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Mr. Mark Bezilla 
Site Vice President 
FirstEnergy Nuclear Operating Company 
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SUBJECT: PERRY NUCLEAR POWER PLANT NRC INTEGRATED INSPECTION 

REPORT 05000440/2010002 

Dear Mr. Bezilla: 

On March 31, 2010, the U.S. Nuclear Regulatory Commission (NRC) completed an inspection 
at your Perry Nuclear Power Plant.  The enclosed report documents the inspection findings 
which were discussed on April 7, 2010, with you and members of your staff.   
 
The inspection examined activities conducted under your license as they relate to safety and 
compliance with the Commission’s rules and regulations and with the conditions of your license.  
The inspectors reviewed selected procedures and records, observed activities, and interviewed 
personnel. 
 
Based on the results of this inspection, two NRC-identified findings of very low safety 
significance (Green) were identified.  One of the findings was determined to involve a violation 
of NRC requirements, however, because the finding was of very low safety significance and 
because the issue was entered into your corrective action program, the NRC is treating the 
finding as a non-cited violation (NCV) consistent with Section VI.A.1 of the NRC Enforcement 
Policy. 
 
If you contest the subject or severity of this NCV, you should provide a response 
within 30 days of the date of this inspection report, with the basis for your denial, to the 
U.S. Nuclear Regulatory Commission, ATTN:  Document Control Desk, Washington, 
DC 20555-0001, with a copy to the Regional Administrator, U.S. Nuclear Regulatory 
Commission - Region III, 2443 Warrenville Road, Suite 210, Lisle, IL 60532-4352; the 
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, Washington, DC 
20555-0001; and the Resident Inspector Office at the Perry Nuclear Power Plant.  In 
addition, if you disagree with the characterization of any finding in this report, you should 
provide a response within 30 days of the date of this inspection report, with the basis for your 
disagreement, to the Regional Administrator, Region III, and the NRC Resident Inspector at the 
Perry Nuclear Power Plant.   
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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), accessible from the NRC Web site at http://www.nrc.gov/reading-rm/adams.html (the 
Public Electronic Reading Room). 

Sincerely, 
 
      /RA/ 
 
 

Jamnes L. Cameron, Chief 
Branch 6 
Division of Reactor Projects 
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 1 Enclosure 

SUMMARY OF FINDINGS 

IR 05000440/2010002; 01/01/2010 – 03/31/2010; Maintenance Risk Assessments and 
Emergent Work Control; Operability Evaluations. 

The inspection was conducted by resident and regional inspectors.  The inspection report 
(IR) covers a 3-month period of resident inspection.  Two green findings, one of which was a 
non-cited violation (NCV) 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).  Cross-cutting aspects were determined using IMC 0310, 
"Components Within The Cross-Cutting Areas."  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 4, dated December 2006. 

A. Inspector-Identified and Self-Revealed Findings 

Cornerstone:  Mitigating Systems 
 
Green.  A finding of very low safety significance and associated NCV of 
10 CFR 50.65(a)(4) was identified by the inspectors for the licensee's failure to 
accurately assess plant risk during maintenance activities.  The inspectors 
determined that the licensee failed to correctly identify the plant risk condition when 
the Unit 1 Division 1 Emergency Diesel Generator (EDG) was out of service for 
maintenance.  Specifically, there was a 5-hour period of time that the licensee restored 
plant risk to GREEN status while the EDG remained unavailable and plant risk was 
actually YELLOW.  The licensee entered the issue associated with their failure to 
correctly assess the plant risk condition into their corrective action program (CAP).  
 
The performance deficiency was determined to be more than minor because the finding 
was similar to IMC 0612, Appendix E, Example 7.e, and resulted in actual plant risk 
being in a higher licensee-established risk category than declared.  The finding was of 
very low safety significance because the risk deficit, or incremental core damage 
probability deficit (ICDPD) was < 1E-6.  This finding had a cross-cutting aspect in the 
area of Human Performance, Decision-Making per IMC 0310 (H.1(b)) because the 
licensee did not use conservative assumptions in decision making nor adopt a 
requirement to demonstrate that the proposed action is safe in order to proceed rather 
than a requirement to demonstrate that it is unsafe in order to disapprove the action.  
Specifically, the licensee chose to minimize system unavailability time and as a result did 
not perform a complete post-maintenance test which would have verified the EDG 
system was fully functional and available to perform its mission at the end of the 
maintenance period.  (Section 1R13) 
 
Green.  A finding of very low safety significance was identified by the inspectors for the 
licensee’s failure to make an accurate immediate operability determination (IOD) based 
on the actual plant conditions and the available information to provide reasonable 
assurance of operability.  Specifically, on February 15, 2010, through wall leakage was 
identified coming from a welded elbow connection of an instrument line associated with 
the 'B' Emergency Closed Cooling (ECC) system supply to the 'B' control complex chiller 
heat exchanger.  This instrument line is an American Society of Mechanical Engineers 
(ASME) Section III, Class 3 piping system, and the licensee’s IOD declared the 'B' ECC 
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system operable without the degradation mechanism being discernable from visual 
examination (such as external corrosion or wear) or having substantial operating 
experience (site specific) with the identified degradation mechanism in the affected 
system.  No violation of regulatory requirements occurred, and the issue was entered 
into the licensee’s CAP. 
 
The performance deficiency was determined to be more than minor because it is 
associated with the Mitigating Systems cornerstone attribute of “Equipment 
Performance-Availability, Reliability,” and adversely affected the cornerstone objective to 
ensure the availability, reliability, and capability of systems to respond to initiating events 
to prevent undesirable consequences (i.e., core damage).  The finding was of very low 
safety significance because a loss of system safety function, or the actual loss of safety 
function of a single train for greater than its TS-allowed outage time did not occur, and 
the finding does not screen as potentially risk-significant due to a seismic, flooding, or 
severe weather initiating event.  This finding had a safety culture cross-cutting aspect in 
the area of Problem Identification and Resolution, related to the Operating Experience 
component for not implementing and institutionalizing operating experience through 
changes to station processes, procedures, equipment, and training programs per 
IMC 0310 (P.2(b)).  Specifically, the requirement for the degradation mechanism of 
through wall leakage on ASME Section III, Class 2 and 3 piping, to be readily apparent 
from visual examination in order to support an operable IOD, was not completely 
understood by operations personnel.  This finding did not involve a violation of regulatory 
requirements.  (Section 1R15) 

 

Licensee-Identified Violations 

None. 
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REPORT DETAILS 

Summary of Plant Status 

The plant began the inspection period at 100 percent power.  On March 28, 2010, reactor power 
was reduced to 75 percent and returned to full power on March 31, 2010, and remained at full 
power for the remainder of the inspection period.  The power reduction occurred as an 
automatic system response to the operators tripping off the 'B' reactor feed pump turbine 
(RFPT) due to a small oil based fire in the RFPT room.  The unit was at full power throughout 
the remainder of the inspection period, with the exception of planned power reductions for 
routine surveillance testing and rod pattern alignments. 

1. REACTOR SAFETY 
 
Cornerstones:  Initiating Events, Mitigating Systems, Barrier Integrity, and 
Emergency Preparedness 

1R04 Equipment Alignment (71111.04) 

.1 Quarterly Partial System Walkdown 

a. Inspection Scope 

The inspectors performed partial system walkdowns of the following risk-significant 
systems: 

• emergency closed cooling (ECC) train 'B' on January 7, 2010; 
• Division 2 and 3 protected trains during Division 1 Emergency Diesel Generator 

(EDG) maintenance on January 29, 2010; 
• 'A' flow control valve (FCV) hydraulic power unit (HPU) following repair and 

testing on March 9 and 10, 2010; and 
• high-pressure core spray with the reactor core isolation cooling (RCIC) 

inoperable to replace the waterleg pump on March 18 and 19, 2010. 

The inspectors selected these systems based on their risk significance relative to the 
reactor safety cornerstones at the time they were inspected.  The inspectors attempted 
to identify any discrepancies that could impact the function of the systems, and, 
therefore, potentially increase risk.  The inspectors reviewed applicable operating 
procedures, system diagrams, Updated Safety Analysis Report (USAR), Technical 
Specification (TS) requirements, outstanding work orders (WOs), condition reports 
(CRs), and the impact of ongoing work activities on redundant trains of equipment in 
order to identify conditions that could have rendered the systems incapable of 
performing their intended functions.  The inspectors also walked down accessible 
portions of the systems to verify system components and support equipment were 
aligned correctly and operable.  The inspectors examined the material condition of the 
components and observed operating parameters of equipment to verify that there were 
no obvious deficiencies.  The inspectors also verified that the licensee had properly 
identified and resolved equipment alignment problems that could cause initiating events 
or impact the capability of mitigating systems or barriers and entered them into the 
corrective action program (CAP) with the appropriate significance characterization.  
Documents reviewed are listed in the Attachment. 
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These inspections constituted four partial system walkdown samples as defined in 
Inspection Procedure (IP) 71111.04-05. 

b. Findings 

No findings of significance were identified. 

.2 Semi-Annual Complete System Walkdown 

a. Inspection Scope 

On March 12, 2010, the inspectors concluded a complete system alignment inspection 
of the Unit 1 and Unit 2 125-Volt direct current (Vdc) electrical distribution system to 
verify the functional capability of the system.  This system was selected because it was 
considered both safety significant and risk significant in the licensee’s probabilistic risk 
assessment (PRA).  The inspectors walked down the system to review mechanical and 
electrical equipment line ups, electrical power availability, system temperature 
indications, component labeling, component lubrication, component and equipment 
cooling, hangers and supports, operability of support systems, and to ensure that 
ancillary equipment or debris did not interfere with equipment operation.  A review of a 
sample of past and outstanding WOs was performed to determine whether any 
deficiencies significantly affected the system function.  In addition, the inspectors 
reviewed the CAP database to ensure that system equipment alignment problems were 
being identified and appropriately resolved.  Documents reviewed are listed in the 
Attachment. 

This inspection constituted one complete system walkdown sample as defined in 
IP 71111.04-05. 

b. Findings 

No findings of significance were identified. 

1R05 Fire Protection (71111.05AQ) 

a. Inspection Scope 

The inspectors conducted fire protection walkdowns which were focused on availability, 
accessibility, and the condition of firefighting equipment in the following risk-significant 
plant areas: 

• Fire Zones 1CC-3a and 3c; Divisions 1 and 2 4160 V and 480 V Switchgear 
Rooms; 

• Fire Zones 1DG-1a and 1c; Division 1 and 2 EDG Rooms; 
• Fire Zones 1AB-1a, 1b, 1f, 1g and 1AB-2; Auxiliary Building 574' and 599’ 

elevations; 
• Fire Zones 1CC-4a through 4e, 4h, 4i, and 2CC-4a through 4e, 4h, 4i; Unit 1 and 

Unit 2 Division 1 and 2 Cable Spreading Rooms, 125-Vdc Distribution Rooms, 
and Battery Rooms; and 

• Fire Zones 1DG-1b and 1CC-3b; Division 3 EDG and Switchgear Rooms. 
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The inspectors reviewed areas to assess if the licensee had implemented a fire 
protection program that adequately controlled combustibles and ignition sources within 
the plant, effectively maintained fire detection and suppression capability, maintained 
passive fire protection features in good material condition, and implemented adequate 
compensatory measures for out-of-service, degraded or inoperable fire protection 
equipment, systems, or features in accordance with the licensee’s fire plan.  The 
inspectors selected fire areas based on their overall contribution to internal fire risk as 
documented in the plant’s Individual Plant Examination of External Events with later 
additional insights, their potential to impact equipment which could initiate or mitigate a 
plant transient, or their impact on the plant’s ability to respond to a security event.  Using 
the documents listed in the Attachment, the inspectors verified the following: 

• fire hoses and extinguishers were in their designated locations and available for 
immediate use;  

• fire detectors and sprinklers were unobstructed;  
• transient material loading was within the analyzed limits; and  
• fire doors, dampers, and penetration seals appeared to be in satisfactory 

condition.   
 
The inspectors also verified that minor issues identified during the inspection were 
entered into the licensee’s CAP.  Documents reviewed are listed in the Attachment to 
this report. 
 
These inspections constituted five quarterly fire protection inspection samples as defined 
in IP 71111.05-05. 

b. Findings 

No findings of significance were identified. 

1R06 Flood Protection Measures – Underground Vaults (71111.06) 

a. Inspection Scope 

The inspectors selected underground bunkers/manholes subject to flooding that 
contained cables whose failure could disable risk-significant equipment.  The inspectors 
determined that the cables were not submerged, that splices were intact, and that 
appropriate cable support structures were in place.  In those areas where dewatering 
devices were used, such as a sump pump, the device was operable and level alarm 
circuits were set appropriately to ensure that the cables would not be submerged.  In 
those areas without dewatering devices, the inspectors verified that drainage of the area 
was available, or that the cables were qualified for submergence conditions.  The 
inspectors also reviewed the licensee’s corrective action documents with respect to past 
submerged cable issues identified in the CAP to verify the adequacy of the corrective 
actions.  The inspectors performed a walkdown of the Division 3 cabling manholes 1 and 
2 East vaults on January 20, 2010. 

This inspection constituted one underground vaults sample as defined in 
IP 71111.06-05. 
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b. Findings 

No findings of significance were identified. 

1R11 Licensed Operator Requalification Program (71111.11) 

a. Inspection Scope 

On February 8, and March 15, 2010, the inspectors observed two crews of licensed 
operators in the plant’s simulator during licensed operator requalification examinations 
to verify that operator performance was adequate, evaluators were identifying and 
documenting crew performance problems, and training was being conducted in 
accordance with licensee procedures.  The inspectors evaluated the following areas: 

• licensed operator performance; 
• crew’s clarity and formality of communications; 
• ability to take timely actions in the conservative direction; 
• prioritization, interpretation, and verification of annunciator alarms; 
• correct use and implementation of abnormal and emergency procedures; 
• control board manipulations; 
• oversight and direction from supervisors; and 
• the ability to identify and implement appropriate TS actions and emergency plan 

actions and notifications. 

The crews’ performance in these areas was compared to pre-established operator action 
expectations and successful critical task completion requirements.  Documents reviewed 
are listed in the Attachment to this report. 

This inspection constituted one quarterly licensed operator requalification program 
sample as defined in IP 71111.11. 

b. Findings 

No findings of significance were identified. 

1R12 Maintenance Effectiveness (71111.12) 

a. Inspection Scope 

The inspectors evaluated degraded performance issues involving the following 
risk-significant systems: 

• 125-Volt, direct current (Vdc) electrical systems; and 
• reactor recirculation system. 

The inspectors reviewed events where ineffective equipment maintenance had 
resulted in valid or invalid automatic actuations of engineered safeguards systems 
and independently verified the licensee's actions to address system performance or 
condition problems in terms of the following: 
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• implementing appropriate work practices; 
• identifying and addressing common cause failures; 
• scoping of systems in accordance with 10 CFR 50.65(b) of the maintenance rule; 
• characterizing system reliability issues for performance; 
• charging unavailability for performance; 
• trending key parameters for condition monitoring; 
• ensuring 10 CFR 50.65(a)(1) or (a)(2) classification or re-classification; and 
• verifying appropriate performance criteria for structures, systems, and 

components/functions classified as (a)(2) or appropriate and adequate goals and 
corrective actions for systems classified as (a)(1). 

The inspectors assessed performance issues with respect to the reliability, availability, 
and condition monitoring of the system.  In addition, the inspectors verified maintenance 
effectiveness issues were entered into the CAP with the appropriate significance 
characterization.  Documents reviewed are listed in the Attachment to this report. 

These inspections constituted two quarterly maintenance effectiveness samples as 
defined in IP 71111.12-05. 

b. Findings 

No findings of significance were identified. 

1R13 Maintenance Risk Assessments and Emergent Work Control (71111.13) 

a. Inspection Scope 

The inspectors reviewed the licensee's evaluation and management of plant risk for the 
maintenance and emergent work activities affecting risk-significant and safety-related 
equipment listed below to verify that the appropriate risk assessments were performed 
prior to removing equipment for work: 

• emergency service water intake/suction line silt removal (including diving 
activities) on January 21, 2010; 

• reactor feed booster pump 'A' maintenance on January 27, 2010; 
• Division 1 EDG extended maintenance outage on January 28, 2010; 
• ECC 'A' planned maintenance while the 'A' FCV HPU was shut down for 

emergent repairs on March 10, 2010; 
• RCIC system waterleg pump replacement on March 18, 2010; and 
• 'B' RFPT emergent repairs and testing March 29 through 31, 2010. 
 
These activities were selected based on their potential risk significance relative to the 
reactor safety cornerstones.  As applicable for each activity, the inspectors verified that 
risk assessments were performed as required by 10 CFR 50.65(a)(4) and were accurate 
and complete.  When emergent work was performed, the inspectors verified that the 
plant risk was promptly reassessed and managed.  The inspectors reviewed the scope 
of maintenance work, discussed the results of the assessment with the licensee's 
probabilistic risk analyst or shift technical advisor, and verified plant conditions were 
consistent with the risk assessment.  The inspectors also reviewed TS requirements and 
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walked down portions of redundant safety systems, when applicable, to verify risk 
analysis assumptions were valid and applicable requirements were met. 

These maintenance risk assessments and emergent work control evaluations 
constituted six samples as defined in IP 71111.13-05. 

b. Findings 

Introduction:  The inspectors identified a finding of very low safety significance (Green) 
and an associated NCV of 10 CFR 50.65(a)(4) for the failure to accurately assess plant 
risk, considering the actual equipment conditions, during post-maintenance activities 
conducted on the Division 1 EDG. 
 
Description:  During the period of January 26, 2010, through February 3, 2010, the 
licensee performed planned maintenance on the Division 1 EDG, 1R43C00001A.  
Following completion of the mechanical maintenance activities on the diesel engine, the 
EDG and support systems were placed in standby, and the licensee declared the 
Division 1 EDG available.  This declaration of availability allowed the plant online PRA 
indicator to change from yellow to the lower risk indication of green, at 1659 hours on 
February 2, 2010.  Approximately 5 hours later, at 10:00 p.m. on February 2, 2010, while 
the licensee was performing pre-start activities for the maintenance run of the Division 1 
EDG, the operators discovered all of the petcock vents on the EDG piston cylinders in 
the open position.  These petcocks are opened when the diesel is rolled with starting air, 
are closed following completion of the activity, and are required to be closed when the 
EDG is placed in standby.  The System Operating Instruction (SOI) for EDGs, SOI-R43, 
contains provisions which allow operator actions for restoration to maintain availability of 
the EDG.  Using this guidance, the licensee continued with the required pre-start 
activities and subsequent maintenance run and testing activities. 
 
At 3:59 a.m. on February 3, 2010, when the DIESEL GENERATOR control switch in the 
control room was placed in STOP at completion of the post-maintenance test run, an 
unexpected overspeed trip annunciator was received.  The licensee determined that the 
cause of the alarm was a fault in the overspeed pneumatic logic and not due to an actual 
overspeed condition or mechanical trip of the engine.  At 5:02 a.m. the licensee declared 
the EDG unavailable to support further testing.  Subsequent discussions between the 
responsible system engineer and operations personnel determined that the logic fault 
would preclude the EDG responding to a demand/start signal, and therefore the EDG 
would have been unavailable from the time the overspeed alarm was received.  At 6:03 
that morning, the licensee documented this change in Division 1 EDG availability and 
recorded that plant online PRA status should have been yellow between 3:59 and 
5:02 a.m. on February 3, 2010. 
 
Later that morning at approximately 7:30 a.m., following the shift turnover meeting, the 
inspectors requested the results of the licensee’s evaluation of the open petcocks with 
respect to availability of the EDG.  The licensee concluded the Division 1 EDG was 
rendered unavailable with the petcocks open and in the standby lineup.  At 4:04 p.m. on 
February 3, 2010, the licensee again updated the Division 1 EDG status as unavailable 
from 4:59 p.m. on February 2, 2010, with the petcocks open, until 10:00 p.m. on 
February 2, 2010.  Operability after 10:00 p.m. was through the provisions of SOI-R43 
which allow for ‘available with restoration’ operator actions to shut the petcocks during 
the startup phase of the test run.  The inspectors determined that the licensee had not 
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promptly considered EDG availability with the petcocks open.  The required online PRA 
indicator and site risk management responses for the Division 1 EDG being unavailable 
should have been yellow until 10:00 p.m.  The inspectors noted that, although the online 
PRA risk category was lowered to green, the risk mitigation strategies implemented for 
the yellow risk category remained in place since the licensee’s procedures for allowed 
outage time maintenance requires them to remain in place until post-maintenance 
testing is completed. 
 
Analysis:  The inspectors determined that the licensee’s failure to accurately assess 
the risk associated with maintenance activities on the Division 1 EDG was a 
performance deficiency.  The performance deficiency was determined to be more than 
minor because it was similar to Inspection Manual Chapter (IMC) 0612, Appendix E, 
Example 7.e and resulted in actual online PRA risk crossing the threshold into a higher 
licensee-established risk category. The performance deficiency is associated with the 
Mitigating Systems cornerstone attribute of “Equipment Performance – Availability,” and 
adversely impacted the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage).  

The inspectors determined that this finding could be evaluated using the SDP in 
accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, 
“Phase 1 - Initial Screening and Characterization of Findings.”  Using IMC 0609, 
Appendix K “Maintenance Risk Assessment and Risk Management Significance 
Determination Process,” as referenced from Table 3b, the SDP Phase 1 Screening 
Worksheet for the Mitigating Systems Cornerstone,” the inspectors determined that the 
finding was of very low safety significance (Green) since the ICDPD was < 1E-6.  

Additionally, the inspectors determined that this finding had a cross-cutting aspect in the 
area of Human Performance, Decision-Making per IMC 0310 (H.1(b)) because the 
licensee did not use conservative assumptions in decision making and adopt a 
requirement to demonstrate that the proposed action is safe in order to proceed rather 
than a requirement to demonstrate that it is unsafe in order to disapprove the action. 
Specifically, the licensee’s administrative process to declare the EDG available following 
completion of the maintenance activities’ paperwork, without actually demonstrating that 
the EDG would start and reach required voltage and frequency, allowed the EDG to be 
considered available to perform designed safety functions when actual equipment 
conditions prohibited operation. 

Enforcement:  The requirements of 10 CFR 50.65(a)(4) state, in part, that “the 
licensee shall assess and manage the increase in risk that may result from the 
proposed maintenance activities.”  Contrary to this requirement, for approximately 
5 hours on February 2, 2010, the licensee’s risk assessment did not accurately reflect 
the increase in online PRA risk associated with the Division 1 EDG being unavailable.  
Since the licensee’s risk mitigation actions remained in place during this period and an 
actual demand for the EDG did not occur, no actual safety consequences resulted.  
The licensee restored the EDG to a standby condition by closing the petcocks on the 
EDG.  Because this violation was of very low safety significance and because the 
issue was entered into the licensee’s CAP as CR 10-71049, this violation is being 
treated as an NCV, consistent with Section VI.A.1 of the NRC Enforcement Policy.  
(NCV 05000440/2010002-01, Failure to Correctly Assess Risk During 
Post-Maintenance Activities.) 
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1R15 Operability Evaluations (71111.15) 
 

a. Inspection Scope 

The inspectors reviewed the following issues: 

• 3DMONICORE non-conservative calculation impact with oscillating power range 
monitors; 

• through wall leakage from a welded joint on the 'B' ECC system; 
• M23/24 control complex chilled water cooling valve not controlling temperature; 

and 
• offsite power low/degraded voltage concerns. 
 
The inspectors selected these potential operability issues based on the risk significance 
of the associated components and systems.  The inspectors evaluated the technical 
adequacy of the evaluations to ensure that TS operability was properly justified and the 
subject component or system remained available such that no unrecognized increase in 
risk occurred.  The inspectors compared the operability and design criteria in the 
appropriate sections of the TS and USAR to the licensee’s evaluations to determine 
whether the components or systems were operable.  Where compensatory measures 
were required to maintain operability, the inspectors determined whether the measures 
in place would function as intended and were properly controlled.  The inspectors 
determined, where appropriate, compliance with bounding limitations associated with the 
evaluations.  Additionally, the inspectors reviewed a sampling of corrective action 
documents to verify that the licensee was identifying and correcting any deficiencies 
associated with operability evaluations.  Documents reviewed are listed in the 
Attachment to this report. 

These inspections constituted four samples as defined in IP 71111.15-05. 

b. Findings 

Introduction:  A finding of very low safety significance (Green) was identified by the 
inspectors for the licensee’s failure to make an accurate immediate operability 
determination (IOD) based on the actual plant conditions and the available information to 
provide reasonable assurance of operability.  Specifically, on February 15, 2010, through 
wall leakage was identified coming from an apparent welded connection of an instrument 
line associated with the 'B' ECC system supply to the ‘B’ control complex chiller heat 
exchanger.  This instrument line is an American Society of Mechanical Engineers 
(ASME) Section III, Class 3 piping system, and the licensee’s IOD declared the 'B' ECC 
system operable without the degradation mechanism being discernable from visual 
examination (such as external corrosion or wear) or having substantial operating 
experience (site specific) with the identified degradation mechanism in the affected 
system. 

Description:  During plant equipment rounds, on February 15, 2010, at approximately 
9:30 p.m., a small water leak was noted coming from the overhead in the vicinity of the 
'B' control complex chiller.  The auxiliary operator informed the control room, and a 
more detailed investigation was performed.  The leak was traced to a small crack where 
a ½-inch flow instrument line is welded to a 10-inch ECC piping flange.  Licensee 
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CR 10-71622 was generated, together with notification 600597496, to document the 
issue. 
 
The shift manager on the evening shift documented an operable IOD for the 'B' ECC 
system based upon the leakage being minor (“approximately 2 drops per minute”) and a 
belief that the leakage would not challenge equipment mission time.  Plant management 
was informed on a duty call at approximately 5:15 a.m. on February 16, 2010, and a 
prompt operability determination (POD) was requested to be completed by 5:00 a.m. on 
February 17, 2010 (approximately 24 hours from the IOD).  
 
The day-shift shift manager took the watch on February 16, 2010, with knowledge that 
the engineering department was actively working on a prompt operability determination 
(POD.)  Plans were made to isolate and repair the affected 'B' ECC piping.  While the 
degraded/nonconforming condition of the piping was being isolated per the SOIs, the 
shift manager was informed by phone that it was unlikely they would be able to 
characterize the flaw with visual observation and the POD they were working on would 
not support operability.  With this knowledge, the shift manager immediately declared the 
'B' ECC system inoperable and entered the required TS limiting condition for 
operation (LCO) action statement, TS 3.7.10 Condition A, to declare the supported 
systems inoperable and take the required actions of applicable LCOs. 
 
In accordance with TS 3.7.10, once the degraded/nonconforming condition is isolated, 
by declaring the 'B' Control Complex Chiller inoperable and isolating the 'B' ECC system 
piping to the chiller, the remaining portion of the 'B' ECC system is declared operable 
and the requisite LCO conditions are exited.  The POD request was cancelled since the 
component of concern was declared inoperable and planned to be restored using ASME 
code repairs. 
 
Information provided by the engineering department on the inability to characterize the 
through wall flaw in the 'B' ECC piping, documented the existing requirements and 
information which was available to the shift manager for determining operability of ASME 
Section III, Class 1, 2, and 3 piping with identified through wall leakage.  Guidance for 
Class 2 and 3 piping provides that the degradation mechanism must be readily apparent 
(discernable from visual examination, or there must be substantial operating experience 
with the identified degradation mechanism in the affected system) to determine the 
component is operable for the purpose of making an IOD.  This criteria was not correctly 
applied when the initial IOD bases for reasonable assurance of operability was 
determined and documented.  Additionally, the shift manager believed that the system 
could remain operable until the POD characterized the flaw associated with the through 
wall leakage.  The inspectors’ discussions with both operations and engineering 
department personnel determined that the knowledge deficiency associated with 
understanding the requirements for operability related to piping through wall leakage 
was not limited to any one individual. 
 
Analysis:  The inspectors determined that the licensee’s failure to make an accurate IOD 
based on the actual plant conditions and the available information to assess operability 
requirements was a performance deficiency warranting further review.  The performance 
deficiency was compared to, and was not similar to any of the examples in IMC 0612, 
Appendix E, “Examples of Minor Issues.”  The performance deficiency was then 
evaluated in accordance with to IMC 0612 Appendix B, “Issue Screening,” and was 
characterized as more than minor because it was associated with the Mitigating Systems 
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cornerstone attribute of “Equipment Performance-Availability, Reliability,” and adversely 
affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems to respond to initiating events to prevent undesirable consequences (i.e., core 
damage). 

The inspectors determined that this finding could be evaluated in accordance with 
IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 - Initial 
Screening and Characterization of Findings.”  As referenced in Table 2, the inspectors 
determined that long term core decay heat removal was degraded.  Using Table 4a, 
“Characterization Worksheet for IE, MS, and BI Cornerstones,” the inspectors assessed 
the finding as having very low safety significance (Green) because a loss of system 
safety function, or the actual loss of safety function of a single train for greater than its 
TS-allowed outage time did not occur, and the finding does not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. 

The inspectors determined this finding had a safety culture cross-cutting aspect in the 
area of Problem Identification and Resolution, related to the Operating Experience 
component, for the licensee's failure to implement and institutionalize operating 
experience through changes to station processes, procedures, equipment, and training 
programs per IMC 0310 (P.2(b)).  Specifically, the requirement for the degradation 
mechanism of through wall leakage on ASME Section III, Class 2 and 3 piping, to be 
readily apparent from visual examination in order to support an operable IOD, was not 
completely understood by operations personnel.  

Enforcement:  The licensee entered this issue into the CAP as CR 10-71622.  
Enforcement action does not apply because the performance deficiency did not involve a 
violation of a regulatory requirement.  Because this finding does not involve a violation of 
regulatory requirements, and has very low safety significance, it is identified as Finding 
(FIN) 05000440/2010002-02, “Failure to Make an Accurate Immediate Operability 
Determination.” 

1R19 Post-Maintenance Testing (71111.19) 

a. Inspection Scope 

The inspectors reviewed the following post-maintenance activities to verify that 
procedures and test activities were adequate to ensure system operability and 
functional capability: 

• Division 1 EDG extended maintenance outage and PM testing maintenance run 
during the weeks of January 25 and February 1, 2010; 

• Division 1 EDG pneumatic trip logic troubleshooting and PM testing during the 
week of February 1, 2010; 

• Unit 1 Division 1 125-Vdc battery replacement during the week of 
February 16, 2010; 

• 'A' FCV HPU repair and testing during the week of March 8, 2010;  
• RCIC waterleg pump replacement during the week of March 15, 2010; and 
• 'B' RFPT oil system repair and post-maintenance testing during the week of 

March 29, 2010. 
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These activities were selected based upon the structure, system, or component's (SSCs) 
ability to impact risk.  The inspectors evaluated these activities for the following (as 
applicable):  the effect of testing on the plant had been adequately addressed; testing 
was adequate for the maintenance performed; acceptance criteria were clear and 
demonstrated operational readiness; test instrumentation was appropriate; tests were 
performed as written in accordance with properly reviewed and approved procedures; 
equipment was returned to its operational status following testing (temporary 
modifications or jumpers required for test performance were properly removed after test 
completion); and test documentation was properly evaluated.  The inspectors evaluated 
the activities against TS, the USAR, 10 CFR Part 50 requirements, licensee procedures, 
and various NRC generic communications to ensure that the test results adequately 
ensured that the equipment met the licensing basis and design requirements.  In 
addition, the inspectors reviewed corrective action documents associated with PM tests 
to determine whether the licensee was identifying problems and entering them in the 
CAP and that the problems were being corrected commensurate with their importance to 
safety.  Documents reviewed are listed in the Attachment to this report. 
 
These inspections constituted six post-maintenance testing samples as defined in 
IP 71111.19-05. 

b. Findings 

No findings of significance were identified. 

1R22 Surveillance Testing (71111.22) 

a. Inspection Scope 

The inspectors reviewed the test results for the following activities to determine whether 
risk-significant systems and equipment were capable of performing their intended safety 
function and to verify testing was conducted in accordance with applicable procedural 
and TS requirements: 

• standby liquid control 'A' pump and valve operability in-service testing on 
January 5, 2010; 

• Division 2 DG start and load routine testing on January 12, 2010; 
• ECC system loop 'B' flow balance routine testing on January 14, 2010; 
• control rod maximum scram insertion time routine testing on February 6, 2010; 
• drywell floor drain sump flow functional reactor coolant system (RCS) leakage 

testing on March 9, 2010; 
• annulus exhaust gas treatment system 'B' routine testing on March 24, 2010. 

The inspectors observed in-plant activities and reviewed procedures and associated 
records to determine the following:   

• did preconditioning occur;  
• were the effects of the testing adequately addressed by control room personnel 

or engineers prior to the commencement of the testing; 
• were acceptance criteria clearly stated, demonstrate operational readiness, and 

consistent with the system design basis; 
• plant equipment calibration was correct, accurate, and properly documented; 
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• as-left setpoints were within required ranges;  
• calibration frequency were in accordance with TS, the USAR, procedures, and 

applicable commitments; 
• measuring and test equipment calibration was current; 
• test equipment was used within the required range and accuracy;  
• applicable prerequisites described in the test procedures were satisfied; 
• test frequencies met TS requirements to demonstrate operability and reliability;  
• tests were performed in accordance with the test procedures and other 

applicable procedures;  
• jumpers and lifted leads were controlled and restored where used; 
• test data and results were accurate, complete, within limits, and valid; 
• test equipment was removed after testing; 
• where applicable for in-service testing activities, testing was performed in 

accordance with the applicable version of Section XI, ASME code, and reference 
values were consistent with the system design basis; 

• where applicable, test results not meeting acceptance criteria were addressed 
with an adequate operability evaluation or the system or component was 
declared inoperable; 

• where applicable for safety-related instrument control surveillance tests, 
reference setting data were accurately incorporated in the test procedure; 

• where applicable, actual conditions encountering high resistance electrical 
contacts were such that the intended safety function could still be accomplished; 

• prior procedure changes had not provided an opportunity to identify problems 
encountered during the performance of the surveillance or calibration test; 

• equipment was returned to a position or status required to support the 
performance of its safety functions; and 

• all problems identified during the testing were appropriately documented and 
dispositioned in the CAP.   

Documents reviewed are listed in the Attachment to this report. 

These inspections constituted four routine surveillance testing samples; one in-service 
testing sample; and one RCS leak detection inspection sample as defined in 
IP 71111.22, Sections -02 and -05. 

b. Findings 

No findings of significance were identified. 

1EP6 Emergency Preparedness Drill Evaluation Observation (71114.06) 

a. Inspection Scope 

The inspectors evaluated the conduct of a routine licensee emergency drill on 
March 2, 2010, to identify any weaknesses and deficiencies in classification, notification, 
and protective action recommendation development activities.  The inspectors observed 
emergency response operations in the control room (simulator) and technical support 
center to determine whether the event classification, notifications, and protective action 
recommendations were performed in accordance with procedures.  The inspectors also 
attended the licensee's drill critique to compare any inspector-observed weakness with 
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those identified by the licensee's staff in order to evaluate the critique and to verify 
whether the licensee's staff was properly identifying weaknesses and entering them into 
the CAP.  As part of the inspection, the inspectors reviewed the drill package and other 
documents listed in the Attachment to this report. 

This emergency preparedness drill inspection constituted one sample as defined in 
IP 71114.06-05. 

b. Findings 

No findings of significance were identified. 

2. RADIATION SAFETY 

Cornerstone:  Public Radiation Safety  

2RS8 Radioactive Solid Waste Processing and Radioactive Material Handling, Storage and 
Transportation (71124.08) 

This inspection constituted a partial sample as defined in IP 71124.08. 

Shipment Preparation (02.05) 

a. Inspection Scope 

The inspectors reviewed an incident that occurred on February 3, 2010, that involved a 
radioactive waste shipment readiness problem, as documented in CR 10-71097.  
Specifically, as a radioactive resin waste shipment was slowly being moved through the 
site's protected area for transport offsite, the tractor's fifth wheel locking assembly 
disengaged from the cask shipment trailer.  As a result, the trailer disconnected from the 
tractor, dropping the trailer to the pavement adjacent to the plant access facility.   

The inspectors reviewed the shipment/vehicle readiness inspection protocol and 
associated checklists, the cask radiological survey completed before and after the 
incident, and the licensee's radioactive material/waste shipment procedure to determine 
whether the licensee properly characterized the problem.  Corrective action documents 
including the licensee's cause analysis were also reviewed to determine if the licensee's 
corrective actions were sufficient to prevent recurrence.       

b. Findings 

 No findings of significance were identified. 
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4. OTHER ACTIVITIES 

4OA1 Performance Indicator Verification (71151) 

.1 Unplanned Scrams per 7000 Critical Hours 

a. Inspection Scope 

The inspectors sampled licensee submittals for the Unplanned Scrams per 7000 Critical 
Hours Performance Indicator (PI) for the period from the first quarter 2009 through the 
fourth quarter 2009.  To determine the accuracy of the PI data reported during those 
periods, PI definitions and guidance contained in the Nuclear Energy Institute (NEI) 
Document 99-02, “Regulatory Assessment Performance Indicator Guideline,” 
Revision 6, were used.  The inspectors reviewed the licensee’s operator narrative logs, 
issue reports, event reports, and NRC Inspection Reports (IRs) for the period of first 
quarter 2009 through the fourth quarter 2009 to validate the accuracy of the submittals.  
The inspectors also reviewed the licensee’s issue report database to determine if any 
problems had been identified with the PI data collected or transmitted for this indicator 
and none were identified.  Documents reviewed are listed in the Attachment to this 
report. 

This inspection activity constituted one unplanned scrams per 7000 critical hours sample 
as defined in IP 71151-05. 

b. Findings 

No findings of significance were identified. 

.2 Unplanned Scrams with Complications (Scrams with Loss of Normal Heat Removal) 

a. Inspection Scope 

The inspectors sampled licensee submittals for the Unplanned Scrams with 
Complications PI for the period from first quarter 2009 through the fourth quarter 2009.  
To determine the accuracy of the PI data reported during those periods, PI definitions 
and guidance contained in the NEI Document 99-02, “Regulatory Assessment 
Performance Indicator Guideline,” Revision 6, were used.  The inspectors reviewed the 
licensee’s operator narrative logs, issue reports, event reports and NRC Integrated IRs 
for the period of first quarter 2009 through the fourth quarter 2009 to validate the 
accuracy of the submittals.  The inspectors also reviewed the licensee’s issue report 
database to determine if any problems had been identified with the PI data collected or 
transmitted for this indicator and none were identified.  Documents reviewed are listed in 
the Attachment to this report. 

This inspection activity constituted one unplanned scrams with complications sample as 
defined in IP 71151-05. 

b. Findings 

No findings of significance were identified. 
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.3 Unplanned Transients per 7000 Critical Hours 

a. Inspection Scope 

The inspectors sampled licensee submittals for the Unplanned Transients per 
7000 Critical Hours PI for the period from the first quarter 2009 through the fourth 
quarter 2009. To determine the accuracy of the PI data reported during those periods, PI 
definitions and guidance contained in the NEI Document 99-02, “Regulatory Assessment 
Performance Indicator Guideline,” Revision 6, were used.  The inspectors reviewed the 
licensee’s operator narrative logs, issue reports, maintenance rule records, event 
reports, and NRC Integrated IRs for the period of first quarter 2009 through the fourth 
quarter 2009 to validate the accuracy of the submittals.  The inspectors also reviewed 
the licensee’s issue report database to determine if any problems had been identified 
with the PI data collected or transmitted for this indicator and none were identified. 
Documents reviewed are listed in the Attachment to this report. 

This inspection activity constituted one unplanned transients per 7000 critical hours 
sample as defined in IP 71151-05. 

b. Findings 

No findings of significance were identified. 

.4 Barrier Integrity - Reactor Coolant System Specific Activity (02.01) 

a. Inspection Scope 

The inspectors sampled licensee submittals for the RCS Specific Activity PI for the 
period from the fourth quarter 2009 through February 2010.  To determine the accuracy 
of the PI data reported during those periods, PI definitions and guidance contained in 
NEI Document 99-02, “Regulatory Assessment Performance Indicator Guideline,” 
Revision 6, were used.  The inspectors reviewed chemistry records and calculational 
methods (including isotopic analyses) to determine if the greatest dose equivalent iodine 
values obtained during steady state operations corresponded to the values reported.  
The inspectors also reviewed the licensee’s issue report database to determine if any 
problems had been identified with the PI data collected or transmitted for this indicator 
and none were identified.  In addition to record reviews, the inspectors observed a 
chemistry technician obtain and analyze a RCS sample.  Documents reviewed are listed 
in the Attachment to this report. 

This inspection constituted one RCS specific activity sample as defined in IP 71151-05. 

b. Findings 

No findings of significance were identified. 
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4OA2 Problem Identification and Resolution (71152) 

Cornerstone:  Initiating Events, Mitigating Systems, Barrier Integrity, and 
Emergency Preparedness  
 

.1 Routine Review of Items Entered Into the CAP 

a. Inspection Scope 

As part of the various baseline IPs discussed in previous sections of this report, the 
inspectors routinely reviewed issues during baseline inspection activities and plant 
status reviews to verify that they were being entered into the licensee’s CAP at an 
appropriate threshold, that adequate attention was being given to timely corrective 
actions, and that adverse trends were identified and addressed.  Attributes reviewed 
included:  the complete and accurate identification of the problem; that timeliness was 
commensurate with the safety significance; that evaluation and disposition of 
performance issues, generic implications, common causes, contributing factors, root 
causes, extent-of-condition reviews, and previous occurrence reviews were proper and 
adequate; and that the classification, prioritization, focus, and timeliness of corrective 
actions were commensurate with safety and sufficient to prevent recurrence of the issue. 

These routine reviews for the identification and resolution of problems did not constitute 
any additional inspection samples.  Instead, by procedure they were considered an 
integral part of the inspections performed during the quarter and documented in 
Section 1 of this report. 

b. Findings 

No findings of significance were identified. 
 

.2 Daily Corrective Action Program Reviews 

a. Inspection Scope 

In order to assist with the identification of repetitive equipment failures and specific 
human performance issues for follow-up, the inspectors performed a daily screening 
of items entered into the licensee’s CAP.  This review was accomplished through 
inspection of the station’s daily CR packages. 

These daily reviews were performed by procedure as part of the inspectors’ daily plant 
status monitoring activities and, as such, did not constitute any separate inspection 
samples. 

b. Findings 

No findings of significance were identified. 
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.3 Semi-Annual Trend Review 

a. Inspection Scope 

The inspectors performed a review of the licensee’s CAP and associated documents to 
identify trends that could indicate the existence of a more significant safety issue.  The 
inspectors’ review was focused on repetitive equipment issues, but also considered the 
results of daily inspector CAP item screening discussed in Section 4OA2.2 above, 
licensee trending efforts, and licensee human performance results.  The inspectors’ 
review nominally considered the 6-month period of July 2009 through December 2009, 
although some examples expanded beyond those dates where the scope of the trend 
warranted. 

The reviews also included issues documented outside of the normal CAP in major 
equipment problem lists, repetitive and/or rework maintenance lists, departmental 
problem/challenges lists, system health reports, quality assurance audit/surveillance 
reports, self-assessment reports, and maintenance rule assessments.  The inspectors 
compared and contrasted their results with the results contained in the licensee’s 
CAP trending reports.  Corrective actions associated with a sample of the issues 
identified in the licensee’s trending reports were reviewed for adequacy. 

This review constituted a single semi-annual trend inspection sample as defined in 
IP 71152-05. 

b. Findings 

No findings of significance were identified. 

.4 Annual Follow-Up of Selected Issues Sample:  Operability Determinations Process  

a. Inspection Scope 

The inspectors performed an annual follow-up of selected issues sample of the 
licensee’s process for performing and documenting operability determinations.  The 
inspectors reviewed documentation in both the licensee’s CAP and official narrative 
operating logs, for compliance with site-specific administrative and operational 
procedures, specifically to assess for proper documentation of the bases for reasonable 
assurance of operability; and proper documentation and evaluation of degraded and/or 
non-conforming conditions when appropriate for specific operability determinations.  The 
inspectors also assessed how the safety significance of the affected components or the 
identified degraded or non-conforming condition influenced determinations of the time 
period allowed to perform PODs in support of continued operability.  Documents 
reviewed are listed in the Attachment to this report. 
 
This review constituted one in-depth problem identification and resolution sample as 
defined in IP 71152-05. 

b. Observations and Assessments 

The site procedures provide clear requirements for implementing IMC Part 9900 
Technical Guidance when documenting sufficient details for both IODs and PODs.  
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Adequate detail is required so that another technically knowledgeable individual should 
reach the same conclusion as the original determination.  The licensee's current 
challenge though is reconstructing the sequence and timing of updates to CAP 
documents with entries from the narrative logs, predominately for IODs.  The PODs are 
stand-alone products, once completed.  One example which is inconsistent with the site 
Nuclear Operating Procedure (NOP)-OP-1009 was noted.  The procedure requires a 
new CR to be written if a SSC is declared inoperable as a result of POD efforts.  For the 
recent determination associated with the 'B' ECC system, an update was simply added 
to the existing CR. 

The inspectors noted that site procedures clearly implement the IMC Part 9900 
Technical Guidance regarding timeliness requirements for performing a POD, most of 
which can usually be completed within 24 hours, unless it is appropriate to make a POD 
within a few hours for a safety-significant SSC.  Currently, POD due dates are routinely 
established at 24 hours from the time the IOD is complete, unless a more 
safety-significant issue based upon a shorter duration LCO action statement applies.  
The normal process at Perry is that an update is provided at the 24-hour point, followed 
by a request for an extension, as opposed to establishing a reasonable due date, taking 
into account the safety significance of the condition/issue, when the POD is requested.  
Each POD should have a due date established which is based upon the safety 
significance of the identified condition, and is consistent with the bases for reasonable 
assurance in the initial IOD. 

One minor discrepancy was identified in the site procedure, NOP-OP-1009, with regard 
to IMC Part 9900 Technical Guidance.  Part 9900 Technical Guidance for Operability 
Determinations requires, in part, that “A senior licensed operator on the operating shift 
crew with responsibility for plant operations makes the declaration of operability, i.e., 
‘makes the call’ on whether an SSC described in TS is operable or inoperable.”  In 
NOP-OP-1009, a NOTE listed above Section 4.1.11, the section which defines the 
responsibilities for the Shift Manager, states that when the outage control center is 
staffed, the Outage Control Center (OCC) Operations SRO “may perform the duties of 
the Shift Manager with parallel comms to the Control Room Shift Manager.”  Having an 
OCC SRO make an operability determination is in conflict with the Part 9900 guidance. 

c. Findings 

No findings of significance were identified. 

4OA3 Follow-up of Events and Notices of Enforcement Discretion (71153) 

.1 (Closed) Licensee Event Report 05000440/2010-001-01:  Invalid Isolation Signal Results 
in Shutdown Cooling Interruption  

a. Inspection Scope 

During the spring 2009 refueling outage, while the reactor was in Mode 4, a 
safety system function failure occurred when a maintenance error resulted in a 
loss of all residual heat removal system capabilities.  The licensee initially classified 
the event as reportable and made the phone report on April 28, 2009.  The licensee 
later determined that it was not reportable and retracted the initial report on June 25, 
2009.  The licensee initiated a corrective action to investigate the decision to retract the 
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event report.  The licensee’s investigation, using additional guidance and enforcement 
history related to safety system functional failure reporting criteria, determined that the 
April 27, 2009, event does meet the reporting criteria for “Any event that could have 
prevented the fulfillment of the safety function of structures or systems that are needed 
to remove residual heat.”  The licensee provided an update to the original Event 
Notification 45025 on March 10, 2010, and submitted Licensee Event Report 
(LER) 05000440/2010-001-01, “Invalid Isolation Signal Results in Shutdown Cooling 
Interruption,” on March 25, 2010.  The inspectors reviewed the original performance 
deficiency which was reviewed under previous inspection activities and was documented 
as a self-revealed finding of very low safety significance (Green) with an associated NCV 
of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” 
(NCV 05000440/2009003-09; Loss of Shutdown Cooling Water Flow to Reactor Vessel).  
The licensee documented their failure to report the safety system functional failure in 
CR 10-71293.  The LER and final evaluation were reviewed by the inspectors and no 
additional findings or violations of NRC requirements were identified.  Documents 
reviewed are listed in the Attachment.  This LER is closed. 

This event follow-up review constituted one sample as defined in IP 71153-05. 

.2 Fire in the 'B' Reactor Feed Pump Turbine Area  

a. Inspection Scope 

The inspectors reviewed the licensee's personnel performance in response to an oil 
fire which occurred the evening of March 28, 2010, on the 'B' RFPT area in the Unit 1 
Heater Bay Building.  The control room was notified by an in-plant operator at 6:18 p.m. 
and the control room operators manually tripped the 'B' RFPT to allow removal of the 
turbine lube oil system from service.  All plant equipment responded as expected and 
reactor power was stabilized at approximately 75 percent.  The Perry Township Fire 
Department was notified for assistance, and responded to the site.  The fire was 
reported out at 10:12 p.m. and an initial Event Notification (Event Number 45795), 
4-hour non-emergency report, was made due to notification of offsite state and local 
authorities. 
 
The inspectors reviewed the licensee’s actions to investigate, repair, and restore the 
'B' RFPT and associated support systems to service, and did not identify any significant 
issues with the activities.  The licensee will conduct a root cause investigation to identify 
factors leading to the event, and the inspectors will review the results once the 
evaluation is completed.  Documents reviewed associated with the event response and 
restoration activities are listed in the Attachment. 

This event follow-up review constituted one sample as defined in IP 71153-05. 

b. Findings 

No findings of significance were identified. 
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4OA5 Other Activities 

.1 (Closed) Unresolved Item 05000440/2009005-03:  Potential Missed Reporting 
Requirement for Loss of Residual Heat Removal During Shutdown 

a. Inspection Scope 

This Unresolved Item (URI) is associated with the licensee’s potential failure to report a 
safety system function failure caused by a maintenance error which occurred during the 
spring 2009 refueling outage, while the reactor was in Mode 4, and resulting in a loss of 
all residual heat removal system capabilities.  The licensee initially classified the event 
as reportable and made a phone report on April 28, 2009.  The licensee later 
determined that it was not reportable and retracted their initial report on June 25, 2009.  
The licensee initiated a corrective action to investigate the decision to retract the event 
report.  The licensee’s investigation, using additional guidance and enforcement history 
related to safety system functional failure reporting criteria, determined that the April 27, 
2009, event does meet the reporting criteria for “Any event that could have prevented 
the fulfillment of the safety function of structures or systems that are needed to remove 
residual heat.”  The licensee provided an update to the original event notification, Event 
Number 45025, on March 10, 2010, and submitted LER 05000440/2010-001-01, 
“Invalid Isolation Signal Results in Shutdown Cooling Interruption,” on March 25, 2010.  
The inspectors reviewed the results from the licensee’s final investigation, as 
documented in CR 10-71293, did not identify any findings or violations, and have 
assessed the actions to submit the LER as adequate.  This URI is closed and no further 
actions are required.  

.2 (Closed) NRC Temporary Instruction 2515/173 Review of the Implementation of the 
Industry Ground Water Protection Voluntary Initiative 

a. Inspection Scope 

An NRC assessment was performed of the licensee’s implementation of the Nuclear 
Energy Institute – Ground Water Protection Initiative (NEI-GPI) dated August 2007 
(ML072610036) at the Perry Nuclear Power Station.  Under the voluntary initiative, each 
site was to develop an effective, technically sound ground water protection program that 
aligned with the NEI initiative by August 2008.  

The inspectors assessed whether the licensee evaluated work practices that could 
lead to leaks and spills and performed an evaluation of SSCs that contain licensed 
radioactive material to determine potential leak or spill mechanisms.   

The inspectors assessed whether the licensee completed a site characterization of 
geology and hydrology to determine the predominant ground water gradients and 
potential pathways for ground water migration from on-site locations to off-site locations.  
The inspectors also verified that an on-site ground water monitoring program had been 
implemented to monitor for potential licensed radioactive leakage into ground water and 
that the licensee had provisions for the reporting of its ground water monitoring results.  
(See http://www.nrc.gov/reactors/operating/ops-experience/tritium/plant-info.html) 

The inspectors reviewed the licensee’s procedures for the decision making process for 
potential remediation of leaks and spills, including consideration of the long term 
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decommissioning impacts.  The inspectors also assessed whether records of leaks and 
spills were being recorded in the licensee’s decommissioning files in accordance with 
10 CFR 50.75(g). 

The inspectors reviewed the licensee’s notification protocols to determine whether they 
were consistent with the GPI and/or State of Ohio statutes, as applicable.  The 
inspectors determined whether the licensee identified the appropriate local and state 
officials and conducted briefings on the licensee’s ground water protection initiative.  
The inspectors also evaluated whether protocols were established for notification of the 
applicable local and state officials regarding detection of leaks and spills. 

b. Findings 

No findings of significance were identified; however, as specified in Section 2515/173-05 
of the Temporary Instruction (TI), the inspectors identified the following deviations from 
NEI-GPI protocols that were either not fully developed or had not yet been fully 
implemented at Perry Nuclear Power Plant. 

(1) GPI Objective 1.1e - Site Hydrology and Geology 

Perform a site characterization of the geology and hydrology that provides an 
understanding of the predominant ground water gradients based upon current 
site conditions.  Revise the Final Safety Analysis Report (FSAR) to include 
changes to the characterization of hydrology and/or geology, as appropriate.  

A site characterization of the geology and hydrology was completed in 2006, which 
provides an understanding of the predominant ground water gradients based upon 
current conditions.  However, the licensee had not completed its review of the FSAR 
to ensure alignment with the current site characterization study. 

(2) GPI Objective 1.2b – Site Risk-Assessment   

Identify SSCs that involve or could reasonably be expected to involve licensed 
material for which there is a credible mechanism for licensed material to reach 
ground water.  Identify leak detection methods for each SSC for which there is a 
credible mechanism for licensed material to reach ground water. 

A leak detection program was developed for SSCs that reside outside the radiologically 
controlled area while development continues for SSCs located within the power block.  
The program is expected to be fully developed in 2011.  Integrity assessments of SSCs 
that contain or could contain licensed material are targeted for completion in mid-2013, 
consistent with industry expectations.  

(3) GPI Objective 1.3f - Onsite Ground Water Monitoring 

Establish an onsite ground water monitoring program to ensure timely detection 
of inadvertent radiological releases to ground water including a long-term 
program for preventative maintenance of ground water wells. 
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The licensee had not established a long-term maintenance program for its monitoring 
wells.  While well heads were visually inspected by licensee or contractor staff 
periodically, the integrity of the well casing, confirmation of well depth consistency, silt 
buildup, and other preventative maintenance activities as provided in industry standards 
had not yet been developed.   

(4) GPI Objective 1.4b - Remediation Process 

Evaluate the potential for detectible levels of licensed material resulting from 
planned releases of liquids and/or airborne materials.  

The licensee had not performed an evaluation of the potential for detectible levels 
of licensed material from planned releases of liquids and/or airborne materials (e.g., 
rain-out and condensation).  An evaluation protocol was being developed by the 
licensee for future implementation. 

(5) GPI Objective 2.2a - Voluntary Communications 

Develop guidance for voluntary communication to satisfy the thresholds provided 
in the NEI Initiative or state/local agreements.   

The licensee established ground water monitoring communication protocols in written 
procedures that do not fully align with the industry initiative and the licensee's 
radiological environmental monitoring program.  Although the licensee understands the 
expected reporting thresholds, portions of the licensee’s written procedures are 
inconsistent with industry guidance.  

4OA6 Meetings 

.1 Exit Meeting 

The inspectors initially presented the inspection results to the Site Vice President, 
Mr. Mark Bezilla, and other members of licensee management on April 7, 2010. 

An additional exit meeting was held on April 20, 2010, with the Plant General Manager, 
Mr. Kurt Krueger, and other members of licensee management, to update the proposed 
findings and associated cross-cutting aspects from those previously briefed on April 7, 
2010. 

The inspectors asked the licensee whether any materials examined during the 
inspection should be considered proprietary.  Proprietary information was reviewed 
during this period but none of the material is included in this report. 

.2 Interim Exit Meetings 

An interim exit meeting was conducted for ground water protection voluntary initiative 
and RCS specific activity PI verification with Mr. T. Jardine and other licensee staff on 
March 12, 2010.  
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The inspectors confirmed that none of the potential report input discussed was 
considered proprietary.  Proprietary material received during the inspection was 
returned to the licensee. 

ATTACHMENT:  SUPPLEMENTAL INFORMATION 
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SUPPLEMENTAL INFORMATION 

KEY POINTS OF CONTACT 

Licensee 
 
M. Bezilla, Vice President Nuclear 
K. Krueger, Plant General Manager 
T. Jardine, Operations Manager 
P. McNulty, Radiation Protection Manager 
J. Oelbracht, Chemistry Supervisor 
J. Tufts, Chemistry Manager 

 
 

LIST OF ITEMS OPENED, CLOSED, DISCUSSED 

Opened and Closed 
05000440/2010002-01 NCV Failure to Correctly Assess Risk During Post-Maintenance 

Activities (Section 1R13) 
05000440/2010002-02 FIN Failure to Make an Accurate Immediate Operability 

Determination (Section 1R15) 
 
Closed 
05000440/2010-001-01 LER Invalid Isolation Signal Results in Shutdown Cooling 

Interruption (4OA3)  
05000440/2009005-03 URI Potential Missed Reporting Requirement for Loss of 

Residual Heat Removal During Shutdown (Section 4OA5.1) 
2515/173 TI Review of the Implementation of the Industry Ground Water 

Protection Voluntary Initiative (Section 4OA5.2) 
 
Discussed 
05000440/2009003-09 NCV Loss of Shutdown Cooling Water Flow to Reactor Vessel 

(Section 4OA5.1) 
05000440/2010-001-01 LER Invalid Isolation Signal Results in Shutdown Cooling 

Interruption (4OA5.1) 
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LIST OF DOCUMENTS REVIEWED 

The following is a partial list of documents reviewed during the inspection.  Inclusion on this list 
does not imply that the NRC inspector reviewed the documents in their entirety, but rather that 
selected sections or portions of the documents were evaluated as part of the overall inspection 
effort.  Inclusion of a document on this list does not imply NRC acceptance of the document or 
any part of it, unless this is stated in the body of the inspection report. 
 
1R04 Equipment Alignment 
VLI-P42; Emergency Closed Cooling System; Revision 5 
CR 08-34504; Packing Leak on Manual 12" Butterfly Valve; dated January 29, 2008 
SOI-R43; Division 1 and Division 2 Diesel Generator System; Revision 36 
CR 10-70551; Fretting Identified on ¾" Fuel Oil Return Line, Div 1 Diesel; dated 

January 26, 2010 
ELI-R42; DC Systems:  Batteries Chargers Switchboards; Revision 8 
SOI-R42 (Div. 1); Div 1 DC Distribution, Buses ED-1-A and ED-2-A, Batteries, Chargers, and 

Switchgear; Revision 14 
CR 10-71451; Unit 1 Division 1 Battery Rack Found to Have Corrosion Damage; dated 

February 11, 2010 
CR 10-74130; Unit 2 Div 1 Batteries Did Not Meet Category B Limits per SVI-R42-T5222; dated 

March 22, 2010 
VLI-B33; Reactor Recirculation System; Revision 6 

1R05 Fire Protection (Annual/Quarterly) 
PAP-1910; Fire Protection Program; Revision 19 
PTI-P54-P0001; Fire Hose Station Quarterly Inspection; Revision 6 
PTI-P54-P0006; Portable Fire Extinguisher Monthly Inspection; Revision 5 
FPI-1AB; Pre-Fire Plan Instruction – Auxiliary Building Unit 1; Revision 3 
FPI-1DG; Pre-Fire Plan Instruction – Diesel Generator Building; Revision 6 
FPI-0CC; Pre-Fire Plan Instruction – Control Complex; Revision 8 

1R06 Flooding Protection Measures  
PDB-H0055; Equipment Associated with Electrical Manholes; Revision 0 
WO 200352609 Manhole 1 & 2/Division 3 Inspections 
NORM-ER-3112; Cable Monitoring; Revision 1 
CR 10-70234; Cable Supports in Manhole #1, Division 3 Side Are Rusted Away and Missing; 

dated January 19, 2010 
CR 10-70244; Corroded Cable Supports in Electrical Manhole No. 1; dated January 19, 2010 
CR 10-70298; Cable Supports in Manhole #2, Division 3 Side Found Rusted; dated 

January 20, 2010 
CR 09-66848; Electrical Manhole #1 Division 3 Electrical Cable Supports Degraded; dated 

October 28, 2009 
CR 10-74454; Documentation of Inspections of Electrical Manholes #1 and #2 Division 2 and 3; 

dated March 29, 2010 

1R11 Licensed Operator Requalification Program 
PYBP-PTS-0005; Operator Continuing Training Program Administration; Revision 18 
PYBP-POS-0027; Operator Actions from Memory; Revision 0 
Simulator Exercise Guide OTLC-3058201006-PY-SGC2; Cycle 6 Evaluated Scenario C2; 

Revision 0 
Simulator Examination Summary Sheet; dated February 8, 2010 
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CR 10-71615; One Licensed Operator Failed the ‘Out of the Box’ Simulator Evaluation; dated 
February 15, 2010 

Simulator Exercise Guide OTLC-3058201007-PY-SGC1; Cycle 7 Evaluated Scenario C1; 
Revision 0 

Simulator Examination Summary Sheet; dated March 15, 2010 

1R12 Maintenance Effectiveness 
NOP-ER-3004; FENOC Maintenance Rule Program; Revision 1 
PYBP-PES-0001; Perry Maintenance Rule Reference Guide; Revision 14 
PAP-1125; Monitoring the Effectiveness of Maintenance Program Plan; Revision 8 
Perry Nuclear Power Plant Health Report 2009-04 
Perry Nuclear Power Plant – Maintenance Rule (a)(1) Items List; dated November 2, 2009 
CR 10-70686; PY-PA-09-04:  Maintenance Rated Ineffective (Red) for Four Quarters; dated 

January 27, 2010 
System Improvement Plan; B33 – Reactor Recirculation System; Fourth Quarter 2009 

1R13 Maintenance Risk Assessments and Emergent Work Control 
WO 200387352, Remove and Replace RFBP 'A' Motor 
CR 10-69686; RFB Pump 'A' Motor Replacement Prep; dated January 5, 2009 
PAP-1924; Risk-Informed Safety Assessment and Risk Management; Revision 5 
PDB-C0011; PSA Pre-Solved Configuration for On-Line Risk; Revision 3 
NOP-OP-1007; Risk Management; Revision 6 
SOI-R43; Division 1 and 2 Diesel Generator System; Revision 36 
CR 10-70550; Delay in Starting Div 1 Diesel Generator Outage – Loss of SCADA 

Communication; dated January 26, 2010 
CR 10-70856; P47A Work While AOT in Progress; dated January 29, 2010  
CR 10-70858; Division 1 DG AOT:  Order Activity Work Delay Scheduling Precursor Error; 

dated January 29, 2010 
CR 10-70988; OE Eval for IN 2009-09 Overdue (PYPE); dated February 2, 2010 
CR 10-71049; Cylinder Petcocks Found Mispositioned; dated February 2, 2010 
CR 10-73898; Problems with WO 200316940 Steps Results in Extended Inop Time for RCIC; 

dated March 19, 2010 
CR 10-74061; Potential Vulnerability Declaring Systems and/or Components Available; dated 

March 23, 2010 

1R15 Operability Evaluations 
PDB-A0006; Power Flow Map; Revision 14 
FTI-B-0002; Control Rod Movements; Revision 11 
NOP-OP-1009; Operability Determinations and Functionality Assessments; Revision 1 
OAI-1701; Tracking of LCOs; Revision 11 
CR 10-70409; GNF Notified Perry of an Error with 3DMONICORE Boiling Boundary Calc; dated 

January 22, 2010 
CR 10-71622; Degraded or Cracked Weld on ECC B Flow Instrument Root Piping; dated 

February 15, 2010 
CR 10-72243; ECCW B Through Wall Leakage Reportability; dated March 1, 2010 
PAP-0205; Operability of Plant Systems; Revision 18 
BETA Laboratory Failure Analysis Report; OP42-F544B and F545B Pipe Weld Fittings; dated 

March 5, 2010 
CR 10-71673; 0M23R0080A Controller Setpoint and Actual Have 5 Degree F Offset; dated 

February 16, 2010 
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CR 10-72025; Voltage Adequacy During Automatic LOCA Load Sequencing at Minimum Grid; 
dated February 24, 2010 

CR 10-720256; Potential for Degraded Voltage Relay Trip Due to Addition of Stub Bus Loads; 
dated February 24, 2010 

1R19 Post-Maintenance Testing 
WO 200290623; Inspect Diesel Head Assemblies; dated January 27, 2010 
WO 200290971; Inspect Gear Train with Boroscope; dated January 28, 2010 
WO 200291641; Inspect Crankcase Components; dated January 29, 2010 
CR 10-70562; PY-PA-10-01:  Previous AOT Action/Issues Not Resolved; dated 

January 26, 2010 
PTI-R43-P0006-A; Division 1 Diesel Generator Pneumatic Logic Board Functional Check; 

Revision 12 
PTI-R43-P0004; Diesel Generator Post-Maintenance Operability and Firing Pressure Test; 

Revision 5 
WO 200402908; Troubleshoot the Div 1 DG Pneumatic Logic, and Replace Pilot Valve 

1R43F0509A; dated January 31, 2010 
Plant Drawing 302-0346-00000; Standby Diesel Engine Mounted Piping; Revision E 
SVI-R43-T1317; Diesel Generator Start and Load Division 1; Revision 14 
NOP-ER-3001; Problem Solving and Decision Making; Revision 5 
CR 10-71451; Unit 1 Division 1 Battery Rack Found to Have Corrosion Damage; dated 

February 11, 2010 
CR 10-71373; Reactor Recirculation System A-2 Sub-loop High Pressure Filter; dated 

February 9, 2010 
CR 10-72337; B33 Reactor Recirc HPU A Shutdown/Velocity Problem; dated March 2, 2010 
CR 10-72744; Task Preview for Recirc Flow Control Valve A Issue Operator Transient 

Response; dated March 5, 2010 
Operations Night Order; Operation with Recirc FCV A Locked; dated March 4, 2010 
WO 200407620; Troubleshoot and Rework the Cause of Alarms Associated with Shutdown of 

Reactor Recirc A HPU; dated March 5, 2010 
WO 200407713; Replace Pressure Relief Valve 1B33F0587A; dated March 4, 2010 
WO 200407722; Replace High Pressure Filter 1B33D5004A; dated March 5, 2010 
WO 200407737; Replace High Pressure Filter 1B33D5003A; dated March 5, 2010 
WO 200407769; Troubleshoot and Rework the Cause of Alarms Associated with Shutdown of 

Reactor Recirc A HPU; dated March 6, 2010 
SVI-E51-T2003; RCIC Waterleg Pump and Associated Valves Cold Shutdown Test; Revision 10 
CR 10-73899; Cloudy Mixture in Oil Bubbler on RCIC Waterleg Pump; dated March 20, 2010 
CR 10-73891; RCIC Room Cubical Sump Drain Valve Found Open; dated March 19, 2010 
CR 10-74090; Discrepancies between SVI Coversheet and Actual Work Performed; dated 

March 23, 2010 
WO 200411178; Troubleshoot and Inspect Reactor Feed Pump Turbine Forward Journal 

Bearing Cap/Labyrinth Seal; dated March 30, 2010 
SOI-N27; Feedwater System; Revision 38 
CR 10-74430; Indication High at 1N27-R0012 Temp Controller; dated March 28, 2010 
CR 10-74512; Lack of Procedure Guidance for Closing the Suction Valves on RFPTS; dated 

March 30, 2010 
 
1R22 Surveillance Testing 
SVI-C41-T2001-A; Standby Liquid Control 'A' Pump and Valve Operability; Revision 13 
SVI-R43-T1318; Diesel Generator Start and Load Division 2; Revision 11 
PTI-P42-P0013; Emergency Closed Cooling System Loop 'B' Flow Balance; Revision 7 
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SOI-P42; Emergency Closed Cooling System; Revision 16 
PAP-0528; Procedure Use and Adherence Supplemental Items; Revision 7 
WO 200282255; 2Y ECC System Loop B Flow Balance; dated January 14, 2010 
CR 10-69952; Task Preview PTI-P42-P0013; dated January 13, 2010 
SVI-C11-T1006; Control Rod Maximum Scram Insertion Time; Revision 13 
SVI-E31-T0375; Drywell Floor Drain Sump Monitoring System Channel Functional for 

1E31-K606; Revision 8 
SVI-M15-T1240-B; Annulus Exhaust Gas Treatment System Train B Flow and Filter 

Operability Test; Revision 6 
 
1EP6 Drill Evaluation 
CR 10-73759; PY-PA-10-01:  ERO Drill Controller Interface for Event Classification; dated 

March 18, 2010 
CR 10-73844; Late Identification of ERO Drill Concern; dated March 19, 2010 
EPI-A2; Emergency Actions Based on Event Classification; Revision 14 
PSI-0017; Drills and Exercises for Emergency Planning; Revision 8 
PSI-0022; Emergency Plan Training Program; Revision 3 
NOBP-LP-2001; FENOC Self-Assessment/Benchmarking; Revision 14 
NOBP-LP-5005; Emergency Response Drill and Exercise Program; Revision 1 
PYBP-ERS-0020; Drill/Exercise Conduct; Revision 13 
NOP-SS-3000; Document Hierarchy; Revision 0 
Self Assessment Report SN-SA-10-099 (PYER); Emergency Response Organization 

03-02-2010 ERO Drill; dated March 26, 2010 

2RS8 Radioactive Solid Waste Processing and Material Handling, Storage and Transportation  
CR 10-71097; Tractor Separates From Cask Shipment Trailer; dated February 3, 2010 
NOP-OP-5201; Shipment of Radioactive Material/Waste; Revision 0 
Lesson Plan:  LP-HTS-Gen-01, Lesson Plan for Driver Basics; dated January 2008 
Attachments 22 and 10 of NOP-OP-5201; Vehicle Inspection Checklist and Vehicle Survey; 

dated February 3, 2010 

4OA1 Performance Indicator Verification 
NOBP-LP-4012-01, Rev 2; Unplanned Scrams per 7,000 Critical Hours; January 2009 through 

December 2009 
NOBP-LP-4012-02, Rev 3; Unplanned Scrams with Complications; January 2009 through 

December 2009 
NOBP-LP-4012-03, Rev 2; Unplanned Power Changes per 7,000 Critical Hours Input; 

January 2009 through December 2009 
CHI-0005; Miscellaneous Sampling Systems; Revision 12 
CHI-0053; Operation of the Gamma Spectroscopy System; Revision 12 
Reactor Coolant System Specific Activity Dose Equivalent Iodine Data for 

November 2009-February 2010 

4OA2 Identification and Resolution of Problems 
CRs for the period August 1, 2009 to February 28, 2010 
Integrated Performance Assessment Report of Perry Maintenance 2009 dated February 2, 2010 
Human Performance Team Monthly Section Report for Perry Maintenance February 2010 
Maintenance Rework Performance Indicator for January 2010 
CR 10-71480; CNRB CM/ER ID:  Prompt Operability Determination for CR 09-67238; dated 

February 11, 2010 
NOP-OP-1002; Conduct of Operations; Revision 5 
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NOP-OP-1009; Operability Determinations and Functionality Assessments; Revision 1 
NOP-LP-2601; Procedure Use and Adherence; Revision 1 
NOBP-OP-1009; Prompt Operability Determinations and Functionality Assessment Preparation 

Guide; Revision 2 
PAP-0205; Operability of Plant Systems; Revision 18 
PAP-0528; Procedure Use and Adherence Supplemental Items; Revision 8 
CR 10-74361; NRC-Identified – Flood Watch Actions Not Tracked as Required; dated 

March 25, 2010 
CR 10-72017; Transporting Tools Thru Containment; dated February 22, 2010 

4OA3 Follow-up of Events and Notices of Enforcement Discretion 
LER 2010-001-01; Invalid Isolation Signal Results in Shutdown Cooling Interruption; dated 

March 25, 2010 
CR 10-73978; PY-PA-10-01:  Concerns with Implementation of CAs for Loss of Shutdown 

Cooling; dated March 22, 2010 
CR 10-74432; Fire on RFPT Front Standard; dated March 28, 2010 
CR 10-74500; RFPT B Fire Crew Performance Critique PYBP-POS-2-1; dated March 29, 2010 
CR 10-74504; Documentation of ODMI per NOP-OP-1010 – RFPT B OOS; dated 

March 30, 2010 
CR 10-72853; Equipment Deficiencies Observed During Plant Equipment Rounds; dated 

March 7, 2010 
CR 10-70464; RFPT A Lube Oil Outlet Temp High Alarm; dated January 25, 2010 
CR 10-73113; A Lube Oil Cooler Outlet Temperature High Alarms Received; dated 

March 10, 2010 
 
4OA5 Other Activities 
CR 10-71293; NRC 2009 QTR4 Report – URI for Potential Failure to Report; dated 

February 8, 2010 
CR 09-58110; Loss of Shutdown Cooling; dated April 27, 2009 
Perry Operations Manual - Offsite Dose Calculation Manual; Revision 17 
Perry Nuclear Power Plant Annual Environmental and Effluent Release Reports for 2006, 2007, 

and 2008; dated March 2007, March 2008 and March 2009, respectively 
Perry Nuclear Power Plant Ground Water Field Sampling Plan; dated August 3, 2007 
Perry Nuclear Power Plant Ground Water Flow Characteristics Report; dated October 20, 2006 
REC-0104; Chemistry Specifications; Revision 30 
NOP-OP-4705; Response to Contaminated Spills/Leaks; Revision 02 
NEI 07-07 Ground Water Compliance Snapshot Assessments, No. FL-SA-08-098 and  

No. SN-SA-10-086; dated October 21, 2008, and March 8, 2010, respectively 
NOP-OP-2012; Ground Water Monitoring; Revision 04 
NOP-ER-2007; Buried Pipe Integrity Program; Revision 00 
PAP-0809; Radiological Environmental Contamination Response; Revision 3 
NOP-WM-4007; Excavation and Trenching Controls; Revision 0 
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LIST OF ACRONYMS USED 
 
 

ASME  American Society of Mechanical Engineers 
CAP corrective action program 
CFR Code of Federal Regulations 
CR condition report 
ECC emergency closed cooling  
EDG emergency diesel generator 
FCV flow control valve 
FENOC FirstEnergy Nuclear Operating Company 
FIN Finding 
FSAR Final Safety Analysis Report 
GPI Ground Water Protection Initiative 
HPU hydraulic power unit 
ICDPD incremental core damage probability deficit 
IMC Inspection Manual Chapter 
IOD immediate operability determination 
IP Inspection Procedure 
LCO limiting condition for operation 
IR Inspection Report 
LER Licensee Event Report 
NCV non-cited violation 
NEI Nuclear Energy Institute 
NOP Nuclear Operating Procedure 
NRC Nuclear Regulatory Commission 
PI performance indicator 
POD prompt operability determination 
RCIC reactor core isolation cooling 
RCS reactor coolant system 
RFPT reactor feed pump turbine 
PRA probabilistic risk assessment 
SDP Significance Determination Process 
SOI System Operating Instruction 
SSC structure, system, or component 
TI Temporary Instruction 
TS Technical Specification 
TSC technical support center 
USAR Updated Safety Analysis Report 
Vac Volts alternating current 
Vdc Volts direct current 
WO work order 
 



 

 

M. Bezilla     -2- 

 

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), accessible from the NRC Web site at http://www.nrc.gov/reading-rm/adams.html (the 
Public Electronic Reading Room). 

Sincerely, 
 
      /RA/ 
 
 

Jamnes L. Cameron, Chief 
Branch 6 
Division of Reactor Projects 
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