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u.S. Nuclear Regulatory Commission 
Individual Examination Report 

Applicant's Name: Docket Number: _ 

R Examination Type (Initial or Retake) Facility Name: Vogtle 

Reactor Operator X 

X Senior Reactor Operator (SRO) Instant Facility 

SRO Upgrade 
Description 

SRO Limited to Fuel Handling X 

Hot 

Cold 

BWR 

PWR 

.... 0 1\ ' 0 .... 
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1 
Applicant Docket Number: 

Walk-Through Grading Details 

Administrative 

a. Critical Safety Function Status Tree Evaluation 

b. Evaluate Inoperable AFD Monitor Alarm 
(Administered by P. Capehart) 

c. Determine mode change requirements 
(Administered by P. Capehart) 

d. life Saving in Emergency Conditions 

e. Classify an Emergency Event 

Systems - Control Room 

a. Emergency Borate due to Rods below insertion limits (RIL) 

b. Establish Safety Grade Letdown 

c. Depressurize RCS to Reduce Break Flow to Ruptured Steam 
Generator-Normal Pressurizer Spray Not Available 

d. Isolate a Faulted Steam Generator 

e. Place Containment Hydrogen Monitors in service using 
13130-1 

f. DG Parallel Operation with voltage regulator failure 

g. Perform Power Range NI ACOT 

h. N/A 

Evaluation 
(S or U) 

U 

s 

s 

s 

s 

s 

s 

U 

U 

s 

s 

s 

Comment 
Page 

Number 

4 

5 

6 

7 

8 

9-10 

11-12 



Details 
RF Compo Comment 

Scores Grades Grades P No. 

1. I nterpretation/Diagnosis 
a. Recognize & Attend 0.20 3 0.60 
b. Ensure Accuracy 0.20 3 0.60 2.70 
C. Understanding 0.30 3 0.90 
d. nose 0.30 2 0.60 13-14 

2. Procedures 
a. Reference 0.30 1 0.30 15-18 

b. EOP Entry 0.30 3 0.90 1.60 
C. Correct Use 0.40 1 0.40 19-21 

3. Control Board Operations 
a. Locate & Manipulate 0.34 3 ' 1.02 
b. Understanding 0.33 2 0.66 2.67 22-23 

C. Manual Control 0.33 3 0.99 

4. Communications 
a. Clarity 0.40 2 0.80 24 

b. Crew & Others Informed 0.40 1 0.40 1.40 25, 26 

C. Receive Information 0.20 1 0.20 27-30 

5. Directing Operations 
a. Timely & Decisive Action 0.30 3 0.90 
b. Oversight 0.30 1 0.30 2.20 31-34 

C. Solicit Crew Feedback 0.20 3 0.60 
d. Monitor Crew Activities 0.20 2 0.40 35 

6. Technical Specifications 
a. Recognize and Locate 0.40 2 0.80 36 

b. Compliance 0.60 3 1.80 2.60 

[Note: Enter RF Weights (nominal, adjusted, or "0· if not observed (N/O», RF Scores (1, 2, 3, or N/O), 
and RF Grades from Form ES-303-4 and sum to obtain Competency Grades.) 



APPLICANT DOCKET NUMBER 
CROSS REFERENCE: 

Administrative Topic "a" 

JPMITASK: 

Monitor / Evaluate CSFSTs-lntegrity 

EXPECTED ACTION/RESPONSE: 

Given a data sheet listing various plant parameters and data points, the applicant was expected 
to properly identify the status of all Critical Safety Function Status Trees (CSFSTs) in 
accordance with 19200-C, "F-O CRITICAL SAFETY FUNCTION STATUS TREES." The 
applicant was expected to evaluate the F-0.1, SUBCRITICALlTY, status tree as follows: 

(1) Power Range Greater than 5%? No - Power Range (PR) Nuclear 
Instruments (Nls) were given as 0% on all four channels; 

(2) Intermediate Range (IR) Start-Up-Rate (SUR) Positive? No - IR SUR 
were given as -0.1 Decades Per Minute (DPM) and -0.12 DPM; 

(3) Int. Range P-6 Present? Yes -IR NI readings were given as 3.0X10-4% 
and 3.2X10-4%, which are both above the nominal P-6 interlock setpoint 
of 2.0X1 0-5% as listed in Technical Specifications; 

(4) Int. Range SUR Greater Than -0.2 dpm? Yes - IR SUR were given 
as -0.1 DPM and -0.12 DPM. 

This flow path directs the operator to transition to YELLOW Path procedure 19212-C, "FR-S.2 
RESPONSE TO LOSS OF CORE SHUTDOWN." Correctly evaluating the SUBCRITICALITY 
status tree was a critical step in the JPM. 

APPLICANT ACTION/RESPONSE: 

The applicant answered the (3) Int. Range P-6 Present? decision block as "No," and ultimately 
declared that the SUBCRITICALITY critical safety function was "SAT" (Green). The applicant 
did not correctly perform a critical step of the JPM; therefore, the applicant did not successfully 
complete the JPM. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of knowledge of the parameters and logic used to assess the 
status of safety functions, such as reactivity control, core cooling and heat removal, reactor 
coolant system integrity, and containment conditions. 

CONSEQUENCES: 

The applicant's lack of ability to correctly evaluating the CSFSTs could potentially lead to 
incorrect procedural transitions and potentially not performing higher-priority actions to mitigate 
challenges to vital safety functions. 

KIA: G2.4.21 (4.0/4.6) 

10CFR55.45(a)(12): Demonstrate the knowledge and ability as appropriate to the assigned 
position to assume the responsibilities associated with the safe operation of the facility. 



CROSS REFERENCE: 

Administrative Topic "e" 

JPMITASK: 

Classify an Emergency Event 

EXPECTED ACTION/RESPONSE: 

The applicant was directed to complete NMP-EP-110, "EMERGENCY CLASSIFICATION 
DETERMINATION," Checklist 1, "Classification Determination." At step 1, the applicant was 
expected to check both boxes for the appropriate Initiating Condition Matrix for classification of 
the event, and continue to step 2. At step 2, the applicant was expected to identify that each 
fission product barrier is intact in step 2a and initial the step; for step 2b, the applicant was 
expected to mark "NONE" for the highest applicable fission product barrier Initial Condition and 
initial the step. 

APPLICANT ACTION/RESPONSE: 

For step 1 of NMP-EP-110 Checklist 1, the applicant only checked the "COLD ICIEAL Matrix 
Evaluation Chart" box, and followed the guidance to GO TO step 3. The applicant did not 
perform step 2 to evaluate the status of the fission product barriers, and marked steps 2a and 
2b "N/A." Successful performance of these two steps was not critical to complete the JPM; 
therefore, the applicant successfully completed the JPM. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant displayed lack of ability to take actions called for in the facility emergency plan, 
including supporting or acting as emergency coordinator if required. Specifically, the applicant 
did not properly complete non-critical portions of Checklist 1 of E-Plan procedure NMP-EP-110. 

CONSEQUENCES: 

The applicant's lack of ability to correctly complete Emergency Plan procedures could 
potentially lead to incorrect implementation of the facility Emergency Plan, including potentially 
incorrectly classifying the Emergency Action Level (EAL). 

KIA: G2.4.38 (2.4/4.4) 

1 OC FR55.45( a)( 11): Demonstrate knowledge of the emergency plan for the facility, including, as 
appropriate, the operator's or senior operator's responsibility to decide whether the plan should 
be executed and the duties under the plan assigned. 



CROSS REFERENCE: 

Simulator JPM "c" 

JPMITASK: 

Depressurize Reactor Coolant System (RCS) to reduce break flow to ruptured Steam Generator 
(S/G)-Normal Pressurizer (PZR) Spray Not Available 

EXPECTED ACTION/RESPONSE: 

The applicant was expected to depressurize the RCS using a PZR Power Operated Relief Valve 
(PORV) to at or slightly below the ruptured S/G pressure using 19030-C, "E-3 STEAM 
GENERATOR TUBE RUPTURE." At step 34.a), the applicant was expected to recognize that 
on the initial attempt to arm the first available train of Cold Overpressure Protection Systems 
(COPS) the PZR PORV Block Valve did not open, and proceed to the Response-Not-Obtained 
(RNO) column to attempt to manually open the PZR PORV Block valve. Once the applicant 
determined that the PZR PORV Block valve would not open, they were expected to return to 
step 34.a) and arm the other train of COPS. Arming one train of COPS was a critical step in 
completing the JPM. 

APPLICANT ACTION/RESPONSE: 

When performing step 34.a), the applicant recognized that the PZR PORV Block Valve did not 
open on the initial attempt to arm an available train of COPS. The applicant then proceeded to 
the RNO column and attempted to manually open the PZR PORV Block Valve. The applicant 
recognized that the PZR PORV Block Valve did not open. At this point, instead of attempting to 
arm the other train of COPS, the applicant proceeded to steps 35 and 36, which aligned 
auxiliary spray. The failure to arm the other train of COPS in step 34 was a critical step; 
therefore, the performance of the JPM was graded as unsatisfactory. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to interpret and execute procedure steps in the E-3 
EOP; specifically in that the applicant did not correctly perform the steps to depressurize the 
RCS. 

CONSEQUENCES: 

The applicant's lack of ability to perform procedural steps in EOPs may potentially lead to 
incorrect mitigating actions being performed to recover from a S/G tube rupture; and potentially 
necessitate the operators taking compensatory actions that would potentially complicate the 
event mitigation strategy. 

KIA: 038EG2.1.20 (4.6/4.6) 

10CFRSS.4S(a)(12): Demonstrate the knowledge and ability as appropriate to the assigned 
pOSition to assume the responsibilities associated with the safe operation of the facility. 



CROSS REFERENCE: 

Simulator JPM "d" 

JPMITASK: 

Isolate a Faulted Steam Generator (S/G) 

EXPECTED ACTION/RESPONSE: 

After attempting to isolate the faulted S/G per 19020-C, "E-2 FAULTED STEAM GENERATOR 
ISOLATION," the applicant was expected to transition to 19121-C, "ECA-2.1 UNCONTROLLED 
DEPRESSURIZATION OF ALL STEAM GENERATORS." The applicant was expected to 
control the Reactor Coolant System cooldown rate by lowering Auxiliary Feedwater (AFW) flow 
to 30 gpm to each S/G. Feeding the S/Gs at a rate of 30 gpm each was a critical step in the 
JPM. 

APPLICANT ACTION/RESPONSE: 

The applicant transitioned to 19121-C, but did not control the cooldown rate by throttling AFW at 
its minimum required flow of 30 gpm. Specifically, the applicant allowed flow to decrease to less 
than 30 gpm on #3 and #4 S/Gs. The failure to perform this step was critical; therefore, the 
applicant was graded as unsatisfactory on this JPM. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to execute the requirements of the ECA-2.1 
procedural steps to control the minimum AFW flow rates to each SG. 

CONSEQUENCES: 

The applicant's lack of ability to perform procedural steps in EOPs may potentially lead to 
incorrect mitigating actions being performed to recover from an all-faulted S/G event; and 
potentially necessitate the operators taking compensatory actions that would potentially 
complicate the event mitigation strategy. 

KIA: W/E12EG2.1.20 (4.6/4.6) 

10CFRSS.4S(a)(12): Demonstrate the knowledge and ability as appropriate to the assigned 
position to assume the responsibilities associated with the safe operation of the facility. 



E 

CROSS REFERENCE: 

Simulator JPM "e" 

JPMITASK: 

Place Containment Hydrogen Monitors in service using 13130-1 

EXPECTED ACTION/RESPONSE: 

After placing the Containment Hydrogen Monitor in service, the applicant was expected to 
acknowledge the receipt of the "CNMT H2 MON TRAIN A ALERT" alarm on ALB 62 Process 
Control Panel due to high hydrogen concentration in containment, and refer to the annunciator 
response procedure. 

APPLICANT ACTION/RESPONSE: 

After placing the Containment Hydrogen Monitor in service, the applicant completed the task 
without referring to the annunciator response procedure. A follow up question was asked to 
why the applicant did not address the alarm received. The reason the alarm was not addressed 
was that the applicant did not notice the receipt of the alarm during the task. The failure to 
perform this step was not critical; therefore, the applicant received a grade of satisfactory on this 
JPM. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement plant expectations for addressing 
alarms received during system operation in accordance with the conduct of operations 
procedure. 

CONSEQUENCES: 

The applicant's lack of ability to address the alarms received during plant operations could 
potentially lead to important actions not being taken to mitigate adverse conditions. 

KIA: 028A4.03 (3.1/3.3) 

10CFR55.45(a)(3): Identify annunciators and condition-indicating signals and perform 
appropriate remedial actions where appropriate. 



CROSS REFERENCE: 

Simulator JPM "f' 

JPMITASK: 

DG Parallel Operation with voltage regulator failure 

EXPECTED ACTION/RESPONSE: 

Using procedure SOP 13427 A-1, the applicant was directed to parallel DG-1 A to 1 AA02 and 
raise DG-1A load to 7000kW. At step 4.2.1.8, the applicant was expected to select the highest 
1AA02 4160V Bus voltage by moving the "Normal Incoming Voltmeter Switch" through all 
positions to identify the highest voltage. At step 4.2.1.14, the applicant was expected to close 
the DG 1A output breaker by depressing the DG 1A AUTO SYNC PERMISSIVE pushbutton PB
DG1A. Step 4.2.1.20 substep a. states to, "Adjust DG load to 2100 to 7000kW by gradually 
increasing the pot setting on DSL GEN 1A LOADING SET PT CONTROL 1SE-4915." The 
applicant was expected to initially load the DIG to 3000 kW per the note prior to the step that 
states "It is highly desirable to initially load the DG to 3000kW and maintain the load until 
cylinder exhaust temperatures stabilize or 15 minutes". 

APPLICANT ACTION/RESPONSE: 

At step 4.2.1.8, the applicant initially used the incorrect "Bus Voltage" switch and obtained the 
highest Bus Voltage instead of using the "Normal Incoming Voltage" switch to obtain the highest 
Normal Incoming Voltage as required by the step. The applicant later corrected this error while 
looking for the DG Voltage switch at step 4.2.1.10. At step 4.2.1.14, the applicant needed three 
attempts to close the DG output breaker. A follow up question revealed that the applicant 
experienced difficulty in depressing the button suffiCiently to make up the contact. At step 
4.2.1 .20, the applicant initially loaded the DIG to 2000kW and waited for 5 minutes to increase 
the DG load in 1000kW increments every 5 minutes. A follow up question was asked as to why 
the applicant loaded the DIG to 2000 kW. The applicant referenced step 4.2.1.20 that states 
"adjust DG load to 2100 to 7000kW' and to one of the five bulleted notes prior to step 4.2.1.20 
that states "The DG should be loaded in increments of approximately 1000kW and 500kVAR in 
time increments of approximately 5 minutes between load changes". The applicant was asked 
what the fourth bullet meant which stated to initially load the DIG to 3000kW for 15 minutes and 
if a loading of 3000kW met the criteria of step 4.2.1.20. The applicant replied that she should 
have waited for 15 minutes after reaching 3000kW. The failure to perform this step was not 
critical and therefore resulted in the applicant receiving a grade of satisfactory on this JPM. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement plant procedure. Specifically, the 
applicant did not take the necessary actions to ensure that the DIG is operated within the 
desired plant parameters. 

CONSEQUENCES: 

The applicant's lack of ability to operate the diesel generator in accordance with plant 
procedures could potentially result in damage to important safety-related equipment, or 
potentially cause a loss of electrical power to safety-related electrical buses. 



E 

CROSS REFERENCE: 

Simulator JPM uf' [continued from previous page] 

KIA: 064A4.06 (3.9/3.9) 

10CFRSS.4S(a)(8): Safely operate the facility's auxiliary and emergency systems, including 
operation of those controls associated with plant equipment that could affect reactivity or the 
release of radioactive materials to the environment. 



CROSS REFERENCE: 

In-plant JPM "k" 

JPMITASK: 

Locally Remove Diesel Generator From Service 

EXPECTED ACTION/RESPONSE: 

The applicant was expected to locate the 2B emergency diesel generator (EDG) output breaker, 
2BA03-19, simulate locally opening the breaker by simulating opening the breaker cubicle door, 
simulate depressing the mechanical trip pushbutton and simulate observing the green 
mechanical trip flag. 

APPLICANT ACTION/RESPONSE: 

Prior to simulating opening the EDG output breaker, the applicant stated that she did not know 
how to locally verify the breaker position or how to operate the breaker. Approximately 30 
minutes after the JPM had started (15 minute validation time), the examiner asked the applicant 
if she expected breaker 2BA03-19 to be open or closed, based on the initial conditions in the 
JPM. The applicant stated that the EDG was supplying power to the grid, but she was unsure if 
breaker 2BA03-19 would be closed. The applicant then went to the 2B EDG room to look for a 
reference that might help her determine if breaker 2BA03-19 was open or closed and that might 
help her to locally determine the breaker's position. While in the 2B EDG room, approximately 
60 minutes after the JPM was started, the applicant asked if she could open the 2BA03-19 
breaker cubicle door to determine the position of the breaker. The examiner stated that she 
could simUlate the activity and the examiner would provide cues. Upon returning the 2BA03 
switchgear room, the applicant correctly simulated locally opening the breaker by simulating 
opening the breaker cubicle door, correctly simulated depressing the mechanical trip pushbutton 
and then correctly simulated observing the green mechanical trip flag. 

After the JPM was completed, the applicant was asked if the 2B EDG was providing power to 
bus 2BA03 when breaker 2BA03-19 was closed. The applicant stated that the bus was being 
powered from the reserve auxiliary transformer (RAT) and that the EDG was supplying power to 
the grid. The applicant was asked how the EDG was connected to the grid. The applicant 
stated she would need to look at the surveillance procedure to determine how the EDG was 
connected to the grid. 

Since the applicant correctly completed the critical steps in the JPM, the applicant's 
performance was rated as satisfactory for this JPM. However, the applicant's inability to explain 
that the EDG was supplying power through bus 2BA03 and through the RAT to the grid for the 
monthly surveillance demonstrated a deficient understanding of the 4.16kV Class 1-E onsite 
distribution system. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant displayed a deficient understanding of the 4.16kV Class 1-E onsite distribution 
system in that the applicant was unable to describe how the 2B EDG was supplying power to 



CROSS REFERENCE: 

In-plant JPM "k" [continued from previous page] 

LACK OF ABILITY/KNOWLEDGE: [continued from previous page] 

the grid during the monthly surveillance. Specifically, the applicant displayed a lack of 
knowledge of the physical connections and/or cause-effect relationships between the EDG 
system and the AC distribution system. 

CONSEQUENCES: 

The applicant's lack of ability to locally operate the diesel generator in accordance with plant 
procedures, and lack of knowledge of the connections between the EDG and the AC distribution 
system, could potentially result in damage to important safety-related equipment, or potentially 
cause a loss of electrical power to safety-related electrical buses. 

KIA: 064A4.01 (4.0/4.3) and 064K1.01 (4.1/4.4) 

10CFR55.45(a)(8): Safely operate the facility's auxiliary and emergency systems, including 
operation of those controls associated with plant equipment that could affect reactivity or the 
release of radioactive materials to the environment. 



CROSS REFERENCE: 

1. d. InterpretationlDiagnosis - Diagnose 

SCENARIO/EVENT: 

Scenario 1 I Event 6,7, and 8: Rod H8 ejected from the core, which caused a Loss-of-Coolant
Accident (LOCA) with failure of the reactor to auto trip. 

EXPECTED ACTION/RESPONSE: 

Vogtle lesson plan V-LO-TX-27201, Rod Position Indication, states: 

What would the expected indications for an ejected control rod while at 50% 
power? Ans: RPI urgent and non-urgent alarms, DRPI [Digital Rod Position 
Indication] GW [General Warning] LED and rod bottom LED for affected rod, 
DRPI data A & 8 failure LEDs, DRPI urgent failure LEDs, and all the other classic 
indications of an RCS leak to the Containment Atmosphere .... 

When rod H8 ejected from the core, the applicant, as the operator at the controls (OATC), was 
expected to diagnose the plant condition from the above indications. Following a reactor trip, 
when performing the first step of 19000-C, "E-O REACTOR TRIP OR SAFETY INJECTION," the 
applicant was expected to report that not all rods were on the bottom based on the post-trip 
indications of the GW LED coincident with a rod bottom LED. 

APPLICANT ACTION/RESPONSE: 

When rod H8 ejected from the core, the applicant initially reported a dropped rod to the Shift 
Supervisor (SS). The team then recognized LOCA indications, and manually tripped the 
reactor. After completing immediate operator actions, the SS formally entered procedure 19000-
C and directed the applicant to: check reactor tripped. At this point, the applicant checked all 
rod bottom lights lit and stated: all rods on bottom. 

Following the completion of the simulator scenario, the examiner asked the applicant if all rods 
were on the bottom during the scenario. The applicant pointed to the DRPI rod bottom lights, 
and stated that all rods were on the bottom because all rod bottom lights were lit. The examiner 
then asked the applicant what the LED light on the top of the display over rod H8 indicated (the 
GW LED light). The applicant stated: I don't think I've ever seen that light before ... I don't know 
what that light means. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to evaluate plant performance and make 
operational judgments based on operating characteristics, reactor behavior, and instrument 
interpretation; as well as a lack of ability to identify and interpret diverse indications to validate 
the response of another indication, as related to the rod position indication system. The 
applicant made one non-critical error associated with this rating factor, and was therefore 
evaluated with a score of "2" for this rating factor. 



CROSS REFERENCE: 

1. d. Interpretation/Diagnosis - Diagnose [continued from previous page] 

CONSEQUENCES: 

The applicant's lack of knowledge and ability concerning the rod position indication system 
caused the applicant to believe a control rod was fully inserted in the core, when in fact the rod 
was ejected from the core. 

KIA: 014G2.1 .7 (4.4/4.7) and 014G2.1.45 (4.3/4.3) 

10CFR55.45(a)(4): Identify the instrumentation systems and the significance of facility 
instrument readings. 



CROSS REFERENCE: 

2. a. Procedures - Reference 

SCENARIO/EVENT: 

Scenario 5 / Event 4: The atmospheric relief valve (ARV) for Steam Generator (S/G) #4 failed 
fully opeR. 

EXPECTED ACTION/RESPONSE: 

Vogtle procedure 10020-C, "EOP AND AOP RULES OF USAGE," states the following: 

3.1.4 EOPs (as well as AOPs) are entered based on the Entry Conditions or 
Symptoms at the beginning of the procedure. Operators are expected to be 
knowledgeable of these without referral. [ .. . ] 
3.1.6 After verifying symptoms or entry conditions upon entering a procedure, 
the operator should go to Step 1 ACTION/EXPECTED RESPONSE (AER) 
column unless directed otherwise by the procedure just exited. 

Upon receiving indications of the open atmospheric relief valve (ARV), the applicant, as Shift 
Supervisor (SS), was expected to promptly enter AOP 1BOOB-C, "SECONDARY COOLANT 
LEAKAGE," (using a crew "update" announcement) and begin performing this AOP, in 
accordance with the requirements of 10020-C. 

APPLICANT ACTION/RESPONSE: 

When ARV #4 failed open, the Unit Operator (UO) diagnosed the condition and asked the 
applicant, as SS, if the applicant wanted the UO to close the valve. Without referring to a 
procedure, the applicant stated: yes, close A.R.V. number four. Approximately seven minutes 
after the failure, the applicant began a crew brief. After the completion of the crew brief, the 
applicant gave direction to the team concerning previous plant malfunctions. Approximately 12 
minutes after the ARV failed open, the applicant conducted a team update and entered AOP 
1BOOB-C. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to recognize abnormal indications that are entry
level conditions for abnormal operating procedures, and a lack of knowledge of conduct of 
operations requirements. The applicant made two non-critical errors associated with this rating 
factor, and was therefore evaluated with a score of "1" for this rating factor. 

CONSEQUENCES: 

The applicant's lack of knowledge and ability concerning AOP entry conditions caused a delay 
in completing the required steps to mitigate the abnormal plant condition. Delays in entering 
and performing AOP procedures could potentially make plant transients more severe, including 
potentially unnecessary plant trips. 



CROSS REFERENCE: 

2. a. Procedures - Reference [continued from previous page] 

KIA: 040AG2.1.1 (3.8/4.2) and 040AG2.4.4 (4.5/4.7) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

2. a. Procedures - Reference 

SCENARIO/EVENT: 

Scenario 5 I Event 6: Loss of Auxiliary Component Cooling Water (ACCW) to Reactor Coolant 
Pump (RCP) #4, which resulted in a RCP trip setpoint being exceeded. 

EXPECTED ACTION/RESPONSE: 

Upon receiving indications of the loss of ACCW to RCP #4, the operating team was expected to 
either directly enter 18022-C, "LOSS OF AUXILIARY COMPONENT COOLING WATER," or to 
reference 13003-1, "REACTOR COOLANT PUMP OPERATION," to monitor for potential RCP 
shutdown criteria. If the operators decided to use 13003-1, when the team recognized RCP 
shutdown criteria (based on high motor bearing temperatures), it was expected that the team 
would enter section 4.3.1, "RCP Shutdown," of 13003-1 to promptly secure the RCP. 

APPLICANT ACTION/RESPONSE: 

When ACCW alarms were received, the applicant, as Shift Supervisor (SS), initially directed the 
operators to reference the appropriate Alarm Response Procedures (ARPs); and then directed 
the operator at the controls (OATC) to monitor RCP parameters using 13003-1. A few minutes 
later, the OA TC informed the applicant that RCP #4 motor bearing temperatures were high and 
increasing, and that they would soon exceed the shutdown requirement listed in precaution and 
limitation step 2.2.10 of procedure 13003-1. Approximately five minutes after the initial ACCW 
alarms were received, a PRIMARY EQUIPMENT HI TEMP alarm annunciated. At this point, the 
applicant consulted with the OATC to determine the best course of action. The applicant stated: 
this step [2.2.10] doesn't say what to do if exceeded. Then, the applicant directed the OATC to 
perform section 4.2.1, "Pump Operation With A Seal Abnormality." After working through some 
of section 4.2.1, the OATC again informed the applicant that RCP trip criteria for high motor 
bearing temperature was exceeded. At this time, the applicant directed the RO to shut down 
RCP #4 using step 4.2.1.4 of procedure 13003-1. RCP #4 operated for approximately five 
minutes after the PRIMARY EQUIPMENT HI TEMP alarm was received. 

Following the completion of the simulator scenario, the examiner asked the applicant why the 
team had used section 4.2.1 of the procedure. The applicant stated: we knew there wasn't a 
problem with the seals, but step 2.2.10 didn't specify what to do if trip setpoints were exceeded. 
The applicant further stated: I used section 4.2 and skipped over the first steps to get to the 
RCP trip criteria table, because I knew we needed to shut down the pump. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to determine when to secure RCPs on high bearing 
temperature; a lack of ability to reference the correct procedure section, interpret and execute 
procedure steps; and a lack of ability to perform specific system and integrated plant procedures 
during plant operation. The applicant made two non-critical errors associated with this rating 
factor, and was therefore evaluated with a score of "1" for this rating factor. 



CROSS REFERENCE: 

2. a. Procedures - Reference [continued from previous page] 

CONSEQUENCES: 

The applicant's lack of knowledge and ability concerning the appropriate procedure section to 
reference in order to mitigate a high bearing temperature condition on a RCP caused a delay in 
completing the required steps to mitigate the abnormal plant condition. Delays in entering and 
performing the correct procedure could potentially cause severe damage to important plant 
safety equipment, such as RCPs. 

KIA: 015/017 AA2.08 (3.4/3.5), 015/017G2.1.20 (4.6/4.6), and 015/017G2.1.23 (4.3/4.4) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

2. c. Procedures - Correct Use 

SCENARIO/EVENT: 

Scenario 51 Event 7,8,9: A steam line break developed on Steam Generator (S/G) #4 inside 
containment, with a failure of both trains of steam line isolation (SLI) to automatically isolate and 
failure of automatic Safety Injection (SI). 

EXPECTED ACTION/RESPONSE: 

Step 3.1.14 ofVogtle procedure 10020-C, "EOP AND AOP RULES OF USAGE," reads as 
follows: "If containment pressure exceeds 3.8 psig or if containment radiation exceeds 105 Rlhr 
(108 mRlhr) or 106 Rads integrated dose, then use adverse values in procedure." For this 
event, the large steam line break inside containment was expected to raise containment 
pressure above 3.8 psig; therefore, the operations team was expected to use adverse values in 
EOP procedures following recognition of the adverse containment condition. 

APPLICANT ACTION/RESPONSE: 

Following the steam line break, the Operator at the Controls (OATC) announced adverse 
containment conditions to the team via a crew update. However, the applicant, as Shift 
Supervisor (SS), did not use adverse values at step 9 of 19000-C, "REACTOR TRIP OR 
SAFETY INJECTION." Specifically, the applicant asked the OATC if at least one steam 
generator narrow range level was greater than 10%, instead of the 32% adverse value. The 
applicant also did not use adverse values while performing EOP 19020-C, "E-2 FAULTED 
STEAM GENERATOR ISOLATION," step 14, "Check if ECCS flow should be reduced." 
Specifically, the applicant used adverse values for the subcooling parameter and the pressurizer 
level parameter but did not use the adverse value for narrow range level in at least one steam 
generator to verify the secondary heat sink parameter. The outcome of step 14 in 19020-C is to 
either transition the operators to procedure 19010-C, "E-1 LOSS OF REACTOR OR 
SECONDARY COOLANT," or transition to procedure 19011-C, "ES-1.1 SI TERMINATION." 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to correctly use adverse containment values in 
EOPs. The applicant made more than one non-critical error associated with this rating factor, 
and was therefore evaluated with a score of "1" for this rating factor. 

CONSEQUENCES: 

The applicant's lack of ability to correctly use adverse containment values for critical parameters 
when performing EOPs could have potentially resulted in an incorrect action being performed, 
or potentially incorrect procedural transitions to be made. 

KIA: 040AG2.1.20 (4.6/4.6) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the aSSigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

2. c. Procedures - Correct Use 

SCENARIO/EVENT: 

Scenario 51 Event 7,8,9: A steam line break developed on Steam Generator (S/G) #4 inside 
containment, with a failure of both trains of steam line isolation (SLI) to automatically isolate and 
failure of automatic Safety Injection (SI). 

EXPECTED ACTION/RESPONSE: 

Step 10 ofVogtle procedure 19020-C, "E-2 FAULTED STEAM GENERATOR ISOLATION," 
reads as follows: 

Align SGSD valves: 
• Place SG Slowdown Isolation Valve handswitches in CLOSE position. 
• Close sample valves: 

HV-9451 (SG 1) 
HV-9452 (SG 2) 
HV-9453 (SG 3) 
HV-9454 (SG 4) 

To correctly perform the second bulleted sub-step, the applicant, as Shift Supervisor (SS), was 
expected to close, or verify .closed, all four steam generator sample valves. 

APPLICANT ACTION/RESPONSE: 

When the applicant reached the second bulleted sub-step of step 10 of 19020-C, the applicant 
directed the Operator at the Controls (OATC) to "check closed HV-9454 for steam generator 
#4." The OATC reported that the valve was closed. The applicant then moved on to step 11 of 
the procedure without verifying or closing the other three valves. 

Following the completion of the simulator scenario, the examiner asked the applicant about how 
the team had performed step 10 of 19020-C. The applicant stated: they had checked steam 
generator #4 because it was the faulted steam generator. The applicant then said, "maybe I 
should have checked all of them." 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to correctly perform bulleted sub-steps in EOPs. 
The applicant made more than one non-critical error associated with this rating factor, and was 
therefore evaluated with a score of "1" for this rating factor. 

CONSEQUENCES: 

The applicant's lack of ability to correctly perform procedural steps when performing EOPs 
could have potentially resulted in incorrect action being performed, or potentially incorrect 
procedural transitions to be made. 



CROSS REFERENCE: 

2. c. Procedures - Correct Use [continued from previous page] 

KIA: 040AG2.1 .20 (4.6/4.6) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

3. b. Control Board Operations - Understanding 

SCENARIO/EVENT: 

Scenario 1 / Event 6,7, and 8: Rod H8 ejected from the core, which caused a Loss-of-Coolant
Accident (LOCA) with failure of the reactor to auto trip. 

EXPECTED ACTION/RESPONSE: 

The purpose statement of 17009-1, "Annunciator Response Procedures for ALB 09 on Panel 
1C1 on MCB," states, in part: " ... Alarms on this panel should not be acknowledged until the 
operator is aware of the first to occur." After completing the immediate operator actions of 
19000-C, "REACTOR TRIP OR SAFETY INJECTION," the applicant, as operator at the controls 
(OATC), was expected to be aware of the first alarm (as shown by flashing indication) before 
silencing/acknowledging the alarm panel. In this case, due to the failure of the reactor to 
automatically trip, the operator was expected to recognize that alarm ALB09-E04, "OVERTEMP 
~ T REACTOR TRIP" was the first to annunciate. 

APPLICANT ACTION/RESPONSE: 

After completing immediate operator actions, the applicant, as OATC, pOinted to annunciator 
ALB09-E01, "MANUAL REACTOR TRIP." The applicant stated, "manual trip." The alarm was 
then silenced/acknowledged. 

Following the completion of the simulator scenario, the examiner asked the applicant which 
annunciator had been the first "first out" annunciator. The applicant stated, "manual trip was the 
first out. n Because the OVERTEMP ~ T REACTOR TRIP alarm was still flashing, the examiner 
asked if there were any other alarms flashing. The applicant looked and stated, "yes, 0-T -delta
T was also flashing ... I should have used that one rather than the manual trip." The examiner 
asked the applicant if the reactor had automatically tripped. The applicant stated, "no, the 
reactor was manually tripped." The examiner asked if the applicant had notified the SS. The 
applicant stated, "no, during the scenario I did not know an auto reactor trip did not occur." 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to evaluate plant performance and make 
operational judgments based on operating characteristics, reactor behavior, and instrument 
interpretation, as related to an automatic reactor trip malfunction. The applicant made one non
critical errors associated with this rating factor, and was therefore evaluated with a score of "2" 
for this rating factor. 

CONSEQUENCES: 

The applicant's lack of ability to understand annunciator indications of an automatic reactor trip 
malfunction could have potentially resulted in incorrect Emergency plan declarations. 



CROSS REFERENCE: 

3. b. Control Board Operations - Understanding [continued from previous page] 

KIA: 007EA2.05 (3.4/3.9) and 007EG2.1 .7 (4.4/4.7) 

10CFR55.45(a)(3): Identify annunciators and condition-indicating signals and perform 
appropriate remedial actions where appropriate. 



CROSS REFERENCE: 

4. a. Communications - Clarity 

SCENARIO/EVENT: 

Scenario 5 / Event 6: Loss of Auxiliary Component Cooling Water (ACCW) to Reactor Coolant 
Pump (RCP) #4, which resulted in a RCP trip setpoint being exceeded. 

EXPECTED ACTION/RESPONSE: 

As part of the design of the scenario, the crew received a phone call from the Operations 
Manager directing them to perform a manual reactor trip. After receiving this call, the applicant, 
as Shift Supervisor (SS), was expected to provide a clear direction to the Operator-At-The
Controls (OATC) to manually trip the reactor and perform immediate operator actions. 

APPLICANT ACTION/RESPONSE: 

The applicant received the phone call from the Operations Manager, and then conducted an 
"update" to inform the team that they had been directed to trip the reactor. After ending the 
"update," the applicant stated: now we'll need to trip the reactor. The OATC stated: give me the 
direction. At that point, the applicant stated: [name of OATC], manually trip the reactor. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to clearly communicate important direction to the 
operations team, specifically in that it required prompting by the OATC to give direction to trip 
the reactor. The applicant made one non-critical error associated with this rating factor, and 
was therefore evaluated with a score of "2" for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to clearly communicate directives aloud to 
the operating crew could have potentially resulted in incorrect actions being performed by the 
crew. 

KIA: G2.1 .9 (2.9/4.5) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

4. b. Communications - Crew & Others Informed 

SCENARIO/EVENT: 

Scenario 51 Event 7,8,9: A steam line break developed on Steam Generator (S/G) #4 inside 
containment, with a failure of both trains of steam line isolation (SU) to automatically isolate and 
failure of automatic Safety Injection (SI). 

EXPECTED ACTION/RESPONSE: 

Section 3.7, "NOTES AND CAUTIONS," of 10020-C, nEOP AND AOP RULES OF USAGE," 
reads as follows: "All NOTES and CAUTIONS shall be reviewed by the Shift Supervisor. Those 
NOTES or CAUTIONS that are pertinent to the evolution in progress shall be read aloud to the 
operating crew." In accordance with this requirement, after transitioning to 19020-C, "E-2 
FAULTED STEAM GENERATOR ISOLATION," the Shift Supervisor (SS) was expected to read 
aloud the CAUTION statement that precedes step 3 of 19020-C. This CAUTION statement 
reads: "At least one SG should be maintained available for RCS Cooldown." 

APPLICANT ACTION/RESPONSE: 

After completing step 2 of 19020-C, the applicant, as SS, directed step 3 to be performed 
without reading the CAUTION statement preceeding step 3. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement station requirements for verbal 
communications when performing procedures, as related to EOP CAUTION statements. The 
applicant made two non-critical errors associated with this rating factor, and was therefore 
evaluated with a score of "1" for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to communicate CAUTION statements aloud 
to the operating crew could have potentially resulted in incorrect actions being performed by the 
crew. 

KIA: 040AG2.1 .38 (3.7/3.8) and 040AG2.4.14 (3.8/4.5) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

4. b. Communications - Crew & Others Informed 

SCENARIO/EVENT: 

Scenario 4 1 Events 6-10: During power ascension, Main Feed Pump (MFPT) Train A will 
develop a sheared shaft, resulting in a loss of all feedwater. The reactor will fail to automatically 
trip, and will not manually trip, causing an Anticipated Transient Without Trip (A TWT) condition. 

EXPECTED ACTION/RESPONSE: 

Section 3.7, "NOTES AND CAUTIONS," of 10020-C, "EOP AND AOP RULES OF USAGE," 
reads as follows: "All NOTES and CAUTIONS shall be reviewed by the Shift Supervisor. Those 
NOTES or CAUTIONS that are pertinent to the evolution in progress shall be read aloud to the 
operating crew." In accordance with this requirement, after completing the immediate operator 
actions of 19211-C, "FR-S.1 RESPONSE TO NUCLEAR POWER GENERATION/ATWT," the 
Shift Supervisor (SS) was expected to read aloud the CAUTION statement that precedes step 1 
of 19211-C. This CAUTION statement reads: "RCPs should not be tripped with Reactor Power 
greater than 5%." 

APPLICANT ACTION/RESPONSE: 

After the immediate operator actions of 19211-C were reported to be complete, the applicant, as 
SS, directed step 1 to be performed without reading the CAUTION statement preceding step 1. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement station requirements for verbal 
communications when performing procedures, as related to EOP CAUTION statements. The 
applicant made two non-critical errors associated with this rating factor, and was therefore 
evaluated with a score of .. 1" for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to communicate CAUTION statements aloud 
to the operating crew could have potentially resulted in incorrect actions being performed by the 
crew. 

KIA: 029EGG2.1.38 (3.7/3.8) and 029EG2.4.14 (3.8/4 .5) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

4. c. Communications - Receive Information 

SCENARIO/EVENT: 

Scenario 4/ Event 4: Controlling Pressurizer (PZR) level channel 1 L T-0459 failed high. 

EXPECTED ACTION/RESPONSE: 

Step 07. of 18001-C, "SYSTEMS INSTRUMENTATION MALFUNCTION," directs the operators 
to check: "PRZR level controlling channel- FAILED LOW." When performing this step, the 
applicant, as Shift Supervisor (SS), was expected to verify with the board operators that level 
channel L T -0459 had failed high, and continue as required by the procedure. 

APPLICANT ACTION/RESPONSE: 

At step 07, the applicant, as Shift Supervisor (SS), asked the Unit Operator (UO) if the 
pressurizer level controlling channel was failed low. The UO replied: LT-459 failed high. The 
SS stated: level channel failed low; and drew a down arrow on the procedure page to continue 
with the steps in the AER column. However, the UO corrected the SS and stated: no, L T -459 
failed high, not low. The SS then corrected the error and continued with the RNO column of the 
procedure. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement station requirements for verbal 
communications when performing procedures, specifically in that the applicant did not correctly 
communicate (receive) a report on plant status. The applicant made more than one non-critical 
error associated with this rating factor, and was therefore evaluated with a score of "1" for this 
rating factor. 

CONSEQUENCES: The applicant's lack of ability to correctly communicate could have 
potentially resulted in incorrect actions being performed by the crew. 

KIA: 028AG2.1.17 (3.9/4.0) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



03-2 

CROSS REFERENCE: 

4. c. Communications - Receive Information 

SCENARIO/EVENT: 

Scenario 5 / Event 2: '8' train Nuclear Service Cooling Water (NSCW) pump #4 tripped due to 
locked rotor. 

EXPECTED ACTION/RESPONSE: 

Steps 3.3.1 .8 and 3.3.1.9 of 1 OOOO-C, "OPERATIONS ADMINISTRATIVE CONTROLS," provide 
detailed guidance on Vogtle operations department expectations for verbal communications for 
on-shift operators. Specifically, step 3.3.1.8 reads, in part: "Three way closed loop 
communications are essential to the safe and efficient operation. [ .. . ] Using informal or vague 
communications can potentially result in a breakdown in understanding between individuals. 
When relating numerical values to another individual, provide a specific value or clearly state 
the provided value is an approximation. Trend information may also be relevant." In accordance 
with the above guidance, the applicant was expected to correctly perform three-way closed loop 
communications with other operating team members. 

APPLICANT ACTION/RESPONSE: 

A substep of step 11 of 18021-C, "LOSS OF NUCLEAR SERVICE COOLING WATER 
SYSTEM," directs the operators to check NSCW supply header temperature computer 
indication (TE-1643) less than 90 of. The Unit Operator (UO) reported to the applicant, as Shift 
Supervisor (SS), that TE-1643 was 79.9 degrees. The applicant stated: "70.9 degrees." The 
UO replied: "correct." 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement station requirements for verbal 
communications when performing procedures, specifically in that the applicant did not correctly 
communicate (receive) a provided numerical value. The applicant made more than one non
critical error associated with this rating factor, and was therefore evaluated with a score of "1 n 

for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to correctly communicate involving numerical 
parameters could have potentially resulted in incorrect actions being performed by the crew. 

KIA: 062AG2.1.17 (3.9/4.0) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

4. c. Communications - Receive Information 

SCENARIO/EVENT: 

Scenario 51 Event 7,8, 9: A steam line break developed on Steam Generator (S/G) #4 inside 
containment, with a failure of both trains of steam line isolation (SU) to automatically isolate and 
failure of automatic Safety Injection (SI). 

EXPECTED ACTION/RESPONSE: 

Steps 3.3.1.8 and 3.3.1.9 of 1 OOOO-C, "OPERATIONS ADMINISTRATIVE CONTROLS," provide 
detailed guidance on Vogtle operations department expectations for verbal communications for 
on-shift operators. Specifically, step 3.3.1 .8 reads, in part: "Three way closed loop 
communications are essential to the safe and efficient operation. [ ... ] Using informal or vague 
communications can potentially result in a breakdown in understanding between individuals. 
When relating numerical values to another individual, provide a specific value or clearly state 
the provided value is an approximation. Trend information may also be relevant." In accordance 
with the above guidance, the applicant was expected to correctly perform three-way closed loop 
communications with other operating team members. 

APPLICANT ACTION/RESPONSE: 

Step 9 of 19000-C, "REACTOR TRIP OR SAFETY INJECTION," directs the operators to check 
RCS temperature stable at or trending to 557 OF. The operator at the controls (OATC) reported 
to the applicant, as Shift Supervisor (SS), that ReS cold leg temperatures were: "464 degrees 
and not stable at or trending to." The applicant responded: "564 degrees and stable." The 
OATC replied: "correct." 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement station requirements for verbal 
communications when performing procedures, specifically in that the applicant did not correctly 
communicate (receive) a provided numerical value. The applicant made more than one non
critical error associated with this rating factor, and was therefore evaluated with a score of "1" 
for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to correctly communicate involving numerical 
parameters could have potentially resulted in incorrect actions being performed by the crew. 

KIA: 007EG2.1.17 (3.9/4.0) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

4. c. Communications - Receive Information 

SCENARIO/EVENT: 

Scenario 4/ Event 5: PT-507 Steam Header Pressure Transmitter failed downscale low. 

EXPECTED ACTION/RESPONSE: 

Steps 3.3.1.8 and 3.3.1.9 of 10000-C, "OPERATIONS ADMINISTRATIVE CONTROLS," provide 
detailed guidance on Vogtle operations department expectations for verbal communications for 
on-shift operators. Specifically, step 3.3.1.8 reads, in part: "Three way closed loop 
communications are essential to the safe and efficient operation. [ ... ] Using informal or vague 
communications can potentially result in a breakdown in understanding between individuals. 
When relating numerical values to another individual, provide a specific value or clearly state 
the provided value is an approximation. Trend information may also be relevant." In accordance 
with the above guidance, the applicant was expected to correctly perform three-way closed loop 
communications with other operating team members. 

APPLICANT ACTION/RESPONSE: 

Step E4 RNO of 18016-C reads as follows: "Adjust MFPT speed as necessary to maintain MFP 
discharge pressure/SG pressure differential between 100 and 225 psig." The applicant, as Shift 
Supervisor (SS), gave this direction to the Unit Operator (UO) by reading the step aloud word
for-word as written. The UO began to repeat-back the direction, then stopped and asked the 
applicant: "what was the band?" The applicant re-read the step aloud word-for-word as written. 
The UO responded: "maintain between 150 and 205 pounds." The applicant replied: "that's 
correct." 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement station requirements for verbal 
communications when performing procedures, specifically in that the applicant did not correctly 
communicate (receive) a provided numerical value. The applicant made more than one non
critical error associated with this rating factor, and was therefore evaluated with a score of "1" 
for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to correctly communicate involving numerical 
parameters could have potentially resulted in incorrect actions being performed by the crew. 

KIA: 054AG2.1.17 (3.9/4.0) 

10CFRSS.4S(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

5. b. Directing Operations - Oversight 

SCENARIO/EVENT: 

Scenario 5 I Event 3: Pressurizer Heater Group "A" tripped. 

EXPECTED ACTION/RESPONSE: 

During this scenario, the crew was operating the plant in MODE 2 conditions with motor-driven 
auxiliary feed water (AFW) pumps providing feed flow to maintain steam generator (S/G) water 
levels using manually-operated feed regulating valves. Step 6.29.2 of NMP-OS-007-001 , 
"Conduct of Operations Standards and Expectations," lists several requirements for operating 
with controls in manual: 

In all cases, when manual operations are required, the following guidance shall be used: 

• Before placing controls in manual, the operator determines the parameter to be 
controlled and the controlling band for this parameter, reviews expected system 
response, and establishes contingencies for potential off-normal events due to the 
controller being in manual whenever practicable and as time allows. 

• An operator monitors the system for proper response during and after the transfer. 
• While in manual, the controlled parameter should be maintained as close as practical to 

the expected automatic value (within the controlling band, if previously established). 

Therefore, in accordance with the above requirements, the operating team was expected to be 
able to maintain S/G levels within the normal operating band of approximately 60-70% narrow 
range level. The applicant, as Shift Supervisor (S8), was expected to be able to provide an 
appropriate amount of direction and guidance to facilitate crew performance; including reviewing 
expected system response, and establishing contingencies. 

APPLICANT ACTION/RESPONSE: 

The operations team began the scenario with reactor power at 2 X 10-3 %, S/G levels at 
approximately 65% and slightly increasing, and with AFW flow rates of approximately 90 gpm to 
each S/G. After the team established reactor power above the point-of-adding-heat (POAH), 
the increased heat loads and steam dump modulation caused S/G levels to begin to trend 
down. The applicant, as SS, did not provide guidance to the operations team to address this 
condition. Approximately 25 minutes after reaching the POAH, the operations team began to 
receive "STM GEN HI/LO LVL DEVIATION" alarms until all four generators were in alarm (with 
levels approximately 60% level and decreasing). When the Unit Operator (UO) notified the 
applicant that the UO would be raising AFW flow rates to compensate for the level deviations, 
the applicant stated: make your adjustments as necessary. The UO raised AFW flow rates to 
approximately 190 gpm to each S/G over a three-minute period of time, S/G levels stabilized 
and began to rise, and the level deviation alarms cleared. Approximately 30 minutes later, all 
four "STM GEN HI/LO LVL DEVIATION" alarms came in (with levels approximately 70% and 
increasing). No further AFW throttling occurred, and the SS applicant had not provided any 
further guidance to the team concerning S/G levels. At this time, the applicant directed the UO 
to "reduce aux feed water flow." The UO lowered AFW flow rates to approximately 90 gpm to 



CROSS REFERENCE: 

5. b. Directing Operations - Oversight [continued from previous page] 

APPLICANT ACTION/RESPONSE: [continued from previous page] 

each S/G, and S/G levels started to lower at approximately the same rate as before. The 
applicant did not provide further guidance to the UO concerning S/G level control until the team 
entered the Emergency Operating Procedures (EOP) network. Later in the scenario, the 
operations team secured Rep #4, which caused S/G #4 level to stabilize and then to start 
increasing slowly. At the time of the plant triplmajor transient, the other three S/G levels were 
61 %, 63%, and 63% narrow range and decreasing. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement station requirements for providing 
direction to the operations team concerning S/G level control with AFW in manual. The 
applicant made two non-critical errors associated with this rating factor, and was therefore 
evaluated with a score of "1D for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to manage the control room crew during plant 
transients, and lack of ability to direct personnel activities inside the control room, resulted in an 
unnecessary plant S/G level transient which could have potentially resulted in an unnecessary 
plant trip if left uncorrected. 

KIA: 061G2.1 .6 (3.8/4 .8) and 061G2.1 .9 (2 .9/4.5) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



APPLICANT DOCKET NUMBE 
CROSS REFERENCE: 

5. b. Directing Operations - Oversight 

SCENARIO/EVENT: 

Scenario 41 Event 3: In the process of continuing the power ascension, Volume Control Tank 
(VCT) Level Transmitter L T -112 failed high. 

EXPECTED ACTION/RESPONSE: 

During this scenario, the operating crew was expected to properly operate VCT level in manual 
following the failure of VCT level transmitter LT-112. Step 6.29.2 of NMP-OS-007-001, 
"Conduct of Operations Standards and Expectations," lists several requirements for operating 
with controls in manual: 

In all cases, when manual operations are required, the following guidance shall be used: 

• Before placing controls in manual, the operator determines the parameter to be 
controlled and the controlling band for this parameter, reviews expected system 
response, and establishes contingencies for potential off-normal events due to the 
controller being in manual whenever practicable and as time allows. 

• An operator monitors the system for proper response during and after the transfer. 
• While in manual, the controlled parameter should be maintained as close as practical to 

the expected automatic value (within the controlling band, if previously established). 

Therefore, in accordance with the above requirements, the operating team was expected to be 
able to maintain VCT levels within the normal operating band of approximately 30-50%. The 
applicant, as Shift Supervisor (SS), was expected to be able to provide an appropriate amount 
of direction and guidance to facilitate crew performance; including reviewing expected system 
response, and establishing contingencies. 

APPLICANT ACTION/RESPONSE: 

When the VCT HI/LO LEVEL alarm was received, the applicant, as Shift Supervisor (SS), 
directed the operator at the controls (OATC) to reference the appropriate ARP. In accordance 
with the ARP, the team placed valve 1 HS-112A to the VCT position. The OATC then reminded 
the applicant that makeup was aligned for frequent dilutions, and asked if the applicant wanted 
to get back to an automatic line up. The applicant agreed, and directed to OATC to "restore 
automatic makeup control." The OA TC acknowledged the order, and began to perform steps 
from section 4.1, "AUTOMATIC MAKEUP," of procedure 13009-1. In accordance with the ARP 
step listed above, the applicant then verified with the Unit Operator (UO) that there were no 
signs of charging pump cavitation, and then made a phone call to notify maintenance of the L T-
112 failure. Approximately 8 minutes after the failure, the OATC notified the applicant that "VCT 
makeup control [was] in automatic." The applicant then held a crew brief, stated that VCT 
makeup had been restored to automatic, and stated that the main concern was to continue to 
monitor the NCP (Normal Charging Pump) for cavitation. At this point, the UO stated that 
automatic makeup was not available due to the L T -112 instrument failure. The applicant and 
OATC agreed with the UO. After ending the brief, the applicant began to look back at the ARP 
and various AOPs to determine a course of action. The examiners allowed approximately 16 
minutes to elapse before moving on to the next event. During this time, the applicant did not 



ES-303 

CROSS REFERENCE: 

5. b. Directing Operations - Oversight [continued from previous page] 

APPLICANT ACTION/RESPONSE: [continued from previous page] 

give any further direction to the OATC concerning the makeup alignment. Following the 
completion of the simulator scenario, the examiner asked the applicant, after all the discussions, 
what was the final direction to the team concerning VCT level? The applicant stated: there was 
none. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to implement station requirements for providing 
direction to the operations team to control VCT level in manual. The applicant made two non
critical errors associated with this rating factor, and was therefore evaluated with a score of "1" 
for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to manage the control room crew during plant 
transients, and lack of ability to direct personnel activities inside the control room, could have 
resulted in an unnecessary plant transient due to the lack of oversight and guidance provided by 
the SS in the command function. 

KIA: 004A2.18 (3.1/3.1) and 004G2.1.9 (2.9/4.5) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



APPLICANT 
CROSS REFERENCE: 

5. d. Directing Operations - Monitor Crew Activities 

SCENARIO/EVENT: 

Scenario No. 4/ Event NO.2: Reactor Power Ascension from 33% RTP to 100% RTP. 

EXPECTED ACTION/RESPONSE: 

The applicant, as the Shift Supervisor (SS), was expected to ensure that the Unit Operator (UO) 
correctly manipulated the main turbine controls in an accurate manner to increase turbine load 
10 megawatts electrical (MWe) per procedure 13800-1, Main Turbine Operation, step 4.2.1.2. 
Specifically, the UO was expected to use the Load Increase pushbutton to raise the Load Set to 
a value approximately 10 MWe above the initial load of 334 MWe. When turbine load had 
increased approximately 10 MWe, the UO was expected to stop the load increase by slowly 
bumping the Load Set down until the AT SET LOAD light was LIT and the LOAD INCREASING 
light was NOT LIT. 

APPLICANT ACTION/RESPONSE: 

The applicant, as SS, asked the UO, "do you want to look at the turbine procedure before we 
start [raising load]?" The UO replied in the affirmative and began to read through procedure 
13800-1. After the UO completed a dilution, the applicant directed him to, "start with 10 
MegaWatts, we'll see what we get." At this point, the UO raised turbine load approximately 10 
MWe and then attempted to stop the load increase by slowly bumping the Load Set down until 
the AT SET LOAD light was LIT and the LOAD INCREASING light was NOT LIT. However, the 
UO reduced load to approximately 336 MWe and reported to the SS that, "my finger got too 
heavy on the stop button." Actual load increase was approximately 2 MWe. The applicant, as 
SS, again directed the UO to increase load approximately 10 MWe. The UO raised load 
approximately 10 MWe from 336 MWe, but again reduced load to approximately 336 MWe while 
attempting to stabilize load. During this second attempt, the applicant did not supervise the UO 
to ensure correct operation of the control boards. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to direct personnel activities inside the control room. 
Specifically, in failing to ensure that the UO was properly operating the main turbine controls to 
change turbine load as directed. The applicant made one non-critical error associated with this 
rating factor, and was therefore evaluated with a score of "2" for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to ensure correct operation of main turbine 
controls could potentially lead to uncontrolled secondary plant transients, including the potential 
for load swings and potential reactivity excursions. 

KIA: G2.1 .9 (2.9/4.5) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 



CROSS REFERENCE: 

6. a. Technical Specifications - Recognize and Locate 

SCENARIO/EVENT: 

Scenario 4/ Event 4: Controlling PZR level channel 1 LT-0459 failed high. 

EXPECTED ACTION/RESPONSE: 

During this scenario, the applicant, as Shift Supervisor (SS), was expected to enter LCO 3.3.1, 
Reactor Trip System (RTS) Instrumentation, Condition M, for Function 9 (PZR Water Level -
High); and LCO 3.3.4, Remote Shutdown System, Condition A, for Function 8 (PZR Level). The 
applicant was expected to recognize that entry into LCO 3.3.3, Post Accident Monitoring (PAM) 
Instrumentation, was not required. 

APPLICANT ACTION/RESPONSE: 

During post-scenario follow-up questions to cover technical specifications, the applicant, as Shift 
Supervisor (SS), stated that entry into LCO 3.3.3 Condition A and B, for Function 6 Pressurizer 
Level, was required due to the failure of LT-0459. However, TS basis for LCO 3.3.3 states that 
Function 6 is satisfied by either LT-459, -460, or -461 ; and TS Table 3.3.3-1 states that two 
channels are required to satisfy the requirements for Function 6. Therefore, entry into LCO 
3.3.3 was not require in this case. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of knowledge of limiting conditions for operations, and a lack 
of knowledge of the bases in Technical Specifications for limiting conditions for operations, as 
related to a PZR level channel failure. The applicant made one non-critical error associated 
with this rating factor, and was therefore evaluated with a score of "2" for this rating factor. 

CONSEQUENCES: The applicant's lack of ability to correctly apply Technical Specifications 
could potentially lead to operation outside the licensed basis of the reactor plant. 

KIA: 028AG2.2.22 (4.0/4.7) and 028AG2.2.25 (3.2/4.2) 

10CFR55.45(a)(13): Demonstrate the applicant's ability to function within the control room team 
as appropriate to the assigned position, in such a way that the facility licensee's procedures are 
adhered to and that the limitations in its license and amendments are not violated. 
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CROSS REFERENCE: 

Administrative JPM "dO 

JPMITASK: 

Lifesaving in Emergency Conditions 

EXPECTED ACTION/RESPONSE: 

The applicant, as Emergency Director (ED), was expected to correctly complete Data Sheet #1, 
"Permit for Emergency Radiation Exposure," ofVogtle procedure 91301-C, "EMERGENCY 
EXPOSURE GUIDELINES." After calculating the projected (Le., estimated) dose to the rescuer 
of 40 REM, the applicant was expected to correctly determine that the Total Effective Dose 
Equivalent (TEDE) Dose Limit for the given situation (lifesaving) was >25 REM, in accordance 
with Table 1, "Emergency Exposure Guidelines," of this procedure. The applicant was expected 
to enter ">25" in the portion of Data Sheet #1 that reads as follows: "DOSE LIMITS: 
~ ____ ~ REM TEDE." Correctly completing the "DOSE LIMITS" section of Data Sheet 
#1 was a critical step in the JPM. 

APPLICANT ACTION/RESPONSE: 

The applicant filled in Data Sheet #1 as follows: "DOSE LIMITS: __ -:..40:...-___ REM." 

During the post-JPM discussion, the applicant stated that dose limits of greater than 25 rem 
applied because the situation was lifesaving. The examiner pointed out that the applicant had 
filled in Data Sheet #1 with 40 REM as the dose limit. The examiner then asked the applicant, if 
the rescuer hypothetically received more than 40 REM during the lifesaving rescue, did the 
rescuer violate the dose limits? The applicant stated that more than 40 would be in excess of 
the permit dose limits. The applicant did not correctly perform a critical step of the JPM; 
therefore, the applicant did not successfully complete the JPM. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant demonstrated a lack of ability to take actions called for in the facility emergency 
plan, including supporting or acting as emergency director if required (KIA G2.4.38), and a lack 
of knowledge of radiation exposure limits under normal or emergency conditions (KIA G2.3.4). 



CROSS REFERENCE: 

Simulator JPM "f 

JPMITASK: 

DG Parallel Operation with voltage regulator failure 

EXPECTED ACTION/RESPONSE: 

The applicant was directed to parallel DG-1A to 1AA02 and raise DG-1A load to 7000kW. At 
step 4.2.1.8, the applicant was expected to select the highest 1AA02 4160V Bus voltage by 
moving the "Normal Incoming Voltmeter Switch" through all positions to identify the highest 
voltage. At step 4.2.1.11 , the applicant was expected to check the synch scope rotating and 
apply the notes prior to this step to adjust DG speed slightly in order to acquire sync scope 
rotation and then adjust DG voltage in step 4.2.1.12. At step 4.2.1.20, the applicant was 
expected to initially load the DIG to 3000 kW per the note prior to the step that states "It is highly 
desirable to initially load the DG to 3000kW and maintain the load until cylinder exhaust 
temperatures stabilize or 15 minutes". 

APPLICANT ACTION/RESPONSE: 

At step 4.2.1.8, the applicant used the incorrect "Bus Voltage" switch and obtained the highest 
Bus Voltage instead of using the "Normal Incoming Voltage" switch to obtain the highest Normal 
Incoming Voltage as required by the step. At step 4.2.1.12, the applicant applied the notes prior 
to step 4.2.1.11 and attempted to adjust DG voltage by adjusting DG speed. The applicant 
recognized that adjusting DG speed was having no affect on DG voltage. At step 4.2.1.20, the 
applicant initially loaded the DIG to 21 OOkW and waited for 5 minutes. The applicant then 
requested to increase the DG load to 3000kW to meet the note. A follow up question was asked 
as to why the applicant loaded the DIG to 2100 kW. The applicant referenced step 4.2.-1.20 that 
states to "adjust DG load to 2100 to 7000kW" and one of the five bulleted notes prior to step 
4.2.1.20 that states "The DG should be loaded in increments of approximately 1000kW and 
500kVAR in time increments of approximately 5 minutes between load changes". The failure to 
perform this step was not critical; therefore, the applicant received a grade of satisfactory on this 
JPM. 

LACK OF ABILlTYIKNOWLEDGE: 

The applicant demonstrated a lack of ability to implement plant procedure. Specifically, the 
applicant did not take the necessary actions to ensure that the DIG is operated within the 
desired plant parameters (KIA 064A4.06). 



CROSS REFERENCE: 

In-plant JPM "{ 

JPMlTASK: 

Response to the Inability to Reset or Block 51 

EXPECTED ACTION/RESPONSE: 

The applicant was expected to reset the safety injection (SI) signal on Unit 2 Train A using 
19011-C, "ES-1.1 SI TERMINATION," Attachment 0, "Response to Inadvertent SI and Inability 
to Reset or Block SI." Specifically, per step 2 of Attachment 0, the applicant was expected to 
de-energize the Top and Bottom 48 VDC power supplies for the Train A SSPS Logic Cabinet by 
placing only the 48 VDC ON/OFF switches to the OFF position. The Top power supply is panel 
number 2374A07G01 and the Bottom power supply is panel number 2384A38G01. 

APPLICANT ACTION/RESPONSE: 

On the Top power supply panel, the applicant placed both the 48 VDC and the 15 VDC ON/OFF 
switches to the OFF position. The applicant identified the error and stated that it would not 
matter if the 15 VDC ON/OFF switches on both the Top and Bottom power supplies were placed 
in the OFF position. The applicant successfully completed the remaining steps in the JPM. 

After the applicant completed Attachment 0, the applicant stated he would check if SI had reset 
and he would place the 15 VDC ON/OFF switches on both the Top and Bottom power supplies 
in the ON position, if needed. 

PlaCing only the 48 VDC ON/OFF switch to the OFF position was a critical step; therefore the 
applicanfs performance was rated as unsatisfactory for this JPM. 

LACK OF ABILITY/KNOWLEDGE: 

The applicant displayed a lack of ability to manually operate and/or monitor resetting of 
engineered safety features actuation system (ESFAS) channels in the control room (KIA 
013A4.02). Specifically, the applicant placed both the 48 VDC and the 15 VDC ON/OFF 
switches to the OFF position. 



CROSS REFERENCE: 

3. a Control Board Operations - Locate & Manipulate 

SCENARIO/EVENT: 

Scenario No.4 I Event NO.2: Reactor Power Ascension from 33% RTP to 100% RTP. 

EXPECTED ACTION/RESPONSE: 

The applicant, as the Unit Operator (UO), was expected to manipulate the turbine controls in an 
accurate manner to increase turbine load 10 megawatts electrical (MWe) per procedure 13800-
1, "Main Turbine Operation, n Step 4.2.1.2. Specifically, the applicant was expected to use the 
Load Increase pushbutton to raise the Load Set to a value approximately 10 MWe above the 
current load of 334 MWe. The applicant was further expected to observe the LOAD 
INCREASING light was LIT and report turbine load increasing to the Shift Supervisor (SS). 
When turbine load had increased approximately 10 MWe, the applicant was expected to stop 
the load increase by slowly bumping the Load Set down until the AT SET LOAD light was LIT 
and the LOAD INCREASING light was NOT LIT. 

APPLICANT ACTION/RESPONSE: 

The applicant raised turbine load approximately 10 MWe and then attempted to stop the load 
increase by slowly bumping the Load Set down until the AT SET LOAD light was LIT and the 
LOAD INCREASING light was NOT LIT. The applicant reduced load to approximately 336 
MWe and reported that he was "too heavy handed" on stopping the load increase. Actual load 
increase was approximately 2 MWe. The SS again directed the applicant to increase load 
approximately 10 MWe. The applicant raised load approximately 10 MWe from 336 MWe, but 
then again reduced load to approximately 336 MWe while stopping the load increase. 

The operator at the controls (OA TC) recommended placing the turbine on the Load Limit and 
using Load Limit potentiometer to raise turbine load. The SS agreed and directed the applicant 
to raise turbine load using the Load Limit potentiometer. The applicant adjusted the 
potentiometer and raised turbine load from 336 MWe to approximately 344 MWe. 

Because the applicant made one error related to this rating factor (RF) and the error was not 
related to a critical task, the received an RF score of "2. n 

LACK OF ABILITY/KNOWLEDGE: 

The applicant's score was downgraded to a "2" for this competency because he demonstrated a 
weakness in the ability to manipulate console controls as required to operate the facility 
between shutdown and designated power levels (KIA G2.2.2). Specifically, the applicant 
required three attempts to successfully raise turbine load 10 MWe beginning from 334 MWe. 



CROSS REFERENCE: 

3. b Control Board Operations - Understanding 

SCENARIO/EVENT: 

Scenario No.4 I Event No.9: Turbine Driven Auxiliary Feedwater Pump (TDAFWP) Overspeed 
Trip. 

EXPECTED ACTION/RESPONSE: 

The applicant. as the Unit Operator (UO), was expected to correctly reset the TDAFW Pump 
overs peed trip using 13610-1. "Auxiliary Feedwater System." steps 4.4.7.8 through 4.4.7.11. 
Specifically. the applicant was expected to hold the handswitch for TDAWF pump steam 
admission valve. 1-HV-5106. in the Close position while simultaneously opening the Trip and 
Throttle valve using handswitch 1 HS-15111. When the Trip and Throttle valve was fully opened. 
the applicant was expected to release the handswitch for TDAWF pump steam admission valve 
and observe the TDAFW pump increase speed to normal operating parameters. 

APPLICANT ACTION/RESPONSE: 

After releasing the handswitch for TDAWF pump steam admission valve. the applicant reported 
that the TDAFW reset had not been successful. The operator at the controls (OATC). another 
applicant. reported that the TDAFW speed was increasing. The applicant confirmed that 
TDAFW speed was increasing and then established AFW flow to the steam generators per 
procedure 19231-C. Response to Loss of Heat Sink (FR-H.1). 

After the scenario was completed, the applicant was asked why he initially reported that resetting 
the TDAFW pump had not been successful. The applicant stated that he had not waited for the 
TDAFW pump speed to increase. 

Because the applicant made one error related to this rating factor (RF) and the error was not 
related to a critical task. the received an RF score of "2." 

LACK OF ABILITY/KNOWLEDGE: 

The applicant's score was downgraded to a "2" for this competency because he demonstrated a 
weakness in the ability to interpret control room indications to verify the status and operation of 
the TDAFW pump. and understand how operator actions and directives affect plant and system 
conditions (KiA G2.2.44). Specifically. the applicant initially reported that resetting the TDAFW 
pump had not been successful because he did not wait for the TDAFW pump speed to increase 
to normal operating parameters. 



CROSS REFERENCE: 

4. a Communications - Clarity 

SCENARIO/EVENT: 

Scenario No. 41 Event No.5: 1 PT-507 Steam Line Header Pressure Slowly Fails to 0 psig. 

EXPECTED ACTION/RESPONSE: 

The applicant, as the Unit Operator (UO), was expected to communicate in a clear, easily 
understood manner by using formal 3-way communication per Administrative Procedure 00004-
C, Plant Communications, Section 4.1, Three-Way Communications. Specifically, per Section 
4.1 .3, the applicant, as the sender of the information, was expected to be sure the 
communication was understood and confirm the understanding. The applicant was expected to 
correctly repeat back the directions of the shift supervisor (SS), another applicant, to manually 
control main feedwater pump (MFP) discharge pressure/steam generator (SG) pressure 
differential between 100 and 225 pounds per square inch (psi). 

APPLICANT ACTION/RESPONSE: 

When directed by the SS to manually control MFP discharge pressure/SG pressure differential 
between 100 and 225 psi, the applicant responds was "maintain 150 to 205 psi." The applicant 
was not corrected by SS. 

Since maintaining a MFP discharge pressure/SG pressure differential between 150 to 205 psi 
was sufficient to provide feedwater flow to the SG, the levels in the SGs remained at or near 
their program levels. 

Because the applicant made one error related to this rating factor (RF) and the error was not 
related to a critical task, the received an RF score of "2." 

LACK OF ABILITY/KNOWLEDGE: 

The applicant's score was downgraded to a "2" for this competency because he demonstrated a 
weakness in the knowledge of the station's requirements for verbal communications when 
implementing procedures (KIA G2.1.38). Specifically, the applicant did not correctly repeat back 
the pressure differential band directed by the 5S. 


