
February 22, 2005

Virginia Electric and Power Company
ATTN.: Mr. David A. Christian

Sr. Vice President and
Chief Nuclear Officer

Innsbrook Technical Center - 2SW
5000 Dominion Boulevard
Glen Allen, VA 23060-6711

SUBJECT: ERRATA NORTH ANNA POWER STATION - NRC INTEGRATED INSPECTION
REPORT NOS. 05000338/2004006 AND 05000339/2004006

Dear Mr. Christian:

On December 31, 2004, the United States Nuclear Regulatory Commission (NRC) completed
an inspection at your North Anna Power Station, Units 1 and 2.  The above inspection report
was issued with a potentially unclear statement in the summary of findings and pages 13 and
14.  The purpose of this letter is to clarify that the finding and immediate corrective actions to
restore compliance were completed prior to entering Mode 4, and to ask that you replace the
enclosed revised pages in your original document.

In accordance with 10 CFR 2.390 of the NRC’s “Rules of Practice,” a copy of this letter, and its
enclosure, will be available electronically for public inspection in the NRC Public Document
Room or from the Publicly Available Records (PARS) component of NRC’s document system
(ADAMS).  ADAMS is accessible from the NRC Web site at http://www.nrc.gov/reading-
rm/adams.html (the Public Electronic Reading Room).

 If you have any questions, please contact me at (404) 562-4510.

Sincerely,

//RA//

Kerry D. Landis, Chief
Reactor Projects Branch 5
Division of Reactor Projects

Docket Nos.: 50-338, 50-339
License Nos.:  NPF-4, NPF-7

Enclosure: As stated



2VEPCO
cc w/encl:
Chris L. Funderburk, Director
Nuclear Licensing and
  Operations Support
Virginia Electric and Power Company
Electronic Mail Distribution

Jack M. Davis
Site Vice President
North Anna Power Station
Electronic Mail Distribution

Executive Vice President
Old Dominion Electric Cooperative
Electronic Mail Distribution

County Administrator
Louisa County
P. O. Box 160
Louisa, VA  23093

Lillian M. Cuoco, Esq.
Senior Counsel
Dominion Resources Services, Inc.
Electronic Mail Distribution

Attorney General
Supreme Court Building
900 East Main Street
Richmond, VA  23219
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ATTACHMENT 2 CONTAINS PROPRIETARY INFORMATION

DOCUMENT TRANSMITTED HEREWITH CONTAINS SENSITIVE UNCLASSIFIED INFORMATION
WHEN SEPARATED FROM ATTACHMENT 2, THIS DOCUMENT IS DECONTROLLED

Enclosure

SUMMARY OF FINDINGS

IR 05000338/2004-006, IR 05000339/2004-006; 09/26/2004 - 12/31/2004; North Anna Power
Station Units 1 & 2; Problem Identification and Resolution, and Other.

The report covered a three month period of inspection by the resident inspectors and two senior
project engineers.  Two Green non-cited violation (NCV) and one licensee-identified violation
were identified.  The significance of most findings is indicated by their color (Green, White,
Yellow, Red) using Inspection Manual Chapter (IMC) 0609, “Significance Determination
Process” (SDP).  Findings for which the SDP does not apply may be Green or be assigned a
severity level after NRC management review.  The NRC’s program for overseeing the safe
operation of commercial nuclear power reactors is described in NUREG-1649, “Reactor
Oversight Process,” Revision 3, dated July 2000.

A. NRC-Identified and Self-Revealing Finding

Cornerstone: Mitigating Systems

Green.  The licensee failed to take appropriate corrective actions to preclude the
recurrence of a significant condition adverse to quality.  Corrective actions taken after
the spring outage in 2004 for Unit 2 for inadequate closeout of containment failed to
correct the procedure used to ensure all foreign material was removed from
containment.  On October 4, 2004, after the licensee had completed the revised
procedure, the inspectors found a large quantity of debris inside the Unit 1 containment.

An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI,
Corrective Action, was identified.  This finding is more than minor because it could be
reasonably viewed as a precursor to a significant event.  The transport of loose
materials to the containment sumps would have caused a restricted flow or blockage
and impeded the ability of the containment sumps to provide adequate net positive
suction head to the recirculation spray pumps.  The finding was determined to have very
low safety significance because the amount of material found would not have prevented
the containment sumps from performing their intended safety functions, i.e., an actual
loss of safety function was not identified.  (Section 4OA2.2)

Green.  In May 2003, the licensee failed to have procedures in effect which would
maintain the reactor coolant level in the level indication of the pressurizer during some
fires in the Unit 1 and Unit 2 emergency switchgear and relay rooms (ESGRs).  A fire in
these areas could result in loss of cooling to the reactor coolant pump (RCP) seals and
subsequent seal failure loss of coolant accident.  The licensee has established interim
measures to address this finding while long term corrective actions are evaluated.
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  .2 Unit 1 Containment Closeout - Annual Sample Review

    a. Inspection Scope

The inspectors performed a walkdown and observed containment cleanliness activities
conducted by the licensee to ensure compliance with TRM Technical Requirement
3.5.2, “Emergency Core Cooling Systems (ECCS) - Containment Sump Debris
Inspection.”

    b. Findings

Introduction.  A Green NRC-Identified Non-Cited Violation (NCV) was identified for
failure to take appropriate corrective actions to preclude the recurrence of a significant
condition adverse to quality as required by 10 CFR 50 Appendix B Criterion XVI. 
Corrective actions taken after the spring outage in 2004 for Unit 2 for inadequate
closeout of containment failed to correct the procedure used to ensure all foreign
material was removed from containment.

Description.  NRC Inspection Report 05000339/2004003 documented an NRC-Identified
finding on May 27, 2004, involving inadequate closeout of containment.  Several
conditions adverse to quality were identified with respect to the amount of debris found
in containment and documented in Plant Issue N-2004-2108.  The corrective action
associated with this issue was to correct/improve surveillance test 1/2-OP-1B,
“Containment Checklist,” which is used to verify that foreign debris in containment are
removed.  However, the licensee failed to adequately revise the procedure as a large
amount of debris was identified by the NRC during the Unit 1 containment closeout
walkdown during this inspection period.

On October 4, 2004 during the walkdown of Unit 1 containment the inspectors identified
that not all loose debris (rags, trash, tools, clothing, procedures) had been removed. 
The licensee conducted surveillance test 1/2-OP-1B, “Containment Checklist,” prior to
the inspectors’ entry.  The licensee completed their checklist and had not identified the
existence of additional loose debris that was required to be removed prior to the heatup
activities.  TRM technical surveillance requirement 3.5.2.1 has the licensee conduct a
visual inspection of containment to verify that no loose debris is present which could be
transported to the recirculation spray sump and cause restriction to the pumps suctions
during loss of coolant accident conditions.  On October 4, the inspectors identified
rubber gloves, plastic faceshields, multi-page procedures, rags, tools, insulation, paint
chips, duct tape, tie wraps, and other miscellaneous materials.  Loose  materials were
removed and follow-up inspections were conducted to ensure containment cleanliness
and that the sumps were clear of potential blockage.
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The licensee generated Plant Issue N-2004-4318 to address the operability of the
sumps given  the quantity of material removed from the containment following the
inspector’s walkdown.   Engineering personnel performed an operability assessment 
and transport analysis to determine if the debris would have impacted sump operation. 
Engineering concluded that the containment sumps remained capable of performing
their intended design function.

Analysis.  In accordance with Inspection Manual Chapter 612 Appendix B, the issue is
more that minor, in that, it could be reasonably viewed as a precursor to a significant
event in the Mitigating Systems Cornerstone.  The procedure was not adequately
revised to ensure that loose debris was removed prior to containment closeout.  As a
result, the transport of loose materials to the containment sump would have caused a
restricted flow or blockage and impeded the ability of the containment sumps to provide
adequate net positive suction head to the recirculation spray pumps.

In accordance with the IMC Chapter 609 Appendix A SDP Phase 1 screening
worksheet, the finding was determined to be of very low safety significance because the
amount of material found would not have prevented the containment sumps from
performing their intended safety functions, i.e., an actual loss of safety function was not
identified.

Enforcement.  10 CFR 50, Appendix B, Criterion XVI, “Corrective Action”, in part,
requires that measures shall be established to assure that conditions adverse to quality,
such as failures, malfunctions, deficiencies, deviations, defective material and
equipment, and non-conformances are promptly identified and corrected.  In the case of
significant conditions adverse to quality, the measures shall assure that the cause of the
condition is determined and corrective action taken to preclude repetition.  Contrary to
the above, the licensee failed to preclude repetition of significant conditions adverse to
quality, in that the surveillance procedure and process the licensee revised and
implemented in October 2004 for the Unit 1 containment inspection resulted in a large
amount of foreign debris being identified similar to that found in the Unit 2 closeout
inspection in May 2004.  Because the failure to adequately revise the checklist
procedure and preclude foreign material remaining in containment was of very low
safety significance and that the licensee documented this condition in their corrective
action program, this violation is being treated as an NCV, consistent with Section VI.A.1
of the NRC Enforcement Policy: NCV 05000339/2004006-01, Failure to Adequately
Address Vulnerabilities in the Containment Checklist Procedures Resulting in Foreign
Material Being Left in Unit 1 Containment.


