at the start of the assessment period. The scheduled eight week
outage was oxtended by about 6 weeks to evaluate and repair cracks
in the recirculation system piping. Major modifications completed




during the outage included torus modifications from the Mark I long
term program, including resupport of the torus attached piping;
installation of alternate shutdown systems per Appendix R require-
ments; and, installation of a recirculation seal injection system.

The facility started up from the outage on June 17, 1983. Two
scrams occurred during the escalation to full power. The first
occurred on June 20, 1983 when the condenser low vacuum switches
were bypassed too soon. The reactor was manually scrammed on June
29, 1983 when the reactor recirculation pumps were tripped inad-
vertently during a logic test. The reactor reached full power
operation on July 5, 1983.

The facility operated at full power from July 5, 1983 until June
15, 1984, with the exception of the following unscheduled outages:
a reactor shutdown was initiated on August 26, 1983 to repair a
steam leak in the main turbine bypass valve steam sealing supply
line; the reactor scrammed automatically cn August 27, 1283 on high
vessel level due to an operator error when switching from auto to
manual feedwater control; the reactor scrammed automatically on high
pressure on January 5, 1984 due to a malfunction in the turbine
electrical pressure regulator; the plant was shutdown on January
20, 1984 to replace the main turbine expansion joints; and, the
reactor automatically scrammed on April 16, 1984 due to an MSIV
isolation caused by failure of MSIV 80C during routine testing.

The power coastdown to the 1984 refueling outage began on May 20,
1984,

An Alert emergency was declared on June 15, 1984 when a TIP detector
failed to stop in the shielded position upon withdrawal from the
core during routine surveillance. The unshielded detector created
contact dose rates of 100 R/hr on the drive housing, and general
area dose rates of 5 R/hr in the Northwest corner of the Reactor
Building 252 foot elevation. The licensee activated the emergency
response centers and responded well to protect plant workers and
control the unshielded probe.

The facility was involved in a scheduled refueling and maintenance
outage from June 15 until August 6, 1984. Major activities during
the outage included the completiorn of modifications to provide
environmental qualification (EQ) for electrical equipment, and the
examinaticn and repair of recirculation system welds. Following
plant startup on August 6th, the reactor was shutdown to replace
connectors on the MSIVs on August 9, 1984. The connectors were
installed during the outage as part of the EQ upgrade and failed
after several! days of plant operation. The plant was shutdown from
August 13-15, 1984 to identify and repair tube leaks in the main
condenser. Subsequent plant operation was limited to about 80%
full power due tc the failure on August 12, 1984 of one of the
three condensate pumps.




Following repair of the condensate pump, plant power was increased
to rated conditions for the first time since the outage. An anomaly
in the core power to fiow ratio was first noted on September 11,
1984. Actions were taken to study the core conditions and identify
the possible causes for the anomaly. A suspected problem with the
steam separator assembly was confirmed on September 16, 1984 when
the anomaly was verified to occur only at core flows above a cer-
tain value during routine surveillance testing. The plant was
shutdown on September 18, 1984 following a series of discussions
with the NRC staff to examine the vessel internals. The examina-
tions confirmed that the separator was not securely bolted to the
core shroud assembly by Maintenance personnel during vessel assembly
in August, 1984. The plant was restarted on September 29, 1984
following a ten day outage.

During power ascension on September 29, 1984, MSIV 80D failed during
routine testing, and the plant was shutdown to effect repairs.

Power operation resumed on October 1, 1984 and continued until Oc-
tober 23, 1984. Both diesel generators failed within 12 hours while
in a standby conditions during steady state plant operations on Oc-
tober 22-23, 1984. The diesels became inoperable due to a generator
Tockout condition caused by spurious operation of the generator
differential relays in both diesels. A plant shutdown was initi-
ated. The differential relays were repaired and returneac to ser-
vice.

The plant was operating at rated power at the conciusion of the
assessment period.

Inspection Activities

One NRC resident inspector was assigned to the site during the en-
tire assessment period. The total NRC inspection hours for the
period was 3903 hours (resident and region based) with a distribu-
tion in the appraisal functional areas as shown in Table 1.

A special team inspection of the facility for compliance with the
requirements of 10 CFR 50, Appendix R, Section II1.G was conducted
from August 29, - September 2, 1983.

NRC Emergency Preparedness Inspection Teams observed the EOF-IN
emergency exercise on August 11, 1983, and the EQF-OUT emergency
exercise on September 21, 1983.

Tabulations of Vioiations and Inspection Activities are attached
as Tables 2 and 3, respectively.



CRITERIA

Licensee performance is assessed in selected functional areas, depending on
whether the facility is in a construction, preoperational, or operating phase.
Each functional area normally represents areas significant to nuclear safety
and the environment, and are normal programmatic areas. Special areas may

be added to highlight significant observations.

One or more of the following evaluation criteria were used to assess each
functional area.

1. Management involvement and control in assuring quality
Approach to resolution of technical issues from a safety standpoint
Responsiveness to NRC initiatives
Enforcement history
Reporting and analysis of reportable events
Staffing (including management)
7. Training effectiveness and qualification

However, the SALP Board is not limited to these criteria and others may
have been used where appropriate.

Based upon the SALP Board assessment, each functional area evaluated is
classified into one of three performance catecories. The definitions of
these performance categories are:

Category 1. Reduced NRC attention may be appropriate. Licensee management
attention and involvement are aggressive and oriented toward nuclear safety;
licensee resources are ample and effectively used so that a high level of
performance with respect to operational safety or construction is being
achieved.

Category 2. NRC attention should be maintained at normal levels. Licensee
management attention and involvement are evident and are concerned with nuc-
lear safety; licensee resources are adequate and reasonably effective so that
satisfactory performance with respect to operaticnal safety or construction
is being achieved.

Category 3. Both NRC and licensee attention should be increased. Licensee
management attention or involvement is acceptable and considers nuclear
safety, but weaknesses are evident; licensee resources appear to be strained
or not effectively used so that minimally satisfactory performance with re-
spect to operational safety or construction is being achieved.




The SALP Board has also categorized the performance trend over the course of
the SALP assessment period. The categorization describes the general or pre-
vailing tendency (the performance gradient) during the SALP period. The
performance trends are defined as follows:

I!groving: Licensee performance has generally improved over the
course of the SALP assessment period.

Consistent: Licensee performance has remained essentially constant
over the course of the SALP assessment period.

Declining: Licensee performance has generally declined over the
course o’ the SALP assessment period.




ITT. SUMMARY OF RESULTS

A.

Overall Facility Evaluation

During the previous assessment period, increased licensee management
attention was identified as being necessary in the functioral areas of
Plant Operations, and Refueling and Outage Management to achieve im-
provements. Specifically, management attention was necessary to assure
personnel adhered to established procedures and policies, and to maintain
an aggressive approach to resolve operational problems. Improvements
were noted in both functional areas during the current assessment period.

This assessment noted numerous personnel errors during the performance
of routine duties in the surveillance, radiological controls, operations
and refueling functional areas. The errors resulted from either a lack
of attention to details during the performance of routine dutes or an
over-reliance on experience as a substitute for strict adherence to es-
tablished procedures. Increased management attenticn is warranted to
assure an adverse trend does not develop and lower performance. Licensee
management has been responsive to NRC concerns regarding personnel er-
rors by evaluating available performance data and addressing the issue
with the plant staff.

More aggressive management involvement is needed in the radiation pro-
tection area to correct programmatic weaknesses by formalizing the ALARA
program, assure that anomalous conditions are aggressively pursued and
resolved, and enforcing a rigorous frisking policy to assure licensed
material is adequately controlled. Modifications and corrective actions
to meet Appendix R requirements should be completed in accordance with
commitments made to the NRC staff. Additional management attention is
required in the Maintenance area to strengthen supervisory oversight and
QA/QC controls.

The strength of the licensee's management controls is most notable in
the generally conservative approach taken to assure safety in plant
operations, the planning and control of outage activities and design
changes, the effective housekeeping program, the security area, the com-
pletion of licensing actions, and in the preventive maintenance and
operational surveillance programs. The policy for operation under ap-
parent anomalous operational conditicns should be reviewed and strength-
ened as necessary Lo assure conservatism in plant operations is main-
tained at previously observed levels. Significant improvements were
noted in the emergency preparedn2ss area.



B. Facility Performance

Category Category
Functional Area Last Period This Period Trend

ay 1, - y 1, .
April 30, 1983) October 31, 1984)

A. Plant uperations 2 1 Declining
B. Radiological Controls 1 2 Consistent
C. Maintenance 1 2 Declining
D. Surveillance 1 1 Consistent
E. Fire Protection and Housekeeping 1 2 Consistent
F. Emergency Preparedness No Basis 1 Consistent
G. Security and Safeguards 1 1 Consistent
H. Refueling and Outage Management 2 1 Consistent
I. Quality Assurance Not Assessed 2 Improving
Separately

J. Licensing Activities 1 1 Consistent



IV. PERFORMANCE ANALYSIS

A. Operations (28%)

1.

Analysis

During the previous assessment period, problems were identified in
the areas of offsite review committee activities; completion of
50.59 evaluations for electrical jumpers; control of containment
valve lineups; licensee response to NRC initiatives on resolving
containment isolation valve operability issues; and, violating sec-
ondary containment while moving fuel, which also involved failure
to report the incident in a timely manner. The failure of senior
licensed operators to strictly adhere to administrative policies
during the incident was a significant concern. The need to take

a more aggressive approach in the evaluation and resolution of
equipment problems was deemed an area requiring greater emphasis
to improve performance. The licensee was generally responsive in
correcting deficiencies in these areas in a timely manner.

This area was under continuous review by the resident and regional
inspectors during the current assessment period. Specialist in-
spectors reviewed the non-licensed and licensed operator requali-
fication training programs.

Site and corporate management have generally demonstrated a strong
and effective commitment to safety in plant operations. Plant man-
agement and supervisor reviews of daily plant status and periodic
tours of the facility are evident and demonstrate management in-
volvement and control of routine operations. Corporate management
routinely visits the plant and their involvement in routine plant
activities and in response to problems has been evident. Questions
regarcding interpretation of technical specification LCC requirements
are usually discussed with the NRC staff before the items become

an issue.

Uperators are knowledgeable of plant status, technical specifica-
tions, and procedural requirements. Licensee management satisfac-
torily resolved NRC issues such as TMI Action Plan trairing items,
which have been incorporated into the program. Two SRO and two RO
licenses were issued during the period. Plans to censtruct and
operate a site specific simulator are progressing and should be
completed on schedule in 1985. Ful! staffing for the control room
per NUREG 0737 Item I.A.1.3. was achieved early in the assessment
period. Operations staffing and organization remained adequate,
but personnel changes dic¢ occur in the Operations Superintendent
position, and a pending change in the Operations Supervisor position
has been announced. The number of changes in this assessment



period, together with those in previous periods, indicate there
is a need to achieve stability in management and leadership for the
department.

Non-Ticensed training programs were well defined and implemented.
Instructor positions were understaffed, however, while management
attempted to fill positions vacated by promotions and resignations.
Minor programmatic improvements were found necessary, such as better
documentation of attendance sheets and the subjects covered during
specific training sessions needed to be more specific. Portions

of the maintenance retraining were not completed in a timely manner.
However, subsequent inspection found that the maintenance retraining

was satisfactory and the requalification attendance records had been
corrected.

The Ticensee has demonstrated a proper regard to regulatory re-
quirements and safety, as evidenced by actions taken in response

to several operational problems. Examples included the follow-
ing: the seismic upgrade currently in progress for the hydrau-

lic control units; the compensatory measures taken in 1983 while
supports were upgraded on small diameter service water cooling
Tines; installation, operation and maintenance of recirculation
weld leakage detectors; voluntary operation under reactor coolant
leakage 1imits more restrictive than those required by the technical
specifications; the detection of defects in the uninterruptible
power system batteries and replacement of both battery banks; and,
the detection and replacement of defective cells in the A main
station batteries. The licensee was responsive in resolving tech-
nical questions raised by the NRC staff regarding service water
system performance, and concerns regarding updated drawings for the
control room. Overall, licensee actions during this assessment
period have demonstrated a greater degree of aggressiveness in
resolving equipment problems.

However, the management decisions and actions to continue p'ant
operation from September 16-18, 1984 with an anomalous core power-
to-flow relationship and in spite of clear indications that the
plant was operating in an unanalyzed condition, appeared as a sig-
nificant deviation from the normaliy conservative approach taken
to assure safe plant operations. NRC considered that the !icensee
had an insufficient basis to continue operation with the anomaly,
and the licensee's decision to do so was neither prudent nor con-
servative. While subseyuent reviews and after-the-fact analyses
confirmed that no unsafe conditions were created by operation with
an improperly secured steam separator assembly, the NRC raiced
ouestions regarding the licensee's philosophy related to operation
under apparent unanaiyzed conditions and the criteria used to as-
sure adequate safety margins are maintained.




Seven violations of minor safety significance were identified during
the current assessment period. Three of the violations involve
improper valve or electrical breakers configurations in systems
important to safety. The system valve lineup problems had minimal
safety significance in that no major flow path valves have been
found incorrectly positioned on safety systems.

One violation concerns an administrative procedure for valve lineup
controls that was inconsistent with technical specification re-
quirements. NRC concerns associated with the item were first iden-
tified to the licensee in May, 1984 and resolution of the concerns
was still in progress at the conclusion of the assessment period.
While further discussions are required to resolve differences of
opinion regarding the issue, the licensee has been less than fully
responsive to correct perceived weaknesses in the administrative
controls under review, which if left uncorrected, could result in

a significant safety concern.

Reviews of plant operations by the resident inspector and licensee
personnel identified several instances during the assessment period
where personnel errors or performance either resulted in degraded
performance for an activity, contributed to an operational event,

or affected compliance with regulatory requirements. Examples in-
cluded the following: several minor leaks were not noted by oper-
ators during the 1983 reactor hydrostatic test; inadvertent scram

in Au?ust, 1983 caused by an operator not following procedures while
shutting down the plant; tagging order not properly cleared from
instrument air system in June, 1983; tagging order not properly
cleared on advanced offgas system in August, 1984 and resulted in

a glycol spill and intrusion into the radwaste system; tagging order
not properly cleared from the core spray system in August, 1984;
failure of senior licensed operator to follow startup procedure in
April, 1984 resulted in inoperable HPCI system; and, failure to
maintain cooling water supply valves to RHR service water pumps
aligned per procedures, and failure of auxiliary operators to note
the mispositioned valves during routine rounds. Each incident above
can be characterized as deficiencies in personnel performance rather
than a disregard for aaministrative controls and procedures.

The number of events noted above (£) is of concern to the NRC, al-
though no one incident had a measurable effect on piant safety.

The root cause for the events appears to stem from a lack of strict
attention to detail during the conduct of daily activities. The
number of personnel errors associated with tagging operations was
small in comparison with the large number of component manipulations
completed under tagging requests. However, personnel performance
problems with tagging requests were not limited to operations per-
sonnel (see Section H below). The licensee was responsive to NRC
concerns about the occurrence of personnel errors on a plant wide




basis and addressed this issue with the plant staff. Additional
licensee reviews regarding the implementation of tagging controls
were in progress at the conclusion of the assessment period.

The number of reportable events submitted for this area is not con-
sidered excessive. Equipment failures and the resultant LERs are
expected in this area. No excessive failures occurred on any one
system or component. Some of the equipment problems that have been
noted (e.g. binding of MSIV actuator plates with bushings and guide
rods) concern problems for which an engineering fix has been estab-
lished and modifications for redundant components are being com-
pleted in a phased manner. Event reports submitted by the licensee
are generally complete and accurate. An evaluation of LERs for the
period was completed by the NRC's Office for Analysis and Evaluation
of Operational Data (AEOD). This review found that the reports were
technically accurate, complete, and intelligible to a knowledgeable
safety engineer not intimately familiar with the plant. None of

the events involved what AEOD would consider to be a significant
event or plant safety issue. Planned corrective action taken by

the licensee were considered to be commensurate with the nature,
seriousness and frequency of the problems found.

A conservative approach is taken in potentially reportable matters,
particularly as regards 10 CFR 50.72 notifications. The licensee
has been aggressive in identifying problems and reporting them to
the NRC. The Plant Operations Review Committee has been effective
in its technical review of problems and proposed license amendments
and has made recommendations appropriate to resolve identified
issues.

Conclusion:

Category 1, declining. Improvements in the area of personnel ad-
herence to procedures and policies has occurred. The licensee re-
sponse to the anomalous core ccaditions near the end of the assess-
ment period is indicative of a non-conservative operational philo-
sophy of concern tc NRC which led to the declining trend categori-
zation.

3. Boara Recommendation

Licensee

Additional improvements can be realized by a more aggressive re-
sponse to NRC initiatives on procedure improvements, encouraging
greater attention to details in the conduct of routine activities

to reduce personnel errors, and, taking a more conservative approach
in response to apparent operation with unanalyzed conditions.
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NRC

Conduct routine inspection program and monitor performance for
trends.



B. Radiological Controls (23%)

1. Analysis

The licensee's Radiological Controls Program during the previous
assessment period was categorized as Category 1 and no major prob-
lems were identified during that period.

During the current assessment period, weaknesses in the licensee's
Radiological Controls Program were identified. Eleven inspections
were performed in the Radiological Controls Program resulting in
nine identified violations.

1.1 Radiation Protection

Five inspections of this program area were conducted by Region
I Radiation Specialists. These inspections included reviews
during normal and outage operations and a special review for
possible transuranic contamination. The Resident Inspector
reviewed ongoing radiation protection activities.

Procedures are generally well controlled and documented. One
violation concerned the failure to properly review and approve
procedures for the operation of a van-mounted whole body
counting system. The item was an isolated instance due to the
temporary nature of the operation involved.

Reviews of routine operations, planning and preparation for
the outages and outage activities indicated that a generally
effective radiation protection program was maintained. How-
ever, management needs to formalize and improve the "As Low
As Reasonably Achievable" (ALARA) program to support piping
replacement in 1985. The ALARA pro?ram lacked an adequately
stated and understood management policy statement providing

a commitment to ALARA. The charter for the ALARA Committee
failed to define the term "high radiation exposure jobs" with-
in that committee's purview. Procedures for ALARA instruc-
tions, pre-operaticnai briefings, use of engineering controls,
practice in low radiation exposure areas and scheduling tasks
Lo reduce radiation exposures were not in place. Records were
not available of man-rem estimates for several outage activi-
ties involving up to ten man-rem projected exposures.

The licensee's personnel contamination survey program had
programmatic weaknesses identified by the NRC. These weak-
nesses were due to a poorly understood and frequently ignored
policy for personnel "frisking." These weaknesses were ad-
dressed and corrected by the licensee in response to NRC in-



1.2

itiatives, including Confirmatory Action Letter 83-10. The
discovery by the licensee of areas of contamination and un-
controlled material outside the radiologically controlled areas
(RCA) of the plant, both inside and outside the protected area,
indicates that additional controls are needed for the movement
and storage of licensed material outside the RCA. The licensee
adequately responded to these instances with technically sound
corrective actions.

An NRC-sponsored survay of possible transuranic contamination
in commercial nuclear plants showed the possible presence of
alpha-emitting radionuclides in the licensee's facility. The
licensee failed to promptly investigate and resolve this po-
tential safety issue when notified of the survey results. In
response to NRC initiatives, the licensee determined that
alpha-emitting radionuclides were not present in sufficient
quantities to significantly contribute to worker exposures.

The radiation protection organization and staffing level were
generally adequate to support normal operations and the out-
ages. Selection, training and qualification programs for re-
placement personnel in radiation protection were also gener-
ally adequate and contributed to generally acceptable personnel
performance and adherence to procedures during the outages.

Documentation of radiation protection activities was generally
complete, adequately maintained and available. However,
supervision-approved changes to requirements in radiation work
permits were not documented in at least two instances. Dosi-
metry records were well-organized and available.

The total personnel exposure reported for the facility for 1983
was 1528 MAN-REMs, which includes exposure for the recircula-
tion pipe repairs, and ic about average for BWR plants of the
same age.

Radicactive Waste Management/Effluent Controls

Four inspections of this program area were conducted by Re-
gional Radiation Specialists during this assessment period.
These inspections reviewed normal operztions and the discovery
by the licensee of radioactive contamination outside the
radiologically controlled areas of the plant. The Resident
Inspector also reviewed ongoing activities in this program
area.

One violation concerned the failure to properly record test
results for Standby Gas Treatment System Train B. This viola-
tion was an isolated event and suggested a lack of attention
to detail in reviewing the results of one particular test.
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The Ticensee's response to this item was timely and adequate
to assure that supervisory personnel would review test results.
A second violation concerned the failure to adequately imple-
ment the requirements of NUREG 0737 Item II.F.1.2 (effluent
monitors for particulates and noble gases) and Item II.F.1.3
(containment high range monitor) in accordance with the March
1983 Confirmatory Order. The items concerned a failure to
meet the specified design requirements for the containment
monitor, and a failure to provide a technically adequate de-
sign for the effluent monitors, and suggest a lack of manage-
ment involvement to assure gquality in the design engineering.
However, the licensee has disagreed with the second violation
and this matter was still under review at the conclusion of
the assessment period.

An effective radioactive waste management and effluent controls
program was maintained. Planned releases of liquid radwastes
were minimized as result of prior planning for control of
activities. There were no unplanned releases during the as-
sessment period.

Reviews of staffing and organization structure showed all
positions are adequately identified, authorities and respon-
sibilities are defined, and a generally adequate staff avail-
able. Annual retraining in applicable procedures, Technical
Specifications and related areas is required by the licensee.
This retraining program is generally complete and contributes
to a generally acceptable level of personnel performance with
few personnel errors.

Radioactive waste management and effluent control procedures
are generally complete, adequately maintained and available,
However, several minor technical inadequacies in procedures
were identified. Plant procedures failed to provide instruc-
tions for converting stack gas monitor readings to gaseous
release concentrations. A calibration procedure for the main
steam 1ine monitors did not specify that the monitors must be
calibrated when found out of to'erance during functional tests,
and did not adequately address how to determine background
levels to establish the trip setpoints. Four procedures for
iodine chemical separation of the reactor .oclant sample did
not require calibration of the iodine carrier. The routine
environmental program failed to detect the small but measurable
buildup of cobalt-60 in the Connecticut River at levels up to
750 pCi/kg at the discharge of the site North storm sewer, due
to a source originating from the turbine building roof vents.
Increased attention to technical detail in procedures during
revision and review is needed.




Quality assurance audits cf radioactive waste management and
effluent control areas were timely, generally thorough and
performed in accordance with the licensee's Technical Speci-
fications. Actions taken in response to audit findings were
generally timely and thorough.

Four of the seven LERs for this functional area involved missed
surveillances which resulted from personnel errors committed

by failing to pay attention to details. Plant management re-
view of personnzl performance deficiencies is warranted to
assure adverse trends do not vccur.

Transportation

One onsite inspection of this area was made by regional radi-
ation specialists. Additionally, receipt inspections by a
representative of the State of Nevada and by Boston Edison
Company employees of two licensee shipments were reviewed
during the assessment period. Three violations were identi-
fied: failure to transport licensed low specific activity
(LSA) material in a strong tight package; delivery of a spent
resin shipment exceeding 200 millirem per hour on the external
surface of the package to the Beatty, Nevada burial site; and
failure to provide training to licensee employees performing

inspection activities affecting quality of licensed shipments.
An enforcement conference and a management meeting were heid
to discuss these violations with the licensee. The State of
Nevada temporarily suspended the licensee's burial privileges.

The licensee has documented the specific responsibilities
assigned to the Operations, Maintenance and Chemistry and
Health Physics Departments in plant procedures. Procedures
affecting shipping activities of these departments were revised
to reflect changes in 10 CFR 71 and DOT regulations effective
during the assessment period. Records for material shipments
were complete, well maintained and kept for a period in excess
of the two yea: requirement.

Quality assurance audits of the transportation area were con-
ducted by technically qualified personnel, and were generally
timely and addressed most aspects of the program. However,
the audits failed to identify the weakness in the training of
quality control inspectors.

Conclusion

Category 2, consistent.




Board Recommendation

Licensee

Formalize ALARA program policies and procedures. Take a more ag-
gressive approach to investigate and resolve indications of anoma-
lous radiological conditions. Maintain and enforce a strong frisk-
ing program to reduce the probability for inadvertent release of
material from the radiological controlled area. Strengthen controls
for the preparation and QC review of radwaste shipments. Emphasize

attention to detail in the conduct of routine duties and procedure
reviews.

NRC

The inspection frequency in the transportation area should be in-
creased. The inspection frequency in the remaining areas should
remain as prescribed by the routine program.
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C. Maintenance (3%)

1. Analysis

There were no significant deficienci2s w.aknesses or violations
identified in this area during the is-  assessment period and per-
formance for the area was rated as Categery 1. The preventive
maintenance program was identified as a notable strungth in the
licensee's system of management controls.

During this assessment period the area was under continusl review
by the resident inspector. One inspection conducted by a Region
based inspector reviewed the maintenance program to determine the
extert to which maintenance practices may contribute to system un-
availability. Specialists conducted two inspections in this area.
The second inspection was conducted to followup deficiencies iden-
tified ducing the first inspection.

Reviews of items requiring maintenance found that safety related
items are given priority attention. The Instrument & Control and
Maintenance Departments are staffed by experienced personnel and
personnel turnover has been low. Supervisor monitoring and in-
volvement in daily work activities is evident and remains an element
of strength. Craft and supervisory peisonne’ demehstrated a good
working knowledge of plant systems and components within their realm
of expertise. Completion of an SRO certification program by the
Maintenance Supervisor is an asset that wiil strengthen the func-
tional area. There is a generally good regard for administrative
and procedural requirements. The special inspection of maintenance
practices identified no programmatic elements that would cause an
adverse impact on equipment availability. The licensee's progran
assures that equipment failures are evaluated for frequency of
occurrence and root cause, and that maintenance errors are detected,
evaluated and corrected. A recent example of the latter involved
the determination by the 1&C Supervision of an improper power supply
that was installed in the ECCS vessel level instrumentation channe}
during routine corrective maintenance.

The preventive maintenance program continues to be weil documented
in both the Maintenance and Instrument & Controls areas. The well
maintained Visirecord system is an asset in the licensee's review
0of equipment failure histories and trends. Deficiencies in equip-
ment performénce were identified and corrected. A notable example
includes the degraded performance identified and corrected on the
125 VDC station batteries and the 480 VDC uninterrupt Hle power
supply batteries. Notwithstanding the above, a signii cant equip-
ment problem occurred at the end of this assessment p¢ riod, when
two independent, redundant relays failed nearly simultaneously and
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rendered both emergency diesel generators inoperable. Licensee
actions to evaluate and eliminate potential common mode failure
mechanisms are being followed by the NRC staff.

The licensee program for maintenance and surveiliance of pipe sup-
ports and restraints remained effective. However, an item regaruing
upgraded snubber technical specifications has been a long standing
issue with the licensee that has just been recently resolved. Fol-
lowing the NRR request in November, 1980 that the licensee revise
the snubber technical specifications, and after two meetings (May,
1983 and February, 1984) initiated by the NRC staff to resolve the
technical issues, the licensee submitted a proposal to change the
technical specifications in Octobe 1984. The licensee's reluct-
ance to respond to the Staff's reqiest caused the unnecessary ex-
penditure of additional NRC resources to resolve the issue in a
timely manner.

Two of the violations identified during this period concern problems
in the documentaticn of work activities in the corrective mainten-
ance program, which appear as a programmatic weakness in assuring
the quality of the completed work. Examples of these problems in-
cluded: incomplete or inaccurate information on maintenance work
requests regarding the scope of work required; incomplete procedural
instructions regarding the requirements for independent inspections;
a lack of documentation of independent inspections; and, a failure
to define operational testing and acceptance criteria in all cases.
The exact work done and replacement parts used during maintenance
was not determinable in all cases after the work was done. The
incomplete information recorded on the maintenance reque<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>