UNITED STATES
NUCLEAR REGULATORY COMMISSION
REGION I

2443 WARRENVILLE ROAD, SUITE 210
LISLE, IL 60532-4352

February 7, 2014

Ms. Karen Fili

Site Vice President

Monticello Nuclear Generating Plant
Northern States Power Company, Minnesota
2807 West County Road 75

Monticello, MN 55362-9637

SUBJECT: MONTICELLO NUCLEAR GENERATING PLANT NRC INTEGRATED
AND POWER UPRATE INSPECTION REPORT NOS. 05000263/2013005
AND 07200058/2013001

Dear Ms. Fili:

On December 31, 2013, the U.S. Nuclear Regulatory Commission (NRC) completed an
integrated inspection at your Monticello Nuclear Generating Plant. The enclosed report
documents the inspection findings, which were discussed on January 8, 2014, with you and
other members of your staff.

Three NRC-identified findings of very low safety significance (Green) were identified during this
inspection. Two of the findings were determined to involve violations of NRC requirements.
Further, licensee-identified violations which were determined to be of very low safety
significance are listed in this report. The NRC is treating these violations as non-cited violations
(NCVs) in accordance with Section 2.3.2.a of the NRC Enforcement Policy.

If you contest these NCVs, you should provide a response within 30 days of the date of this
inspection report, with the basis for your denial, to the Nuclear Regulatory Commission, ATTN:
Document Control Desk, Washington, DC 20555-0001, with copies to the Regional
Administrator, - Region IlI; the Director, Office of Enforcement, United States Nuclear
Regulatory Commission, Washington, DC 20555-0001; and the NRC Resident Inspector at
Monticello Nuclear Generating Plant. In addition, if you disagree with a 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 1, and the NRC Resident Inspector at the Monticello Nuclear Generating Plant.

As a result of the Safety Culture Common Language Initiative, the terminology and coding of
cross-cutting aspects were revised beginning in calendar year (CY) 2014. New cross-cutting
aspects identified in CY 2014 will be coded under the latest revision to IMC 0310. Cross-cutting
aspects identified in the last six months of 2013 using the previous terminology will be converted
to the latest revision in accordance with the cross-reference in IMC 0310. The revised
cross-cutting aspects will be evaluated for cross-cutting themes and potential substantive
cross-cutting issues in accordance with IMC 0305 starting with the CY 2014 mid-cycle
assessment review.
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In accordance with 10 CFR 2.390 of the NRC's "Rules of Practice," a copy of this letter and
its enclosure, 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 Agencywide Documents Access and Management System (ADAMS),
accessible from the NRC Web site at http://www.nrc.gov/reading-rm/adams.html (the Public
Electronic Reading Room).

Sincerely,
/RA/

Kenneth Riemer, Branch Chief
Branch 2
Division of Reactor Projects

Docket No. 50-263; 72-058
License No. DPR-22

Enclosure:
IR Nos. 05000263/2013005 and 07200058/2013001;
w/Attachment: Supplemental Information

cc w/encl: Distribution via ListServ™
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SUMMARY OF FINDINGS

Inspection Report (IR) 05000263/2013005; 10/01/2013 - 12/31/2013; Monticello Nuclear
Generating Plant. Post-Maintenance Testing; Surveillance Testing; and Occupational
ALARA Planning and Controls.

This report covers a three-month period of inspection by resident inspectors and announced
baseline inspections by regional inspectors. Three Green findings were identified by the
inspectors. Two of the findings were considered non-cited violations (NCVs) of

NRC regulations. The significance of inspection findings is indicated by their color

(i.e., greater than Green, or Green, White, Yellow, Red) and determined using IMC 0609,
“Significance Determination Process” dated June 2, 2011. Cross-cutting aspects are
determined using IMC 0310, “Components Within the Cross Cutting Areas” dated

October 28, 2011. All violations of NRC requirements are dispositioned in accordance with the
NRC'’s Enforcement Policy dated July 9, 2013. 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.

Cornerstone: Mitigating Systems

e Green. The inspectors identified a finding of very low safety significance and associated
NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,”
when the licensee failed to accomplish activities affecting quality in accordance with
instructions, procedures, or drawings. Specifically, licensee personnel failed to abide by
procedural requirements for pump discharge pressure limitations contained in Procedure
0255-02-111, “SBLC Quarterly Pump and Valve Tests,” when they imprecisely controlled
the 11 standby liquid control (SBLC) flow control valve during the test. This led to the
halting of the SBLC test while the equipment condition was evaluated and resulted in the
validity of the inservice test (IST) data being brought in to question. The licensee
re-performed the test for the 11 SBLC pump; stood down the workers involved;
increased operational oversight of the test; evaluated the condition of the equipment;
performed a human performance event review; and included communication of the error
as part of a site-wide stand down. This issue was entered into the licensee’s corrective
action program (CAP 1401816).

The inspectors determined that the licensee’s failure to abide by SBLC procedural
limitations was a performance deficiency, because it was the result of the failure to meet
the requirements of 10 CFR 50, Appendix B, Criterion V; the cause was reasonably
within the licensee’s ability to foresee and correct; and should have been prevented.
The inspectors screened the performance deficiency per Inspection Manual Chapter
(IMC) 0612, “Power Reactor Inspection Reports,” Appendix B, and determined that the
issue was more than minor because, if left uncorrected, it had the potential to lead to a
more significant safety concern. Specifically, if pressure limitations had been further
exceeded, the discharge relief valve would have lifted, which could result in inoperability
of the 11 SBLC pump until repair or replacement of the relief valve. In addition,
inadequately performing the SBLC surveillance and IST testing could have the potential
to mask degraded conditions associated with the pump. The inspectors applied

IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings
At-Power,” to this finding. The inspectors utilized Exhibit 2, Section A, “Mitigating
Systems,” to screen the finding. The finding was determined to have very low safety
significance because the inspectors answered ‘No’ to all four questions. The inspectors
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determined that the contributing cause that provided the most insight into the
performance deficiency was associated with the cross-cutting area of Human
Performance, having work practices components, and involving aspects associated with
using human error prevention techniques during performance of work activities [H.4(a)].
(Section 1R22)

Cornerstone: Barrier Integrity

Green. The inspectors identified a finding of very low safety significance and a NCV of
Technical Specification (TS) 5.4.1 due to the failure to perform safety-related
maintenance in accordance with documented instructions. Specifically, the improper
control of safety-related maintenance on reactor core isolation cooling (RCIC) injection
check valve AO-13-22 resulted in the injection of seven sticks of a leak sealing
compound (e.g. Furmanite) instead of the maximum four called out in Work Order (WO)
486966. This issue was entered into the licensee’s corrective action program (CAP
1402240). Corrective actions included a site stand down; down-grade of the Furmanite
technician’s leak repair certification, pending investigation and retraining; revise
procedures requiring each Furmanite injection be observed by maintenance supervision;
and development of a fleet procedure/process for oversight of supplemental personnel.

The inspectors determined that the failure to perform safety-related maintenance in
accordance with documented instructions was a performance deficiency requiring
evaluation. The inspectors determined the issue was more than minor because, if left
uncorrected, the failure to follow leak sealant work instructions could lead to more
significant safety concerns. The inspectors assessed the significance of this finding in
accordance with Inspection Manual Chapter (IMC) 0609 and determined that it was of
very low safety significance. The inspectors concluded that this finding was
cross-cutting in the Human Performance, work practices area because of the failure to
ensure supervisory and management oversight of work activities [H.4(c)].

(Section 1R19)

Cornerstone: Occupational Radiation Safety

Green. A finding of very low safety significance was self-revealed due to the licensee
having unplanned and unintended occupational collective radiation dose because of
deficiencies in the licensee’s radiological work planning and work control program.
Specifically, the licensee failed to properly incorporate as-low-as-reasonably-achievable
(ALARA) strategies and insights while planning and executing two work activities during
the refueling outage (RFO) 26. The first was the inservice inspection (ISI) examinations
performed in the drywell. The initial dose estimate for this activity was 7.500
person-rem. However, 13.173 actual person-rem of dose was received. The second
activity was associated with drywell snubber inspection activities within the drywell. The
initial estimate for this activity was 3.600 person-rem. However, 7.243 actual
person-rem of dose was received. These results were caused by poor radiological
planning and work execution of these tasks. The licensee entered this issue into their
CAP as Action Reports 1404210 and 1404244.

The finding was more than minor because it was associated with the program and
process attribute of the Occupation Radiation Safety Cornerstone. Additionally, this
issue affected the cornerstone objective of ensuring the adequate protection of the
workers’ health and safety from exposure to radiation from radioactive material during
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routine civilian nuclear reactor operation. Additionally, the finding is very similar to
Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor Issues,”
Example 6.i. This example provides guidance that an issue is not minor if the actual
collective dose exceeded 5 person-rem and exceeded the planned, intended dose by
more than 50 percent. The inspectors determined that this finding was of very low safety
significance because Monticello Nuclear Generating Plant’s current 3-year rolling
average collective is 110.633 person-rem (2010-2012). This is less than the

240 person-rem/unit referenced within IMC 0609, Appendix C, “Occupational Radiation
Safety Significance Determination Process.” This finding had a cross-cutting aspect in
the area of Human Performance, related to the cross-cutting aspect of work control, in
that the outage plan did not adequately incorporate action to address the impact of work
on different job activities [H.3(b)]. (Section 2RS2)

Violations of very low safety or security significance or Severity Level IV that were
identified by the licensee have been reviewed by the NRC. Corrective actions taken or
planned by the licensee have been entered into the licensee’s corrective action
program (CAP). These violations and CAP tracking numbers are listed in

Section 40A7 of this report.



REPORT DETAILS

Summary of Plant Status

Monticello began the inspection period operating at full power (1775 megawatts thermal (MWH1)).
On December 9, 2013, Amendment 176 was issued to Facility Operating License DPR-22.

The Amendment regards extended power uprate (EPU) and increases the authorized maximum
licensed thermal power level by approximately 13 percent, from the current licensed thermal
power of 1775 MWt to 2004 MWt. On December 13, 2013, power was reduced to
approximately 85 percent power (based on 1775 MWHt) for turbine valve testing and control rod
pattern adjustment for EPU testing. Subsequent to these activities, the plant was restored to its
previously licensed thermal power limit of approximately 1775 MWt (88.5 percent of new

2004 MWt limit). Extended power uprate testing activities recommenced on

December 30, 2013, with power increased to approximately 102.5 percent of the previously
licensed 1775 MWt limit (91 percent of 2004 MWHt).

1. REACTOR SAFETY

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

1R01 Adverse Weather Protection (71111.01)

.1 Winter Seasonal Readiness Preparations

a. Inspection Scope

The inspectors conducted a review of the licensee’s preparations for winter conditions to
verify that the plant’s design features and implementation of procedures were sufficient
to protect mitigating systems from the effects of adverse weather. The inspection
focused on Abnormal Procedure C.4-B.08.03.A, “Loss of Heating Boiler,” and risk
significant systems protected by that procedure. Documentation for selected
risk-significant systems was reviewed to ensure that these systems would remain
functional when challenged by inclement weather. 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
Updated Safety Analysis Report (USAR) and performance requirements for systems
selected for inspection, and verified that operator actions were appropriate as specified
by plant specific procedures. Cold weather protection, such as heat tracing and area
heaters, was verified to be in operation where applicable. The inspectors also reviewed
CAP items to verify that the licensee was identifying adverse weather issues at an
appropriate threshold and entering them into their CAP in accordance with station
corrective action procedures. Documents reviewed are listed in the Attachment to this
report. The inspectors’ reviews focused specifically on the following plant systems due
to their risk significance or susceptibility to cold weather issues:

Emergency service water (ESW);
. Plant heating boiler; and
. Intake structure traveling screens.



This inspection constituted one winter seasonal readiness preparations sample as
defined in Inspection Procedure (IP) 71111.01-05.

. Findings

No findings were identified.

1R04 Equipment Alignment (71111.04)

Quarterly Partial System Walkdowns (71111.04Q)

Inspection Scope

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

. Emergency filtration train (EFT) and control room ventilation (CRV) train
‘B’ during train ‘A’ maintenance window;

. Service water radiation monitors due to major loss of assessment capability, if
unavailable greater than 15 minutes; and

o 11 emergency diesel generator (EDG) during 12 EDG work window.

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, USAR, 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 three partial system walkdown samples as defined in
IP 71111.04-05.

. Findings

No findings were identified.

Semi-Annual Complete System Walkdown (71111.04S)

Inspection Scope

On November 26, 2013, the inspectors performed a complete system alignment
inspection of the EDG-ESW system to verify the functional capability of the system. This
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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 lineups; electrical power
availability; system pressure and temperature indications, as appropriate; component
labeling; component lubrication; component and equipment cooling; hangers and
supports; operability of support systems; and to ensure that ancillary equipment or
debris did not interfere with equipment operation. A review of a sample of past and
outstanding WOs was performed to determine whether any deficiencies significantly
affected the system function. In addition, the inspectors reviewed the CAP database to
ensure that system equipment alignment problems were being identified and
appropriately resolved. Documents reviewed are listed in the Attachment to this report.

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

. Findings

No findings were identified.
1R05 Fire Protection (71111.05)

Routine Resident Inspector Tours (71111.05Q)

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 13B; Rx feedwater (FW) pump and lube oil reservoir;

Fire Zone 19-A; Make-up demin area;

Fire Zone 13-C; Turbine building 911" motor control center (MCC);
Fire Zone 16; Corridor, turbine building east and west 911' and 931’;
Fire Zone 19-C; FW pipe chase; and

Fire Zone 19-B; Essential MCC 142/143 area.

The inspectors reviewed areas to assess if the licensee had implemented a fire
protection program that adequately controlled combustibles and ignition sources within
the plant; effectively maintained fire detection and suppression capability; maintained
passive fire protection features in good material condition; and implemented adequate
compensatory measures for out-of-service, degraded or inoperable fire protection
equipment, systems, or features in accordance with the licensee’s fire plan.

The inspectors selected fire areas based on their overall contribution to internal fire risk
as documented in the plant’s Individual Plant Examination of External Events with later
additional insights, their potential to impact equipment which could initiate or mitigate a
plant transient, or their impact on the plant’s ability to respond to a security event.
Using the documents listed in the Attachment to this report, 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
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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 six quarterly fire protection inspection samples as defined in
IP 71111.05-05.

Findings
No findings were identified.
1R06 Flooding (71111.06)

Internal Flooding

Inspection Scope

The inspectors reviewed selected risk important plant design features and licensee
procedures intended to protect the plant and its safety-related equipment from internal
flooding events. The inspectors reviewed flood analyses and design documents,
including the USAR, engineering calculations, and abnormal operating procedures to
identify licensee commitments. The specific documents reviewed are listed in the
Attachment to this report. In addition, the inspectors reviewed licensee drawings to
identify areas and equipment that may be affected by internal flooding caused by the
failure or misalignment of nearby sources of water, such as the fire suppression or the
circulating water systems. The inspectors also reviewed the licensee’s corrective action
documents with respect to past flood-related items identified in the CAP to verify the
adequacy of the corrective actions. The inspectors performed a walkdown of the
following plant area to assess the adequacy of watertight doors and verify drains and
sumps were clear of debris and were operable, and that the licensee complied with its
commitments:

. Intake Screenhouse.

Documents reviewed during this inspection are listed in the Attachment to this report.
This inspection constituted one internal flooding sample as defined in IP 71111.06-05.

Findings
No findings were identified.

1R07 Annual Heat Sink Performance (71111.07A)

Heat Sink Performance

Inspection Scope

The inspectors reviewed the licensee’s testing of 12 EDG-ESW jacket water heat
exchangers to verify that potential deficiencies did not mask the licensee’s ability to
detect degraded performance; to identify any common cause issues that had the
potential to increase risk; and to ensure that the licensee was adequately addressing
problems that could result in initiating events that would cause an increase in risk. The
inspectors reviewed the licensee’s observations as compared against acceptance
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b.

b.

criteria, the correlation of scheduled testing and the frequency of testing, and the impact
of instrument inaccuracies on test results. Inspectors also verified that test acceptance
criteria considered differences between test conditions, design conditions, and testing
conditions. Documents reviewed for this inspection are listed in the Attachment to this
document.

This annual heat sink performance inspection constituted one sample as defined in
IP 71111.07-05.

Findings
No findings were identified.

1R11 Licensed Operator Requalification Program (71111.11)

Resident Inspector Quarterly Review of Licensed Operator Requalification (71111.11Q)

Inspection Scope

On December 2, 2013, the inspectors observed a crew of licensed operators in the
plant’s simulator during licensed operator requalification training 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
simulator sample as defined in IP 71111.11.

Findings
No findings were identified.

Resident Inspector Quarterly Observation of Heightened Activity or Risk (71111.11Q)

Inspection Scope

On December 13, 2013, the inspectors observed a planned power reduction to
approximately 90 percent power for EPU testing. On December 14, 2013, inspectors
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b.

observed power ascension activities when the plant was returned to 100 percent power.
Since these power manipulations were performed at a time coincident with an issue of
reduced pressure retaining capability of the 12 recirculation pump upper seal, the
activities required heightened awareness and related to increased risk. 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 procedures;

control board manipulations;

recirculation pump seal monitoring activities; and

oversight and direction from supervisors.

The performance in these areas was compared to pre-established operator action
expectations, procedural compliance and task completion requirements. Documents
reviewed are listed in the Attachment to this report.

This inspection constituted one quarterly licensed operator heightened activity/risk
sample as defined in IP 71111.11.

Findings
No findings were identified.

Biennial Written and Annual Operating Test Results (71111.11A)

Inspection Scope

The inspectors reviewed the overall pass/fail results of the Biennial Written Examination,
administered by the licensee from October 14 — November 22, 2013, and the Annual
Operating Test, administered by the licensee from October 14 — November 22, 2013, as
required by 10 CFR 55.59(a). The results were compared to the thresholds established
in IMC 0609, Appendix |, “Licensed Operator Requalification Significance Determination
Process (SDP)," to assess the overall adequacy of the licensee’s Licensed Operator
Requalification Training Program (LORT) to meet the requirements of 10 CFR 55.59.
(02.02)

This inspection constituted one annual licensed operator requalification examination
results sample as defined in IP 71111.11-05.

Findings
No findings were identified.

Biennial Review (71111.11B)

Inspection Scope

The following inspection activities were conducted during the weeks of
October 21, 2013, and October 28, 2013, to assess: 1) the effectiveness and adequacy
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of the facility licensee’s implementation and maintenance of its systems approach to
training (SAT) based LORT program, put into effect to satisfy the requirements of

10 CFR 55.59; 2) conformance with the requirements of 10 CFR 55.46 for use of a plant
referenced simulator to conduct operator licensing examinations and for satisfying
experience requirements; and 3) conformance with the operator license conditions
specified in 10 CFR 55.53. The documents reviewed are listed in the Attachment to this
report.

Licensee Requalification Examinations (10 CFR 55.59(c); SAT Element 4 as Defined in
10 CFR 55.4):

The inspectors reviewed the licensee’s program for development and administration of
the LORT biennial written examination and annual operating tests to assess the
licensee’s ability to develop and administer examinations that are acceptable for meeting
the requirements of 10 CFR 55.59(a).

. The inspectors conducted a detailed review of two biennial requalification written
examination versions to assess content; level of difficulty; and quality of the
written examination materials. (02.03)

. The inspectors conducted a detailed review of 10 job performance measures
(JPMs) and six simulator scenarios to assess content, level of difficulty, and
quality of the operating test materials. (02.04)

. The inspectors observed the administration of the annual operating test and
biennial written examination to assess the licensee’s effectiveness in conducting
the examination, including the conduct of pre-examination briefings, evaluations
of individual operator and crew performance, and post examination analysis.
The inspectors evaluated the performance of one operating crew
(three simulator crews) in parallel with the facility evaluators during three
dynamic simulator scenarios and evaluated various licensed crew members
concurrently with facility evaluators during the administration of several JPMs.
(02.05)

. The inspectors assessed the adequacy and effectiveness of the remedial training
conducted since the last requalification examinations and the training planned for
the current examination cycle to ensure that they addressed weaknesses in
licensed operator or crew performance identified during training and plant
operations. The inspectors reviewed remedial training procedures and individual
remedial training plans. (02.07)

Conformance with Examination Security Requirements (10 CFR 55.49):

The inspectors conducted an assessment of the licensee’s processes related to
examination physical security and integrity (e.g., predictability and bias) to verify
compliance with 10 CFR 55.49, “Integrity of Examinations and Tests.” The inspectors
reviewed the facility licensee’s examination security procedure, and observed the
implementation of physical security controls (e.g., access restrictions and simulator
input/output (1/0) controls) and integrity measures (e.g., security agreements, sampling
criteria, bank use, and test item repetition) throughout the inspection period. (02.06)
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Conformance with Operator License Conditions (10 CFR 55.53):

The inspectors reviewed the facility licensee's program for maintaining active operator
licenses and to assess compliance with 10 CFR 55.53(e) and (f). The inspectors
reviewed the procedural guidance and the process for tracking on-shift hours for
licensed operators and which control room positions were granted watch standing credit
for maintaining active operator licenses. Additionally, medical records for seven licensed
operators were reviewed for compliance with 10 CFR 55.53(1). (02.08)

Conformance with Simulator Requirements Specified in (10 CFR 55.46):

The inspectors assessed the adequacy of the licensee’s simulation facility

(i.e., simulator) for use in operator licensing examinations and for satisfying experience
requirements. The inspectors reviewed a sample of simulator performance test records
(e.g., transient tests, malfunction tests, scenario based tests, post-event tests, steady
state tests, and core performance tests), simulator discrepancies, and the process for
ensuring continued assurance of simulator fidelity in accordance with 10 CFR 55.46.
The inspectors reviewed and evaluated the discrepancy corrective action process to
ensure that simulator fidelity was being maintained. Open simulator discrepancies were
reviewed for importance relative to the impact on 10 CFR 55.45 and 55.59 operator
actions as well as on nuclear and thermal hydraulic operating characteristics. (02.09)

Problem Identification and Resolution (10 CFR 55.59(c); SAT Element 5 as defined in
10 CFR 55.4):

The inspectors assessed the licensee’s ability to identify, evaluate, and resolve problems
associated with licensed operator performance (a measure of the effectiveness of its
LORT Program and their ability to implement appropriate corrective actions to maintain
its LORT Program up to date). The inspectors reviewed documents related to licensed
operator performance issues (e.g., recent examination and inspection reports including
cited and NCVs; NRC End of Cycle and Mid-Cycle reports; NRC plant issue matrix;
licensee event reports; licensee condition/problem identification reports including
documentation of plant events and review of industry operating experience). The
inspectors also sampled the licensee’s quality assurance oversight activities, including
licensee training department self-assessment reports. (02.10)

This inspection constituted one biennial licensed operator requalification program
inspection sample as defined in IP 71111.11-05.

. Findings

No findings were identified.
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1R12 Maintenance Effectiveness (71111.12)

Routine Quarterly Evaluations

Inspection Scope

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

. Residual heat removal (RHR) system;
. Meteorological monitoring system; and
o Residual heat removal service water (RHRSW) system.

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;

o identifying and addressing common cause failures;

J scoping of systems in accordance with 10 CFR 50.65(b) of the Maintenance
Rule;

characterizing system reliability issues for performance;

charging unavailability for performance;

trending key parameters for condition monitoring;

ensuring 10 CFR 50.65(a)(1) or (a)(2) classification or re-classification; and
verifying appropriate performance criteria for structures, systems, and
components (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.

. Findings

No findings were identified.
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1R13 Maintenance Risk Assessments and Emergent Work Control (71111.13)

Maintenance Risk Assessments and Emergent Work Control 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:

. High pressure coolant injection (HPCI) steam leak (RC-94-1) Furmanite repair;
. 12 recirculation pump upper seal degradation; and
. Intake structure emergent icing condition.

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. Documents
reviewed during this inspection are listed in the Attachment to this report.

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

Findings
No findings were identified.

1R15 Operability Determinations and Functional Assessments (71111.15)

Operability Evaluations

Inspection Scope

The inspectors reviewed the following issues:

. Dry storage canister (DSC) liquid penetrant examinations;
Missed containment isolation valve (CIV) surveillance test; and
. Surveillance requirement (SR) 3.3.3.1.2 CIV post-accident monitoring (PAM)

position indication surveillance questions.

The inspectors selected these potential operability issues based on the risk significance
of the associated components and systems. The inspectors evaluated the technical
adequacy of the evaluations to ensure that TS operability was properly justified and the
subject component or system remained available such that no unrecognized increase in
risk occurred. The inspectors compared the operability and design criteria in the
appropriate sections of the TS and USAR to the licensee’s evaluations to determine
whether the components or systems were operable. Where compensatory measures
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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.

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

. Findings

Introduction

The inspectors identified an unresolved item (URI) due to questions whether
nondestructive examination (NDE) liquid penetrant examination (PT) techniques for
DSC No. 16 met procedure and TS requirements.

Description

On October 17, 2013, the resident inspectors observed part of the NDE PT activities for
the outer top cover plate on Transnuclear Model [Nutech Horizontal Modular Storage]
NUHOMS®-61BTH DSC No. 16. The inspectors questioned whether the cleaning and
dwell/development times for the penetrant and developer used by a contract

NDE PT Level Il examiner met procedure requirements demonstrating compliance with
the ISFSI TS. The licensee initiated CAP 1402246 to document the inspectors’
questions. The CAP established actions to determine if procedure requirements had
been met, to evaluate operability/reportability, conduct an apparent cause evaluation,
and conduct an extent of condition review.

After initial evaluation of recorded video of the work location, the licensee determined
that the dwell times for both the penetrant and developer for the outer top closure plate
weld were not in compliance with procedure requirements. Further review of previous
PT exams conducted on DSCs No. 11 through No. 16 revealed additional examinations
may not have complied with dwell times specified by the procedure, as well as other
potential discrepancies. All of the PT examinations for these DSCs were performed by
two contract NDE PT Level Il examiners. As a result, the licensee’s immediate
operability determination declared DSCs Nos. 11 through 16 inoperable for the failure to
satisfy TS 1.2.5, which specifies all DSC closure welds, except those subjected to full
volumetric inspection be dye penetrant tested in accordance with the requirements of
American Society of Mechanical Engineers (ASME) Boiler and Pressure Vessel Code,
Section Ill. Inspectors reviewed the licensee’s immediate operability determination.

Additionally, the licensee’s initial investigation resulted in a written stop work

on October 18, 2013. An extent of condition was initiated for five other

DSCs (Nos. 11 through 15) processed during the 2013 campaign. Although extent

of condition was still on-going upon close of the quarterly inspection period, initial results
of the review determined that there was no reason to suspect the integrity of the closure
welds for DSCs Nos. 11 through 16. Specifically, since helium leak testing was
completed, with acceptable results, during the loading operations for each DSC by a
vendor independent from the contract organization that supplied the PT inspectors.
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Licensee review concluded the helium leak testing determined each of the DSCs to be
“leak tight” and consequently no concern existed with the confinement function of the
canisters. As a result, the licensee determined that 10 CFR 72.75 reportability was not
required. Inspectors reviewed the licensee’s reportability evaluation.

Throughout the inspection period, the inspectors monitored licensee actions in regard to
operability, reportability, and extent of condition reviews. Upon close of the inspection
period, licensee actions continued in regard to finalizing the extent of condition, causal
analysis, and corrective actions.

This issue will be categorized as an URI pending ongoing licensee actions and
additional agency review of the event. The inspectors have consulted with regional
management, including the Office of Nuclear Material Safety and Safeguards, as
necessary to resolve this issue (URI 07200058/2013001-01: Dry Shielded Canister
Liquid Penetrant Examination).

1R19 Post-Maintenance Testing (71111.19)

Post-Maintenance Testing

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:

. Reactor core isolation cooling (RCIC) testable check valve (AO-13-22) Furmanite
repair;

. CV-6-13 Furmanite Injection; and

. RCIC downscale indication on control room turbine speed indicator.

These activities were selected based upon the SSCs ability to impact risk. The
inspectors evaluated these activities for the following (as applicable): the effect of
testing on the plant had been adequately addressed; testing was adequate for the
maintenance performed; acceptance criteria were clear and demonstrated operational
readiness; test instrumentation was appropriate; tests were performed as written in
accordance with properly reviewed and approved procedures; equipment was returned
to its operational status following testing (temporary modifications or jumpers required
for test performance were properly removed after test completion); and test
documentation was properly evaluated. The inspectors evaluated the activities against
TSs, the USAR, 10 CFR Part 50 requirements, licensee procedures, and various

NRC generic communications to ensure that the test results adequately ensured that the
equipment met the licensing basis and design requirements. In addition, the inspectors
reviewed corrective action documents associated with PM tests to determine whether
the licensee was identifying problems and entering them in the CAP and that the
problems were being corrected commensurate with their importance to safety.
Documents reviewed are listed in the Attachment to this report.

This inspection constituted three PM testing samples as defined in IP 71111.19-05.
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b. Findings

Failure to Follow Procedure for AO 13-22 Furmanite Injection

Introduction

An inspector-identified finding of very low safety significance (Green) and NCV of

TS 5.4.1 occurred on October 17, 2013, due to the failure to perform safety-related
maintenance in accordance with documented instructions. Specifically, the improper
control of safety-related maintenance on RCIC injection check valve AO 13-22 resulted
in the injection of seven sticks of a leak sealing compound (e.g. Furmanite) instead of
the maximum four called out in WO 486966.

Description

On October 17, 2013, the licensee implemented safety-related WO 486966 to repair a
steam leak on RCIC injection testable check valve AO 13-22. Step 7.12 of licensee

WO 486966 delineated a maximum of four sticks of material to be injected. The licensee
utilized contracted services of a Furmanite technician to perform the repair activities.

Contrary to these requirements, the Furmanite representative injected seven sticks of
leak sealing compound into AO 13-22, instead of the maximum four sticks specified by
WO 486966. On October 17, 2013, a pre-job brief was conducted with attendance by
licensee and contract individuals involved with the work activity. Licensee maintenance
supervision overseeing the work activity also attended the pre-job briefing. The pre-job
brief discussed the job scope and procedure to be used, including discussions on how
much leak sealant could be used. Sealant injection activities began after completion of a
preliminary task to remove the valve actuator on AO 13-22. Specifically, the Furmanite
technician started injecting sealant into the valve by using compound FSC-N-6B. During
the injection, the technician noticed compound extruding from the gasket area due to the
high leak pressure. With licensee management observing work activities through video
feeds to the remote monitoring control room (RMCR), the Furmanite technician injected
the four sticks of sealant compound allowed by procedure, but the check valve hinge pin
cover gasket continued to leak. The technician calculated how much material had
extruded and determined he could inject more compound because of a belief that the
four sticks had not been actually injected into the valve. At this time, the technician
made a request to the RMCR for three sticks of FSC-N-3B compound, since it has a
stiffer composition and causes less blow out. The request for three sticks of

FSC-N-3B was received in the RMCR and relayed to first-line supervision. The job’s
first-line supervision delivered the three sticks of FSC-N-3B to the job site but did not ask
for three sticks of the FSC-N-6B compound back. At this time seven sticks of compound
were in the steam chase and the first-line supervisor returned to the RMCR and asked
the maintenance manager how many sticks of compound had been used. No one in the
RMCR knew the answer. Although multiple licensee personnel were observing the work
activity, the maintenance oversight function did not identify the discrepancy in
expectations.

The inspectors asked the maintenance manager how many sticks of compound had
been injected with a reply that he didn’t know. The maintenance manager used a head
set to contact one of the mechanics at the work area to ask the Furmanite technician
how many sticks of compound he had injected. The technician responded that he had
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used seven sticks. This was relayed back to the maintenance manager who informed
the mechanic to not allow the technician to inject anymore compound into the valve. By
this time, the leak had stopped.

The licensee initiated CAP 1402240 to document the AO 13-22 Furmanite injection
process question raised by the inspectors. The licensee conducted an apparent cause
evaluation for the event. Subsequent corrective actions included a site stand down;
down-grade of the Furmanite technician’s leak repair certification pending investigation
and retraining; revise procedures requiring each Furmanite injection be observed by
maintenance supervision, and development of a fleet procedure/process for oversight of
supplemental personnel.

Analysis

The inspectors determined that the failure to perform safety-related maintenance in
accordance with documented instructions was a performance deficiency due to a failure
to meet TS requirement 5.4.1 and the cause was reasonably within the licensee’s
ability to foresee/correct and should have been prevented. Inspectors evaluated the
issue using the SDP and determined that it was more than minor because, if left
uncorrected, the failure to follow safety-related maintenance in accordance with
documented work instructions could lead to more significant safety concerns.
Specifically, injecting too much leak sealing compound can enter the feedwater system
and potentially cause chemistry issues or block small openings in fuel channels.
Furthermore, if left uncorrected the finding could impact the Human Performance
attribute (foreign material exclusion (FME) loose parts) of the Barrier Integrity
Cornerstone to maintain fuel cladding functionality.

The inspectors assessed the significance of this finding using IMC 0609, Appendix A,
Exhibit 3, Barrier Integrity. The inspectors determined that the finding was of very low
safety significance, since it did not impact the reactor coolant system (RCS) boundary;
reactor containment; spent fuel pool (SFP); or control room, auxiliary, reactor building,
or SFP building. The inspectors concluded that this finding was cross-cutting in the
Human Performance, work practices area because the licensee failed to ensure
supervisory and management oversight of work activities on AO 13-22, including
contractors, such that nuclear safety is supported. Specifically, licensee management
oversight was present but failed to properly manage the number of injection sticks
brought into the area and control how many sticks were used (H.4(c)).

Enforcement

Technical Specification 5.4.1 required that written procedures be established,
implemented, and maintained covering the applicable procedures recommended in
Regulatory Guide (RG) 1.33, Revision 2, Appendix A, February 1978. Section 9 of

RG 1.33, Revision 2, Appendix A, February 1978, requires that maintenance that can
affect the performance of safety-related equipment be properly preplanned and
performed in accordance with written procedures, documented instructions, or drawings
appropriate to the circumstance.

Contrary to the above, on October 17, 2013, the licensee failed to implement procedures
for safety-related maintenance on RCIC injection check valve AO 13-22. As a result,
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seven sticks of a leak sealing compound (e.g. Furmanite) were injected into

AO 13-22 instead of the four called out in WO 486966. Because this violation was of
very low safety significance and it was entered into the corrective action program as
CAP 1402240, this issue is being treated as an NCV, consistent with Section 2.3.2 of the
NRC Enforcement Policy (NCV 05000263/2013005-01: Failure to Follow Procedure
for AO 13-22 Furmanite Injection). Corrective actions for this event included a site
stand down; down-grade of the Furmanite technician’s leak repair certification pending
investigation and retraining; revise procedures requiring each Furmanite injection be
observed by maintenance supervision; and development of a fleet procedure/process for
oversight of supplemental personnel.

1R22 Surveillance Testing (71111.22)

Surveillance Testing

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:

. 0255-17-1A-5; Alternate nitrogen system train ‘A’ valve test (inservice test (IST));
0255-02-11l; Standby liquid control (SBLC) quarterly pump and valve tests
(routine);

. 0255-03-1A-1-2; Core spray loop ‘B’ quarterly pump and valve tests (routine);

J 0533; Containment sump flow measurement instrumentation (RCS leakage); and

. 8215/8216; EPU dynamic test (routine).

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

. did preconditioning occur;

. the effects of the testing were adequately addressed by control room personnel
or engineers prior to the commencement of the testing;

. acceptance criteria were clearly stated, demonstrated operational readiness, and
were consistent with the system design basis;

. plant equipment calibration was correct, accurate, and properly documented;

. as-left set points were within required ranges; and the calibration frequency was
in accordance with TSs, the USAR, procedures, and applicable commitments;

. measuring and test equipment calibration was current;

test equipment was used within the required range and accuracy; applicable
prerequisites described in the test procedures were satisfied;

J 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;
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. where applicable for IST activities, testing was performed in accordance with the
applicable version of Section XI, ASME Code, and reference values were
consistent with the system design basis;

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

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

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

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

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

. all problems identified during the testing were appropriately documented and

dispositioned in the CAP.
Documents reviewed are listed in the Attachment to this report.

This inspection constituted three routine surveillance testing samples, one IST sample,
and one RCS leak detection inspection sample as defined in IP 71111.22, Sections
-02 and -05. The routine inspection sample for the 8215/8216, EPU dynamic test, also
constituted a power uprate sample as defined in IP 71004.

. Findings

Introduction

The inspectors identified a finding of very low safety significance and associated NCV of
10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when the
licensee failed to accomplish activities affecting quality in accordance with instructions,
procedures, or drawings. Specifically, licensee personnel failed to abide by procedural
requirements for pump discharge pressure limitations contained in 0255-02-l,

“SBLC Quarterly Pump and Valve Tests,” when they imprecisely controlled the

11 SBLC flow control valve during the test.

Description

On October 15, 2013, inspectors observed performance of Procedure 0255-02-III,
“SBLC Quarterly Pump and Valve Tests.” Prior to performance of the procedure,
inspectors noted that the pre-job brief for the activities specifically discussed steps that
were deemed “critical steps” because their intent was to prevent lifting of the relief valve
at the discharge of the SBLC pumps. The pre-job brief also highlighted Precaution D.1,
which states, “Do NOT exceed 1350 psig pump discharge pressure during the
performance of this test because the relief valves could unseat.” Inspectors also noted a
continuous awareness step which directed notification of Shift Supervision if the relief
valve lifts, for operability evaluation. The Procedure Bases section listed several
considerations that could be used when determining pump operability if a relief valve
were to lift.

19



During the test, inspectors witnessed performance of steps to place SBLC pump

No. 11 within a pressure band required for IST testing. This was accomplished by
operators’ manipulation of a test control valve downstream of the discharge of 11 SBLC.
During these activities, inspectors noted that the operator controlling the test control
valve had manipulated the valve several turns in the wrong direction, which resulted in a
quick lowering discharge pressure, reaching as low as approximately 550 psig. When
the operator observed the low pressure on the pressure gage, the error was recognized,
and the worker made several quick manipulations of the valve in the opposite direction.
As a result, pump discharge pressure increased rapidly, at which point several valve
manipulations were made to arrest the pressure increase. Discharge pressure reached
a maximum of 1400 psig at this point, which resulted in a procedural violation of
Precaution D.1. Inspectors observed that the operator failed to control the valve
precisely, failed to self-check, and continued to proceed in the face of uncertainty once
the initial error and resultant low pressure was identified.

Once inspectors raised questions about the activities, the procedural limitations, and the
impacts on the equipment, the test was stopped. Operations management evaluated
the condition of the equipment affected, and determined that the relief valve had not
lifted, and that the system was not damaged as a result of the inadequate pressure
control. Operations management also validated set points and design of the relief valve,
to ensure that the lack of relief valve lifting was expected. Ultimately, the licensee
re-performed the test for the 11 SBLC pump; stood down the workers involved;
increased operational oversight of the test; performed a human performance event
review; and included communication of the error as part of a site-wide stand down.
Issues associated with the error were entered into the licensee’s corrective action
program as CAP 1401816, CAP 1401816, and CAP 1401968.

Analysis

The inspectors determined that the licensee’s failure to abide by SBLC procedural
limitations was a performance deficiency, because it was the result of the failure to meet
the requirements of 10 CFR 50, Appendix B, Criterion V; the cause was reasonably
within the licensee’s ability to foresee and correct; and should have been prevented.
The inspectors determined that the contributing cause that provided the most insight into
the performance deficiency was associated with the cross-cutting area of Human
Performance, having work practices components, and involving aspects associated with
using human error prevention techniques during performance of work activities [H.4(a)].
Specifically, licensee personnel failed to utilize human error prevention techniques, such
as self and peer checking, and personnel proceeded in the face of uncertainty and
unexpected circumstances during the improper manipulation of the control valve.

The inspectors screened the performance deficiency per IMC 0612, “Power Reactor
Inspection Reports,” Appendix B, and determined that the issue was more than minor
because, if left uncorrected, it has the potential to lead to a more significant safety
concern. Specifically, if pressure limitations had been further exceeded, the discharge
relief valve would have lifted, which could result in inoperability of the 11 SBLC pump
until repair or replacement of the relief. In addition, inadequately performing the

SBLC surveillance and IST testing could have the potential to mask degraded conditions
associated with the pump. The finding was evaluated under the Mitigating Systems
Cornerstone. The inspectors applied IMC 0609, Attachment 4, “Phase 1 — Initial
Screening and Characterization of Findings,” and IMC 0609, Appendix A, “The SDP for
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Findings At-Power,” to this finding. The inspectors utilized Exhibit 2, Section A, for
“Mitigating Systems” to screen the finding. The finding was determined to have very low
safety significance because the inspectors answered ‘No’ to all four questions. (Green)

Enforcement

Title 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings,"
requires, in part, that “activities affecting quality shall be prescribed by documented
instructions, procedures, or drawings, of a type appropriate to the circumstances and
shall be accomplished in accordance with these instructions, procedures, or drawings.”
Contrary to this requirement, on October 15, 2013, the licensee failed to accomplish
activities affecting quality in accordance with instructions, procedures, or drawings.
Specifically, licensee personnel failed to abide by procedural requirements for pump
discharge pressure limitations contained in 0255-02-111, “SBLC Quarterly Pump and
Valve Tests,” when they imprecisely controlled the 11 SBLC flow control valve during the
test. This led to the halting of the SBLC test while the equipment condition was
evaluated and resulted in the validity of the IST test data being brought into question.
The licensee re-performed the IST surveillance test for the 11 SBLC pump; stood down
the workers involved; increased operational oversight of the test; evaluated the condition
of the equipment; performed a human performance event review; and included
communication of the error as part of a site-wide stand down. Because the violation was
of very low safety significance and was entered into the licensee’s corrective action
program (CAP 1401816), this violation is being treated as an NCV, consistent with
Section 2.3.2 of the NRC Enforcement Policy. (NCV 05000263/2013005-02;

SBLC Discharge Pressure Procedural Limits Exceeded)

1EP4 Emergency Action Level and Emergency Plan Changes (71114.04)

Emergency Action Level and Emergency Plan Changes

Inspection Scope

The Office of Nuclear Security and Incident Response headquarters’ staff performed an
in-office review of the latest revisions to the Emergency Plan and various Emergency
Plan Implementing Procedures (EPIPs) located under ADAMS Accession Numbers
ML13014A044, ML13052A616, and ML123560180, as listed in the Attachment to this
report.

The licensee transmitted the EPIP revisions to the NRC pursuant to the requirements of
10 CFR Part 50, Appendix E, Section V, “Implementing Procedures.” The NRC review
was not documented in a safety evaluation report and did not constitute approval of
licensee-generated changes; therefore, this revision is subject to future inspection. The
specific documents reviewed during this inspection are listed in the Attachment to this
report.

This emergency action level and emergency plan change inspection constituted one
sample as defined in IP 71114.04-05.

. Findings

No findings were identified.
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1EP6 Drill Evaluation (71114.06)

.1 Emergency Preparedness Drill Observation

a. Inspection Scope

The inspectors evaluated a licensee drive-in emergency drill on October 12, 2013; a
table-top emergency drill on November 18, 2013; and a table-top emergency drill on
November 25, 2013, to observe licensee response to emergency preparedness
scenarios. For the drive-in drill, inspectors observed the responsiveness of licensee
emergency responders to both the Onsite Support Center and the Technical Support
Center. For the table-top emergency drills, the inspectors observed emergency
response operations in the Technical Support Center to determine whether the event
classification, notifications, and protective action recommendations were performed in
accordance with procedures. The inspectors also attended the licensee drill critiques 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 CAP. As part of the inspection, the
inspectors reviewed the drill package and other documents listed in the Attachment to
this report.

These emergency preparedness drill inspections constituted three samples as defined in
IP 71114.06-05.

b. Findings
No findings were identified.
RADIATION SAFETY

2RS2 Occupational As-Low-As-Reasonably-Achievable Planning and Controls
(71124.02)

These inspection activities supplement those documented in NRC IR’s
05000263/2012004, 05000263/2012005, 05000263/2013002, and 05000263/2013004,
and constitute one complete sample as defined in IP 71124.02-05.

.1 Radiological Work Planning (02.02)

a. Inspection Scope

The inspectors compared the results achieved (dose rate reductions, person-rem used)
with the intended dose established in the licensee’s ALARA planning for the following
work activities: Refueling outage (RFO) 26 drywell inservice ISI and RFO 26
containment snubber inspections. The inspectors compared the person hour estimates
provided by maintenance planning and other groups to the radiation protection group
with the actual work activity time requirements and evaluated the accuracy of these time
estimates. The inspectors assessed the reasons for any inconsistencies between
intended and actual work activity doses.
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b. Findings
Introduction

A finding of very low safety significance (Green) was self-revealed due to the licensee
having unplanned and unintended occupational collective radiation dose because of
deficiencies in the licensee’s radiological work planning and work control program.
Specifically, the licensee failed to properly incorporate ALARA strategies and insights
while planning and executing two work activities during RFO 26. The first was the

ISI examinations performed in the drywell. The initial dose estimate for this activity was
7.500 person-rem. However, 13.173 actual person-rem of dose was received. The
second activity was associated with drywell snubber inspection activities within the
drywell. The initial estimate for this activity was 3.600 person-rem. However,

7.243 actual person-rem of dose was received. These results were caused by poor
radiological planning and work execution of these tasks.

Description

During RFO 26, numerous work tasks were performed. Two of those were the
ISI examinations and snubber inspections. Both of these tasks were performed within
the drywell. The following table provides information for these tasks:

Task Work Order | RWP(s) Initial Final
Person-Rem | Person-Rem
Estimate

[SI 443935 701 7.500 13.173

examinations

Snubber 457787 814, 1446 3.600 7.243

Inspections

Inservice Inspections: The licensee performed a number of work-in-progress

(WIP) reviews for the ISI examinations between March 21, 2013, and April 23, 2013.
During this time period it became apparent to the licensee that the original work scope
was not effectively communicated to the ALARA department as part of the original
planning process. On April 23, 2013, the station ALARA committee revised the dose
estimate for this task to 13.166 person-rem. The increase in the dose estimate for
ISI was mainly driven by the initial failure to estimate the resources for removal of
insulation and structural inferences necessary to perform the examinations. These
examinations were previously performed during RFOs. The departments which
performed these tasks did not provide complete information to the ALARA planning
department. This resulted in an inaccurate initial dose estimate.

Snubber Inspections: The licensee performed a number of WIP reviews for the drywell
snubber inspections between March 26, 2013, and April 26, 2013. During this time
period, it became apparent to the licensee that the percentage of work completed was
not tracking with original dose estimates. On March 28, 2013, the station
ALARA committee revised the dose estimate for this task to 7.500 person-rem. The
increase in the dose estimate for the drywell snubber inspections was driven by the
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initial failure to estimate and compensate for the reduced level of experience for the work
crews performing this task compared to previous outages.

Analysis

The failure to appropriately plan and coordinate outage activities, together with the
failure to properly incorporate ALARA strategies or insights while planning and executing
ISI examinations and snubber inspections during RFO 26, was a performance deficiency
that was within the licensee’s ability to control and should have been prevented. The
finding was more than minor because it was associated with the program and process
attribute of the Occupational Radiation Safety Cornerstone. Additionally, this issue
affected the cornerstone objective of ensuring the adequate protection of the worker’s
health and safety from exposure to radiation from radioactive material during routine
civilian nuclear reactor operation. Additionally, the finding is very similar to IMC 0612,
Appendix E, “Examples of Minor Issues,” Example 6.i. This example provides guidance
that an issue is not minor if the actual collective dose exceeded five person-rem and
exceeded the planned, intended dose by more than 50 percent. The inspectors
determined that this finding was of very low safety significance in accordance with

IMC 0609, Appendix C, “Occupational Radiation Safety Significance Determination
Process.” This was a finding in the ALARA planning and work controls but not greater
than the 240 person—rem/unit for a boiling water reactor. The licensee’s current
collective 3-year rolling average was 110.633 person-rem (2010 - 2012). This finding
had a cross-cutting aspect in the area of Human Performance, related to the
cross-cutting aspect of work control, in that the outage plan did not adequately
incorporate action to address the impact of work on different job activities [H3.(b)].

Enforcement

No violation of regulatory requirements occurred. This is considered a finding (FIN) of
very low safety significance (FIN 05000263/2013005-03; Failure to Maintain Radiation
Exposure ALARA during RFO 26). The licensee has entered this issue into their
corrective action program as CAPs 1404210 and 1404244.

Verification of Dose Estimates and Exposure Tracking Systems (02.03)

Inspection Scope

The inspectors evaluated the licensee’s method of adjusting exposure estimates, or
re-planning work, when unexpected changes in scope or emergent work were
encountered. The inspectors assessed whether adjustments to exposure estimates
(i.e., intended dose) were based on sound radiation protection and ALARA principles or
if they were just adjusted to account for failures to control the work. The inspectors
evaluated whether the frequency of these adjustments called into question the adequacy
of the original ALARA planning process.

. Findings

No findings were identified.
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OTHER ACTIVITIES
40A1 Performance Indicator Verification (71151)

Mitigating Systems Performance Index - Residual Heat Removal System

Inspection Scope

The inspectors sampled licensee submittals for the Mitigating Systems Performance
Index (MSPI) - RHR System performance indicator (PI) for the period from the fourth
quarter 2012 through the third quarter 2013. To determine the accuracy of the Pl data
reported during those periods, Pl definitions and guidance contained in the Nuclear
Energy Institute (NEI) Document 99-02, “Regulatory Assessment Performance Indicator
Guideline,” Revision 7, dated August 31, 2013, were used. The inspectors reviewed the
licensee’s operator narrative logs, issue reports, MSPI derivation reports, event reports
and NRC Integrated Inspection Reports for the period of October 2012 through
September 2013 to validate the accuracy of the submittals. The inspectors reviewed the
MSPI component risk coefficient to determine if it had changed by more than 25 percent
in value since the previous inspection, and if so, that the change was in accordance with
applicable NEI guidance. 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 one MSPI RHR system sample as defined in IP 71151-05.

. Findings

No findings were identified.

Mitigating Systems Performance Index - Cooling Water Systems

Inspection Scope

The inspectors sampled licensee submittals for the MSPI - Cooling Water Systems Pl for
the period from the fourth quarter 2012 through the third quarter 2013. To determine the
accuracy of the Pl data reported during those periods, Pl definitions and guidance
contained in the NEI Document 99-02, “Regulatory Assessment Performance Indicator
Guideline,” Revision 7, dated August 31, 2013, were used. The inspectors reviewed the
licensee’s operator narrative logs, issue reports, MSPI derivation reports, event reports
and NRC Integrated Inspection Reports for the period of October 2012 through
September 2013 to validate the accuracy of the submittals. The inspectors reviewed the
MSPI component risk coefficient to determine if it had changed by more than 25 percent
in value since the previous inspection, and if so, that the change was in accordance with
applicable NEI guidance. The inspectors also reviewed the licensee’s issue report
database to determine if any problems had been identified with the Pl data collected or
transmitted for this indicator and none were identified. Documents reviewed are listed in
the Attachment to this report.

This inspection constituted one MSPI cooling water system sample as defined in
IP 71151-05.
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Findings
No findings were identified.

40A2 |dentification and Resolution of Problems (71152)

Routine Review of Items Entered into the Corrective Action Program

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 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: identification of the problem was complete and accurate; timeliness was
commensurate with the safety significance; evaluation and disposition of 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.

Findings
No findings were identified.

Daily Corrective Action Program Reviews

Inspection Scope

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

Findings

No findings were identified.
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3

a.

Semi-Annual Trend Review

Inspection Scope

The inspectors performed a review of the licensee’s CAP and associated documents to
identify trends that could indicate the existence of a more significant safety issue. The
inspectors’ review was focused on repetitive equipment issues, but also considered the
results of daily inspector CAP item screening discussed in Section 40A2.2 above,
licensee trending efforts, and licensee human performance results. The inspectors’
review nominally considered the six-month period of July 2013 through December 2013,
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 major
equipment problem lists; repetitive and/or rework maintenance lists; departmental
problem/challenges lists; system health reports; quality assurance audit/surveillance
reports; self-assessment reports; and Maintenance Rule assessments. The inspectors
compared and contrasted their results with the results contained in the licensee’s

CAP trending reports. Corrective actions associated with a sample of the issues
identified in the licensee’s trending reports were reviewed for adequacy.

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

Findings
No findings were identified.

40A5 Other Activities

Unit 1 Power Uprate Related Inspection Activities (71004)

Inspection Scope

During this inspection period, the inspectors observed several activities related to the
power uprate amendment. Specific activities are documented below, and as referenced:

. Inspectors reviewed a list of power uprate related modification packages,
procedure changes, licensed operator lesson plans, and simulator modifications
during the 71111.11B licensed operator requalification inspection. The
inspectors reviewed simulator testing associated with secondary plant
modifications and also reviewed several lesson plans associated with licensed
operator training performed as a result of the power uprate modifications. The
inspectors also observed several activities in the simulator during the licensed
operator annual examination where the licensed operators utilized the feed-water
control system that had been modified during the power uprate project;

. Section 1R22 — This section documents specific inspector reviews of

EPU procedures associated with power ascension testing, along with the conduct
of control room observation of EPU power dynamic testing; and
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. NRC IR 05000263/2013007 — Specifically documented two permanent
modification baseline inspection samples relating to the licensee’s
EPU amendment. These samples included review of EC 11444
(2R and 1R transformer upgrades) and EC 11445 (new 13.8 kV bus 11 and
12 switchgear upgrades).

Findings
No findings were identified.

Operation of an Independent Spent Fuel Storage Facility Installation (ISFSI) at
Operating Plants (60855.1)

Operations of an ISFSI

Inspection Scope

The inspectors observed and evaluated select licensee loading operations during the
fourth NUHOMS 61BTH canister of the licensee’s 2013 dry fuel storage campaign to
verify compliance with the applicable Certificate of Compliance (CoC) conditions, the
associated TS, and ISFSI procedures.

The licensee maintains an ISFSI at the Monticello Nuclear Generating Plant. The
ISFSI stores both NUHOMS 61 BT and BTH canisters in horizontal storage modules
(HSM). The inspectors performed tours of the ISFSI to assess the material condition of
the pad, and HSMs. The inspectors reviewed the licensee’s evaluations of flammable
materials near the ISFSI and radiation monitoring program. Additionally, the inspectors
performed independent radiation surveys around the ISFSI pad and HSMs. The
inspectors reviewed methodology associated with TS required daily temperature
monitoring of the HSMs. The inspectors reviewed procedures used to perform

ISFSI preparation, loading, sealing, transfer, monitoring, and storage activities.

The inspectors reviewed the licensee’s procedures for compliance with their control of
heavy loads program and associated crane standards. The inspectors reviewed the
licensee’s certificate of conformance for the transfer cask and associated lift yoke. The
inspectors reviewed the licensee’s evaluations of cask lay down areas within the reactor
building.

The inspectors reviewed the licensee’s evaluations associated with fuel characterization
and selection for storage. The inspectors reviewed the licensee’s evaluation to
characterize fuel as fuel debris, damaged, or intact fuel. The licensee did not plan to
load any damaged fuel assemblies or fuel debris during this campaign. The inspectors
reviewed the campaign cask fuel selection packages to verify that the licensee was
loading fuel in accordance with the CoC approved contents.

The inspectors reviewed condition reports, and the associated corrective actions. The
inspectors reviewed the licensee’s 10 CFR 72.48 screenings and the changes to the
licensee’s 10 CFR 72.212 evaluations since the last ISFSI inspection.
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Findings

No findings of significance were identified. Reference Section 1R15 of this report for a
URI associated with resident office questions regarding dry cask liquid PTs.

40A6 Management Meetings

Exit Meeting Summary

On January 8, 2014, the inspectors presented the inspection results to Ms. Karen Fili
and other members of the licensee staff. The licensee acknowledged the issues
presented. The inspectors confirmed that none of the potential report input discussed
was considered proprietary.

Interim Exit Meetings

Interim exits were conducted for:

. On October 4, 2013, the results for Operation of an ISFSI Inspection were
presented to Lee Samson, Dry Fuel Storage Project Manager;
. On October 31, 2013, the inspectors presented Licensed Operator

Requalification Inspection results to Mr. T. Shortell, Training Manager, and other
members of the licensee staff. The licensee acknowledged the issues
presented;

. On November 21, 2013, the inspection results for the area of Occupational
ALARA Planning and Controls were presented to Mr. Alan Ziele, Radiation
Protection Manager (via teleconference); and

. On December 10, 2013, the 2013 Licensed Operator Requalification Training
Biennial Written Examination and Annual Operating Test results were presented
to Mr. G. Allex, Licensed Operator General Training Supervisor (via
teleconference).

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.

40A7 Licensee-ldentified Violations

The following violations of very low significance (Green) or Severity Level IV were
identified by the licensee and are violations of NRC requirements which meet the criteria
of the NRC Enforcement Policy for being dispositioned as NCVs.

Title 10 CFR 55.21, “Medical Examination,” requires, in part, that licensed operators
shall have a medical examination and a physician shall determine that the licensed
operator meets specified requirements every two years. The licensee typically conducts
annual medical examinations of their licensed operators in October. A reactor operator
initially received a medical examination and results evaluated by a physician on
October 15, 2010. The reactor operator was enrolled in an initial license class in
June 2011 in order to obtain an upgrade license to senior reactor operator. This
circumstance resulted in the individual not being scheduled to have a physical
examination in October 2011. The next medical examination was performed in
October 2012; however, the physician did not complete evaluation of the medical

29



examination until November 2, 2012, which exceeded the 2-year requirement. As such,
this was a violation of 10 CFR 55.21.

The NRC determined this issue was a very low safety significance issue (Green). The
inspectors determined that the failure to complete the operator’'s medical examination
review within the two-year timeframe did not adversely affect the safety of the facility
because the October 2010 and 2012 physical examination results were satisfactory, with
no change in medical status. In addition, during the operator’s time in initial license
training, the individual was administratively restricted from license duties until completing
the class and did not attend requal training or perform on-shift proficiency watches. As
such, the NRC determined this to be an NCV.

The corrective actions included revising the licensee policy to disallow exemptions from
the yearly license operator medical examination requirement for attendance in the Initial
License Training class, documenting the issue in condition report (CAP 1392377), and
performing an apparent cause evaluation.

o Title 10 CFR 55.25, “Incapacitation Because Of Disability or lliness,” requires, in part,
that the licensee shall notify the NRC of a permanent change in medical status of
licensed operators. Title 10 CFR 50.74(c), “Notification of Change in Operator or Senior
Operator Status,” requires, in part, that the NRC shall be notified within 30 days of a
permanent disability or illness. A licensed operator had a no-solo prescribed medication
restriction on his license based on a medical condition. Subsequently, on
November 12, 2012, the operator’s personal physician directed the individual to start
decreasing intake of the medication over a three-month period. The operator notified the
licensee medical department of the plan. A follow-up examination with the operator’'s
physician was to be scheduled on February 13, 2013, but was never made. In
March 2013, as part of the treatment, the operator was directed to stop taking the
medication by his physician. The operator notified the licensee’s medical department;
however, the licensee made a late notification to the NRC on September 25, 2013. As
such, this was a violation of 10 CFR 50.74(c).

The NRC determined this issue was a very low safety significance issue (Green). The
inspectors determined that failure to report the stoppage of medication did not adversely
affect the safety of the facility because the no-solo restriction was maintained on the
license, the operator remained under the care of his/her personal physician and kept the
licensee medical staff informed. As such, the NRC determined this to be an NCV.

The corrective actions included documenting the issue in a condition report

(CAP 1398749), performing an apparent cause and completing an extent of condition
review of all licensed operator medical records on September 27, 2013, to determine if
additional shortfalls in recordkeeping had occurred as part of related medical issues
documented in condition report (CAP 1384691).

ATTACHMENT: SUPPLEMENTAL INFORMATION
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SUPPLEMENTAL INFORMATION
KEY POINTS OF CONTACT
Licensee

K. Fili, Site Vice President

H. Hanson. Jr., Plant Manager

P. Albares, Operations Manager

N. Haskell, Site Engineering Director

K. Jepson, Assistant Plant Manager

K. Petersen, Maintenance Manager

M. Holmes, Chemistry Manager

A. Zelie, Radiation Protection Manager

P. Kissinger, Regulatory Affairs Manager
T. Shortell, Training Manager

G. Allex, General Supervisor Operations Training
R. Becker, Operations Training Instructor
J. Jackson, Operations Training Instructor
B. Koenig, Operations Shift Manager

S. O’Connor, Regulatory Affairs Analyst
M. Slack, Operations Training Supervisor
S. Spillum, Operations Training Supervisor
J. Yarbrough, Simulator Instructor

*M. O’Donnell, Project Engineer

*J. Billard, Project Engineer

*J. Becka, Project Supervisor

*S. O’Connor, Regulatory Analyst

*L. Samson, Manager Spent Nuclear Fuel

*Licensee and Contractor Employees in Attendance during the October 4, 2013, ISFSI

Operational Interim Exit Meeting

Nuclear Requlatory Commission

K. Riemer, Chief, Branch 2, Division of Reactor Projects

Attachment



LIST OF ITEMS OPENED, CLOSED AND DISCUSSED

Opened

07200058/2013001-01 | URI | Dry Shielded Canister Liquid Penetrant Examination
(Section 1R15)

05000263/2013005-01 | NCV | Failure to Follow Procedure for AO 13-22 Furmanite
Injection (Section 1R19)

05000263/2013005-02 | NCV | SBLC Discharge Pressure Procedural Limits Exceeded
(Section 1R22)

05000263/2013005-03 | FIN Failure to Maintain Radiation Exposure ALARA During
RFO 26 (Section 2RS2)

Closed

05000263/2013005-01 | NCV | Failure to Follow Procedure for AO 13-22 Furmanite
Injection (Section 1R19)

05000263/2013005-02 | NCV | SBLC Discharge Pressure Procedural Limits Exceeded
(Section 1R22)

05000263/2013005-03 | FIN | Failure to Maintain Radiation Exposure ALARA During
RFO 26 (Section 2RS2)

Discussed

None.



LIST OF DOCUMENTS REVIEWED

The following is a partial list of documents reviewed during the inspection. Inclusion on this list
does not imply that the NRC inspector reviewed the documents in their entirety, but rather that
selected sections or portions of the documents were evaluated as part of the overall inspection
effort. Inclusion of a document on this list does not imply NRC acceptance of the document or
any part of it, unless this is stated in the body of the inspection report.

Section 1R01

C.4-B.08.03.A; Abnormal Procedures—Loss of Heating Boiler; Revision 11

NH-36489; Circulating Water System; Revision 83

NH-36489-2; Circulating Water System; Revision 79

C.6-006-C-19; Circ Water PP P-100A Low Basin Level

C.6-006-C-21; Intake Structure E Basin Low Level

C.6-006-C-27; Bar Rack Diff High

B.06.04-05 E.13; Ops Manual Circulating Water System Operation—Winter Operation;
Revision 63

B.06.04-05 E.6; Ops Manual Circulating Water System Operation—Open Cycle to Partial
Recirculation; Revision 63

A.6; Acts of Nature; Revision 47

CAP 1171982; Heating Boiler Burner Control Cycles Excessively

CAP 1250725; Heating Boiler Failed to Start

CAP 1304874; Heating Boiler C-85 PNL “Lockout Auto 3-P Intlk Open”

CAP 1322627; Possible Adverse Trend in Boiler Feedpump Bearing Failures

CAP 1396983; Plant Heating Boiler not Available by Sept. Operation

CAP 1405468; Heating Boiler Trip on Flame Failure

1151; Winter Checklist; Revision 78

WO 00465367-01; Ops-HTB, 1060-01 HTG Boiler RV and Hi Limit Press; December 19, 2013
CAP 1407225; NRC Questioned Power Pack in Screen House

Section 1R04

NH-36265; Office and Control Building Air Flow Diagram; Revision 77

WO 00396985-05; MECH-V-EAC-14A, Replace Both Motors; October 7, 2013

CAP 1401084; Seal Leak on V-EAC-14A

CAP 1401002; No Equivalency Evaluation for V-EAC-14A Blower Motor

CAP 1401001; Undocumented Modification to V-EAC-14B Motor under WO 291262
Operations Manual B.08.13-01; Control Room Heating and Ventilation and EFT—Function and
General Description of System; Revision 10

Operations Manual B.08.13-02; Control Room Heating and Ventilation and EFT—Description of
Equipment; Revision 9

Operations Manual B.08.13-05; Control Room H and V and EFT—Description of Equipment;
Revision 22

NH-170037; Main Control Room CRV/EFT System; Revision 81

0460-A; Control Room Air Intake Radiation Monitor Monthly Test; Revision 20

CAP 1400911; Scheduling 0460-A TRM Surveillance Challenges Compliance Date

CAP 1294119; Received Unexpected Alarms upon Manual Start of 11 EDG

CAP 1307702; ESW-73-1, 11 EDG Dispersant INJ CKV Failed IST Leak Test

CAP 1309393; Raw Water Alarm was Received on No. 11 EDG during Rx Scram
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CAP 1373862; Pump Acceptance Criteria Does not Include Allowed Leakage

CAP 1388649; BS-1980, 11 ESW Strainer Increasing Differential Pressure

CAP 1407979; BS-2414 Still Trending High

CAP 1407388; 11 EDG/ESW Pump Decreasing Differential Pressure

CAP 1328421; PM Strategy May not be Effective

WO 447214; BS-1980, Inspect and Clean 11 ESW Basket Strainer; May 12, 2012
WO 444229; MECH-P-111A, Disassemble / Inspect / Rebuild Pump; October 27, 2011
WR 73255; P-111A, Rebuild 11 ESW Pump; January 9, 2012

CAP 1349356; Corrective Actions Associated with 11 ESW Pump not Timely

Ops Manual B.08.01.02-05; EDG ESW—System Operation; Revision 17

NH-36664; RHRSW and ESW Systems; Revision 85

NH-36665; Service Water System and Make-up Intake Structure; Revision 95

Ops Manual B.08.01.02-02; EDG ESW—Description of Equipment; Revision 3

Ops Manual B.08.01.02-01; EDG ESW—Function and General Description of System;
Revision 8

2154-22; EDG ESW System Prestart Valve Checklist; Revision 24

CAP 1395138; Minor 12 EDG Lube OQil Strainer Piping Union Leak

WO 486560; Minor Lube Oil Leak on Lube Oil Strainer Inlet Piping Union; September 3, 2013

Section 1R05

Strategy A.3-13-B; Reactor Feedpump and Lube Oil Reservoir Room; Revision 12
Strategy A.3-13-C; Turbine Building 911’ Elevation East MCC Area; Revision 8
Strategy A.3-16; Corridor, Turbine Building East and West (Elevations 911’ and 931°);
Revision 13

Strategy A.3-19-A; Make-Up Demineralizer Area; Revision 10

Strategy A.3-19-B; Essential MCC Area (No. 142 and 143 931’ Elevation); Revision 11
Strategy A.3-19-C; Feedwater Pipe Chase; Revision 5

CAP 1402008; 2 Oxy/Acetylene Carts in FZ-19A

Section 1R06

B.6.4-01; Circulating Water System; Revision 0

B.06.04-02; Circulating Water System; Revision 25

B.06.04-03; Circulating Water System; Revision 19

B.06.04-04; Circulating Water System; Revision 52

NX-36453; Intake Structure; Revision F

CA-06-107; Drilling Core Holes in East Wall of Intake Structure; Revision 0
DBD-S.04; Intake Structure; Revision 6

5985; Intake General Area — Intake Structure; Revision 3

Strategy A.3-23-A; Fire Zone 23-A, Intake Structure Pump Room; Revision 11
USAR 11.5; Circulating Water System; Revision 26

CAP 1381169; Plant Drawings did not Accurately Reflect Wall Configuration
CAP 1382472; A.6 External Flooding Does not Consider EDG-ESW Outlet Drains

Section 1R07

WO 463017-02; 1404-01 11 EDG ESW Heat Exchanger Performance Test; July 9, 2013
1404-01; EDG ESW Heat Exchanger Performance Test; Revision 15



WO 463603-01; 12 EDG ESW PRFM Test; September 9, 2013
WO 467496-19; Perform 4107-01-PM 11-- G-3A Xchanger Eddy Current Exam

Section 1R11

SEG RQ-SS-12E; Licensed Operator Requalification Simulator Exercise Guide; Revision 0
CAP 1408937; Scenario Enhancement Identified During LOR Self-Assessment

AT-0241; Operations AR Status Report, Revision 4

FP-T-SAT-71; NRC Exam Security Requirements; Revision 8

FP-T-SAT-73; Licensed Operator Requalification Program Examinations; Revision 9
MT-LOR-13D-001L; EPU Plant Conditions; LOR Training; Revision 0

MT-LOR-13A-0O05L; Main Feedwater Regulating Valve Operations; Revision 0

OPS Manual B.05.07-05; Reactor Water Level Control; Revision 18

OPS Manual B.06.05-05; Local Manual Control of Feedwater Heater Dump/Drain Valves;
Revision 29

OPS Manual C.5.1-1300; Secondary Containment Control; Revision 10

CAP 1358093; Assessment: Operation Re-qualification Training in Preparation for an
NRC IP 71111.11 Inspection; June 10-14, 2013

CAP 1384691; Failed Medical Evaluations Not Entered; May 29, 2013

CAP 1392377; Licensed Operator Medical Exam Exceeded Two Years; August 2, 2013
CAP 1398707; Operator Proficiency Watches Challenge Exam Security; September 26, 2013
CAP 1398749; Late Notification of Change in Medical Condition; September 26, 2013
CAP 1398914; Licensed Operator No-Solo Not Implemented; September 27, 2013

CAP 1398914; Apparent Cause Evaluation; September 27, 2013

CAP 1398930; Apparent Cause Evaluation; September 27, 2013

2012 Simulator Transient Tests

2012-2013 Completed MTC Simulator Work Orders

2012-2013 LOR Exam Sample Plan

2013 Annual Operating Test; 6 SEGs; Week 2 and Week 3

2013 Annual Operating Test; 13 JPMs; Week 2 and Week 3

2013 Biennial Written Examinations (2); Week 2 and Week 3

2013 LOR Written Stats; RO-2A Results; October 28, 2013

2013 Open MTC Simulator Work Orders M9100

Cycle 26 Core Performance Simulator Tests

Cycle 26 Normal Evolutions Simulator

FP-T-SAT-81; Test Number CP01; QF-1081-01; Simulator Core Stability and Power Distribution
Test Cycle 26; Revision 2

FP-T-SAT-81; Test Number CP02C; QF-1081-01; Poison Effects Following a Reactor Power
Change; Revision 2

LOR Biennial Training Plan 2012/2013; Revision 0

NRC License Active Status Maintenance; July 1 - September 30, 2013; Revision 14
LM-0311; RO Attendance; MT-OPS-Cycles 11D-E; 12A-G; 13A-B; Revision 14

LM-0311; SRO Attendance; MT-OPS-Cycles 11D-E; 12A-G; 13A-B; Revision 14
Monticello Emergency Notification Report Form; Revision 39

QF 104004; Remediation Training-JPMs; 2013 Annual LOR Exam; Revision 10

QF 107303; Individual Operator Simulator Exam Summary; 2013 Annual LOR Exam Week 3;
Revision 2

QF 107302; Crew Simulator Exam Summary; 2013 Annual LOR Exam Week 3; Revision 3
CAP 1410993; Received a Recirc Pump Motor Temp High Alarm C-04-C-35

CAP 1410997; Change in Reactor Insoluble Activity
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CAP 1411000; Three Way Communications not Per Standard

CAP 1410971; Turbine Bypass Valve Opened Sooner than Expected

CAP 1411004; Downpower for EPU and Turbine Testing Ran Over by Three Hours
CAP 1409972; Delays in Scheduling of Downpower Activities

Section 1R12

FP-E-MR-03; Maintenance Rule Monitoring; Revision 00

QFO0583; Maintenance Rule Preventable/Performance Criteria Evaluation; Revision 1
FP-PA-ARP-01; CAP Action Request Process; Revision 36

Maintenance Rule Program System Basis Document—Meteorological Monitoring System;
Revision 1

CAP 1407226-02; Maintenance Rule Functional Failure Evaluation—MET Tower Structural
Concerns; November 19, 2013

Maintenance Rule Tracking Database Entries for the MET Tower System; December 1, 2011
through December 19, 2013

List of CAP Documents Generated for MET Tower Issues; December 1, 2011 through
December 19, 2013

MET Tower Maintenance Rule a(1) Action Plan; January 29, 2013

CAP 1317943; Backup MET Tower Wind Direction Computer Pnt not Functional

CAP 1339181; Met Tower Speed/direction 10B Reading Constant Value

CAP 1339360; A Channel MET Tower Data Loss

CAP 1362075; MET Tower A Train Stopped Sending Data to Plant Computers

CAP 1362156; MET Tower B Train Failed

CAP 1335163; MET Data Loss on Both A and B Trains

CAP 1344450; MET 10M A Channel Wind Speed Instrument not Functional

CAP 1350820; MET Changed to Maintenance Rule a(1) and RED System Health

CAP 1362586; RASCAL/SPDS MET Tower Data Does not Match WR-4973

CAP 1386121; Power Supply Failure on B MET Tower Channel

CAP 1400578; Met Tower Below Grade Anchor Inspection

CAP 1407226; Existing MET Tower May have Structural Issues

Maintenance Rule Program System Basis Document—RHR Service Water System; Revision 1
Maintenance Rule Tracking Database Entries for the RHRSW System; December 1, 2011
through December 19, 2013

Maintenance Rule Expert Panel Approval Review Packet; December 5, 2013

CAP 1309460; Loss of Remote Manual Control of CV-1729

CAP 1328212; 13 RHRSW Pump Failed to Start During Quarterly Pump and Valve Test
List of CAP Documents Generated for RHRSW System Issues; December 1, 2011 through
December 19, 2013

CAP 1329584; Three RHRSW Pumps in or Near Alert Range

CAP 1339832; RHRSW Motor Cooling Config Causes Extended Unavailability

CAP 1355598; RHRSW 'B’ MR Status Change to a(2) at Risk (Yellow)

CAP 1365759; 13 RHRSW Pump Diff Pressure Drop during Last Test

CAP 1396584; MSPI RHR and RHRSW Failures Potentially Mischaracterized

CAP 1409433; MRE Recommendations Made for Equipment that is not in Scope
Maintenance Rule Program System Basis Document—RHR; Revision 6

List of Active (a)(1) Action Plans; November 22, 2013

Maintenance Rule Tracking Database Entries for the RHR System; December 1, 2011 through
December 19, 2013



CAP 1395356-02; Maintenance Rule Functional Failure Evaluation—11 Recirc Pump Runback;
September 1, 2013

CAP 1395356-02; Maintenance Preventable/Performance Criteria Evaluation; October 28, 2013
List of CAP Documents Generated for RHR System Issues; December 1, 2011 through
December 19, 2013

CAP 1394723; High Oil Level Discovered on 14 RHR Pump Upper Motor Bearing

CAP 1394723-02; Maintenance Rule Functional Failure Evaluation—14 RHR Pump Motor
Bearing High Qil Level; August 26, 2013

RHR System—Motor Cooling Coil Maintenance Rule a(1) Action Plan; February 26, 2013

RHR System—Breaker Failure Maintenance Rule a(1) Action Plan; January 15, 2013

CAP 1411443; CV-1728 Went Closed When Only 13 RHRSW Pump Running

Section 1R13

CAP 1397599; HPCI Turbine Steam Leak While Running Quarterly Surveillance

CAP 1394416; OPS Drum — Upcoming Work Evolution Discussions

Engineering Evaluation 22845; Document Operability of HPCI with Gland Seal Leak; Revision 0
WO 486298; Replace Bonnet on Valve RC-94-1

WO 485356; Leakage from RC-94-1

ODMI 1394416; RC-94-1 Repair

CAP 1405347; DW Cooling Fans Configuration Affects RCP Seal Pressure

CAP 1405347-02; Recirc Seal DW Cooler Swap Question Evaluation; December 20, 2013
ODMI 1404492-01; 12 REC Upper Seal Pressure Adverse Trend; Revision 3—
November 8, 2013

Ops Manual B.01.04-05; Recirculation System—System Operation; Revision 35

Ops Manual B.01.04-06; Recirculation System—Figures and Drawings; Revision 15
C.6-004-B-13; Drywell Equip Drain Leak Rate High; Revision 5

C.6-004-B-18; Drywell Equip Drain Leak Rate Change High; Revision 5

ODMI 1404492-01; 12 RCP Upper Seal Pressure Adverse Trend; Revision 2—
November 6, 2013

C.6-006-C-19; Circ Water PP P-100A Low Basin Level

C.6-006-C-21; Intake Structure E Basin Low Level

C.6-006-C-27; Bar Rack Diff High

B.06.04-05 E.13; Ops Manual Circulating Water System Operation—Winter Operation
B.06.04-05 E.6; Ops Manual Circulating Water System Operation—Open Cycle to Partial
Recirculation

A.6; Acts of Nature; Revision 47

Section 1R15

CAP 1402246; NRC Question on DSC PT Examinations Times

CAP 1402246; Operability Evaluation; October 18, 2013

12751-NRC-001; TriVis Report of Potential Substantial Safety Hazard in Accordance with Title
10 Code of Federal Regulation, Part 21; December 13, 2013

SNFP-MT-TRIV-2395-003 and SC-XEND 4359; Xcel Energy to TriVis Immediate Suspension of
Services; October 18, 2013

TriVis Report on the Investigation and Determination of the Validity of Liquid Penetrant
Examinations Performed on Dry Shielded Canisters 11-16 at MNGP; October 22, 2013

CAP 1402246; Fleet Challenge Board — NRC Question on DSC PT Examination Times; October
23,2013



0255-10-1A-1; Primary Containment Isolation Valve Exercise; Revision 42

CAP 1410157; NRC question not resolved by date committed

CE-1404581-02; Condition Evaluation for NRC Question Regarding TS SR 3.3.3.1.2 for
Function 6

CAP 1404581; NRC Question Regarding TS SR 3.3.3.1.2 for Funct. 6

CAP 1404263; NRC Questions on Procedure 0255-10-1A-1

Engineering Evaluation 23285; PCIV Calibration Requirements; December 19, 2013
0255-10-1A-1; Primary Containment Isolation Valve Exercise; Revision 42

CAP 1401984; Part of Surveillance not Completed Prior to Late Date

0255-27-1A-1; “A” HOA Quarterly Valve Test; Revision 8

2167-01; Startup Checklist Transition from Mode 3 to Mode 2; Revision 23

Section 1R19

CAP 1402240; AO-13-22 Furmanite Injection Process Question

WO 486966; Furmanite a Steam Leak on AO-13-22

LSP-PKNG-01; Furmanite Engineering Procedure, Hinge Pin Injection Procedure — Project
102-LS-401781; Revision B

EC 22781; AO-13-22 Valve Leak; Revision 0

Furmanite to Xcel Letter CUS1310087-DOC-02C; Furmanite Injection of AO 13-22;
October 18, 2013

ACE 1402240; Apparent Cause Evaluation — AO 13-22 Furmanite Injection; November 6, 2013
CAP 1405926; SI-7321 Failed to Indicate Turbine RPMs During RCIC Run

CAP 1406252; Notification to Operations of RCIC Related Issues not Timely

CAP 1405926-02; Maintenance Rule Functional Failure Evaluation—RCIC Downscale
Indication on Control Room Turbine Speed Indicator

NX-7822-56-1; Wiring Schematic 48 VDC Tachometer; Revision A

NX-7822-22-4; Elementary Diagram—RCIC System; Revision 77

CAP 1406182; Found SY-7321 RCIC (Freq. Conv.) Loose on its Mount Base

CAP 1406124; Spare RCIC EGM Controller is Different than Installed Unit

CAP 1406276; NRC Question-eval for Immediate Action on RCIC SI-7321 Fail

CAP 1406235; SI-7321 (RCIC Speed Indicator) has Failed Twice in 4 Months

WO 486959-06; CV-6-13 Furmanite Injection; 11-14-2013

WO 486959-02; CV-6-13 Furmanite Injection PMT; 11-14-2013

CAP 1406349; 2 Sched. High risk ltems Were not on Plant Status Report

Section 1R22

0255-17-1A-5; Alternate Nitrogen System Train ‘A’ Valve Test; Revision 31
NH-36049-10; P&ID Alternate Nitrogen System; Revision 77

4 AWI-09.04.01; Inservice Testing Program; Revision 44

B.08.04.03-02; Alternate Nitrogen System—Description of Equipment; Revision 0
B.08.04.03-05; Alternate Nitrogen System—System Operation; Revision 17
B.08.04.03-01; Alternate Nitrogen System—Function and General Description of Systems;
Revision 3

0255-01-1ll; SBLC Quarterly Pump and Valve Tests; Revision 55

NH-36253; P&ID Standby Liquid Control System; Revision 78

4135-02; Obtaining Oil Samples; Revision 5

Operations Manual B.03.05-05; SBLC—System Operation; Revision 65

WO 473403-01; PM 4151-1 (11 SLC Accumulator T-204A)
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WO 473404-01; PM 4151-2 (12 SLC Accumulator T-204B)

CAP 1401816; Momentary Low SLC System Pressure during 0255-02-l

CAP 1401963; Imprecise Control During 11 SBLC Quarterly Surveillance

CAP 1401968; Inadequate Characterization of Issue in CAP 1401816

WO 476912; 0255-03-1A-1-2; Core Spray ‘B’ Quarterly Pump and Valve Tests
0255-03-1A-1-2; Core Spray Loop ‘B’ Quarterly Pump and Valve Tests; Revision 55
WO 476939; 0533 Primary Containment Sump Flow Measurement Instrumentation
0533; Containment Sump Flow Measurement Instrumentation; Revision 22

8216; EPU Dynamic Testing; Revision 0

8215; EPU Power Ascension Test; Revision 0

CAP 1411697; 8216 Procedure Could Cause Rx Press to Exceed Limits in C.2
CAP 1411999; EPU Test Lvl 2 Vib Acceptance Criteria not Met

CAP 14112837; Lvl 2 Fdwtr Piping Vibe Acceptance Criteria for EPU Test not Met
CAP 1412832; EPU PAT; Generator RTD and TC Readings Out of L2 Criteria
CAP 1412833; EPU PAT Level 2 HPC Piping Vib Acceptance Criteria not Met
CAP 1411559; 13A Feedwater Heater Dump Valve is Cycling Open

Section 1EP4

Emergency Plan; Revisions 38 and 39

A.2-807; Off-Site Dose Assessment and Protective Action Recommendations; Revision 22
Evacuation Time Estimate Study Update

Section 1EP6

2013 Table-Top Drill Scenario September 4-December 2; Revision 1

CAP 1407694; ERO Tabletop Drill Material Potentially Compromised

CAP 1408036; ERO 112513 — Information not Timely

CAP 1408039; ERO Table Top: RPSS Phone Display Issue

CAP 1408285; NRC Identified Table Top Coaching Provided, not Critiqued
FG-EP-WI-14; Emergency Preparedness Drill and Exercise Manual; Revision 6
FG-EP-WI-18; Emergency Preparedness Pl Guidance; Revision 0

Section 2RS2

FP-RP-JPP-01; RP Job Planning; Revision 12

1R26 Radiological Work Assessments Work in Progress Reviews; various
1R26 Radiological Work Assessments Post Job Reviews; various

Section 40A1

EWI-04.08.11; NRC and WANO Performance Indicator — Data Collection; Revision 5
PRA-CALC-05-003; MSPI Basis Document; Revision 2

NEI 99-02; Regulatory Assessment Pl Guideline; Revision 6

Monticello Station Log Entries Regarding RHR and Cooling Water; October 2012 through
September 2013

Maintenance Rule Database Entries Regarding RHR and Cooling Water; October 2012 through
September 2013

MSPI Deviation Report; MSPI Residual Heat Removal; October 2012-September 2013

MSPI Deviation Report; MSPI Cooling Water; October 2012-September 2013



Section 40A2

CAP 1381626; Dropped Pipe Assembly

CAP 1382551; Keys Found in Unattended Vehicle

CAP 1382857; 13.8kV CDP Cable Pull — Wrong Box Put in

CAP 1384383; Recent Increased Trend in Bechtel Human Performance Related Issues
CAP 1387809; Trend in RFO Work Order Step Deviations

CAP 1387996; Improper Gasket Used in P-2B Seal Water Supply

CAP 1389520; 3 NRC Findings in H.2.c Cross-Cutting Aspect

CAP 1389730; 5 NRC Findings in H.2.c Cross Cutting Aspect

CAP 1400421; Three Findings in H.1.b Cross Cutting Aspect

CAP 1407237; Shortfalls with Vendor Penetrant Qualification Tests

Section 40A5

NUH61BTH-10100; Specification for Generic Temperature Monitoring of NUHOMS HSM-H
Loaded with 61 BTH DSC with Up to 31.2 kW Total Decay Heat Load
12751-MNGP-QP-9.201; Visual Weld Examination; Revision 0
12751-MNGP-QP-9.202; Color Contrast Liquid Penetrant; Revision 1

9505; Preparations for Loading DSC; Revision 9

9506; Dry Shielded Canister Sealing; Revision 8

9507; DSC Transport from Refuel Floor to ISFSI; Revision 10

9508; DSC Transfer from Transfer Cask to HSM; Revision 11

9513 HSM Equilibrium Temperature Monitoring; Revision 4

SS-8-A-TN; Welding Procedure Specification — Manual; Revision 2
SS-8-M-TN; Welding Procedure Specification — Machine; Revision 2

WAP-3; Control of Filler Material; Revision 4

WO000482672; Reactor Building Crane Preventative Maintenance; June 24, 2013
WO000463036; Inspector ISFSI Roof for Freeze / Thaw Damage; July 30, 2013
Fuel Canister Loading Report; Cask 11

Fuel Canister Loading Report; Cask 12

Fuel Canister Loading Report; Cask 13

Fuel Canister Loading Report; Cask 14

Fuel Canister Loading Report; Cask 15

MNGP ISFSI 10 CFR 72.212 Evaluations Report; Revision 4

NOS Observation Report 2013-03-010; ISFSI; August 28, 2013

Pre-NRC ISFSI Inspection Self-Assessment; July 2, 2013

Lift Yoke Preventative Maintenance; July 11, 2013

Transfer Cask Preventative Maintenance; July 22, 2013

TriVis Training Qualification Matrix; August 18, 2013
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ADAMS
ALARA
AR
ASME
CAP
CFR
Clv
CoC
CRV
CYy
DRP
DSC
EDG
EFT
EPIP
EPU
ESW
FIN
FME
FW
HPCI
HSM
IMC
/10

IP

IR
ISFSI
ISI
IST
JPM
LORT
MCC
MSPI
MWt
NCV
NDE
NEI
NRC
NUHOMS
NUMARC
PAM
PARS
Pl

PM
psig
PT
RCIC
RCS

LIST OF ACRONYMS USED

Agencywide Document Access Management System
As-Low-As-Is-Reasonably-Achievable
Action Request

American Society of Mechanical Engineers
Corrective Action Program

Code of Federal Regulations
Containment Isolation Valve

Certificate of Compliance

Control Room Ventilation

Calendar Year

Division of Reactor Projects

Dry Shielded Canister

Emergency Diesel Generator

Emergency Filtration Train

Emergency Plan Implementing Procedure
Extended Power Uprate

Emergency Service Water

Finding

Foreign Material Exclusion

Feedwater

High Pressure Coolant Injection
Horizontal Storage Module

Inspection Manual Chapter

Input/Output

Inspection Procedure

Inspection Report

Independent Spent Fuel Storage Installation
Inservice Inspection

Inservice Test

Job Performance Measure

Licensed Operator Requalification

Motor Control Center

Mitigating Systems Performance Index
Megawatts Thermal

Non-Cited Violation

Nondestructive Examination

Nuclear Energy Institute

U.S. Nuclear Regulatory Commission
Nutech Horizontal Modular Storage
Nuclear Management and Resources Council
Post-Accident Monitoring

Publicly Available Records System
Performance Indicator

Post Maintenance

Pounds Per Square Inch Gauge
Penetrant Examination

Reactor Core Isolation Cooling

Reactor Coolant System
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RFO
RG
RHR
RHRSW
RMCR
SAT
SBLC
SDP
SFP
SR
SSC
TS
USAR
URI
WIP
WO

Refueling Outage

Regulatory Guide

Residual Heat Removal

Residual Heat Removal Service Water
Remote Monitoring Control Room
Systems Approach to Training
Standby Liquid Control

Significance Determination Process
Spent Fuel Pool

Surveillance Requirement
Structure, System and Component
Technical Specification

Updated Safety Analysis Report
Unresolved Item

Work-in-Progress

Work Order
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K. Fili

-2-

In accordance with 10 CFR 2.390 of the NRC's "Rules of Practice," a copy of this letter and
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 Agencywide Documents Access and Management System (ADAMS),
accessible from the NRC Web site at http://www.nrc.gov/reading-rm/adams.html (the Public
Electronic Reading Room).
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