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Dear Mr. Meyer: 

On June 30, 2010, the U.S. Nuclear Regulatory Commission (NRC) completed an inspection at 
your Point Beach Nuclear Plant, Units 1 and 2.  The enclosed inspection report documents the 
inspection results, which were discussed on July 1, 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 
your personnel.   

Based on the results of this inspection, four NRC-identified findings of very low safety 
significance were identified.  The findings involved violations of NRC requirements.  However, 
because of their very low safety significance, and because the issues were entered into your 
corrective action program, the NRC is treating the issues as Non-Cited Violations (NCVs) in 
accordance with Section VI.A.1 of the NRC Enforcement Policy.   

If you contest the subject or severity of these NCVs, you should provide a response 
within 30 days of the date of this inspection report, with the basis for your disagreement, 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 Point Beach Nuclear Plant.  In addition, if you disagree with 
the cross-cutting aspect assigned to 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 Point Beach Nuclear 
Plant.
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In accordance with 10 CFR 2.390 of the NRC's "Rules of Practice," a copy of this letter, its 
enclosure, and your response (if any) will be available electronically for public inspection in the 
NRC Public Document Room or from the Publicly Available Records System (PARS) 
component of NRC's document system (ADAMS).  ADAMS is accessible from the NRC Website 
at http://www.nrc.gov/reading-rm/adams.html (the Public Electronic Reading Room.   

      Sincerely, 
 
      /RA/ by John Jandovitz Acting For/ 
 
 
      Michael A. Kunowski, Chief 
      Branch 5 
      Division of Reactor Projects 
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SUMMARY OF FINDINGS 

IR 05000266/2010003, 05000301/2010003; 04/01/2010 - 06/30/2010; Point Beach Nuclear 
Plant, Units 1 & 2; Adverse Weather Protection, Equipment Alignment, Operability Evaluations, 
and Other Activities.   

This report covers a three-month period of inspection by resident inspectors and announced 
baseline inspections by regional inspectors.  Four Green findings were identified by the 
inspectors.  These findings were considered Non-Cited Violations (NCVs) of NRC regulations.  
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 4, dated December 2006. 

A. NRC-Identified and Self-Revealed Findings 

Cornerstone:  Initiating Events 

• Green.  A finding of very low safety significance and associated Non-Cited Violation of 
10 CFR 50, Appendix B, Criterion V, “Instructions Procedures, and Drawings,” was 
identified by the inspectors for the licensee’s failure to follow procedural/instructional 
guidance contained in a temporary procedure for the maintenance of high energy line 
break (HELB) barriers. Specifically, on June 25, 2010, the licensee placed a wedge 
under the control room door, a HELB barrier, contrary to the guidance contained in 
Operations Notebook procedure/instruction, “HELB Barrier/Vent Path Temporary 
Guidance.”  The licensee entered this item into its corrective action program.   

This performance deficiency was more than minor because it was associated with the 
Initiating Events Cornerstone attribute of equipment performance and adversely affected 
the cornerstone objective of ensuring the availability and reliability of equipment needed 
to limit the likelihood of those events that upset plant stability and challenge critical 
safety functions during power operations.  Specifically, the failure to maintain the control 
room door available as a supporting structure, system, or component (SSC) for control 
room equipment availability/operability during a HELB impacted the reliability and the 
operability of affected control room SSCs.  The finding screened as having very low 
safety significance (Green) because of its short exposure, approximately 0.5 hours.  
The finding had a cross-cutting aspect in the area of human performance, work 
practices, because the licensee’s staff was familiar with and had been briefed on , 
“HELB Barrier/Vent Path Temporary Guidance” in the Operations Notebook yet had 
failed to implement human error prevention techniques such as pre-job briefing or peer 
checking, which, if performed, could have ensured that maintenance on the control room 
door was performed as required by the operations notebook procedure (H.4(a)).  
(Section 1R15) 
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Cornerstone:  Mitigating Systems 

• Green.  A finding of very low safety significance and associated Non-Cited Violation of 
10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified by the inspectors for the licensee’s failure to implement a required abnormal 
operating procedure (AOP) during a period of impending severe weather.  Specifically, 
the licensee failed to enter AOP-13C, “Severe Weather Conditions,” during a tornado 
warning issued by the National Weather Service for the specific location of the plant.  
The licensee immediately entered the issue into its corrective action program and 
conducted an apparent cause evaluation of the conditions.   

This performance deficiency was more than minor because it was associated with the 
Mitigating Systems Cornerstone attribute of protection against external events and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage).  The finding was determined to be of very low safety 
significance (Green) because it did not involve the loss or degradation of equipment or 
function specifically designed to mitigate a seismic, flooding, or severe weather initiating 
event (e.g., seismic snubbers, flooding barriers, tornado doors), and did not involve the 
total loss of any safety function.  This finding has a cross-cutting aspect in the area of 
human performance, resources, because the licensee did not ensure that personnel, 
equipment, procedures, and other resources were available and adequate to assure 
nuclear safety.  Specifically, the entry conditions in AOP-13C were out-of-date and 
failed to provide an adequate nexus between the purpose and instructions of the 
procedure (H.2(c)).  (Section 1R01) 

• Green.  A finding of very low safety significance and associated Non-Cited Violation of 
10 CFR Part 50, Appendix B, Criterion III, “Design Control,” was identified by the 
inspectors for the failure of the licensee’s modification process to ensure that 
new 480-volt cables, installed for the future repowering of various auxiliary feedwater 
(AFW) system motor-operated valves, were installed in accordance with applicable 
regulatory requirements.  Specifically, a seismic design evaluation was not completed 
prior to the installation of a cable coil suspended above the 2MS-2020 valve, 2P-29 
turbine-driven AFW pump steam supply.  In response to this issue, the licensee installed 
more robust restraints that satisfied seismic acceptability criteria and performed an 
evaluation that showed the interim condition of the modification did not challenge 
operability.  At the conclusion of this inspection period, the licensee was in the process 
of conducting a root cause evaluation.  The inspectors also noted that a very similar 
issue at this site resulted in the issuance of a NCV in the second quarter of 2009.   

This performance deficiency was more than minor because it was associated with the 
Mitigating Systems Cornerstone attribute of design control and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences (i.e., core 
damage).  Specifically, once identified, the modification required rework to comply with 
applicable design requirements.  The inspectors determined the finding was of very low 
safety significance (Green) because the issue did not result in the actual loss of a safety 
function.  The inspectors also determined the finding has a cross-cutting aspect in the 
area of problem identification and resolution, corrective action program, because the 
licensee failed to implement appropriate corrective actions for a previous violation with 
the same performance deficiency (P.1(d)).  (Section 1R04) 
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• Green.  A finding of very low safety significance and associated Non-Cited Violation of 
10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified by the inspectors for the failure to provide procedures that were appropriate to 
verify and document the design of new or modified SSCs with respect to seismic II/I 
interactions.  Specifically, the procedures used for seismic II/I interaction evaluations of 
new or modified SSCs did not provide guidance for evaluating equipment that was not 
represented in the earthquake experience or generic testing equipment classes under 
the scope of the Seismic Qualification Utility Group methodology.  Also, no formal 
guidance was incorporated in modification and seismic procedures to document 
seismic II/I interaction evaluations.  As a result, the licensee did not perform an 
evaluation that was in accordance with the licensing basis to verify the design of the “B” 
containment sump strainers of Units 1 and 2 with respect to potential seismic II/I 
interactions.  The licensee entered this issue into its corrective action program.   

The performance deficiency was determined to be more than minor because it was 
associated with the Mitigating Systems Cornerstone attribute of protection against 
external events and adversely affected the cornerstone objective of ensuring the 
capability of systems that respond to initiating events to prevent undesirable 
consequences.  This finding was of very low safety significance (Green) because it was 
a qualification deficiency confirmed not to result in loss of operability or functionality.  
The inspectors determined that the finding had a cross-cutting aspect in the area of 
problem identification and resolution, self and independent assessments, because the 
licensee did not conduct self-assessments of the Seismic Qualification Utility Group 
program (P.3(a)).  (Section 4OA5) 

B. Licensee-Identified Violations 

None. 
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REPORT DETAILS 

Summary of Plant Status 

Unit 1 began the inspection period shut down for the continuation of a planned refueling outage 
that began in the previous inspection period on March 1, 2010, and ended April 4, 2010.  With 
the exceptions of small power reductions during routine surveillance testing, the unit remained 
at full power for the remainder of the inspection period. 

Unit 2 operated at 100 percent power throughout the entire inspection period with the exception 
of:  small power reductions during routine surveillance testing; and an unscheduled outage from 
June 19 through June 20, 2010, as a result of a main generator trip and manual reactor trip 
while at reduced power for condenser cleaning. 

1. REACTOR SAFETY 

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

1R01 Adverse Weather Protection (71111.01) 

.1 Readiness for Impending Adverse Weather Condition – Tornado Warning 

a. Inspection Scope 

Since severe thunderstorms, which had already produced tornado activity and high 
winds in nearby counties, were forecast in the vicinity of the facility for May 4, 2010, 
the inspectors reviewed the licensee’s overall preparations/protection for the expected 
weather conditions.  The inspectors evaluated the licensee staff’s preparations against 
the site’s procedures and determined if the staff’s actions were adequate.  During the 
inspection, the inspectors focused on plant-specific design features and the licensee’s 
procedures used to respond to specified adverse weather conditions.  The inspectors 
ensured the plant grounds were walked down for any loose debris that could become 
missiles during a tornado.  The inspectors evaluated operator staffing and accessibility 
of controls and indications for those systems required to control the plant.  Additionally, 
the inspectors reviewed the Final Safety Analysis Report (FSAR) and performance 
requirements for systems selected for inspection, and verified that operator actions were 
appropriate specified by plant-specific procedures.  The inspectors also reviewed a 
sample of corrective action program (CAP) items to verify that the licensee identified 
adverse weather issues at an appropriate threshold and dispositioned them through the 
CAP in accordance with station corrective action procedures.  Specific documents 
reviewed during this inspection are listed in the Attachment to this report. 

This inspection constituted one readiness for impending adverse weather condition 
sample as defined in Inspection Procedure (IP) 71111.01-05. 

b. Findings 

Failure to Enter Abnormal Operating Procedure During Tornado Warning 

Introduction:  A finding of very low safety significance and associated NCV of 
10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
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identified by the inspectors for the licensee’s failure to implement a required abnormal 
operating procedure (AOP) during a period of impending severe weather.  Specifically, 
the licensee failed to enter AOP-13C, “Severe Weather Conditions,”  during a tornado 
warning issued by the National Weather Service for the specific location of the plant. 

Description:  On May 4, 2010, the National Weather Service in Green Bay, WI, issued a 
tornado warning effective for the plant’s location in northern Manitowoc County from 
7:58 p.m. to 8:30 p.m.  The  warning specifically stated “this dangerous storm will be 
near Two Creeks around 8:25 p.m.,” an area in the immediate vicinity of Point Beach 
Nuclear Plant.   

During a follow-up review of the licensee’s response to the warning, the inspectors 
reviewed operator logs and AOP-13C, whose stated purpose is “To outline actions to be 
addressed to protect personnel and equipment at Point Beach during severe weather 
warnings or actual severe weather conditions.”  Through the review of operator logs and 
interviews, the inspectors identified that the licensee had not entered AOP-13C on 
May 4.   

The licensee later reported that some of the AOP actions were performed on May 4, 
such as the suspension of risk-significant work activities and the application of the 
adverse weather factor to the safety monitor risk management program; however, 
because AOP-13C was not actually entered, the licensee did not perform all of the 
applicable steps delineated in Attachment A of the AOP, entitled “Response to High 
Winds,” such as installing various door braces.  The failure to secure roll-up doors in 
accordance with the AOP instructions could have led to unnecessary, or more extensive, 
damage to safety-related or risk-significant SSCs within the plant during an actual 
tornado or high wind event.   

When the inspectors inquired about the reason why the AOP had not been entered, 
the licensee stated that the specific symptoms and entry conditions in the procedure 
were not met.  Specifically, the licensee stated that condition B.1.a of AOP-13C, which 
states “Storm warning via WE [Wisconsin Electric] Energies Power System Supervisor 
(WEPSS), Appleton dispatcher, or police radio,” was not satisfied because the site 
never received notification of the tornado warning from those specific sources.  A further 
review of the operator logs for May 4 showed that on three separate occasions 
(at 7:52 p.m., 8:14 p.m., and 8:30 p.m.) various members of the operating crew wrote 
the following log entries which provided evidence that the operating crew was aware of 
the tornado warning at the time:  “Entered Severe Weather test factor into Safety Monitor 
due to Tornado Warning for Manitowoc County;” “Suspending 1-TS-ECCS-002 Train B 
SAFEGUARDS SYSTEM VENTING Unit 1, Due to tornado warning, and severe 
weather;” and “Severe Weather Test factor removed from Safety Monitor due to 
cancellation of Tornado Warning.”  Further, members of the licensee staff outdoors at 
the time reported to operations that tornado sirens in the area were sounding.   

Additionally, the licensee stated that the operations staff was monitoring the onsite 
meteorological conditions and that, if high winds actually became present at the site, the 
AOP would have reactively been entered and the remaining actions completed.  
However, due to the potential for a fast-moving storm to rapidly change conditions 
onsite, the inspectors determined it would have been inappropriate to delay entry into 
the AOP in the presence of a known, active tornado warning.  Specifically, the inspectors 
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concluded that there may not be enough time to complete the other required actions of 
the AOP to prevent damage to plant equipment once the storm has already arrived.   

The inspectors noted that section 4.2.6 of FPL nuclear fleet procedure PI-AA-103-1000, 
“Human Performance Program Error Reduction Tools,” Revision 1, states “Following the 
procedure without question does not guarantee safety because procedures contain 
hidden flaws.  But, understanding the overall purpose and strategy of the procedure 
promotes safer outcomes.”  The procedure further states, “Procedure adherence means 
understanding a procedure’s purpose, scope, and intent and following its direction.”  
However, the licensee failed to adhere to the purpose of AOP-13C when the decision 
was made to not enter the procedure because they were not notified of the warning by 
one of the specific sources listed in the procedure.  This occurred despite the fact that 
the operating crew was aware of the severe weather warning as shown by multiple log 
entries.   

Analysis:  The inspectors determined that the failure to enter AOP-13C during a 
tornado warning was contrary to the purpose and intent of the procedure and was a 
performance deficiency.  The finding was determined to be more than minor in 
accordance with IMC 0612, “Power Reactor Inspection Reports,” Appendix B, 
“Issue Screening,” dated December 24, 2009, because  it was associated with the 
Mitigating Systems Cornerstone attribute of protection against external events and 
adversely affected the cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage).  Specifically, by failing to enter AOP-13C, the 
equipment protective measures outlined in Attachment A, “Response to High Winds,” 
were not fully performed, and as a result, the cornerstone objective was impacted. 

The inspectors determined the 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,” Table 4b, “Seismic, Flooding, and 
Severe Weather Screening Criteria,” dated January 10, 2008, for the Mitigating Systems 
Cornerstone.  The finding was determined to be of very low safety significance (Green) 
because the finding did not involve the loss or degradation of equipment or function 
specifically designed to mitigate a seismic, flooding, or severe weather initiating event 
(e.g., seismic snubbers, flooding barriers, tornado doors), and did not involve the total 
loss of any safety function identified by the licensee through a risk analysis, that 
contributes to external event initiated core damage accident sequences (i.e., initiated by 
a seismic, flooding, or severe weather event).   

This finding has a cross-cutting aspect in the area of human performance, resources, 
because the licensee did not ensure that personnel, equipment, procedures, and other 
resources were available and adequate to assure nuclear safety.  Specifically, the 
resources associated with the “Symptoms or Entry Conditions” proceduralized in 
AOP-13C, Revision 21, were inadequate in a number of ways, including, but not limited 
to: (1) out-of-date reliance upon receipt of storm warning notifications from an entity 
(i.e., Wisconsin Electric) no longer associated with Point Beach; (2) reliance upon storm 
warning notifications through monitoring of a police radio, when the operating crew does 
not actively monitor the police radio at a sufficient frequency or volume level to credit its 
use as a reliable means of notification; and (3) narrowly focused entry criteria that do not 
allow sufficient flexibility to address realistic entry conditions(H.2(c)).   
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Enforcement:  Title 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” requires, in part, that activities affecting quality be prescribed by 
documented instructions, procedures, or drawings, of a type appropriate to the 
circumstances and  be accomplished in accordance with these instructions, procedures, 
or drawings.  Additionally, section 4.2.6 of FPL nuclear fleet procedure PI-AA-103-1000, 
“Human Performance Program Error Reduction Tools,” Revision 1, states, “Following the 
procedure without question does not guarantee safety because procedures contain 
hidden flaws.  But, understanding the overall purpose and strategy of the procedure 
promotes safer outcomes.”  The procedure further states “Procedure adherence means 
understanding a procedure’s purpose, scope, and intent and following its direction.”   

Contrary to this, on May 4, 2010, the licensee failed to accomplish the instructions of a 
safety-related procedure during a period when conditions existed for which the 
procedure was created.  Specifically, the failure to enter AOP-13C during a known 
tornado warning was contrary to the documented purpose and intent of this 
safety-related procedure, and explicitly conflicted with the directions contained within 
the  body of the procedure.  The licensee immediately entered the issue into its 
corrective action program and conducted an apparent cause evaluation (ACE).  
Because this violation was of very low safety significance and it was entered into the 
licensee’s corrective action program as AR 01172921, this violation is being treated as 
a NCV, consistent with Section VI.A.1 of the NRC Enforcement Policy 
(NCV 05000266/2010003-01; 05000301/2010003-01, Failure to Enter Abnormal 
Operating Procedure During Tornado Warning). 

.2 Readiness of Offsite and Alternate AC Power Systems 

a. Inspection Scope 

The inspectors verified that plant features and procedures for operation and continued 
availability of offsite and alternate alternating current (AC) power systems during 
adverse weather were appropriate.  The inspectors reviewed the licensee’s procedures 
affecting these areas and the communications protocols between the transmission 
system operator (TSO) and the plant to verify that the appropriate information was being 
exchanged when issues arose that could impact the offsite power system.  Examples of 
aspects considered in the inspectors’ review included:   

• the coordination between the TSO and the plant during off-normal or emergency 
events; 

• the explanations for the events; 
• the estimates of when the offsite power system would be returned to a normal 

state; and 
• the notifications from the TSO to the plant when the offsite power system was 

returned to normal.   

The inspectors also verified that plant procedures addressed measures to monitor and 
maintain availability and reliability of both the offsite AC power system and the onsite 
alternate AC power system prior to or during adverse weather conditions.  Specifically, 
the inspectors verified that the procedures addressed the following: 

• the actions to be taken when notified by the TSO that the post-trip voltage of the 
offsite power system at the plant would not be acceptable to assure the 
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continued operation of the safety-related loads without transferring to the onsite 
power supply; 

• the compensatory actions identified to be performed if it would not be possible to 
predict the post-trip voltage at the plant for the current grid conditions; 

• a re-assessment of plant risk based on maintenance activities which could affect 
grid reliability, or the ability of the transmission system to provide offsite power; 
and 

• the communications between the plant and the TSO when changes at the plant 
could impact the transmission system, or when the capability of the transmission 
system to provide adequate offsite power was challenged.   

Documents reviewed are listed in the Attachment to this report.  The inspectors also 
reviewed CAP items to verify that the licensee was identifying adverse weather issues at 
an appropriate threshold and entering them into the CAP in accordance with station  
procedures.   

This inspection constituted one readiness of offsite and alternate AC power systems 
sample as defined in IP 71111.01-05.   

b. Findings 

No findings of significance were identified.   

.3 Summer Seasonal Readiness Preparations 

a. Inspection Scope 

The inspectors performed a review of the licensee’s preparations for summer weather 
for selected systems, including conditions that could lead to an extended drought. 

During the inspection, the inspectors focused on plant-specific design features and the 
licensee’s procedures used to mitigate or respond to adverse weather conditions.  
Additionally, the inspectors reviewed the FSAR and performance requirements for 
systems selected for inspection, and verified that operator actions were appropriate as 
specified by plant-specific procedures.  Specific documents reviewed during this 
inspection are listed in the Attachment to this report.  The inspectors also reviewed CAP 
items to verify that the licensee was identifying adverse weather issues at an appropriate 
threshold and entering them into the CAP in accordance with station  procedures. The 
inspectors’ review focused specifically on the service water and component cooling 
water systems.   

This inspection constituted one seasonal adverse weather sample as defined in 
IP 71111.01-05.   

b. Findings 

No findings of significance were identified.   
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1R04 Equipment Alignment (71111.04) 

.1 Quarterly Partial System Walkdowns 

a. Inspection Scope 

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

• 4160-Volt safety buses; 
• 480-Volt safety buses; 
• Unit 1 – low temperature overpressure protection system; and 
• Unit 2 – turbine-driven auxiliary feedwater pump after return to service from 

maintenance. 

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 system, and, therefore, 
potentially increase risk.  The inspectors reviewed applicable operating procedures, 
system diagrams, FSAR, Technical Specification (TS) requirements, outstanding work 
orders (WOs), condition reports, 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 CAP 
with the appropriate significance characterization.  Documents reviewed are listed in the 
Attachment to this report.   

These activities constituted four partial system walkdown samples as defined in 
IP 71111.04-05.   

b. Findings 

Failure to Control the Design of Partially Installed Modifications for Seismic 
Requirements 

Introduction:  A finding of very low safety significance and associated NCV of 
10 CFR Part 50, Appendix B, Criterion III, “Design Control,” was identified by the 
inspectors for the failure of the licensee’s modification process to ensure that new 
480-Volt cables, installed for the upcoming repowering of various auxiliary feedwater 
(AFW) system motor-operated valves, were installed in accordance with applicable 
regulatory requirements.  Specifically, no seismic design evaluation was completed prior 
to the installation of a coil of cable suspended above the motor operator for 2MS 2020, 
2P-29 turbine-driven AFW (TDAFW) pump steam supply valve.   

Description:  On June 16, 2010, while performing a system walkdown of the Unit 2 AFW 
system, inspectors noted that a significant quantity of cable was suspended above the 
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2MS-2020 steam supply valve for the 2P-29 TDAFW pump.  This bundle of cable, 
which was estimated by the licensee to weigh about 40 pounds, was hanging from a 
nearby pipe support and was tied off with nylon rope, secured with two knots.  The 
location of the suspended cables was such that the bundle was directly suspended over 
the manual declutch lever of the 2MS-2020 motor operator, and was separated by a 
distance of about one inch, measured vertically.  The inspectors determined that if the 
rope broke or the knots came loose from settling or during a seismic event, the cable 
would have come in contact with the motor operator, declutch lever, or the valve body 
below.  Inspectors noted that if the 2MS-2020 valve was rendered inoperable, then the 
2P-29 TDAFW pump would have been inoperable. 

The suspended cables resulted from Engineering Change (EC) 1339, which was 
developed to repower valves for the 2P-29 TDAFW pump.  The 480V power cable to 
the 2MS-2020 valve was anticipated to remain in this configuration until it was connected 
at some later date.  On May 27, 2010, the new cable was pulled, coiled, and hung from 
an adjacent pipe support near the 2MS-2020 motor operator, where it was intended to 
remain until future installation.  The inspectors’ reviewed EC 13399 and its associated 
10 CFR 50.59 screening and found that no seismic evaluation was present or discussed 
regarding the interim configuration of the cable installation.  A seismic evaluation of the 
as-found interim configuration of the cable was not performed until June 17, 2010, 
after the issue was discovered by the inspectors and communicated to the licensee.  
The licensee documented the inspectors’ observations in AR 01175527. 

Immediate corrective actions by the licensee included moving the bundle of cable to a 
location further away from the motor operator and reinforcing the nylon rope with 
acceptable restraints to preclude any seismic interactions with the component.  
Additionally, the licensee performed an extent-of-condition walkdown and identified that 
a second valve, 2MS-2019, had a similar configuration of suspended cable.  At that 
point, the as-left configurations were inspected by a seismic qualification utility group 
(SQUG) qualified structural engineer and deemed adequate.   

Inspectors noted that a very similar issue arose at this site in the second quarter of 2009, 
which resulted in the issuance of NCV 05000266/2009003-01; 05000301/2009003-01 for 
failing to adequately control the seismic design aspects of a coil of cables that were 
similarly inadequately suspended above safety-related components of the AFW system.  
As a result of that incident, the licensee implemented a number of corrective actions to 
provide additional seismic awareness training and additional SQUG-related 
communications to the appropriate work groups at the time.  Because of the repeat 
nature of this finding, the licensee was in the process of conducting a root cause 
evaluation for the current issue at the conclusion of this inspection period.   

Analysis:  The inspectors determined that the licensee’s continued failure to adequately 
assess the potential seismic interactions that newly installed components may pose on 
currently installed SSCs was a performance deficiency.  The finding was determined to 
be more than minor in accordance with IMC 0612, “Power Reactor Inspection Reports,” 
Appendix B, “Issue Screening,” dated December 24, 2009, because it was associated 
with the Mitigating Systems Cornerstone attribute of design control and adversely 
affected the cornerstone objectives of ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage).  Specifically, once identified, the modification required rework to 
comply with applicable design requirements.   
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In accordance with IMC 0609, Appendix A, "Significance Determination of Reactor 
Inspection Findings for At-Power Situations," dated January 10, 2008, the inspectors 
conducted a Phase 1 SDP screening and determined the finding to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency 
resulting in a loss of functionality, did not represent a loss of system safety function or 
loss of a single train for greater than its allowed TS time, and did not screen as 
potentially risk significant due to seismic, flooding, or severe weather initiating events.  
The inspectors determined the finding was of very low safety significance (Green) 
because the issue did not result in the actual loss of a safety function.   

The inspectors determined that the finding had a cross-cutting aspect in the area of 
problem identification and resolution, corrective action program, because the licensee 
failed to implement appropriate corrective actions for the previous violation, which 
resulted from the same performance deficiency.  Specifically, the corrective actions for 
NCV 05000266/2009003-01; 05000301/2009003-01 from mid-2009 did not result in any 
changes or improvements to the modification processes or procedures.  Rather, the 
licensee elected to provide additional one-time training to the individuals involved, and to 
various associated personnel.  The inspectors noted that a number of individuals from 
workgroups currently responsible for cable installations, and various other installations 
throughout the plant, were not working at Point Beach at the time of the previous 
violation, and as such, did not receive the additional seismic training/information.  
This included individuals involved with the specific cable installation in question.  Due to 
the narrow scope of the previous corrective actions, and their apparent ineffectiveness at 
correcting the performance deficiency, the inspectors determined that the corrective 
actions were not appropriate nor commensurate with the safety significance of the issue 
(P.1(d)).   

Enforcement:  Title 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” requires, 
in part, that measures be established to assure that applicable regulatory requirements 
and the design basis are correctly translated into specifications, drawings, procedures, 
and instructions. 

Contrary to this, prior to June 24, 2009, the licensee failed to correctly translate 
applicable design basis into the modification design specification.  Specifically, design 
control measures failed to account for seismic requirements for 4160-volt electrical 
cables hanging over the operable TDAFWPs.   

Upon notification by the inspectors, the licensee immediately entered the condition into 
its CAP and moved the bundle of cable to a location further away from the motor 
operator and reinforced the nylon rope with acceptable restraints to preclude any 
seismic interaction with the surrounding components.  Additionally, the licensee 
performed an extent–of-condition walkdown.  The as-left configurations were inspected 
by a SQUG-qualified structural engineer and deemed adequate.  At the end of this 
inspection period, the licensee was also conducting a root cause evaluation of this issue.  
Because this violation was of very low safety significance and it was entered into the 
licensee’s CAP as AR 01175527, this violation is being treated as a NCV consistent with 
Section VI.A.1 of the NRC Enforcement Policy (NCV 05000266/2010003-02; 
05000301/2010003-02, Failure to Control the Design of Partially Installed Modifications 
for Seismic Requirements).   
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.2 Semi-Annual Complete System Walkdown 

a. Inspection Scope 

On April 12, 2010, the inspectors performed a complete system alignment inspection of 
the pressurizer power-operated relief valve system, after its return–to-service from an 
outage, 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.  The inspectors walked down the system to review 
mechanical and electrical equipment line-ups, electrical power availability, system 
pressure and temperature indications, as appropriate, component labeling, component 
lubrication, component and equipment cooling, hangers and supports, and 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 to this report.   

These activities constituted one complete system walkdown sample as defined in 
IP 71111.04-05.   

b. Findings 

No findings of significance were identified.   

1R05 Fire Protection (71111.05) 

.1 Routine Resident Inspector Tours (71111.05Q) 

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 zone 308, 4160-Volt vital switchgear room; 
• fire zone 318, cable spreading room; 
• Unit 1 – fire zone 304S, north AFW pump room and vital switch gear room; and 
• Unit 2 – fire zone 304N, south AFW pump room and vital switch gear room. 

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.  
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The inspectors verified that fire hoses and extinguishers were in their designated 
locations and available for immediate use; that fire detectors and sprinklers were 
unobstructed; that 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 activities constituted four quarterly fire protection inspection samples as defined in 
IP 71111.05-05.   

b. Findings 

No findings of significance were identified.   

1R11 Licensed Operator Requalification Program (71111.11) 

.1 Resident Inspector Quarterly Review (71111.11Q) 

a. Inspection Scope 

On June 7, 2010, the inspectors observed a crew 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 
• ability to identify and implement appropriate TS actions and Emergency Plan 

actions and notifications. 

The crew’s 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.   
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1R12 Maintenance Effectiveness (71111.12) 

.1 Routine Quarterly Evaluations (71111.12Q) 

a. Inspection Scope 

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

• 4160-Volt safety buses; 
• 480-Volt safety buses; and 
• safety injection due to multiple level instrument issues.   

The inspectors reviewed events, such as 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:   

• 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 SSCs/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.   

This inspection constituted three 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) 

.1 Maintenance Risk Assessments and Emergent Work Control 

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:   
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• maintenance risk and emergent work during temporary condensate storage tank 
evolution (Unresolved Item (URI) 2010002-04); 

• maintenance risk and emergent work during failure of Unit 2 TDAFW pump; 
• maintenance risk assessment of historical risk management when errors existed 

in safety monitor associated with service water pump mapping; 
• maintenance risk assessment of routine and emergent work for the week of 

June 1, 2010, including the unplanned inoperability of the 2P-11A component 
cooling water pump; and 

• maintenance risk assessment and emergent work during failure of Unit 2 plant 
process computer system Channel 3 multiplexer.   

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 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 activities constituted 
five samples as defined in IP 71111.13-05.   

b. Findings 

No findings of significance were identified.   

1R15 Operability Evaluations (71111.15) 

.1 Operability Evaluations 

a. Inspection Scope 

The inspectors reviewed the following issues:   

• Unit 1 – steam generator logic wiring discrepancies found during performance of 
surveillance testing; 

• Unit 2 – containment fan coils exceed plugging limits due to zebra mussel kill; 
• Unit 2 – post-operability of Unit 2 TDAFW pump due to water intrusion in bearing; 

and 
• equipment operability with high energy line break (HELB) barriers out-of-service. 

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 FSAR to the licensee’s evaluations to determine 
whether the components or systems were operable.  Where compensatory measures 
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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.   

This operability inspection constituted four samples as defined in IP 71111.15-05.   

b. Findings 

Equipment Operability with Hazard Barriers Out-Of-Service 

Introduction:  A finding of very low safety significance and associated NCV of 
10 CFR 50, Appendix B, Criterion V, “Instructions Procedures, and Drawings,” was 
identified by the inspectors for the licensee’s failure to follow procedural/instructional 
guidance contained in a temporary procedure for the maintenance of HELB barriers.  
Specifically, on June 25, 2010, the licensee placed a wedge under the control room 
door, a HELB barrier, contrary to the guidance contained in Operations Notebook 
procedure/instruction, “HELB Barrier/Vent Path Temporary Guidance.”   

Description:  While reviewing maintenance activities associated with the battery D-05 
replacement, the inspectors noted that a blind penetration had been reconfigured to 
allow cable access to the D-05 battery via the related vital switchgear room.  
Because this issue was similar to a HELB issues identified in the first quarter, the 
inspectors reviewed related procedures and operator guidance to determine if 
operability of technical specification related equipment in the vital switchgear room had 
been affected.   

The inspectors reviewed procedure NP 8.4.16, “PBNP High Energy Line Break 
Barriers/Vent Paths,” Revision 14, and found that the procedure allowed designated 
penetrations to be out-of-service for 24 consecutive hours and allowed designated doors 
to be out of service for 12 consecutive hours.  The inspectors reviewed the guidance 
provided in NRC Regulatory Issue Summary (RIS) 2001-009, “Control of Hazard 
Barriers,” which indicated that risk must be managed in accordance with 
10 CFR 50.65(a)(4) of the maintenance rule and that the TS operability requirements 
should be evaluated using the appropriate operability guidance.   

The inspectors concluded that NP 8.4.16 may adequately control risk for the removed 
HELB barriers; however, the risk basis for the 24- and 12-hour allowed out-of-service 
times was not reviewed by the inspectors.  The inspectors noted that procedure 
NP 8.4.16 did not provide guidance to perform an operability evaluation for TS SSCs 
that were impacted when a HELB barrier was removed from service.  Additionally, the 
inspectors did not find any generic licensee guidance relative to control of hazard 
barriers. The various hazard barriers, such as fire barriers, HELB barriers, and flood 
barriers, had procedures specific to their type, and a review of these procedures also did 
not reveal any guidance relative to assessing the operability of TS SSCs.   

The inspectors communicated their observations to the licensee relative to 
RIS 2001-009 and TS operability requirements for various hazard barrier items on 
several occasions between March 23 and June 8, 2010.  During these discussions, 
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the inspectors expressed concern that TS SSCs were not being evaluated for operability 
when supporting hazard barriers were being removed from service.  The inspectors 
noted that the related operating experience, RIS 2001-009, and RIS 2005-20, 
“Operability Determinations & Functionality Assessments for Resolution of Degraded or 
Nonconforming Conditions Adverse to Quality or Safety,” warranted these reviews.   

On June 11, 2010, the licensee created “Operations Notebook” temporary instruction, 
“HELB Barrier/Vent Path Temporary Guidance,” which clarified HELB barrier breaches 
that did not require prior approval, an engineering evaluation, or entry into a TS action 
statement as a result of operability issues.  One requirement of this procedure stated 
that, “Normal ingress and egress through HELB barrier doors.  Doors may be held open 
by hand but shall NOT be blocked open or held open by some other device.”   

On June 25, while performing a plant tour,  a visiting NRC inspector observed the 
licensee placing a wedge under the control room door and questioned the acceptability 
of the activity.  The shift manger and shift technical advisor (STA) quoted procedure 
the NP 8.4.16 requirements and provided the inspector a copy of the related pages.  
Subsequently, the resident inspectors discussed the matter with with the shift manager 
and the STA and pointed out the prohibition about wedging the control room door open 
and that the “HELB Barrier/Vent Path Temporary Guidance” indicated that NP 8.4.16 
was under revision to “eliminate the 12 & 24 hr allowance and require Design 
Engineering review and approval before a barrier is breached.”  The work order for the 
repair of the control room door indicated that the out-of-service time was 36 minutes.  
Because the Operations Notebook instruction, “HELB Barrier/Vent Path Temporary 
Guidance,” prohibited the wedging open of the control room door, this performance 
deficiency was evaluated as a procedural noncompliance.  This issue was entered 
into the licensee’s corrective action program as condition report CAP01176020.  
Immediate corrective actions were taken to review all temporary instructions with 
appropriated staff; additional corrective actions will be assessed in the corrective 
action process.   

Analysis:  The inspectors determined that the failure to follow the Operations Notebook 
instruction, “HELB Barrier/Vent Path Temporary Guidance,” which prohibited operation 
with the control room door wedged open, was a performance deficiency warranting 
further review. 

The finding was determined to be more than minor because in accordance with 
IMC 0612, “Power Reactor Inspection Reports,” Appendix B, “Issue Screening,” dated 
December 24, 2009, it was associated with the Initiating Events Cornerstone attribute of 
equipment performance and adversely affected the cornerstone objective of ensuring the 
availability and reliability of equipment needed to limit the likelihood of those events that 
upset plant stability and challenge critical safety functions during power operations.  
Specifically, the failure to maintain the control room door available as a supporting SSC 
for control room equipment availability/operability during a HELB impacted the reliability 
and the operability of affected control room SSCs.   

The inspectors evaluated the issue using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Appendix A, under the Initiating Events 
Cornerstone and determined that the finding was a transient initiator that contributed to 
the likelihood of a reactor trip and that mitigation equipment or functions would not be 
available.  Therefore, the issue was reviewed with the Senior Reactor Analyst and, due 
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to the short exposure of the issue, approximately 0.5 hours, the event screened as 
Green.   

The inspectors also determined that the finding has a cross-cutting aspect in the area of 
human performance, work practices, because the licensee’s staff was familiar with and 
had been briefed on , “HELB Barrier/Vent Path Temporary Guidance” in the Operations 
Notebook yet had failed to implement human error prevention techniques such as 
pre-job briefing or peer checking, which, if performed, could have ensured that 
maintenance on the control room door was performed as required by the operations 
notebook procedure (H.4(a)).   

Enforcement:  Title 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” states, in part, that activities affecting quality shall be prescribed by 
documented instructions or procedures of a type appropriate to the circumstances and 
shall be accomplished in accordance with theses instructions or procedures.  Contrary to 
this, on June 25, 2010, the licensee failed to follow guidance contained in the 
Operations Notebook temporary instruction/procedure , “HELB Barrier/Vent Path 
Temporary Guidance” for an activity affecting quality , when the control room door was 
propped open during maintenance.   

Because of the very low safety significance of this finding and because the finding was 
entered into the licensee’s CAP, this violation is being treated as a NCV, consistent with 
Section VI.A.1 of the NRC Enforcement Policy (NCV 05000266/2010003-03; 
05000301/2010003-03, Failure to Follow Procedures Needed to Maintain Equipment 
Operability with Hazard Barriers Out-Of-Service).   

1R18 Plant Modifications (71111.18) 

.1 Temporary Plant Modifications 

a. Inspection Scope 

The inspectors reviewed the following temporary modification: 

• temporary modification installed for core bore through HELB barrier for 
M-3-5-17-F203 penetration. 

The inspectors compared the temporary configuration changes and associated 
10 CFR 50.59 screening and evaluation information against the design basis, the FSAR, 
and the TS, as applicable, to verify that the modification did not affect the operability or 
availability of the affected system(s).  The inspectors also compared the licensee’s 
information to operating experience information to ensure that lessons-learned from 
other utilities had been incorporated into the licensee’s decision to implement the 
temporary modification.  The inspectors, as applicable, performed field verifications to 
ensure that the modifications were installed as directed; the modifications operated as 
expected; modification testing adequately demonstrated continued system operability, 
availability, and reliability; and that operation of the modifications did not impact the 
operability of any interfacing systems.  Lastly, the inspectors discussed the temporary 
modification with operations, engineering, and training personnel to ensure that the 
individuals were aware of how extended operation with the temporary modification in 
place could impact overall plant performance.  Documents reviewed are listed in the 
Attachment to this report.   
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This inspection constituted one temporary modification samples as defined in 
IP 71111.18-05.   

b. Findings 

No findings of significance were identified.   

.2 Permanent Plant Modifications 

a. Inspection Scope 

The following engineering design package was reviewed and selected aspects were 
discussed with engineering personnel:   

• HELB barrier - permanent installation of a 3” line for M-3-5-17-F203 penetration 
as part of EC 13398; repower valves for TDAFW pump 1P-29.   

This document and related documentation were reviewed for adequacy of the 
associated 10 CFR 50.59 safety evaluation screening, consideration of design 
parameters, implementation of the modification, post-modification testing, and relevant 
procedures, design, and licensing documents were properly updated.  The inspectors 
observed ongoing and completed work activities to verify that installation was consistent 
with the design control documents.  The modification changed the power supply for 
motor-operated valve 1AF-04006 from an AC supply panel to a direct current (DC) 
supply panel.   

Documents reviewed are listed in the Attachment to this report.   

This inspection constituted one permanent plant modification samples as defined in 
IP 71111.18-05.   

b. Findings 

No findings of significance were identified.   

1R19 Post-Maintenance Testing (71111.19) 

.1 Post-Maintenance Testing 

a. Inspection Scope 

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

• Unit 1 – atmospheric steam dump “A” repair after it was found not fully seated; 
• Unit 1 – channel 3 reactor hot leg temperature sensor failed during reactor 

startup; 
• D-05 battery replacement; 
• Unit 2 – service water strainer outlet valve replaced due to leakage; and 
• Unit 2 – TDAFW pump steam leak repair.   
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These activities were selected based upon the SSC's 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 FSAR, 10 CFR Part 50 requirements, licensee procedures, and various 
NRC generic communications to verify that the test results demonstrated that the 
equipment met the licensing basis and design requirements.  In addition, the inspectors 
reviewed corrective action documents associated with post-maintenance 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.   

This inspection constituted five post-maintenance testing samples as defined in 
IP 71111.19-05.   

b. Findings 

No findings of significance were identified.   

1R20 Outage Activities (71111.20) 

.1 Refueling Outage Activities 

a. Inspection Scope 

The inspectors reviewed the Outage Safety Plan (OSP) and contingency plans for the 
Unit 1 refueling outage (RFO), conducted from March 1, 2010, through April 4, 2010, 
to confirm that the licensee had appropriately considered risk, industry experience, and 
previous site specific problems in developing and implementing a plan that assured 
maintenance of defense in depth.  During the RFO, the inspectors monitored licensee 
controls over the outage activities listed below.  Documents reviewed during the 
inspection are listed in the Attachment to this report.   

• licensee configuration management, including maintenance of defense-in-depth 
commensurate with the OSP for key safety functions and compliance with the 
applicable TS when taking equipment out-of-service. 

• implementation of clearance activities and confirmation that tags were properly 
hung and equipment appropriately configured to safely support the work or 
testing; 

• installation and configuration of reactor coolant pressure, level, and temperature 
instruments to provide accurate indication, accounting for instrument error; 

• controls over the status and configuration of electrical systems to ensure that 
TS and OSP requirements were met, and controls over switchyard activities; 

• monitoring of decay heat removal processes, systems, and components; 
• controls to ensure that outage work was not impacting the ability of the operators 

to operate the spent fuel pool cooling system; 
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• reactor water inventory controls, including flow paths, configurations, and 
alternative means for inventory addition, and controls to prevent inventory loss; 

• controls over activities that could affect reactivity; 
• maintenance of secondary containment as required by TSs; 
• startup and ascension to full power operation, tracking of startup prerequisites, 

walkdown of containment to verify that debris had not been left which could block 
emergency core cooling system suction strainers, and reactor physics testing; 
and 

• licensee identification and resolution of problems related to RFO activities.   

This inspection constituted the completion of one RFO sample as defined in 
IP 71111.20-05.   

b. Findings 

No findings of significance were identified.   

.2 Other Outage Activities:  Unplanned Unit 2 Outage Due To An Improperly Set Relay 

a. Inspection Scope 

The inspectors evaluated outage activities for an unscheduled outage that began on 
June 19 and continued through June 20, 2010.  The inspectors reviewed activities to 
ensure that the licensee considered risk in developing, planning, and implementing the 
outage schedule.   

The inspectors observed or reviewed the reactor shutdown, outage equipment 
configuration and risk management, electrical lineups, selected clearances, control and 
monitoring of decay heat removal, control of containment activities, forced outage work 
lists, maintenance and repair activities, startup activities, and identification and resolution 
of problems associated with the outage.   

This inspection constituted one other outage sample as defined in IP 71111.20-05.   

b. Findings 

Unresolved Item (URI) - Potential Degradation of Reactor Protection System P-9 
Permissive Operability 

Introduction:  During the forced outage, the inspectors identified an URI regarding the 
licensee’s utilization of the P-9 permissive below 50 percent power with less than full 
condenser steam dump capacity available.  Specifically, the inspectors identified that 
operation in this condition had the potential to have been in violation of TS 3.3.1, 
condition S.2, or TS 3.0.3.   

Description:  On Saturday, June 19, 2010, the inspector responded to the plant for a 
Unit 2 unplanned reactor trip.  Prior to the trip, Unit 2 was at 44 percent reactor power for 
condenser cleaning activities.  The plant alignment had one circulating water pump 
secured and the steam dumps to the related condenser bays tagged out-of-service in 
anticipation of workers entering the related water-boxes for maintenance.  At this power 
level, the main generator monitoring circuitry incorrectly sensed a fault on the generator, 
which resulted in a generator trip and a related turbine trip.  As a result of the turbine trip, 



 22 Enclosure 

reactor controls sensed a power mismatch and automatically inserted control rods to 
control reactor coolant temperature.  However, with half of the steam dumps 
out-of-service, operators were unable to stabilize reactor power and inserted a manual 
reactor trip. 

The inspectors reviewed operator and equipment performance during the transient and 
noted no significant issues; however, the inspectors noted that the P-9 permissive was in 
effect at the time of the transient.  The P-9 permissive is a TS reactor protection system 
feature that bypasses the “reactor trip on a turbine trip” when the reactor power is less 
than 50 percent.  At Point Beach, the plant design was that the condenser steam dump 
system, when at full functional capacity, was capable of coping, without operator 
involvement, with a 40 percent load rejection and an additional 10 percent load reduction 
can be accounted for by the insertion of the control rods.  The inspectors were 
concerned that the designed automatic plant response following the turbine trip was 
defeated as a result of the the licensee taking half of the steam dumps out-of-service.  
Had the steam dump system been at full capacity, the transient would have been much 
smaller, more easily controllable, and would have required little, if any, manual operator 
intervention.   

The inspectors reviewed generic plant information and found that not all Westinghouse 
plants utilize the P-9 permissive and that the permissive is a function of steam dump 
capacity.  Subsequently, the inspectors reviewed the licensee’s current licensing basis 
and were unable to determine, before the end of the inspection period, if the steam 
dump capacity was a basis or an input into design assumptions for the P-9 permissive 
circuit.  However, the related TS basis stated that “Below the P-9 setpoint, a load 
rejection can be accommodated by the Steam Dump System,” and “In MODE 1, a 
turbine trip could cause a load rejection beyond the capacity of the steam dump system, 
so the Power Range Neutron Flux interlock must be OPERABLE.”  The inspectors 
concluded that with half of the steam dump capacity unavailable, the load rejection could 
not have been accommodated by the steam dump system as stated.  Based on the 
statements in the TS basis, the licensee is reviewing the acceptability of bypassing 
steam dumps below 50 percent reactor power and continuing to call the P-9 function 
operable with less than full steam dump capacity available.   

The inspectors further questioned the licensee’s statement in AR 01175719, initiated on 
June 21, 2010, which stated “in this alignment with four dumps out-of-service, the 
condenser steam dumps do not operate as designed in Automatic, therefore, the mode 
selector switch will be placed in manual....The switch will be left in manual throughout 
the duration of the condenser water box cleaning.”  The condition report further stated 
that in manual/pressure control mode, the steam dump valves no longer have the ability 
to blow open in less than 3 seconds; instead, the steam dump valves could take as long 
as 20 seconds to open in this mode.   

This issue is unresolved pending the licensee’s evaluation of the technical basis for the 
P-9 permissive reactor protection interlock, and pending the evaluation of the effects of 
operation below 50 percent power with steam dump valves out–of-service or in manual 
mode (URI 05000266/2010003-04; 05000301/2010003-04, Potential Degradation of 
Reactor Protection System P-9 Permissive Operability).   
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1R22 Surveillance Testing (71111.22) 

.1 Surveillance Testing 

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:   

• emergency diesel generator (EDG) monthly testing practices – TS-81, TS-82, 
TS-83, TS-84 (routine); 

• Unit 1 - ORT 3A:  safety injection actuation with loss of engineered safeguards 
AC (train “A”) (routine); 

• EDG G-02 endurance run surveillance test (routine); 
• Unit 2 – TDAFW pump quarterly test (Inservice Testing - IST); 
• pressurizer power-operated relief valve and block valve test (IST); and 
• Unit 1 reactor coolant system (RCS) leakage surveillance - containment sump 

level refueling calibration (RCS leakrate). 

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, demonstrated operational readiness, and 

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

in accordance with TSs, the FSAR, 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 inservice testing activities, testing was performed in 

accordance with the applicable version of Section XI, American Society of 
Mechanical Engineers 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; 
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• 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.   

This inspection constituted three routine surveillance testing samples, two IST samples, 
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.   

.2 Surveillance Testing Associated with Temporary Instruction (TI) 2515/177, 
“Managing Gas Accumulation in Emergency Core Cooling, Decay Heat Removal, and 
Containment Spray Systems” 

a. Inspection Scope 

When reviewing procedure 2-TS-ECCS-002 Train B, “Safeguards System Venting 
(Monthly) Unit 2,” the inspectors verified it was acceptable for void elimination methods.  
Additionally, the inspectors reviewed an associated WO used to perform ultrasonic 
testing (UT) of system pipes for void detection.   

The inspectors reviewed instructions and procedures used for conducting surveillances 
and determination of void volumes to ensure that the void criteria were satisfied and 
will be reasonably ensured to be satisfied until the next scheduled void surveillance 
(TI 2515/177, Section 04.03.a).  Also, the inspectors reviewed procedures used for 
filling and venting following conditions which may have introduced voids into the 
subject systems to verify that the procedures acceptably addressed testing for such 
voids and provided acceptable processes for their reduction or elimination (TI 2515/177, 
Section 04.03.b).  Additionally, the inspectors interviewed the licensee gas accumulation 
management program owner.  Further, the inspectors verified that issues identified 
during this inspection were captured in the licensee’s CAP such that the aspects below 
were either verified or a corrective action document generated to address the issue.  
Specifically, the inspectors verified that:   

• gas venting, monitoring, evaluation, and void correction activities 
were acceptably controlled by approved operating procedures 
(TI 2515/177, Section 04.03.c.1); 

• procedure ensured the system did not contain voids that may jeopardize 
operability (TI 2515/177, Section 04.03.c.2); 

• procedure established that void criteria were satisfied and will be reasonably 
ensured to be satisfied until the next scheduled void surveillance (TI 2515/177, 
Section 04.03.c.3); 
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• the licensee entered changes into the CAP as needed to ensure acceptable 
response to issues; in addition, the inspectors confirmed that a clear schedule for 
completion was included for CAP entries that have not been completed 
(TI 2515/177, Section 04.03.c.5); and 

• procedure included independent verification that critical steps were completed 
(TI 2515/177, Section 04.03.c.6).   

The inspectors verified the following with respect to surveillance and void detection:   

• specified surveillance frequency was consistent with TS  requirements 
(TI 2515/177, Section 04.03.d.1); 

• surveillance frequencies were stated or, when conducted more often than 
required by TSs, the process for their determination was described (TI 2515/177, 
Section 04.03.d.2); 

• surveillance method was acceptably established to achieve the needed accuracy 
(TI 2515/177, Section 04.03.d.3); 

• surveillance procedure included up-to-date acceptance criteria (TI 2515/177, 
Section 04.03.d.4); 

• procedure included effective follow-up actions when acceptance criteria were 
exceeded or when trending indicates that criteria may be approached before 
the next scheduled surveillance (TI 2515/177, Section 04.03.d.5); 

• measured void volume uncertainty was considered when comparing test data 
to acceptance criteria (TI 2515/177, Section 04.03.d.6); 

• venting procedures and practices utilized criteria such as adequate venting 
durations and observing a steady stream of water (TI 2515/177, 
Section 04.03.d.7); 

• an effective sequencing of void removal steps was followed to ensure that 
gas does not move into previously filled system volumes (TI 2515/177, 
Section 04.03.d.8); 

• qualitative void assessment methods included expectations that the void will be 
significantly less that allowed by acceptance criteria (TI 2515/177, 
Section 04.03.d.9); 

• venting results were trended periodically to confirm that the systems were 
sufficiently full of water and that the venting frequencies were adequate.  
The inspectors also verified that records on the quantity of gas at each location 
were maintained and trended as a means of preemptively identifying degrading 
gas accumulations (TI 2515/177, Section 04.03.d.10); 

• surveillances were conducted at any location where a void may form, including 
high points, dead legs, and locations under closed valves in vertical pipes 
(TI 2515/177, Section 04.03.d.11); 

• the licensee ensured that systems were not pre-conditioned by other procedures 
that may cause a system to be filled, such as by testing, prior to the void 
surveillance (TI 2515/177, Section 04.03.d.12); and 

• procedure included gas sampling for unexpected void increases if the source of 
the void was unknown and sampling was needed to assist in determining the 
source (TI 2515/177, Section 04.03.d.13).   

The inspectors verified the following with respect to void control:   
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• void removal methods were acceptably addressed by approved procedures 
(TI 2515/177, Section 04.03.f.1).   

Documents reviewed are listed in the Attachment to this report.   

This inspection constituted one routine surveillance testing sample as defined in 
IP 71111.22, Sections 02 and 05.  Additionally, this inspection effort counts towards the 
completion of TI 2515/177, which will be closed in a later inspection report.   

b. Findings 

No findings of significance were identified.   

1EP6 Drill Evaluation (71114.06) 

.1 Emergency Preparedness Drill Observation 

a. Inspection Scope 

The inspectors evaluated the conduct of a routine licensee emergency drill on 
May 5, 2010, to identify any weaknesses and deficiencies in classification, notification, 
and protective action recommendation development activities.  The inspectors observed 
emergency response operations in the alternate emergency offsite facility and joint 
public information center to determine whether the event classification, notifications, 
and protective action recommendations were performed in accordance with procedures.  
The inspectors also attended the licensee drill critique to compare any 
inspector-observed weakness with those identified by the licensee staff in order to 
evaluate the critique and to verify whether the licensee staff was properly identifying 
weaknesses and entering them into the corrective action program.  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.   

4. OTHER ACTIVITIES 

4OA1 Performance Indicator (PI) Verification (71151) 

.1 Unplanned Scrams with Complications 

a. Inspection Scope 

The inspectors sampled licensee submittals for the Unplanned Scrams with 
Complications PI for Unit 1 and Unit 2 for the first quarter 2009 through the first 
quarter 2010.  To determine the accuracy of the PI data reported, PI definitions and 
guidance contained in the Nuclear Energy Institute (NEI) Document 99-02, 
“Regulatory Assessment Performance Indicator Guideline,” Revision 6, were used.  
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The inspectors reviewed the licensee’s operator narrative logs, issue reports, event 
reports, and NRC inspection reports 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 constituted two unplanned scrams with complications samples as 
defined in IP 71151-05.   

b. Findings 

No findings of significance were identified.   

.2 Reactor Coolant System Leakage 

a. Inspection Scope 

The inspectors sampled licensee submittals for the RCS Leakage PI for Unit 1 and 
Unit 2  from the first quarter 2009 through the first quarter 2010.  To determine the 
accuracy of the PI data reported, PI definitions and guidance contained in NEI 99-02 
were used.  The inspectors reviewed the licensee’s operator logs, RCS leakage tracking 
data, issue reports, event reports, and NRC inspection reports 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 constituted two reactor coolant system leakage samples as defined in 
IP 71151-05.   

b. Findings 

No findings of significance were identified.   

4OA2 Identification and Resolution of Problems (71152) 

Cornerstones:  Initiating Events, Mitigating Systems, Barrier Integrity, 
Emergency Preparedness, Public Radiation Safety, Occupational Radiation Safety, 
and Physical Protection 

.1 Routine Review of Items Entered into the Corrective Action Program 

a. Inspection Scope 

As part of the various baseline inspection procedures 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 
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performance issues, generic implications, common causes, contributing factors, root 
causes, extent-of-condition reviews, and previous occurrences 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.  
Minor issues entered into the licensee’s CAP as a result of the inspectors’ observations 
are included in the Attachment to this report.   

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 

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 condition report 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.   

.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, licensee trending efforts, and licensee 
human performance results.  The inspectors’ review nominally considered the six-month 
period of January through June 2010, although some examples expanded beyond those 
dates where the scope of the trend warranted.   

The review also included issues documented outside the normal CAP in other programs, 
such as departmental challenges lists, system health reports, quality assurance 
audit/surveillance reports, self-assessment reports, and Maintenance Rule assessments.  
The inspectors compared  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.   
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This review constituted one semi-annual trend inspection sample as defined in 
IP 71152-05.   

b. Observations 

The inspectors noted that system or equipment problems, although documented in the 
corrective action program, were not trended within the CAP process.  The licensee used 
the CAP to identify human performance trends and used the “Passport Work 
Management System” to trend equipment issues.  Because of the separation of trending 
programs, the inspectors selected three apparent equipment trends to assess trending 
of related issues.  Trends were reviewed due to repetitive condition reports associated 
with source range monitors (SRMs), safety injection accumulator level indication, and an 
adverse interaction between DC bus operations and their potential to cause inverter 
transients on the opposite unit.   

Condition reports associated with the SRMs showed a trend of repetitive failures.  
Failures appeared to routinely occur during reactor startup and shutdowns when the 
instruments were placed in service for the evolution.  The inspectors found that the 
trends had been prior identified and were evaluated in the related maintenance rule 
program.  However, the inspectors noted that the maintenance rule criteria for this 
system did not assess the failure rate related to the total time the instruments were 
required to be in operation.  The inspectors noted that the time the instruments were 
required to be in-service during each 18-month operating period was minimal and when 
the failures were evaluated related to the required operating windows the failure rate 
seemed high.  The licensee acknowledged the inspectors’ observations and entered this 
observation into the CAP for further evaluation.   

The inspectors reviewed the condition reports and failure rates associated with safety 
injection accumulators and found that the licensee had identified the issues.  Issues 
were related to differences in designs between the units and obsolescence issues with 
instrumentation.  Related system health programs and engineering feedback indicated 
that evaluations were being conducted to correct related issues.   

URI – Unit 2 Battery Inverter Transfers to Nonsafety-Related Power During Unit 1 
Testing 

Introduction:  The inspectors identified an URI related to a potentially adverse trend 
associated with testing on one Unit’s equipment inadvertently causing the inoperability of 
equipment on the opposite Unit.  Through a review of related historical CAP documents, 
the inspectors identified a potential adverse trend associated with repeat occurrences of 
this issue.  The inspectors are awaiting the licensee’s response to questions regarding 
this unintended cross-unit phenomenon as it pertains to the design basis of the facility.   

Description:  The inspectors identified a potentially adverse trend associated with Unit 1 
testing of electrical equipment that affected Unit 2’s battery inverters and instrument bus.  
Specifically, during the spring 2010 Unit RFO, while operators performed Unit 1 ORT 3A 
step 5.8.3.c, load shedding of 4160-Volt safety bus 1A-05 and 480-Volt safety bus 1B03, 
Unit 2’s white instrument inverter 2DY-03 transferred from its safety-related power 
source to its nonsafety-related alternate power source, rendering the inverter inoperable.  
The inspectors noted that facility design information indicated that the site was analyzed 
for an initiating event on one unit and that the non-affected unit would trip and be 
brought to a safe shutdown condition.  The inspectors noted that the ORT 3A testing, 
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which frequently produced the noted interaction between the units during recent 
iterations, could also occur during various accident/transient response scenarios.  
Because of this cross-unit interaction, the inspectors were unsure how a transient on 
one unit causing an unplanned inverter loss on the opposite unit was within the design 
and licensing basis of the facility.  The licensee was evaluating the design basis related 
to the observed transients at the completion of the inspection period.  The transient 
interaction between Units 1 and 2 related to DC busses and instrument inverters was 
considered unresolved pending the licensee’s evaluation of the related design basis 
aspect (URI 05000266/2010003-05; 05000301/2010003-05, Unit 2 Battery Inverter 
Transfers to Nonsafety-Related Power During Unit 1 Testing). 

.4 Selected Issue Follow-Up Inspection Associated with TI 2515/177, “Managing Gas 
Accumulation in Emergency Core Cooling, Decay Heat Removal, and Containment 
Spray Systems”:  Rollup Assessment of Recent CAPs Written as a Result of Monthly 
Emergency Core Cooling Systems (ECCS) Ventings and Ultrasonic Tests (UTs) 

a. Inspection Scope and Documentation 

During a review of items entered in the licensee’s CAP, the inspectors recognized a 
number of corrective action items documenting various issues associated with the 
monthly ECCS venting procedures and UTs.  The inspectors ensured that each of the 
issues reviewed met the requirements of the licensee’s corrective action program.   

The inspectors verified that the selected CAP entries acceptably addressed the areas of 
concern associated with the scope of GL 2008-01,” Managing Gas Accumulation in 
Emergency Core Cooling, Decay Heat Removal, and Containment Spray Systems” 
(TI 2515/177, Section 04.01).  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.  In addition, this inspection effort counts towards the completion 
of TI 2515/177, which will be closed in a later inspection report.   

b. Findings 

No findings of significance were identified. 

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

.1 Unit 2 Manual Reactor Trip Due to Main Generator Lockout 

a. Inspection Scope 

The inspectors reviewed the plant’s response to a Unit 2 unplanned manual reactor trip 
that occurred on June 19, 2010, as a result of a main generator lockout caused by an 
improperly set relay.  Documents reviewed are listed in the Attachment to this report.  
The inspectors evaluated the forced outage aspects of the shutdown in Section 1R20 of 
this report.   

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

No findings of significance were identified.   

.2 (Closed) Licensee Event Report (LER) 05000266(301)/2005-006-00:  Calculation Errors 
in Model for ECCS Long Term Cooling 

On January 9, 2006, the licensee issued an LER when the inspectors identified errors in 
the calculations used as the basis for the licensee’s response to NRC Generic Letter 
98-04.  The two significant errors included:  a correlation for the head loss across a 
mixed fiber and particulate debris bed on a screen was improperly applied to a debris 
bed consisting only of epoxy coating chips; and while interpreting the resulting calculated 
head loss, the licensee used the total submergence depth of the screens rather than the 
average submergence depth, resulting in the erroneous conclusion that the available 
submergence would be sufficient to ensure adequate flow to the residual heat removal 
pumps.  The errors, deficiencies in modeling, and interpretation of results, impacted the 
analytical basis for demonstrating compliance with the acceptance criteria in 
10 CFR 50.46(b)(5), “Long-Term Cooling.”  This LER culminated in a Request for 
Additional Information from the Office of Nuclear Reactor Regulation (NRR), which, 
in turn, resulted in the licensee making several licensing commitments to the NRC.  
The inspectors verified completion of the required commitments prior to the resolution of 
Generic Safety Issue (GSI)-191 for Point Beach.  The inspectors also verified that the 
licensee’s remaining commitments were captured in the licensee’s resolution to GSI-191 
through licensing commitments made as part of Generic Letter 2004-02.  The inspectors 
reviewed all the available information, including condition reports and the past operability 
assessments associated with this LER, and did not identify any new concerns or 
performance deficiencies.  Documents reviewed are listed in the Attachment to this 
report.  This LER is closed.   

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

.3 (Closed) LER 05000266(301)/2006-002-00:  Fuel Assemblies in Spent Fuel Pool Do Not 
Meet Technical Specification Requirements 

This event, which occurred on June 26, 2006, involved the failure to meet TS 4.3 
requirements for the discovery of 12 spent fuel assemblies stored in the spent fuel pool 
that had an initial enrichment of 4.70 weight percent but contained no integral fuel 
burnable absorber rods.  In April 2010, the licensee received a license amendment that 
revised fuel pool storage limits and now allowed this configuration.  Because an 
amendment was received authorizing operation with this configuration, the prior 
non-compliance with TS is considered minor.  Documents reviewed are listed in the 
Attachment to this report.  This LER is closed.   

This event follow-up review constituted one sample as defined in IP 71153-05.   
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4OA5 Other Activities 

.1 (Closed) URI 05000266(301)/2009005-04:  Potential Failure to Evaluate Seismic II/I 
Concerns for Units 1 and 2 ‘B’ Containment Sump Strainers 

a. Inspection Scope 

The NRC documented an URI during the fourth quarter of 2009 (ML100410106) 
involving the Seismic II/I evaluations of the ”B” containment sump strainers for Units 1 
and 2.  Specifically, on October 27, 2009, the inspectors performed a walkdown of the 
containment sump strainers during the Unit 2 refueling outage and noted a ventilation 
duct located above the ”B” containment sump strainer.  The inspectors were concerned 
that during a seismic event the structure could collapse, affecting the containment sump 
strainer ability to fulfill its accident mitigating function.  Specifically, if the ventilation work 
collapsed, it could compromise the structural integrity of the sump strainer or represent a 
source of debris blockage.  The licensee’s immediate search for documentation on the 
seismic evaluation of the ventilation duct was unsuccessful.  Subsequently, the licensee 
concluded that:  (1) the ventilation ducts were seismically evaluated by a SQUG 
walkdown performed prior to the installation of the strainers; (2) the walkdown 
determined that there were no Seismic II/I concerns; and (3) that the walkdown was not 
properly documented.  The same conclusions applied to Unit 1.  However, the inspectors 
questioned if:  (1) the SQUG methodology could be applied to ventilation ducts; 
(2) the NRC approved the use of the SQUG methodology for all new modifications as 
opposed to replacement of previously SQUG verified equipment with similar equipment; 
and (3) if the level of detail typically documented by the licensee permitted an 
independent verification of the work performed.  The inspectors identified this issue as 
an URI pending further NRC review of the licensing basis for the use of SQUG 
methodology and determination of the NRC course of action for resolution of the issues 
(URI 05000266(301)/2009005-04(DRS)).   

During this inspection, the inspectors reviewed corrective action program documents 
and licensing basis documents.  In addition, the inspectors discussed the issues with 
NRR.   

This review did not represent an inspection sample.  The documents reviewed are 
included in the Attachment to this report.  This URI is closed.   

b. Findings 

Procedures Not Appropriate to Verify and Document the Design of New or Modified 
SSCs with Respect to Seismic II/I Interactions 

Introduction:  A finding of very low safety significance and associated NCV of 
10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” 
was identified by the inspectors for the failure to provide procedures that were 
appropriate to:  (1) verify the design of new or modified SSCs with respect to Seismic II/I 
interactions; and (2) document this design verification activity.   

Description:  The inspectors discussed the concerns with the NRR and reviewed 
applicable licensing basis documents and procedures.  It was determined that:   
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• The SQUG methodology could not be used for the verification of seismic 
adequacy of ventilation ducts.  Specifically, Section A5.6 of the FSAR, 
“Seismic Design and Verification of Modified, New, or Replacement Equipment,” 
stated that the scope of equipment to which the SQUG methodology could be 
applied included certain classes of active mechanical and electrical equipment 
as specified in generic implementation procedure (GIP)-2, electrical relays, 
cable trays and conduit, heat exchangers, and modification of existing tanks.  
This limitation was also explicitly stated in GIP-2, Part I, Section 2.3.3, 
“Revision of Plant Licensing Basis.”  Specifically, GIP-2 stated that, for 
A-46 plants, the SQUG methodology could be used to verify the seismic 
adequacy of equipment within the scope of GIP-2, Part II.  The GIP-2, Part II, 
Section 3.3, “Scope of Equipment,” listed the equipment, which was included 
within the scope of review for resolution of Unresolved Safety Issue (USI) A-46.  
Ventilation ducts and strainers were not part of the SQUG equipment classes 
specified in the FSAR or GIP-2.   

• The SQUG methodology could be used for all new modifications involving 
equipment that is within the scope of GIP-2.  Specifically, Supplemental 
Safety Evaluation Report No. 2 (SSER 2), dated May 22, 1992, stated that 
the NRC staff agreed that it was impractical and inconsistent with the 
USI A-46 philosophy to require that new equipment meet current seismic 
qualification requirements, whereas the seismic adequacy of all other safe 
shutdown equipment was verified through the USI A-46 procedures.  Therefore, 
the staff concluded that the SQUG criteria and procedures was an acceptable 
evaluation method for verifying the seismic adequacy of new equipment in 
USI A-46 plants.   

• The documentation of seismic verification activities, including, but not limited to, 
SQUG-related activities, must provide sufficient detail to allow for an independent 
verification of the work performed.  Specifically, Section II.9 of the SSER 2, 
“Documentation,” stated that, although GIP-2 recommended documentation of 
only the results from several evaluations and not the assumptions and judgments 
used for the respective evaluations, the NRC staff recommended documentation 
of the assumptions and the judgments to facilitate the reconstruction of relevant 
basis for the licensee’s evaluations.  In addition, GIP-2, Part I, Section 2.3.5, 
“Quality Assurance and Quality Control,” stated that if the USI A-46 criteria were 
used to verify the seismic adequacy of any new or replacement equipment or 
parts, the modifications or verifications of seismic adequacy shall be performed in 
accordance with the licensee’s Quality Assurance (QA) program.  The licensee’s 
Quality Assurance Topical Report, FPL-1, Section B.2, “Design Control,” stated 
that the QA program included provisions to assure that design inputs were 
correctly translated into design outputs such that the final design output could be 
related to the design input in sufficient detail to permit verification.  Further, it 
stated that the licensee maintained records sufficient to provide evidence that the 
design was properly accomplished.   

As a result, the licensee performed ACE 01163219, which determined that there was a 
misunderstanding of the provisions for the use of the SQUG methodology in applications 
other than the resolution of USI A-46.  Specifically, the ACE concluded that the lack of 
documentation for the Seismic II/I interaction evaluation for the containment sump 
strainers modification was due to the use of an “exceptions” documentation method used 
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by the USI A-46 resolution as opposed to the complete documentation of all potential 
SSC interactions consistent with the plant’s QA program.  The licensee determined that 
the misunderstanding originated because GIP-2 stated that the USI A-46 response 
program was outside the scope of commitments made in the plant’s FSAR and TSs 
because GIP-2 itself provided steps to ensure the quality of SQUG-related activities.  
The methodology employed by GIP-2 allowed documentation of II/I issues by exception 
instead of inclusion of all observed components.  However, the ACE also determined 
that the USI A-46 resolution involved a review process and not a process to install new 
plant equipment.  Because the licensee had not recognized this, no formal 
documentation requirements were incorporated in modification and seismic procedures 
after the USI A-46 program was completed.   

Additionally, as a result of the inspectors’ questions, the licensee determined that it 
lacked procedural guidance to perform seismic II/I evaluations when the method of 
seismic qualification/verification was other than SQUG.  Procedure NP 7.7.2, 
“Seismic Qualification of Equipment,” provided direction and control of activities 
involving seismic qualification of equipment.  Procedure Step 4.2.4 stated that 
Step 4.2.1.c provided guidance for the seismic interaction verification of passive 
equipment (e.g., ventilation ducts).  Step 4.2.1.c referred to GIP-2 (i.e., SQUG 
methodology) for detailed guidance.  However, this procedure neither advised on the 
limitations of the GIP-2 nor offered alternate seismic verification methodologies when the 
SQUG methodology could not be applied.   

The licensee’s ACE concluded that if the USI A-46 criteria were used to verify the 
seismic adequacy of new or replacement equipment or parts, the verification must be 
done in accordance with the requirements of the plant’s QA program as described by 
FPL-1.  FPL-1 was developed to implement the requirements of 10 CFR Part 50, 
Appendix B.  Therefore, the implementing documents (e.g., procedures) for processes 
that were defined in FPL-1, such as design control, must meet the requirements 
described by the plant’s QA program.   

As a result of the inspectors’ concerns, the licensee performed EC 14790 and concluded 
that the Unit 1 “B” sump strainer was operable.  This EC performed a structural analysis 
that concluded that the ventilation duct support structure would be able to support loads 
induced by a seismic event.  The inspectors had no further comments regarding this new 
evaluation.   

The licensee captured the issues in their corrective action program as AR 0116319 and 
AR 01160941.  The licensee’s corrective actions include briefing plant personnel on the 
correct application of documentation requirements, reviewing open modification for 
compliance with the correct interpretation of GIP-2, developing a plan and schedule for 
identifying and reconciling potential documentation issues associated with post-USI A-46 
SQUG evaluations, and revising modification and seismic procedures. 

Analysis:  The inspectors determined that the failure to provide procedures that were 
appropriate to verify the design of new or modified SSCs with respect to Seismic II/I 
interactions and document this design verification activity was contrary to the licensee’s 
QA program requirements and was a performance deficiency.   

Using IMC 0612, “Power Reactor Inspection Reports,” Appendix B, “Issue Screening,” 
dated December 24, 2009, the inspectors determined that the performance deficiency 
more than minor because it was associated with the Mitigating Systems Cornerstone 
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attribute of protection against external events and adversely affected the cornerstone 
objective of ensuring the capability of systems that respond to initiating events to prevent 
undesirable consequences.  Specifically, the licensee did not perform an evaluation that 
was in accordance with their licensing basis to verify the design of the “B” containment 
sump strainers of Units 1 and 2 with respect to potential seismic II/I interactions due to a 
lack of procedural guidance.   

The inspectors determined the 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,” Table 3b, dated January 10, 2008, 
for the Mitigating Systems Cornerstone.  The finding screened as of very low safety 
significance (Green) because the finding was a qualification deficiency confirmed not to 
result in loss of operability or functionality.  Specifically, the licensee performed an 
engineering evaluation, which concluded that the ventilation duct support structure would 
be able to withstand seismically-induced loads.  The inspectors did not have further 
concerns.   

The inspectors determined that the finding had a cross-cutting aspect in the area of 
problem identification and resolution because the licensee did not conduct 
self-assessments of the SQUG program.  Specifically, because the licensee viewed 
SQUG as an implementing methodology as opposed to a program, it did not assess its 
performance (P.3(a)).   

Enforcement:  Title 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” requires, in part, that activities affecting quality be prescribed by 
documented instructions, procedures, or drawings, of a type appropriate to the 
circumstances.   

Contrary to this, from the implementation of the SQUG program in 1995 to the time of 
this inspection, the licensee did not have procedures that were appropriate to the 
circumstances as evidenced by the following examples:  (1) the procedures used for 
seismic II/I interaction evaluations of new or modified SSCs did not provide guidance 
for evaluating equipment that was not represented in the earthquake experience or 
generic testing equipment classes included in GIP-2; and (2) no formal guidance was 
incorporated in modification and seismic procedures on the documentation necessary 
for seismic II/I interaction evaluations.  Because this violation was of very low safety 
significance and was entered into the licensee’s corrective action program, as 
AR 01163219 and AR 01160941, this violation is being treated as a NCV, consistent 
with Section VI.A.1 of the NRC Enforcement Policy (NCV 05000266/2010003-06; 
05000301/2010003-06, Procedures Were Not Appropriate to Adequately Verify and 
Document the Design of New or Modified SSCs With Respect to Seismic II/I 
Interactions).   

.2 (Closed) URI 05000266/2010002-04; 05000301/2010002-04; “Potential Failure to 
Adequately Assess Risk During Condensate Storage Tank (CST) Modifications” 

The NRC documented an URI during the first quarter of 2010 (ML101310428) due to the 
licensee using a temporary CST system that was installed as an alternate water supply 
for the permanent CST to accommodate several plant modifications for several issues 
including coating refurbishment, license renewal inspection, and installation of new 
motor-driven auxiliary feedwater system mechanical piping connections.  During this 
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evolution, the licensee credited the out-of-service CST as available from a risk 
perspective through the use of the temporary CST modification.  The inspectors 
reviewed the risk management aspects of this issue and found that for the maintenance 
activities on the permanent CST, procedures did not exist to support this risk mitigation 
activity.  Additionally, the design of the system did not appear to meet the established 
guidance for risk mitigation.   

The inspectors reviewed the licensee’s modeling of the out-of-service CST as available 
from a risk perspective through the use of the temporary CST modification.  The licensee 
performed a condition evaluation (CAP 01170616) to address the inspector's questions.  
The inspectors reviewed the evaluation and found the modeling of the out-of-service 
CST as available to be acceptable.  This URI is closed.  Documents reviewed are listed 
in the Attachment to this report. 

4OA6 Management Meetings 

.1 Exit Meeting Summary 

On July 1, 2010, the inspectors presented the inspection results to Mr. L. Meyer and 
other members of the licensee staff.  The licensee acknowledged the issues presented.   

.2 Interim Exit Meetings 

Interim exits were conducted for: 

• On April 14, 2010, the inspectors presented the inspection results of the actions 
taken to close open inspection items related to the licensee’s response to 
GL 2004-02, to Ms. F. Flentje.  The licensee acknowledged the issues presented.   

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 

L. Meyer, Site Vice President 
F. Flentje, Regulatory Assurance 

Nuclear Regulatory Commission 

M. Kunowski, Chief, Division of Reactor Projects, Branch 5 

LIST OF ITEMS OPENED, CLOSED AND DISCUSSED 

Opened 

05000266/2010003-01; 
05000301/2010003-01  

NCV Failure to Enter Abnormal Operating Procedure During 
Tornado Warning (1R01)

05000266/2010003-02; 
05000301/2010003-02 

NCV Failure to Control the Design of Partially Installed 
Modifications for Seismic Requirements (1R04)

05000266/2010003-03; 
05000301/2010003-03 

NCV Failure to Follow Procedures Needed to Maintain 
Equipment Operability with Hazard Barriers 
Out-Of-Service (1R15)

05000266/2010003-04; 
05000301/2010003-04 

URI Potential Degradation of Reactor Protection System P-9 
Permissive Operability (1R20)

05000266/2010003-05; 
05000301/2010003-05 

URI Unit 2 Battery Inverter Transfers to Nonsafety-Related 
Power During Unit 1 Testing (4OA2) 

05000266/2010003-06; 
05000301/2010003-06  

NCV Procedures Were Not Appropriate to Adequately Verify 
and Document the Design of New or Modified SSCs 
With Respect to Seismic II/I Interactions (4OA5)

 
Closed 

05000266/2005-006-00 
05000301/2005-006-00 

LER Calculation Errors in Model for ECCS Long Term 
Cooling (Section 4OA3.2)

05000266/2006-002-00 
05000301/2006-002-00 

LER Fuel Assemblies in Spent Fuel Pool Do Not Meet 
Technical Specification Requirements (4OA3.3)

05000266/2009005-04; 
05000301/2009005-04 

URI Potential Failure to Adequately Evaluate Seismic II/I 
Concerns for Units 1 and 2 ”B” Containment Sump 
Strainers (4OA5)

05000266/2010002-04; 
05000301/2010002-04 

URI Potential Failure to Adequately Assess Risk During 
CST Modifications (4OA5)

05000266/2010003-01; 
05000301/2010003-01 

NCV Failure to Enter Abnormal Operating Procedure During 
Tornado Warning (1R01)

05000266/2010003-02; 
05000301/2010003-02 

NCV Failure to Control the Design of Partially Installed 
Modifications for Seismic Requirements (1R04)
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Closed 
 

  

05000266/2010003-03; 
05000301/2010003-03 

NCV Failure to Follow Procedures Needed to Maintain 
Equipment Operability with Hazard Barriers 
Out-Of-Service (1R15)

05000266/2010003-06; 
05000301/2010003-06  

NCV Procedures Were Not Appropriate to Adequately Verify 
and Document the Design of New or Modified SSCs 
With Respect to Seismic II/I Interactions (4OA5)

 
Discussed 
 
None 
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LIST OF DOCUMENTS REVIEWED 
The following is a list of documents reviewed during the inspection.  Inclusion on this list does 
not imply that the NRC inspectors reviewed the documents in their entirety, but rather, that 
selected sections of 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. 

1R01 Adverse Weather Protection 

- 0-SOP-VNBI-003; White/Yellow Battery And Inverter Room Ventilation Normal Operation 
- AOP-0.1; Declining Frequency On 345kV Distribution System; Revision 13 
- AOP-13C; Severe Weather Conditions; Revision 21 
- BG AOP-13C; Severe Weather Conditions; Revision 14 
- AOP-18; Electrical System Malfunction; Revision 5 
- BG AOP-18; Electrical System Malfunction; Revision 4  
- CAP 01154099; F52-Q303, 345kV Line Breaker Tripped 
- CAP 01168543; Abnormal 345kV Lineup Causes High Voltage 
- CAP 01170893; Failure To Notify ATC [American Transmission Company] Of CAP [capacitor] 
  Bank OOS [Out-Of-Service] 
- CAP 01172921; No Direct Notification Of Severe Weather Warnings 
- NP 1.9.21; Fire, Weather, Medical, And Other Emergencies; Revision 3 
- NP 2.1.5; Electrical Communications, Switchyard Access And Work Planning; Revision 16 
- NP 2.1.9; Seasonal Readiness; Revision 1 
- OP-AA-102-1002; Seasonal Readiness; Revision 0 
- PC 49 Part 6; Securing From Cold Weather; Revision 22 
- PI-AA-103-1000; Human Performance Program Error Reduction Tools; Revision 1 
- RMP 9155-5; Intake Crib Inspection; Revision 11 
- Control Room Log Entries Report; May 4, 2010 
- National Weather Service; Watches, Warnings, And Advisories Report; May 4, 2010 
- Operator Narrative Log Search Results Documenting Communications Between Point Beach 
  And American Transmission Company  
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Circulating Water (Includes Traveling Screens, Screen Wash) 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Component Cooling Water 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Condensate Cooler 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Electrical Systems High And Medium Voltage 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Feedwater 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  HVAC RS And NR 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Instrument Air 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Main Generator 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Service Air 
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- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Switchyard 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  System:  Turbine 
- Point Beach Nuclear Plant System Engineering Summer Readiness Review; Units 1 And 2; 
  Systems:  Turbine Cooling Water/Intake Cooling Water/Service Water  
- Point Beach Nuclear Plant Transmission And Distribution Group Preventive Maintenance List 

1R04 Equipment Alignment 

- CAP 01131451; Calculation 2008-0005 Shows That Several LOV Relays Will Not Ride 
  Through Grid Faults 
- CAP 01166950; Low Temperature Overpressure Protection Document Discrepancies 
- CAP 01168430; NRC Questions Concerning Nitrogen Bottles In Containment 
- CAP 01169386; Seismic Securing Of Helium Bottles In Containment 
- CAP 01167671; Project Work Progressed Without Paper PRB Authorization 
- CAP 01170739; New Helium Tank Stand In Unit 1 Containment With Unqualified Primer 
- CL 4C; Low Temperature Overpressurization Protection; Unit 1; Revision 16 
- CL 13E Part 1; Auxiliary Feedwater Valve Lineup Turbine-Driven – Unit 2; Revision 21 
- DBD-06; Instrument And Service Air System; Revision 5 
- DBD-09; System Functions; Revision 2 
- IT 205; Pressurizer Power-Operated Relief Valves And Block Valves (Cold Shutdown); Unit 2; 
  Revision 31 
- IT 200; Pressurizer Power-Operated Relief Valves And Block Valves (Cold Shutdown); Unit 1; 
  Revision 29 
- MDB 3.2.1 1A01; 26’ Turbine Building; 4160 Switchgear Room; Revision 5 
- MDB 3.2.1 1A02; 26’ Turbine Building; 4160 Switchgear Room; Revision 4 
- MDB 3.2.1 1A03; 8’ Turbine Building; Vital Switchgear Room; Revision 5 
- MDB 3.2.1 1A04; 8’ Turbine Building; Vital Switchgear Room; Revision 5 
- MDB 3.2.1 1A05; 8’ Turbine Building; Vital Switchgear Room; Revision 7 
- MDB 3.2.1 1A06; Diesel Generator Building South; Elevation 28’; Revision 1 
- MDB 3.2.2 2A01; 26’ Turbine Building; 4160 Switchgear Room; Revision 6 
- MDB 3.2.2 2A02; 26’ Turbine Building; 4160 Switchgear Room; Revision 6 
- MDB 3.2.2 2A03; 8’ Turbine Building; Vital Switchgear Room; Revision 6 
- MDB 3.2.2 2A04; 8’ Turbine Building; Vital Switchgear Room; Revision 9 
- MDB 3.2.2 2A05; 8’ Turbine Building; Vital Switchgear Room; Revision 10 
- MDB 3.2.2 2A06; Diesel Generator Building North; Elevation 28’ Revision 3 
- PBF-2031; Auxiliary Building Log; Revision 92 
- NPC-26883; NRC Letter To Wisconsin Electric Power Company Regarding Point Beach 
  Nuclear Plant Units 1 and 2; August 11, 1976 
- NPC-27070; NRC Letter To Wisconsin Electric Power Company Regarding Point Beach 
  Nuclear Plant Units 1 and 2; Reference Mitigating System; February 9, 1977 
- NPC-27455; Wisconsin Electric Letter To NRC Regarding Reactor Vessel Overpressurization; 
  Point Beach Nuclear Plant Units 1 And 2; December 20, 1976 
  Wisconsin Electric Letter To NRC Regarding Additional Information – Overpressurization 
  Protection; March 2, 1977 
  Wisconsin Electric Letter To NRC Regarding Additional Information – Overpressurization 
  Protection; October 28,1977  
- NPC-27507; Wisconsin Electric Letter to NRC Regarding Pressure Mitigating System For 
  Overpressurization Protection; Point Beach Nuclear Plant Units 1 and 2; July 28, 1977 
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- NPC-27640; Wisconsin Electric Letter To NRC Regarding Technical Specification Change 
  Request No. 56; Overpressure Protection System; Point Beach Nuclear Plant Units 1 And 2; 
  November 2, 1978 
- NPC-29254; NRC Letter To Wisconsin Electric Power Company Regarding Overpressure 
  Protection Technical Specifications; September 11, 1978 
- NPC-30786; NRC Letter To Wisconsin Electric Power Company Regarding Issuance Of 
  Amendment No. 45 – Technical Specification Changes; May 20, 1980 
- NPC-35993; Safety Evaluation By The Office Of Nuclear Reactor Regulation Related To 
  Amendment Nos. 45 And 50; Point Beach Nuclear Plant Units 1 And 2 
- NUREG-0737; Clarification Of TMI Action Plan Requirements 
- OP 3C; Hot Standby To Cold Shutdown; Revision 109 
- RP 1B; Recovery From Refueling; Revision 67 
- SER 94-0026; Safety Evaluation By The Office Of Nuclear Reactor Regulation Related To 
  Amendment Nos. 155 And 159; Point Beach Nuclear Plant Units 1 And 2 
- Drawing 018971; Reactor Coolant System; Unit 1; Revision 48 
- Drawing 019016; Auxiliary Feedwater System; Units 1 And 2; Revision 87 
- Drawing 024924; Instrument Air; Units 1 And 2; Revision 27 
- Drawing 275460; Auxiliary Feedwater System; Units 1 And 2; Revision 20 
- Drawing 275464; Reactor Coolant System; Unit 1; Revision 18 
- Modification IC-147; Add A Redundant Pressure Channel In The Controls For The Power 
  Operated Relief Valves When They Are Used To Prevent Overpressurization During Low 
  Pressure Water Solid Conditions 
- Procurement Specification for Nitrogen Gas Cylinders,; Stock Code 903-2161;  
  May 8, 2008 
- Final Safety Analysis Report; Seismic Design Analysis; Appendix A.5 
- Final Safety Analysis Report; Section 9.7; Instrument Air/Service Air 
- Information Notice 81-12; Guidance On Order Issued January 9, 1981 Regarding Automatic 
  Control Rod Insertion On Low Control Air Pressure 
- Point Beach Nuclear Plant Master Data Book Index; Revision 294 
- Point Beach Nuclear Plant Technical Specification 3.4.11-1; Pressurizer Power Operated 
  Relief Valves; Revision 3.0 
- Point Beach Nuclear Plant Technical Specification 3.4.12-1; Low Temperature Overpressure 
  Protection System 

1R05 Fire Protection 

- FAP 3.0; Fire Attack Plans; Revision 9 
- FEP 4.12; Auxiliary Feedwater Pump And Vital Switchgear Area; Revision 8 
- Duke Engineering And Services Fire Area Analysis Summary Report; Fire Area:  A23N 
  Auxiliary Feedwater Pump Room (North) 
- Duke Engineering And Services Fire Area Analysis Summary Report; Fire Area:  A23S 
  Auxiliary Feedwater Pump Room (South) 
- Drawing 285038; Turbine Building And Auxiliary Building; Elevation 8’ 0”; Unit 1; Revision 6 

1R11 Licensed Operator Requalification Program 

- Simulator Scenario Package 
- Simulator Differences List 
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1R12 Maintenance Rule Implementation 

- CAP 01146127; G-02 Emergency Diesel Generator Tripped On Reverse Power 
- CAP 01171991; Post-Maintenance Initiation Delayed Due To A Misunderstanding 
- CAP 01147200; Condition Evaluation EFR 00749073-12 Not Effective 
- IC-147; Modification Request - August 2, 1977; 
- Letter From Wisconsin Electric to NRC With Additional Information OverPressurization 
  Protection – October 28, 1977 
- Generic Letter 90-06; Resolution Of Generic Issue 70, “Power-Operated Relief 
  Valve And Block Valve Reliability; 
- Generic Issue 94, “Additional Low Temperature Overpressure Protection For Light-Water  
  Reactors” Pursuant To 10 CFR 50.54(f); July 25, 1990 
  Response To GL 90-06 – Resolution Of Generic Issues 70 and 94; November 14, 1990 
- NP 7.7.4; Scope And Risk Significant Determination For The Maintenance Rule; Revision 17 
- NP 7.7.5; Maintenance Rule Monitoring; Revision 21 
- NPC-26833; Letter From NRC To Point Beach Nuclear Plant; August 11, 1976 
- NPC-27070; Letter From NRC To Point Beach Nuclear Plant  February 19, 1977; 

Letter From Wisconsin Electric To NRC – March 2, 1977; Additional Information 
Overpressurization Protection 

- NPC-27455; Letter From Wisconsin Electric to NRC; Reactor Vessel Overpressurization; 
  December 20, 1976 
- NPC 27507; Letter From Wisconsin Electric To NRC; Pressure Mitigating System For Over 
  pressurization Protection; July 28, 1977 
- NPC-27640; Technical Specification Change Request No. 56; November 2, 1978 
- NPC-29254; Letter From NRC To Point Beach Nuclear Plant Regarding Overpressure 
  Protection Technical Specifications; September 11, 1978 
- NUMARC 93-01; Industry Guideline For Monitoring The Effectiveness Of Maintenance At 
  Nuclear Power Plants; Revision 2 
- TRHB 12.5; Electrical Systems Descriptions:  4.16 KV Station Service; Revision 5 
- Function Lists For All Maintenance Rule Systems Data; 4160-Volt System 
- Point Beach System Health Report; Unit 1; 4160-Volt System; October 1, 2009 through 
  December 31, 2009 
- U.S. Nuclear Regulatory Commission Regulatory Guide 1.160; Monitoring The Effectiveness 
  Of Maintenance At Nuclear Power Plants; Revision 2 

1R13 Maintenance Risk Assessments and Emergent Work Control 

- AOP-21; Plant Process Computer System Malfunction; Revision 11 
- Point Beach Nuclear Plant Safety Monitor Change Notice Sequential Number 0060; Notice 
  Documents Several Changes/Enhancements To Safety Monitor For Both Units’ Models; 
  April 28, 2010 

1R15 Operability Evaluations 

- CAP 01170599; Unit 1 Steam Generator Low-Low Level Relays Logic Legacy Issue 
- CAP 01172355; HELB Barrier Controls 
- CAP 01172359; Effect Of Breached HELB Barrier On Technical Specification Equipment 
- CAP 01173557; 2P-29-T Casing Leak Identified During IT-09A Initial Start 
- CAP 01173921; Determine Needs For Additional Door Signage 
- CAP 01175152; Nuclear Instrumentation Maintenance Rule Criteria 
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- IT 9A; Cold Start Of Turbine-Driven Auxiliary Feed Pump And Valve Test (Quarterly); Unit 2; 
  Revision 50 
- NP 8.4.11; Penetrating Barriers; Revision 16 
- NP 8.4.16; Point Beach Nuclear Plant High Energy Line Break Barriers/Vent Paths; 
  Revision 14 
- NPM 2000-0712; Wisconsin Electric Correspondence; Risk Analysis Of Out Of Service Times 
  For Barriers Used To Mitigate The Effects Of A High Energy Line Break; September 1, 2009 
- OI-62B; Turbine-Driven Auxiliary Feedwater System (P-29); Revision 20 
- RMP 9044-1; Auxiliary Feedwater Pump Terry Turbine Overhaul; Revision 21 
- WO 385938 01; During 1R32 ORT 3C Testing, Low-Low Level Trip Matrix Test Relays Did Not 
  Actuate As Expected 
- WO 00389325 12; 2P-029-T Contingency Pump Overhaul 
- Auxiliary Feedwater Pump (2P-29-T) Turbine Oil Concentration Data; May 20, 2010 
- Calculation M-09334-357-HE.1; ABHELB1-(Pressures) HELB in 3” AFW Steam Line In 
  CCWHX/BAT room; Appendix A; Revision 1; Appendix A 
- Calculation M-09334-357-HE.1; ABHELB1-(Temperatures) HELB in 3” AFW Steam Line In 
  CCWHX/BAT room; Appendix A; Revision 1; Appendix A 
- Control Room Log Entries Report; September 29 And 30, 2009 
- Control Room Log Entries Report; June 5, 2010 
- Drawing 021642; Elementary Wiring Diagram; Auxiliary Feedwater Pumps Control; Units 1 
  And 2; Revision 14 
- Drawing 209367; Vital Switch Gear Room 305 South Wall; Elevation 8’0”; Revision 5 
- Drawing 209416; Floor Layout; Rooms 217, 225 And 226; Elevation 26’-0”; Revision 5 
- Drawing 326823; Elementary Wiring Diagram; 1P-29 Turbine-Driven AFP Steam Supply 
  MOV; Unit 1; Revision 3 
- Drawing 334229; Elementary Wiring Diagram; Auxiliary Feedwater Pump P-38B; Automatic 
  Actuation; Unit 2; Revision 1 
- Engineering Evaluation 15676; Temporary Component Cooling Heat Exchanger Room HELB 
  Barrier Breach 
- Evaluation Of Exceeding The Assumed Value For Partially Blocked Flowpaths For The 
  Inspection Of Containment Fan Cooler 1HX-015A (EC15463) 
- Evaluation Of Exceeding The Assumed Value For Partially Blocked Flowpaths For The 
  Inspection Of Containment Fan Cooler 2HX-015C And 2HX-015D (EC14793) 
- Technical Assessment For Reportability; Condition Reports 01169317, 01169510, And 
  01169849; 1HX-015C Containment Fan Cooler Tube Blockage; 1HX-15A1-8 Containment Fan 
  Cooler Tube Blockage Exceeds Limits; 1HX-015D Containment Fan Motor Cooler Tube 
  Blockage 

1R18 Plant Modifications 

- CAP 01172574; High-Energy Line Break Barrier Compensatory Measures 
- CAP 01172821; High-Energy Line Break Barrier Compensatory Measures 
- FP-E-MOD-06; Design Description; Revision 6 
- Fire Hazard Analysis; Date June 2009 
- CAP 01170912; Use Of TMods as Interim Fixes Contrary To FP-E-MOD-03 
- CAP 01171789; HELB Door193 Not Closing Properly 
- CAP 01172574; HELB Barrier Compensatory Measures 
- CAP 01165700; HELB Penetration M-3-5-17-F203, Potential Spec Non-Compliance 
- CAP 01172517; Temporary HELB Compensatory Measures Installed Improperly 
- CAP 01164230; Door-311 Found Not Latched 
- AR 1165673; Potential Non-Compliance With NP 8.4.16 Requirements 
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- TAR 01165673; Potential Non-Compliance With NP 8.4.16 Requirements 
- ACE 01105679; HELB/EQ Calc Methodologies Inconsistent With CLB 
- OB 1105679-20; HELB CLB Updates Needed To Include S&L Calculations; Operable But 
  Degraded/Nonconforming Corrective Action Plan 
- Control Room Log Entries From January 2010 Through May 2010 
- Equipment OOS Log 
- Fire Barrier Penetration Permit M-3-5-17-F203 PAB 46’  
- Corrective Action Report; Point Beach EPU Project, Work Package Instruction, 25494-000- 
   GPP-GCP-00007, Rev. 0 
- Engineering Evaluation EE 12558 
- FSAR Appendix A.2; UFSAR 2008 
- EC 13398 Design Package; Repower Valves For TDAFW Pump 1P-29 
- WO 374013-47; M-3-5-17-F203 
- FP-E-MOD-02; Engineering Change Control; Revision 8 
- FP-E-MOD-03; Temporary Modifications; Revision 6 
- FP-E-MOD-03; Temporary Modifications; Revision 7 
- FP-E-MOD-06; Design Description; Revision 6 
- FP-E-MOD-12; Generic Modifications; Revision 2 
- FP-E-SE-03; 10 CFR 50.59 and 72.48 Processes, Rev. 4 
- NP 8.4.11; Penetrating Barriers; Revision 16 
- NP 8.4.16; PBNP High Energy Line Break Barriers/Vent Paths; Revision 13 
- NP 8.4.16; PBNP High Energy Line Break Barriers/Vent Paths; Revision 14 
- NPM 200-0712; Risk Analysis Of Out Of Service Times For Barriers Used To Mitigate The 
  Effects Of A High Energy Line Break 

1R19 Post-Maintenance Testing 

- CAP 01173557; 2P-29-T Casing Leak Identified During IT-09A Initial Start 
- CAP 01173921; Determine Needs For Additional Door Signage 
- CAP 01175152; Nuclear Instrumentation Maintenance Rule Criteria 
- ICP 10.036; Bypass Manifold RTD Swap; Revision 0 
- IT 7D; P-32D Service Water Pump (Quarterly); Revision 22 
- IT 9A; Cold Start Of Turbine-Driven Auxiliary Feed Pump And Valve Test (Quarterly); Unit 2; 
  Revision 50 
- OI-62B; Turbine-Driven Auxiliary Feedwater System (P-29); Revision 20 
- OM 3.28; Valve And Equipment Operation; Revision 4 
- RMP 9044-1; Auxiliary Feedwater Pump Terry Turbine Overhaul; Revision 21 
- RMP 9141; Air-Operated Valve Testing And Adjustment; Revision 8 
- RMP 9201; Control And Documentation For Troubleshooting And Repair Activities; Revision 5 
- RMP 9216-1; Service Water Pump Motor Removal And Installation; Revision 18 
- RMP 9216-6; Service Water Pump Mechanical Inspection 
- RMP 9344; Atmospheric Steam Dump Valve Maintenance; Revision 12 
- RMP 9359-5A; D-05 Station Battery, D-07 Battery Charger Maintenance And Surveillances; 
  Revision 2 
- RMP 9387; AC Induction Motor MCE Testing Procedure; Revision 7 
- WO 00347164 01; P-032D Service Water Pump Needs The Packing Grease Tube Shortened 
- WO 00349146 05; Operations Post-Maintenance Testing/Return-To-Service; SW-17 Valve  
- WO 00349146 01; Replace Valve And Fittings; SW-17 Valve 
- WO 00349146 13; Remove SW-02912 And Install Drain Spool 
- WO 00352623 04; Removal/Install Of Pump Motor 
- WO 00352623 07; Machine Spare Discharge Head Removed From Pump 
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- WO 00352623 08; Service Water Pump Testing Instrumentation Calibration Check 
- WO 00352623 10; Install Accelerometers Per EC 14490 
- WO 00352623 11; Custom Machine Two Spiders 
- WO 00352623 14; Inspect Parts Prior To Installation 
- WO 00352623 17; Data Collection Using New Installed Accelerometers 
- WO 00352623 18; Install Magnetic Accelerometers To Record Data 
- WO 00356878 04; D-05 – Replace 2-Cell 2GN-23 Jar 37/38 
- WO 00363982 01; Inspect And Repair Valve As Required 
- WO 00363982 04; As Left Diagnostic Testing 
- WO 00363982 05; As Left Diagnostic Testing 
- WO 00363982 08; Install Insulation 
- WO 00366513 01; P-032D-M – Analyze Motor 
- WO 00367158 01; Operator Diaphragm Replacement 
- WO 00367158 02; As Left Diagnostic Testing 
- WO 00367158 04; As Found Diagnostic Testing 
- WO 00369879 01; 1B-39; Contactor And Thermal Overload Testing 
- WO 00371687 10; D-05 – Battery Replacement 
- WO 00371688 07; D-07 – Replace Battery Charger 
- WO 00373189 01; P-032D-M; Inspect And Clean Motor Ventilation Louvers 
- WO 00376778 01; 1B-39; MCCB In-SITU Primary Current Injection Test 
- WO 00386280 01; ITM-403A; Troubleshoot And Repair Per RMP 9201 
- WO 00386281 01; Unit 1 “A” Steam Generator Atmospheric Leaking By Excessively 
- WO 00389325 12; 2P-029-T Contingency Pump Overhaul 
- Auxiliary Feedwater Pump (2P-29-T) Turbine Oil Concentration Data; May 20, 2010 
- Drawing 237608; Elementary Wiring Diagram; 345KV Motor Operated Switch Position #122B; 
  Units 1 And 2 
- Point Beach Nuclear Plant P-32D Service Water Pump Overhaul And Maintenance Data; 
  June 17, 2010 
- Safety Monitor Calculation Data; Unit 1; June 19 And 20, 2010 
- Safety Monitor Calculation Data; Unit 2; June 19 And 20, 2010 

1R20 Refueling and Other Outage Activities 

- 1-PT-RCS-1; Reactor Coolant System Pressure Test – Inside/Outside Containment; Unit 1; 
  Revision 6 
- AOP-5A; Unit 2; Loss Of Condenser Vacuum; Revision 16 
- AOP-25; Unit 2; Turbine Trip Without Reactor Trip; Revision 10 
- AR 01169430; License Renewal Visual Inspection Of 1B04 To 1B03 Bus Duct 
- AR 01169496; Tube Vibration Damage In Residual Heat Removal Heat Exchanger HX-11A 
- AR 01169548; Foreign Material Exclusion Found During 1HX-11A 
- AR 01169841; Foreign Material In Unit 1 “B” Safety Injection Nozzle 
- AR 01169977; Inconsistency In Writing CAPs For Boric Acid Indications 
- AR 01170133; 1WL-1003B Stroke Test Unsatisfactory Per IT-60 
- AR 01170144; Polar Crane Loss Of Power 
- AR 01170145; Wires In 1C03 Not Terminated As Expected 
- AR 01170165; Calculation N-93-015 Has Wrong Assumption For Time To Boil Curves 
- AR 01170179; Safety/Security Interface Implementation 
- AR 01170207; 1P-15A Control Switch Broke 
- AR 01170209; SEP-1 Unit 1 Appears To Have Overly Conservative Time To Boil Curves 
- CL 2A; Defueled To Mode 6 Checklist; Revision 12 
- CL 2E; Mode 3 To Mode 2 Checklist; Revision 16 
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- CL 2F; Mode 2 To Mode 1 Checklist; Revision 16 
- EOP-0; Unit 2; Reactor Trip Or Safety Injection; Revision 53 
- NP 5.3.3; Incident Investigation And Post-Trip Review; Revision 9 
- NP 10.3.6; Shutdown Safety Review And Safety Assessment; Revision 31 
- OP 1B; Reactor Startup; Revision 61 
- OP 6B; Controlling Reactor Power Using Control Rods Or Turbine Load; Revision 3 
- ORT 3B; Safety Injection Actuation With Loss Of Engineered Safeguards AC (Train B); Unit 1; 
  Revision 40 
- WO 00390628 01; 102-1/TG-01 (Unit 2); Remove Trip For Third Harmonic Issue 
- WO 00390628 03; 102-1/TG-01 (Unit 2); Remove Trip For Third Harmonic Issue 
- WO 00390628 04; 102-1/TG-01 (Unit 2); Remove Trip For Third Harmonic Issue 
- Control Room Log Entries Report; April 2, 2010 – April 28, 2010 
- Control Room Log Entries Report; June 18,19, And 20, 2010 
- Final Safety Analysis Report; Section 7.2; Reactor Protection System 
- List Of Condition Reports Of Immediate Interest To Fleet Outage Managers; April 2, 2010 
- Open Prompt Operability Determinations List Data; April 2, 2010 
- Point Beach Nuclear Plant Daily Morning Production Team Meeting Report; June 21, 2010 
- Point Beach Nuclear Plant Open Prompt Operability Determinations List; May, 2010 
- Point Beach Nuclear Plant; Unit 2; Forced Outage List Test Requirements; June 19, 2010 
- Point Beach Station Unit 1; Daily Status Report; June 21, 2010 
- Point Beach Station Unit 2; Daily Status Report; June 21, 2010 
- Priority Work Data; June 20, 2010 
- Protected Equipment Requirements And Expectation For Protection Documentation 
- Risk Profile Activity Data; March 1 Through March 6, 2010 
- Safety Monitor Calculation Data; Unit 1; June 20, 21, And 22, 2010 
- Safety Monitor Calculation Data; Unit 2; June 20, 21, And 22, 2010 
- Technical Specification 3.3.1-15; Table 3.3.1-1; Reactor Protection System Instrumentation 
- Technical Specification Bases B3.3.1-21; Reactor Protection System Instrumentation 
- Time To Boil Chart Data 
- U1R32 Outage Safety Review Supporting Documentations 

1R22 Surveillance Testing 

- 2-TS-ECCS-002 Train B; Safeguards System Venting; Unit 2; Revision 1 
- 1ICP 04.022; Containment Sump Level Refueling Calibration; Revision 6 
- CAP 01131451; Calculation 2008-0005 Shows That Several LOV Relays Will Not Ride 
  Through Grid Faults 
- CAP 01169386; Seismic Securing Of Helium Bottles In Containment 
- CAP 01173921; Determine Needs For Additional Door Signage 
- CAP 01173557; 2P-29-T Casing Leak Identified During IT-09A Initial Start 
- CAP 01175152; Nuclear Instrumentation Maintenance Rule Criteria 
- CL 4C; Low Temperature Overpressurization Protection; Unit 1; Revision 16 
- IT-09A; Cold Start of Turbine-Driven Auxiliary Feed Pump and Valve Test (Quarterly); Unit 2; 
  Revision 50 
- IT 200; Pressurizer Power-Operated Relief Valves and Block Valves; Revision 29 
- NP 3.2.4; Primary To Secondary Leak Rate Monitoring; Revision 7  
- O-PT-EDG-021; G-02 Emergency Diesel Generator Endurance and Margin Testing; 
  Revision 3 
- OI-62B; Turbine-Driven Auxiliary Feedwater System (P-29); Revision 20 
- OM 3.19; Reactor Coolant System Leakage Determination; Revision 7 
- RMP 9044-1; Auxiliary Feedwater Pump Terry Turbine Overhaul; Revision 21 
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- WO 00367042-01; 11CP 4.22; Containment Sump Level Instruments Calculation 
- WO 00389325 12; 2P-029-T Contingency Pump Overhaul 
- WO 00378907; Unit 2 Train A GL 08-01 UT Monthly – Containment 
- WO 003873212; U2 Gas Void UT Monitoring or Post Maintenance Verification 
- Auxiliary Feedwater Pump (2P-29-T) Turbine Oil Concentration Data; May 20, 2010 
- Control Room Log Entries Report; May 20, 2010 
- Final Safety Analysis Report; Seismic Design Analysis; Appendix A.5 
- Final Safety Analysis Report Section 6.5; Leakage Detection Systems 
- Final Safety Analysis Report Section 6.5; Figure 6.5-1; Unit 1 Containment Radiation 
  Monitoring System 
- Gas Accumulation Management Program (GAMP); Revision 0 
- Technical Specification 3.4 Reactor Coolant System; 3.4.15 Reactor Coolant System Leakage 
  Detection Instrumentation 
- Technical Specification B 3.4 Reactor Coolant System; B 3.4.15 Reactor Coolant System 
  Leakage Detection Instrumentation 

1EP6 Drill Evaluation 

- Drill Scenario Notebook 
- AR 01172922; Omissions Found on NARs Form During EP Drill 
- AR 01172923; Emergency Plan Procedure Enhancement 
- AR 01172924; Inconsistent Use Of “This Is A Drill” And Repeat Backs 
- AR 01173221; E-Plan, OSRPF Vehicles Identified As Inadequate 

4OA1 Performance Indicator Verification 

- NEI 99-02; Reactor Coolant System Leakage; Revision 6 
- NEI 99-02; Unplanned Scrams With Complications; Revision 6 
- NEI 99-02; IEO4 Unplanned Scrams With Complications – Flowchart; Figure 2; Revision 6 
- Licensee Leak Rate Data; Unit 1 
- Licensee Leak Rate Data; Unit 2 
- NextEra Energy Point Beach Power History Curve Chart Data; Unit 1 February, 2009 – 
  February, 2010 
- NextEra Energy Point Beach Power History Curve Chart Data; Unit 1 February, 2009 – 
  February, 2010 
- Point Beach Unit 1; Unplanned Scrams With Complications Data; First, Second, Third, And 
  Fourth Quarters of 2009 
- Point Beach Unit 2; Unplanned Scrams With Complications Data; First, Second, Third, And 
  Fourth Quarters of 2009 
- Reactor Coolant System Leakage Chart Data; Unit 1; April, 2009 – March, 2010 
- Reactor Coolant System Leakage Chart Data; Unit 2; April, 2009 – March, 2010 

4OA2 Problem Identification and Resolution 

- AR 01174346; Venting Of Containment Spray Train “B” 
- AR 01154619; Excessive Gas Vented From 1P-15B Discharge Vent 
- AR 01171135; U2 Containment Entry @ Power, GL0801 UT For Gas Void Not Perf 
- AR 01148155; GL 2008-01 Responses May Not Be Sustainable In Procedures 
- AR 01155701; RHR Pump Disch Vent Valves Req To Support NRC GL 2008-01 
- AR 01159839; Some Vent Valves Not Identified On Isometric Drawings  
- AR 00593677; DYOC Transfer To Backup Supply During ORT-3A 
- AR 01085830; 2D-03 Transferred To Alternate Power 
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- AR 01125126; Unit 2 Inverter Shifted To Backup Power 
- ACE 01128913-01; July 22, 2008 
- AR 01131474; 2DY-03 Shifting to Non-Safeguards During ORT-3A Unit 1 & 2 
- AR 01170730; 2D-03 and DY-0C White Inverters Shift To Bypass Source During ORT-3A 
- AR 01175187; History Of Inverter Transfer To Alternate Source; June 11, 2010 
- System Health Report; NI System; January 1 – March 31, 2010 
- Maintenance Rule (a)(1) System Action Plan Checklist And Approval Data; Nuclear   
  Instrumentation; July 6, 2009 
- OP 3B; Reactor Shutdown; Revision 40 
- AR 01167621; A Spike Was Observed On Both N31 And N32 Source Range Nuclear  
  Instruments When Shifting To Steam Pressure Mode On Condenser Steam Dump 
- OP 3C; Hot Standby To Cold Shutdown; Revision 109 
- Memo; U1/U2 SI Accumulator Level PM/ICP Actions; May 17, 2010 
- System Health Report; SI System, Units 1 and 2; January 1 – March 31, 2010 
- X-Y Graph of SI Accumulator Levels; September 24, 2009 – May 2, 2010 
- ER-AA-201-2001; System And Program Health Reporting; Revision 3 
- NAP-407; Equipment Reliability; Revision 5 
- NP 7.7.5; Maintenance Rule Monitoring; Revision 21 
- Performance Criteria Assessments for April 1, 2010; May 18, 2010 

4OA3  Follow-Up of Events and Notices of Enforcement Discretion 

- Point Beach Unit 1 License Amendment Request 236 
- Point Beach Unit 2 License Amendment Request 240 
- Licensee Validation Package For Licensee Event Report 2005-006-01 
- Licensee Letter To The NRC Entitled NRC Request For Information Relating To 
  Event Notification EN42129; February 16, 2006 
- Licensee Letter To The NRC Entitled Supplemental Response To Generic Letters (GL) 98-04 
  And GL 2004-02, And Licensee Event Report 05000266/301/2005-006-00 

4OA5 Other Activities 

- IWP 05-018; Install New ECCS Sump (Sump B) Screen – Unit 2; July 28, 2006 
- IWP 05-017A; Install New ECCS Sump (Sump B) Screen – Unit 1; April 8, 2007 
- NP 7.7.2; Seismic Qualification Of Equipment; March 1, 2006 
- SQ-002452; Plant Area Summary Sheet – U2C8FTAREA; November 4, 2009 
- FPL-1; Quality Assurance Topical Report; June 27, 2009 
- AR 01159937; Sump Strainer II/I Seismic Documentation Incomplete 
- AR 01163219; Lack of Documentation To Support A Decision Of 2/1 Acceptability 
- AR 01160941; No Requirement to Document Seismic II/I Evaluations 
- CAP 01170616; URI Temporary Water Supply for CST Mods 
- CAP 01164393; Modeling question regarding T-24B CST 
- CE 1170616; URI Temporary Water Supply for CST Mods 
- OM 3.12; Control fo Equipment and Equipment Status; Revision 17 and 18 
- NP 10.3.7; Online Safety Assessment; Revision 20 
- NP 10.3.5; Risk Monitoring and Risk Management; Revision 2 
- FP-PE-PRA-02; PRA Guideline for Model Maintenance and Update; Revision 4 
- Operator Logs; January 2010 – February 2010 
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LIST OF ACRONYMS USED 

AC Alternating Current 
ACE Apparent Cause Evaluation 
ADAMS Agencywide Document Access Management System 
AFW Auxiliary Feedwater 
AOP Abnormal Operating Procedure 
CAP Corrective Action Program 
CFR Code of Federal Regulations 
CST Condensate Storage Tank 
DC Direct Current 
DRP Division of Reactor Projects 
EC Engineering Change 
ECCS Emergency Core Cooling System 
EDG Emergency Diesel Generator 
FSAR Final Safety Analysis Report 
GIP Generic Implementation Procedure 
HELB High Energy Line Break 
IMC Inspection Manual Chapter 
IP Inspection Procedure 
IR Inspection Report 
IR Issue Report 
IST Inservice Testing 
kV Kilovolt 
LCO Limiting Condition for Operation 
LER Licensee Event Report 
LLC Limited Liability Corporation 
NCV Non-Cited Violation 
NEI Nuclear Energy Institute 
NRC U.S. Nuclear Regulatory Commission 
NRR Office of Nuclear Reactor Regulation 
OOS Out-Of-Service 
OSP Outage Safety Plan 
PARS Publicly Available Records System 
PCIS Primary Containment Isolation System 
PI Performance Indicator 
PI&R Problem Identification and Resolution 
PM Post-Maintenance 
QA Quality Assurance 
RCS Reactor Coolant System 
RFO Refueling Outage 
RHR Residual Heat Removal 
RIS Regulatory Issue Summary 
SDP Significance Determination Process 
SQUG Seismic Qualification Utility Group 
SRM Source Range Monitor 
SSC Structure, System, or Component 
STA Shift Technical Advisor 
SW Service Water 
TDAFW Turbine-Driven Auxiliary Feedwater 
TI Temporary Instruction 
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TS Technical Specification 
TSO Transmission System Operator 
URI Unresolved Item 
USI Unresolved Safety Issue 
UT Ultrasonic Testing 
WO Work Order 
 



 

L. Meyer     -2- 
 
 
In accordance with 10 CFR 2.390 of the NRC's "Rules of Practice," a copy of this letter, its 
enclosure, and your response (if any) will be available electronically for public inspection in the 
NRC Public Document Room or from the Publicly Available Records System (PARS) 
component of NRC's document system (ADAMS).  ADAMS is accessible from the NRC Website 
at http://www.nrc.gov/reading-rm/adams.html (the Public Electronic Reading Room.   

      Sincerely, 
 
      /RA/ by John Jandovitz Acting For/ 
 
 
      Michael A. Kunowski, Chief 
      Branch 5 
      Division of Reactor Projects 
 
Docket Nos. 50-266; 50-301 
License Nos. DPR-24; DPR-27 
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