
 

 

UNITED STATES 
NUCLEAR REGULATORY COMMISSION 

REGION III 
2443 WARRENVILLE RD. SUITE 210 

LISLE, IL  60532-4352 

 
May 7, 2014 

 
 
Mr. Eric McCartney 
Site Vice President 
NextEra Energy Point Beach, LLC 
6610 Nuclear Road 
Two Rivers, WI  54241 
 
SUBJECT:  POINT BEACH NUCLEAR PLANT, UNITS 1 AND 2 

        NRC INTEGRATED INSPECTION REPORT 05000266/2014002; 
        05000301/2014002 

Dear Mr. McCartney: 

On March 31, 2014, the U.S. Nuclear Regulatory Commission (NRC) completed an inspection 
at your Point Beach Nuclear Plant, Units 1 and 2.  The enclosed report documents the results of 
this inspection, which were discussed on April 9, and April 23, 2014, with you and other 
members of your staff. 

Based on the results of this inspection, three NRC-identified findings of very low safety 
significance were identified.  The findings involved violations of NRC requirements.  However, 
because of their very low safety significance, and because the issues were entered into your 
corrective action program, the NRC is treating the issues as non-cited violations (NCVs) in 
accordance with Section 2.3.2 of the NRC Enforcement Policy. 

If you contest the subject or severity of these NCVs, you should provide a response within 
30 days of the date of this inspection report, with the basis for your denial, to the U.S. Nuclear 
Regulatory Commission, ATTN:  Document Control Desk, Washington, DC 20555-0001, with a 
copy to the Regional Administrator, U.S. Nuclear Regulatory Commission - Region III, 
2443 Warrenville Road, Suite 210, Lisle, IL 60532-4352; the Director, Office of Enforcement, 
U.S. Nuclear Regulatory Commission, Washington, DC 20555-0001; and the Resident Inspector 
Office at the Point Beach Nuclear Plant.  In addition, if you disagree with the cross-cutting 
aspect assigned to any finding in this report, you should provide a response within 30 days of 
the date of this inspection report, with the basis for your disagreement, to the Regional 
Administrator, Region III, and the NRC Resident Inspector at the Point Beach Nuclear Plant. 

Additionally, as we informed you in the most recent NRC integrated inspection report,  
cross-cutting aspects identified in the last six months of 2013 using the previous terminology 
were being converted in accordance with the cross-reference in Inspection Manual Chapter 
(IMC) 0310.  Section 4OA5 of the enclosed report documents the conversion of these  
cross-cutting aspects which will be evaluated for cross-cutting themes and potential substantive 
cross-cutting issues in accordance with IMC 0305 starting with the 2014 mid-cycle assessment
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review.  If you disagree with the cross-cutting aspect assigned, you should provide a response 
within 30 days of the date of this inspection report, with the basis for your disagreement, to the 
Regional Administrator, Region III, and the NRC Resident Inspector at the Point Beach Nuclear 
Plant. 
 
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/ 
 
Jamnes L. Cameron, Chief 
Branch 4 
Division of Reactor Projects 

Docket Nos. 50–266; 50–301 
License Nos. DPR-24; DPR-27 
 
Enclosure:  
IR 05000266/2014002; 05000301/2014002 
  w/Attachment:  Supplemental Information 
 
cc w/encl:  Distribution via LISTSERV® 
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SUMMARY OF FINDINGS 

Inspection Report (IR) 05000266/2014002; 05000301/2014002; 01/01/2014 – 03/31/2014; Point 
Beach Nuclear Plant, Units 1 & 2; Inservice Inspection Activities; and Operability Determinations 
and Functional Assessments.  

This report covers a 3-month period of inspection by resident inspectors and announced 
baseline inspections by regional inspectors.  Three Green findings were identified by the 
inspectors.  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 
(SDP)” dated June 2, 2011.  Cross-cutting aspects are determined using IMC 0310, 
“Components Within the Cross Cutting Areas” effective date January 1, 2014.  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. 
 
A. NRC-Identified and Self-Revealed Findings 

Cornerstone:  Initiating Events 

• Green.  The inspectors identified a Green non-cited violation of 10 CFR Part 50, 
Appendix B, Criterion IX, “Control of Special Processes,” for a failure to provide sufficient 
magnetic field overlap to ensure 100 percent coverage while performing a magnetic 
particle examination (MT) on a steam generator feedwater nozzle weld.  The examiner 
reexamined the area to meet the Code coverage and entered the issue into its 
Corrective Action Program (CAP) as action request (AR) 01951316. 

The inspectors determined that this issue was more than minor in accordance with 
IMC 0612, Appendix B, “Issue Screening,” dated September 7, 2012, because the 
inspectors answered “yes” to the More-than-Minor question, “If left uncorrected, would 
the performance deficiency have the potential to lead to a more significant safety 
concern”.  Specifically, the required MT examination coverage/overlap was not 
verified/measured but rather assumed to be adequate by the examiner, and absent 
NRC intervention, would have returned the component to service for an indefinite 
period of service, which would have placed the nozzle/piping at increased risk for 
undetected cracking, leakage or component failure.  In accordance with Table 2, 
“Cornerstones Affected by Degraded Condition or Programmatic Weakness,” of 
IMC 609, Attachment 4, “Initial Characterization of Findings,” issued June 19, 2012, 
the inspectors checked the box under the Initiating Events Cornerstone because 
leakage at this feedwater piping could be a transient initiator contributor. 

The inspectors determined this finding was of very low safety significance (Green) based 
on answering “no” to the questions in Part A of Exhibit 1, “Initiating Events Screening 
Questions,” in IMC 0609, Attachment A, “The Significance Determination Process for 
Findings At-Power,” issued on June 19, 2012.  Specifically, the inspectors answered “no” 
to the screening question, “Did the finding cause a reactor trip AND the loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable 
shutdown condition (e.g., loss of condenser, loss of feedwater)”.  The inspectors 
answered no to this question because the examiner re-examined the area of incomplete 
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coverage and did not identify rejectable flaws.  The inspectors determined that the 
primary cause of the failure to ensure sufficient field overlap while performing a MT 
examination was related to the cross-cutting component of Human Performance, “Field 
Presence,” because the licensee failed to provide oversight of work activities; including 
contractors and supplemental personnel.  Specifically, proper oversight at the pre-job 
brief would have ensured the issue of overlap was discussed and understood. 

The inspectors determined that proper oversight at the pre-job brief could have ensured 
the issue of overlap was discussed and understood.  Additionally, good direct oversight 
of the test could have provided the ability to reinforce the correct method of performing 
the test as well as enabling the site to discover the error instead of the inspector 
identifying the problem [H.2].  (Section 1R08.b(1)) 

Cornerstone:  Mitigating Systems 

• Green.  The inspectors identified a Green non-cited violation of 10 CFR Part 50, 
Appendix B, Criterion IX, “Control of Special Processes,” for a failure to measure the 
interpass temperature while performing welding on the auxiliary feedwater (AFW) piping 
system in accordance with welding procedure specifications (WPS) FP-PE-B31-P1P1-
GTSM-001.  Consequently, welding was performed without the Code and procedure 
required interpass temperature being monitored on a number of welds, a parameter 
which can affect the mechanical properties of the material being welded.  To restore 
compliance, the welder proceeded to measure the interpass temperature and ensured 
that the temperature requirement would not have been exceeded.  The licensee entered 
this issue into their CAP as AR 01950601. 

The inspectors determined that this issue was more than minor in accordance with 
IMC 0612, Appendix B, “Issue Screening,” dated September 7, 2012, because the 
inspectors answered “yes” to the More-than-Minor question, “If left uncorrected, would 
the performance deficiency have the potential to lead to a more significant safety 
concern”.  Specifically, absent NRC intervention, the welder would have completed all of 
the welds without having measured the interpass temperature, a welding parameter 
which can affect the mechanical properties (e.g., impact properties) of some materials 
being welded, and could lead to a potential failure of the weld in service.  In accordance 
with Table 2, “Cornerstones Affected by Degraded Condition or Programmatic 
Weakness,” of IMC 609, Attachment 4, “Initial Characterization of Findings,” issued 
June 19, 2012, the inspectors checked the box under the Mitigating Systems 
Cornerstone because leakage at this AFW piping could degrade short term heat 
removal.  The inspectors determined this finding was of very low safety significance 
(Green) based on answering “no” to the questions in Part A of Exhibit 1, “Mitigating 
Systems Screening Questions,” in IMC 0609, Attachment A, “The Significance 
Determination Process for Findings At-Power,” issued on June 19, 2012.  Specifically, 
the inspectors answered, “yes” to the screening question “If the finding is a deficiency 
affecting the design or qualification of a mitigating structures systems component (SSC), 
does the SSC maintain its operability or functionality”.  The welder subsequently 
performed interpass temperature measurements and demonstrated that the temperature 
would remain below the required temperature of the welds in question, and the issue did 
not result in the actual loss of the operability or functionality of a safety system. 

The inspectors determined that the primary cause of the failure to measure the interpass 
temperature in accordance with WPS FP-PE-B31-P1P1-GTSM-001 was related to the 



 

4 
 

cross-cutting component of Problem Identification and Resolution, P.4 “Trending”.  The 
organization failed to periodically analyze information from the corrective action program 
and other assessments in the aggregate to identify programmatic and common cause 
issues.  Point Beach had experienced a number of issues related to welding in the 
weeks before the interpass temperature issue, leading to some 19 welding-related action 
request (ARs) being written.  The total of these issues presented the site with the 
opportunity to evaluate if there were problems with the conduct of the welding program.  
Resulting increased focus could have led to licensee identification of, or prevention of, 
the lack of taking temperatures.  (Section 1R08.b(2)) 

• Green.  The inspectors identified a Green non-cited violation of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure to follow 
procedures.  Specifically, the licensee failed to perform a flood review, as required by NP 
8.4.17, “PBNP Flooding Barrier / Relief Path Program,” Revision 15, when work activities 
in the G–02 EDG room left a lightweight wet floor safety sign that could have been 
transported during a license basis internal flood event and affected the flow capacity of 
the flood relief slots.  The licensee’s short-term corrective actions included removing the 
material from the G–02 EDG room and communicating to station personnel the 
importance of not leaving susceptible material unattended.  The licensee entered this 
issue into their CAP as AR 01960472. 

The inspectors determined that the finding was more than minor, because, if left 
uncorrected, it could have the potential to become a more significant safety concern.  
Specifically, if the licensee was not performing flood reviews for material left unattended 
during or after work activities, susceptible unattended material could be transported to 
credited flood relief dampers and impeded the design flow rate required for the dampers 
to protect safety related equipment.  The inspectors determined the finding could be 
evaluated using the SDP in accordance with IMC 0609, “Significance Determination 
Process,” Attachment 0609.04, “Initial Characterization of Findings,” dated 
June 19, 2012, and Appendix A, “The Significance Determination Process for Findings 
At-Power,” Exhibit 4, “External Events Screening Questions,” dated June 19, 2012.  The 
inspectors answered “yes” to question 1 of External Events screening questions since the 
finding could potentially degrade one train of the emergency power system  
(a risk-significant system).  Thus the inspectors consulted the regional Senior Risk 
Analyst (SRA). 

The SRA performed a detailed risk evaluation using the Point Beach Standardized Plant 
Analysis Risk Model Version 8.22.  For there to be a risk increase due to this deficiency 
there would have to be a LOOP coincident with a flood event that renders the G–O2 EDG 
unavailable.  The SRA performed a bounding analysis assuming that the flood event 
occurred coincident with a LOOP.  The exposure time for the deficient condition was not 
more than 15-days.  Assuming a 15-day exposure time, the delta CDF was 9.3E-08/yr.  
The dominant sequence involved a transient initiating event with a consequential LOOP 
and station blackout.  Based on the result of the detailed risk evaluation, the issue was of 
very low risk significance (Green). 

This finding has a cross-cutting aspect of Training (H.9) in the area of human 
performance, for failing to provide training and ensure knowledge transfer to maintain a 
knowledgeable workforce.  Specifically, the licensee did not ensure that personnel were
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knowledgeable of need to control material that could transport during an internal flooding 
event, restrict flood relief paths, and affect flood mitigation features.  (Section 1R15.b(1)) 

B. Licensee-Identified Violations 

None. 
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REPORT DETAILS 

Summary of Plant Status 

Unit 1 

The unit operated at or near full power throughout the quarter with one exception.  On 
February 28, 2014 operators reduced power to 48 percent power for repairs to the 1P–28A main 
feed pump and 1LT–426 Pressurizer Level Transmitter.  Operators restored power to 
100 percent on March 4, 2014. 

Unit 2 

The unit operated at or near full power until March 16, 2014.  On March 16, 2014, the operators 
reduced power in preparation for the March 17, 2014 shutdown and refueling outage 33.  The 
unit was shut down for the remainder of the inspection period. 
 

1. REACTOR SAFETY 

Cornerstones:  Initiating Events, Mitigating Systems, and Barrier Integrity 

1R01 Adverse Weather Protection (71111.01) 

.1 (Closed) Unresolved Item (URI) 05000266/2013002-01;05000301/2013002-01, 
“Flooding Impact of Loose Items Found on Roof Tops” 

During the 2013 external flooding sample, the inspectors identified several large mats, 
pieces of metal equipment, loose scaffolding, piping, ladders, and other miscellaneous 
items on various rooftops.  The inspectors were concerned that the loose items could 
clog various drains in the event of heavy precipitation and cause a flooding concern.  
The licensee initiated AR 01855615 in response to the inspectors’ concerns.  The review 
of the licensee’s evaluation of the condition was needed to determine whether barriers 
required to mitigate flooding were in place and functional as a result of the loose items 
identified. 

The inspectors’ review of the licensee’s evaluation verified the licensee’s conclusion that 
the material found would not have caused water to pond on the building roofs in a 
quantity that would have challenged roofs’ structure or the flood barrier function of the 
roofs.  This URI is closed. 

This activity does not represent a completed inspection sample 

1R04 Equipment Alignment (71111.04) 

.1 Quarterly Partial System Walkdowns 

a. Inspection Scope 

The inspectors performed partial system walkdowns of the following risk-significant 
systems: 
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• Unit 2 residual heat removal (RHR) system train A with RHR train B  
out-of-service (OOS); 

• G–01 emergency diesel generator (EDG) with G-03 EDG OOS; 
• Unit 1 containment spray (CS) system train B with CS train A OOS; and 
• Unit 1 auxiliary feedwater (AFW) system train B with AFW train A OOS. 

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, Final  Safety Analysis Report (FSAR), Technical Specification (TS) 
requirements, outstanding work orders (WOs), condition reports, and the impact of 
ongoing work activities on redundant trains of equipment in order to identify conditions 
that could have rendered the systems incapable of performing their intended functions.  
The inspectors also walked down accessible portions of the systems to verify system 
components and support equipment were aligned correctly and operable.  
The inspectors examined the material condition of the components and observed 
operating parameters of equipment to verify that there were no obvious deficiencies.  
The inspectors also verified that the licensee had properly identified and resolved 
equipment alignment problems that could cause initiating events or impact the capability 
of mitigating systems or barriers and entered them into the CAP with the appropriate 
significance characterization.  Documents reviewed are listed in the Attachment to this 
report. 

These activities constituted four partial system walkdown samples as defined in 
Inspection Procedure (IP) 71111.04–05. 

b. Findings 

No findings were identified. 

.2 Semi-Annual Complete System Walkdown 

a. Inspection Scope 

The inspectors performed a complete system alignment inspection of the Unit 2 residual 
heat removal system, during an outage while it was aligned for shutdown cooling, to 
verify the functional capability of the system.  This system was selected because it was 
considered both safety significant and risk significant in the licensee’s probabilistic risk 
assessment.  The inspectors walked down the system to review mechanical and 
electrical equipment 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. 
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These activities constituted one complete system walkdown sample as defined in 
IP 71111.04–05. 

b. Findings 

No findings were identified. 

1R05 Fire Protection (71111.05) 

.1 Routine Resident Inspector Tours (71111.05Q) 

a. Inspection Scope 

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

• G–01 emergency diesel generator (EDG) Room, Fire Zone 308; 
• G–02 EDG Room, Fire Zone 309; 
• G–03 EDG Room and Support Rooms, Fire Zones 770-772, 774, 780, 785, 786; 
• 1A–06 4160 Volt Vital Bus Room, Fire Zone 773; 
• G–04 EDG Room and Support Rooms, Fire Zones 775, 776, 778, 783, 784; and 
• 2A–06 4160 Volt Vital Bus Room, Fire Zone 777. 

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 
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. 

b. Findings 

No findings were identified.  
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1R06 Flooding (71111.06) 

.1 Internal Flooding 

a. Inspection Scope 

The inspectors reviewed selected risk important plant design features intended to protect 
the plant and its safety-related equipment from internal flooding events.  The inspectors 
reviewed design documents, drawings, and the FSAR.  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 performed a walkdown 
of the following plant area(s) to assess the adequacy of watertight doors and verify 
drains and sumps were clear of debris and were operable: 

• Residual Heat Removal Pump Cubicles.  

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

This inspection constituted one partial internal flooding sample as defined in 
IP 71111.06–05.  This partial sample will be completed in the second quarter of 2014. 

b. Findings 

No findings were identified. 

1R08 Inservice Inspection Activities (71111.08P) 

From March 17, 2014 through March 26, 2014, the inspectors conducted a review of the 
implementation of the licensee’s Inservice Inspection (ISI) Program for monitoring 
degradation of the reactor coolant system, steam generator tubes, emergency feedwater 
systems, risk significant piping and components and containment systems. 

The inspections described in Sections 1R08.1, 1R08.2, R08.3, IR08.4 and 1R08.5 
below constituted one inservice inspection sample as defined in IP 71111.08. 

.1 Piping Systems ISI 

a. Inspection Scope 

The inspectors either observed or reviewed the following non-destructive examinations 
mandated by the ASME Section XI Code to evaluate compliance with the ASME Code 
Section XI and Section V requirements and if any indications and defects were detected, 
to determine if these were dispositioned in accordance with the ASME Code or an NRC 
approved alternative requirement: 

• magnetic particle (MT) examination of reactor coolant system (RC), feedwater 
nozzle extension-to-nozzle weld, SG-A-8; 

• visual examination (VT–3) of the 8’ containment liner plates; and 
• liquid penetrant (PT) examination of a safety injection system welded attachment 

welds (SI–151R–3–2H1–IWA). 
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The inspectors reviewed the following examinations completed during the previous 
outage with relevant/recordable conditions/indications accepted for continued service to 
determine if acceptance was in accordance with the ASME Code Section XI or an NRC 
approved alternative: 

• Indication (PT) disposition of containment “B” pipe-to-elbow weld  
(CVC–02–LD–1001–29); and 

• Indication (VT) disposition of main-steam line rigid support EB–1–2H9. 

The inspectors either observed or reviewed the following pressure boundary welds 
completed for risk-significant systems since the beginning of the last refuelling outage to 
determine if the licensee applied the preservice non-destructive examinations and 
acceptance criteria required by the Construction Code and ASME Code, Section XI.  
Additionally, the inspectors reviewed the welding procedure specification and supporting 
weld procedure qualification records to determine if the weld procedures were qualified 
in accordance with the requirements of Construction Code and the ASME Code 
Section IX: 

• weld repair/replacement of Class 3, auxiliary feedwater system (AFW) cross-tie 
piping weld (3” DB-3, Weld 2); 

• weld repair/replacement of Class 1, reactor coolant system (RC) seal weld valve 
bonnet (2SI-0853B); and 

• weld repair/replacement of Class 3, to cut and cap SW penetration 2CPP–38. 

b. Findings 

(1) A Failure to Provide Sufficient Field Overlap to Ensure 100 Percent Coverage 

Introduction:  The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, 
Criterion IX, “Control of Special Processes,” for a failure to provide sufficient magnetic 
field overlap to ensure 100 percent coverage while performing a MT.  Consequently, the 
examination area on the nozzle-to-pipe weld on the steam generator feedwater nozzle 
was being examined without adequate coverage of the required exam area. 

Description:  The inspectors identified that the licensee Non-Destructive Examination 
(NDE) examiner failed to establish adequate magnetic field overlap to ensure that 100 
percent coverage was achieved while performing a dry particle MT examination using 
the A/C yoke technique.  An MT examination is performed in accordance with the Article 
IWA of Section XI of the ASME Code to detect surface breaking flaws that could affect 
the structural integrity or leak tightness of the system.  The examiner conducted the MT 
in accordance with Procedure “NDE–350, Magnetic Particle Examination Alternating 
Current (A/C) Yoke,” which specified a licensee-developed methodology used to 
establish a spacing/distance (the yoke interval between subsequent yoke repositioning) 
to ensure that Code required overlap was achieved.  The methodology to establish the 
yoke distance/spacing had been demonstrated by the licensee to ensure adequate 
overlap. 

The examination area included the weld and the area ½” on either side of the toe of the 
weld.  The examiner had placed the yoke parallel to the weld (on both sides of the weld) 
and had assumed that the field would be sufficient to extend beyond the center line of 
the weld based on the demonstrated methodology.  However, the weld was 2.5” wide 
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and a check of the distance needed to ensure field overlap showed that it was 
inadequate, falling short of the centerline of the weld.  The inspectors were concerned 
that without adequate overlap, the examination could fail to reliably detect rejectable 
flaws prior to returning the Unit to service and adversely affect the integrity of the 
system.  The examiner re-examined the area to meet the Code coverage and entered 
the issue into its CAP as AR 01951316. 

Analysis:  The inspectors determined that the failure to provide sufficient field overlap as 
required by the ASME Code Section XI and site procedure was a performance 
deficiency that warranted a significance evaluation.  The inspectors determined that this 
issue was more than minor in accordance with IMC 0612, Appendix B, “Issue 
Screening,” dated September 7, 2012, because the inspectors answered “yes” to the 
More-than-Minor question, “If left uncorrected, would the performance deficiency have 
the potential to lead to a more significant safety concern".  Specifically, the MT 
examination coverage was assumed to be adequate by the examiner, and absent NRC 
intervention, would have returned the component to service for an indefinite period of 
service, which would have placed the nozzle/piping at increased risk for undetected 
cracking, leakage or component failure.  In accordance with Table 2, “Cornerstones 
Affected by Degraded Condition or Programmatic Weakness,” of IMC 609, 
Attachment 4, “Initial Characterization of Findings,” issued June 19, 2012, the inspectors 
checked the box under the Initiating Events Cornerstone because leakage at the steam 
generator feedwater nozzle weld could be a transient initiator contributor. 

The inspectors determined this finding was of very low safety significance (Green) based 
on answering “no” to the questions in Part B of Exhibit 1, “Initiating Events Screening 
Questions,” in IMC 0609, Appendix A, “The Significance Determination Process for 
Findings At-Power,” issued on June 19, 2012.  Specifically, the inspectors answered “no” 
to the screening question “Did the finding cause a reactor trip AND the loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable 
shutdown condition (e.g., loss of condenser, loss of feedwater)".  The inspectors 
answered no to this question because the examiner re-examined the area of incomplete 
coverage and did not identify rejectable flaws. 

The inspectors determined that the primary cause of the failure to ensure sufficient field 
overlap while performing a MT examination was related to the cross-cutting component 
of Human Performance, [H.2] “Field Presence”:  Leaders are commonly seen in the work 
areas of the plant observing, coaching, and reinforcing standards and expectations.  
Deviations from standards and expectations are corrected promptly.  Senior managers 
ensure supervisory and management oversight of work activities, including contractors 
and supplemental personnel.  Proper oversight at the pre-job brief would have ensured 
the issue of overlap was discussed and understood.  Additionally, good direct oversight 
of the test would have provided the ability to reinforce the correct method of performing 
the test as well as enabling the site to discover the error instead of the inspector 
identifying the problem. 

Enforcement:  On March 23, 2014, the inspectors identified a NCV of 10 CFR Part 50, 
Appendix B, Criterion IX, for a licensee’s failure to ensure that sufficient field overlap was 
achieved while performing an MT examination as required by ASME Code and 
procedure NDE–350. 
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Title 10 CFR 50, Appendix B, Criterion IX, Control of Special Processes, states that, 
“Measures shall be established to assure that special processes, including welding, heat 
treating, and nondestructive testing, are controlled and accomplished by qualified 
personnel using qualified procedures in accordance with applicable codes, standards, 
specifications, criteria, and other special requirements.” 

Procedure NDE–350, Magnetic Particle Examination Alternating Current (A/C) Yoke, 
used to perform the MT examination on the steam generator (SG) feedwater (FW) 
nozzle weld, Step 5.3.3, includes in part a requirement that “all examinations shall be 
conducted with sufficient overlap to assure 100 percent coverage at the required 
sensitivity.” 

Contrary to the above, while performing a MT examination on a SG FW weld, the 
inspectors determined that the examiner failed to provide sufficient overlap while orienting 
the yoke parallel to the weld.  To restore compliance, the examiner reexamined the area to 
ensure that the field overlap met the Code coverage requirements. 

Because of the very low safety significance and because the licensee entered this issue 
into their CAP (AR 01951316), it is being treated as a NCV consistent with Section 2.3.2 
of the Enforcement Policy.  (NCV 05000266/2014002-01; 05000301/2014002-01; A 
Failure to Provide Sufficient Field Overlap to Ensure 100 Percent Coverage) 

(2) Failure to Measure Interpass Temperature 

Introduction:  The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, 
Criterion IX, “Control of Special Processes,” for a failure to measure the interpass 
temperature while performing welding on the auxiliary feedwater (AFW) piping system.  
Consequently, welding was performed without the Code and procedure required 
interpass temperature being monitored, a parameter which can affect the mechanical 
properties of the material being welded. 

Description:  The inspectors identified that the vendor welder had failed to measure the 
interpass temperature while performing gas tungsten arc welding (GTAW) on AFW 
piping.  The inspectors also noted that there were no temperature measuring devices in 
the area.  Welding is to be performed in accordance with the requirements of ASME 
Section IX to ensure that a sound weld is produced.  The welder was to perform the 
welding activities in accordance with welding procedure specification (WPS) FP-PE-B31-
P1P1-GTSM-001, which specified an interpass temperature of 600°F to ensure that 
temperature was not exceeded on the workpiece between passes.  Furthermore, 
General Welding Procedure FP-PE-WLD-02, used in conjunction with the WPS, requires 
that the interpass temperature be measured.  Multiple passes were being performed on 
a number of welds as part of a modification to the system.  Based on experience the 
welder believed the temperature requirements would not be exceeded.  The inspectors 
were concerned that the practice of failing to measure the interpass temperature as 
required by both the Code and procedure, could impact the quality of the welds and lead 
to susceptible material failing while in service, and thereby adversely affect the integrity 
of the system.  The interpass temperature was subsequently measured and was 
determined not to have exceeded that allowed by procedure.  The issue was entered 
into the licensee’s CAP as AR 01950601. 
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Analysis:  The inspectors determined that the failure to measure the weld interpass 
temperature as required by the ASME Code Section IX and site procedures was a 
performance deficiency that warranted a significance evaluation.  The inspectors 
determined that this issue was more than minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” dated September 7, 2012, because the inspectors 
answered “yes” to the More-than-Minor question, “If left uncorrected, would the 
performance deficiency have the potential to lead to a more significant safety concern".  
Specifically, the interpass temperature measurement was not performed but instead the 
welder relied on the “skill of the craft” to determine that the required interpass 
temperature had not been exceeded.  Absent NRC intervention, the welder would have 
completed all of the welds without having measured the interpass temperature, a 
welding parameter which can affect the mechanical properties (e.g., impact properties) 
of some materials being welded, and could lead to a potential failure of the weld in 
service.  In accordance with Table 2, “Cornerstones Affected by Degraded Condition or 
Programmatic Weakness,” of IMC 609, Attachment 4, “Initial Characterization of 
Findings,” issued June 19, 2012, the inspectors checked the box under the Mitigating 
Systems Cornerstone because leakage at this AFW piping could degrade short term 
heat removal. 

The inspectors determined this finding was of very low safety significance (Green) based 
on answering “yes” to the questions in Part A of Exhibit 2, “Mitigating Systems Screening 
Questions,” in IMC 0609, Appendix A, “The Significance Determination Process for 
Findings At-Power,” issued on June 19, 2012.  Specifically, the inspectors answered 
“yes” to the screening question “If the finding is a deficiency affecting the design or 
qualification of a mitigating SSC, does the SSC maintain its operability or functionality".  
The welder subsequently performed interpass temperature measurements and 
demonstrated that the temperature would remain below the required temperature of the 
welds in question, and the issue did not result in the actual loss of the operability or 
functionality of a safety system. 

The inspectors determined that the primary cause of the failure to measure the interpass 
temperature while performing a manual welding process was related to the cross-cutting 
component of Problem Identification and Resolution (P),  P.4. “Trending”:  The 
organization periodically analyzes information from the CAP and other assessments in 
the aggregate to identify programmatic and common cause issues (PI.4).  Point Beach 
had experienced issues with welding in the prior couple of weeks before the interpass 
temperature issue.  These included failed radiographs (RTs) of welds (five different 
days), missed training, and weld rod issuance problems, leading to some 19  
welding-related ARs being written.  As an example, while observing other welding 
related activities, the inspectors noted that it was not clear that the welder or a Quality 
Control person tasked with verifying the piping fit-up prior to welding, fully understood 
the fit-up tolerance requirements.  (This was captured in AR 01950601).  While none 
these issues are directly related to the lack of taking interpass temperatures; the total of 
these issues presented the site with the opportunity to evaluate if there were problems 
with the conduct of the welding program.  The resulting increased focus could have led 
to licensee identification of, or prevention of, the lack of taking temperatures. 

Enforcement:  On March 20, 2014, the inspectors identified a NCV of 10 CFR Part 50, 
Appendix B, Criterion IX, for a welder’s failure to measure interpass temperature while 
performing a number of welds on the AFW system as required by ASME Code and WPS 
FP-PE-B31-P1P1-GTSM-001. 
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Title 10 CFR 50, Appendix B, Criterion IX, Control of Special Processes, states that, 
“Measures shall be established to assure that special processes, including welding, heat 
treating, and nondestructive testing, are controlled and accomplished by qualified 
personnel using qualified procedures in accordance with applicable codes, standards, 
specifications, criteria, and other special requirements.” 

WPS FP-PE-B31-P1P1-GTSM-001, used to perform welding on the Class 3, AFW 
cross-tie piping welds, includes an interpass temperature of 600°F. 

General Welding Procedure FP-PE-WLD-02, used in conjunction with WPS FP-PE-B31-
P1P1-GTSM-001, in Paragraph 4.11.4(a), “Temperature Measurement”, states in part 
that “interpass temperature shall be measured on the surface of the base material within 
approximately 1 inch on the side from which welding will be performed.” 

Contrary to the above, while performing welding on the auxiliary feedwater system 
cross-tie piping welds, the welder failed to measure the interpass temperature as 
required, but rather relied on “engineering judgment.”  To restore compliance, the welder 
proceeded to measure the interpass temperature and ensured that the requirement had 
not been exceeded. 

Because of the very low safety significance and because the licensee entered this issue 
into their Corrective Action Program as AR 01950601, it is being treated as a NCV 
consistent with Section 2.3.2 of the Enforcement Policy.  (NCV 05000266/2014002-02; 
05000301/2014002-02; Failure to Measure Interpass Temperature) 

.2 Reactor Pressure Vessel Upper Head Penetration Inspection Activities 

a. Inspection Scope 

A bare metal visual (BMV) examination and a non-visual examination were required this 
outage pursuant to 10 CFR 50.55a(g)(6)(ii)(D). 

The inspectors reviewed a CD of the BMV examination conducted on the reactor vessel 
head at each of the penetration nozzles to determine if the activities were conducted in 
accordance with the requirements of ASME Code Case (CC) N–729–1 and 
10 CFR 50.55a(g)(6)(ii)(D).  Specifically, to determine: 

• if the required visual examination scope/coverage was achieved and limitations 
(if applicable were recorded), in accordance with the licensee procedures; 

• if the licensee criteria for visual examination quality and instructions for resolving 
interference and masking issues were adequate; and 

• for indications of potential through-wall leakage, that the licensee entered the 
condition into the corrective action system and implemented appropriate 
corrective actions. 

The inspectors observed a number of non-visual examinations conducted on the reactor 
vessel head penetrations to determine if the activities were conducted in accordance
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with the requirements of ASME CC N–729–1 and 10 CFR 50.55a(g)(6)(ii)(D).  
Specifically, to determine: 

• if the required examination scope (volumetric and surface coverage) was 
achieved and limitations (if applicable were recorded), in accordance with the 
licensee procedures; 

• if the UT examination equipment and procedures used were demonstrated by 
blind demonstration testing; 

• for indications or defects identified, that the licensee documented the conditions 
in examination reports and/or entered this condition into the corrective action 
system and implemented appropriate corrective actions; and 

• for indications accepted for continued service, that the licensee evaluation 
and acceptance criteria were in accordance with the ASME Section XI Code, 
10 CFR 50.55a(g)(6)(ii)(D) or an NRC approved alternative. 

The licensee did not perform any welded repairs to vessel head penetrations since the 
beginning of the preceding outage.  Therefore, no NRC review was completed for this 
inspection procedure attribute. 

b. Findings 

No findings were identified. 

.3 Boric Acid Corrosion Control 

a. Inspection Scope 

The inspectors performed an independent walkdown of the reactor coolant system and 
related lines in the containment, which had received a recent licensee boric acid 
walkdown and verified whether the licensee’s boric acid corrosion control visual 
examinations emphasized locations where boric acid leaks can cause degradation of 
safety significant components. 

The inspectors reviewed the following licensee evaluations of reactor coolant system 
components with boric acid deposits to determine if degraded components were 
documented in the CAP.  The inspectors also evaluated corrective actions for any 
degraded reactor coolant system components to determine if they met the ASME 
Section XI Code: 

• CV-00358, White Boric Acid on Body-to-Bonnet Joint and; 
• RH-00742; White Boric Acid on Body-to-Bonnet Joint. 

The inspectors reviewed the following corrective actions related to evidence of boric acid 
leakage to determine if the corrective actions completed were consistent with the 
requirements of the ASME Code Section XI and 10 CFR Part 50, Appendix B, 
Criterion XVI: 

• AR 01861448; Boric Acid on 1HX–011B Bolting; 
• AR 01880754; Boric Acid Leak on 2HX–37A 2P-14A CS Pump Seal Water HX; 

and 
• AR 01949325; Clean Inspect Boric Acid on Bottom of 2LT–495. 
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b. Findings 

No findings were identified. 

.4 Steam Generator Tube Inspection Activities 

a. Inspection Scope 

No exams were required this outage.  Therefore, no NRC review was completed for this 
inspection procedure attribute. 

b. Findings 

No findings were identified. 

.5 Identification and Resolution of Problems 

a. Inspection Scope 

The inspectors performed a review of ISI/SG related problems entered into the 
licensee’s Corrective Action Program and conducted interviews with licensee staff to 
determine if: 

• the licensee had established an appropriate threshold for identifying ISI/SG related 
problems; 

• the licensee had performed a root cause (if applicable) and taken appropriate 
corrective actions; and 

• the licensee had evaluated operating experience and industry generic issues 
related to ISI and pressure boundary integrity. 

The inspectors performed these reviews to evaluate compliance with 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” requirements.  The corrective action 
documents reviewed by the inspectors are listed in the Attachment to this report. 

b. Findings 

No findings were identified. 

1R11 Licensed Operator Requalification Program (71111.11) 

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

a. Inspection Scope 

On February 11, 2014, 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; 
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• 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 

b. Findings 

No findings were identified. 

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

a. Inspection Scope 

On March 19, 2014, the inspectors observed activities in the control room during reactor 
coolant system drain down in preparation for refueling activities.  These were activities 
that required heightened awareness or were 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 (if applicable); 
• correct use and implementation of procedures; 
• control board (or equipment) manipulations; 
• oversight and direction from supervisors; and 
• ability to identify and implement appropriate TS actions and Emergency Plan 

actions and notifications (if applicable). 

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. 

b. Findings 

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

.1 Routine Quarterly Evaluations 

a. Inspection Scope 

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

• AFW system; 
• fire protection system; and 
• gas turbine. 

The inspectors reviewed events such as where ineffective equipment maintenance had 
resulted in valid or invalid automatic actuations of engineered safeguards systems and 
independently verified the licensee's actions to address system performance or condition 
problems in terms of the following: 

• implementing appropriate work practices; 
• identifying and addressing common cause failures; 
• scoping of systems in accordance with 10 CFR 50.65(b) of the maintenance rule; 
• characterizing system reliability issues for performance; 
• charging unavailability for performance; 
• trending key parameters for condition monitoring; 
• ensuring 10 CFR 50.65(a)(1) or (a)(2) classification or re-classification; and 
• verifying appropriate performance criteria for 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. 

b. Findings 

No findings were identified. 

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

.1 Maintenance Risk Assessments and Emergent Work Control 

a. Inspection Scope 

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

• January 28, gas turbine and diesel fire pump unavailable; 
• February 25, service air compressor K–3A, residual heat removal (RHR) train X, 

and battery D–106 unavailable; and 
• February 26, safety injection train B, service air compressor K–3A, containment 

spray train B, and the turbine driven AFW pump unavailable. 

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 are listed in the Attachment to this report. 

This maintenance risk assessment and emergent work control activity constituted three 
samples as defined in IP 71111.13–05. 

b. Findings 

No findings were identified. 

1R15 Operability Determinations and Functional Assessments (71111.15) 

.1 Operability Evaluations 

a. Inspection Scope 

The inspectors reviewed the following issue: 

• Incorrect sized fuse for control of turbine-driven auxiliary feedwater trip throttle 
valves 1(2) MS–2082; 

• Unit 1 pressurizer level transmitter 1LT–426 as found calibration out of tolerance; 
• Subsoil drain cleanout covers not water tight; 
• Subsoil drainage system is blocked; 
• Increase in load profile for battery D–106 and battery D–305 supplying bus  

D–04 (partial); and 
• Unit 1 and 2 containment dome trusses differ from design (partial). 

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



 

20 
 

whether the components or systems were operable.  Where compensatory measures 
were required to maintain operability, the inspectors determined whether the measures 
in place would function as intended and were properly controlled.  The inspectors 
determined, where appropriate, compliance with bounding limitations associated with the 
evaluations.  Additionally, the inspectors reviewed a sampling of corrective action 
documents to verify that the licensee was identifying and correcting any deficiencies 
associated with operability evaluations.  Documents reviewed are listed in the 
Attachment to this report. 

This operability inspection constituted six samples and two partial samples as defined in 
IP 71111.15–05.  The two partial samples will be completed in the second quarter of 
2014. 

b. Findings 

(1) Failure to Perform Flood Reviews of Material That Could Affect Flood Relief Paths 

Introduction:  A finding of very low safety significance and associated non-cited violation 
of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” 
was identified by the inspectors for the failure follow procedures.  Specifically, the 
licensee failed to perform a flood review, as required by NP 8.4.17, “PBNP Flooding 
Barrier / Relief Path Program,” Revision 15, when work activities in the G–02 EDG room 
left a lightweight wet floor safety sign that could have been transported during a license 
basis internal flood event and affected the flow capacity of the flood relief slots. 

Description:  On March 5, 2014, the inspectors observed a lightweight wet floor safety 
sign in the G–02 EDG room.  The inspectors knew that the room had slotted openings to 
allow internal flood waters to be relieved through the slots to protect the EDG.  The 
inspectors were concerned that the sign would be transported in flood waters and could 
restrict the flow through the flood protection slots.  The inspectors discussed the concern 
with the licensee, who immediately removed the sign from the room and documented the 
concern in the CAP.  The licensee’s evaluation concluded that the water would have 
been deep enough to cause transport and the flow out of the slots would have likely 
drawn the sign to either of the two flood relief slots and reduced the flow capacity.  The 
inspectors reviewed NP 8.4.17 and found that steps 2.6 through 2.6.3, required, in part, 
that work affecting a flood mitigation feature would require a flood review to be 
performed.  The inspector inquired if a flood review had been performed for the material 
left in the G–02 EDG room and the licensee determined that one had not been 
performed.  The inspectors reviewed NP 8.4.7 and found that the flood review 
considerations included: 

• determining any potential flood hazards or challenge to a flood mitigation feature; 
• identifying precautionary actions to be taken before, during and after the work; 
• identifying any operability challenges for equipment affected, or in the vicinity; 
• identifying any required actions supporting the basis for proceeding with the work 

and its compliance with regulatory commitments; and 
• identifying whether any other compensatory measures, temporary modifications, 

or permanent modifications are required. 

In addition to the material the inspector observed, the inspectors identified examples in 
the licensee’s CAP of material improperly stored in rooms that rely on flood relief paths 
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to protect equipment during internal flooding events.  The licensee determined that 
station personnel did not understand the need to protect flood relief paths from material 
that could be transported and reduce flood relief flow.  The licensee concluded, and the 
inspectors agreed, that the training of the station personnel related to the types of 
materials that could affect flood relief features was insufficient. 

Analysis:  The inspectors determined that the licensee’s failure to perform a flood review 
was contrary to the requirements of procedure NP 8.4.17, Revision 15, Steps 2.6 
through 2.6.3, and was a performance deficiency.  The inspectors determined that the 
finding was more than minor, because, if left uncorrected, could become a more 
significant safety concern.  Specifically, if the licensee was not performing flood reviews 
for material left unattended during or after work activities, susceptible unattended 
material could be transported to credited flood relief dampers and impeded the design 
flow rate required for the dampers to protect safety related equipment.  The inspectors 
determined the finding could be evaluated using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Initial Characterization of 
Findings,” dated June 19, 2012, and Appendix A, “The Significance Determination 
Process for Findings At-Power,” Exhibit 4, “External Events Screening Questions,” dated 
June 19, 2012.  The inspectors answered “yes” to question 1 of External Events 
screening questions since the finding could potentially degrade one train of the 
emergency power system (a risk significant system).  Thus the inspectors consulted the 
regional SRA. 

The SRA performed a detailed risk evaluation using the Point Beach Standardized Plant 
Analysis Risk Model Version 8.22.  For there to be a risk increase due to this deficiency 
there would have to be a LOOP coincident with a flood event that renders the GO2 EDG 
unavailable.  The SRA performed a bounding analysis assuming that the flood event 
occurred coincident with a LOOP.  The exposure time for the deficient condition was not 
more than 15-days.  Assuming a 15-day exposure time, the delta CDF was 9.3E-08/yr.  
The dominant sequence involved a transient initiating event with a consequential LOOP 
and station blackout.   Based on the result of the detailed risk evaluation, the issue is of 
very low risk significance (Green). 

This finding has a cross-cutting aspect of Training (H.9) in the area of human 
performance, for failing to provide training and ensure knowledge transfer to maintain a 
knowledgeable workforce.  Specifically, the licensee did not ensure that personnel were 
knowledgeable of need to control material that could transport during an internal flooding 
event, restrict flood relief paths, and affect flood mitigation features. 

Enforcement:  Title 10 CFR Part 50, Appendix B, Criterion V, requires, in part, that 
activities affecting quality be prescribed and accomplished by procedures appropriate to 
the circumstance and in accordance with those instructions and procedures.  Procedure 
NP 8.4.17, “PBNP Flooding Barrier / Relief Path Program,” Revision 15, steps 2.6 
through 2.6.3 require, in part, that work affecting a flood mitigation feature requires a 
flood review to be performed. 

Contrary to the above, between February 20 and March 5, 2014, the licensee failed to 
perform a flood review for work that affected flood mitigation features. Specifically, work 
activities in the G–02 diesel generator room left material behind that could affect flood 
mitigation features, for which no flood review was completed.  Because this violation was 
of very low safety significance and the licensee entered it into the CAP as AR 01960472, 
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it is being treated as an NCV, consistent with Section 2.3.2 of the NRC Enforcement 
Policy.  (NCV 05000266/2014002-003; 05000301/2014002-003; Failure to Perform 
Flood Reviews of Material That Could Affect Flood Relief Paths)  The licensee’s 
short-term corrective actions included removing the material from the G–02 EDG room 
and communicating to station personnel the importance of not leaving susceptible 
material unattended.  At the conclusion of the inspection period, the licensee was still 
determining their long-term corrective actions. 

1R19 Post-Maintenance Testing (71111.19) 

.1 Post-Maintenance Testing 

a. Inspection Scope 

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

• post-maintenance testing (PMT) of P-35B, Diesel Fire Pump (Unit 1/2); 
• PMT of service water valve SW-32C (Unit 1/2); 
• PMT of the 1P–29 turbine driven AFW pump recirculation line valve controller 

 (Unit 1); and 
• PMT of 1LT–426, Pressurizer Level Transmitter (Unit 1). 

These activities were selected based upon the structure, system, or component's ability 
to impact risk.  The inspectors evaluated these activities for the following (as applicable): 
the effect of testing on the plant had been adequately addressed; testing was adequate 
for the maintenance performed; acceptance criteria were clear and demonstrated 
operational readiness; test instrumentation was appropriate; tests were performed as 
written in accordance with properly reviewed and approved procedures; equipment was 
returned to its operational status following testing (temporary modifications or jumpers 
required for test performance were properly removed after test completion); and test 
documentation was properly evaluated.  The inspectors evaluated the activities against 
TSs, the FSAR, 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 post-maintenance tests to 
determine whether the licensee was identifying problems and entering them in the CAP 
and that the problems were being corrected commensurate with their importance to 
safety.  Documents reviewed are listed in the Attachment to this report. 

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

b. Findings 

No findings were identified. 
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1R20 Outage Activities (71111.20) 

.1 Refueling Outage Activities 

a. Inspection Scope 

The inspectors reviewed the Outage Safety Plan (OSP) and contingency plans for the 
Unit 2 refueling outage (RFO), that began on March 17, 2014, to confirm that the 
licensee had appropriately considered risk, industry experience, and previous  
site-specific problems in developing and implementing a plan that assured maintenance 
of defense-in-depth.  During the RFO, the inspectors observed portions of the shutdown 
and cooldown processes and monitored licensee controls over the outage activities 
listed below: 

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

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

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

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

to operate the spent fuel pool cooling system; 
• reactor water inventory controls including flow paths, configurations, and 

alternative means for inventory addition, and controls to prevent inventory loss; 
• controls over activities that could affect reactivity; 
• maintenance of secondary containment as required by TSs; 
• licensee fatigue management, as required by 10 CFR 26, Subpart I; and 
• refueling activities, including fuel handling and sipping to detect fuel assembly 

leakage. 

Documents reviewed are listed in the Attachment to this report. 

This inspection constituted one partial refueling outage sample as defined in 
IP 71111.20–05.  This partial sample will be completed in the second quarter of 2014. 

b. Findings 

No findings were identified. 

1R22 Surveillance Testing (71111.22) 

.1 Surveillance Testing 

a. Inspection Scope 

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

• 0–PT–EDG–031; G–03 Emergency Diesel Generator Endurance and Margin 
Testing (routine); 

• 2RMP 9071–2; A–06 4160/480 Degraded and Loss of Voltage Monthly 
Surveillance (routine); 

• IT–04; Unit 2 Low Head Safety Injection Pumps and Valves Train A (inservice 
testing); 

• TS 6; Unit 2 Rod Exercise Test (routine); 
• 1ICP 02.003A; Reactor Protection System Logic Train A 31 Day Surveillance 

Test (routine); and 
• 1ICP 02.005A; Engineered Safety Features System Logic Train A 31 Day 

Staggered Actuation Logic Test (routine). 

The inspectors selected from the following attributes to consider during their inspection 
of licensee surveillance testing activities: 

• 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 setpoints were within required ranges; and the calibration frequency was 

in accordance with TSs, the FSAR, procedures, and applicable commitments; 
• measuring and test equipment calibration was current; 
• test equipment was used within the required range and accuracy; applicable 

prerequisites described in the test procedures were satisfied; 
• test frequencies met TS requirements to demonstrate operability and reliability; 

tests were performed in accordance with the test procedures and other 
applicable procedures; jumpers and lifted leads were controlled and restored 
where used; 

• test data and results were accurate, complete, within limits, and valid; 
• test equipment was removed after testing; 
• where applicable for inservice testing activities, testing was performed in 

accordance with the applicable version of Section XI, American Society of 
Mechanical Engineers (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 
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• 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 five routine surveillance testing sample and, one inservice 
testing sample, as defined in IP 71111.22, Sections–02 and–05. 

b. Findings 

No findings were identified. 

2. RADIATION SAFETY 

Cornerstones:  Occupational and Public Radiation Safety 

2RS1 Radiological Hazard Assessment and Exposure Controls (71124.01) 

This inspection constituted one complete sample as defined in IP 71124.01–05. 

.1 Inspection Planning (02.01) 

a. Inspection Scope 

The inspectors reviewed all licensee performance indicators for the Occupational 
Exposure Cornerstone for follow-up.  The inspectors reviewed the results of Radiation 
Protection Program audits (e.g., licensee’s quality assurance audits or other 
independent audits).  The inspectors reviewed any reports of operational occurrences 
related to occupational radiation safety since the last inspection.  The inspectors 
reviewed the results of the audit and operational report reviews to gain insights into 
overall licensee performance. 

b. Findings 

No findings were identified. 

.2 Radiological Hazard Assessment (02.02)  

a. Inspection Scope 

The inspectors determined if there have been changes to plant operations since the last 
inspection that may result in a significant new radiological hazard for onsite workers or 
members of the public.  The inspectors evaluated whether the licensee assessed the 
potential impact of these changes and has implemented periodic monitoring, as 
appropriate, to detect and quantify the radiological hazard. 

The inspectors reviewed the last two radiological surveys from selected plant areas and 
evaluated whether the thoroughness and frequency of the surveys where appropriate for 
the given radiological hazard. 

The inspectors conducted walkdowns of the facility, including radioactive waste 
processing, storage, and handling areas to evaluate material conditions and performed 
independent radiation measurements to verify conditions. 
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The inspectors selected the following radiologically risk-significant work activities that 
involved exposure to radiation: 

• PAB Valve Maintenance Activities; 
• S/G Handhole Cover Remove/Install; 
• Cavity Activities; and 
• Fuel Transfer System Maintenance Activities. 

For these work activities, the inspectors assessed whether the pre-work surveys 
performed were appropriate to identify and quantify the radiological hazard and to 
establish adequate protective measures.  The inspectors evaluated the Radiological 
Survey Program to determine if hazards were properly identified, including the following: 

• identification of hot particles; 
• the presence of alpha emitters; 
• the potential for airborne radioactive materials, including the potential presence of 

transuranics and/or other hard-to-detect radioactive materials (This evaluation may 
include licensee planned entry into non-routinely entered areas subject to previous 
contamination from failed fuel.); 

• the hazards associated with work activities that could suddenly and severely 
increase radiological conditions and that the licensee has established a means to 
inform workers of changes that could significantly impact their occupational dose; 
and 

• severe radiation field dose gradients that can result in non-uniform exposures of the 
body. 

The inspectors observed work in potential airborne areas and evaluated whether the air 
samples were representative of the breathing air zone.  The inspectors evaluated 
whether continuous air monitors were located in areas with low background to minimize 
false alarms and were representative of actual work areas.  The inspectors evaluated 
the licensee’s program for monitoring levels of loose surface contamination in areas of 
the plant with the potential for the contamination to become airborne. 

b. Findings 

No findings were identified. 

.3 Instructions to Workers (02.03) 

a. Inspection Scope 

The inspectors selected various containers holding non-exempt licensed radioactive 
materials that may cause unplanned or inadvertent exposure of workers and assessed 
whether the containers were labeled and controlled in accordance with 10 CFR 20.1904, 
“Labeling Containers,” or met the requirements of 10 CFR 20.1905(g), “Exemptions To 
Labeling Requirements.” 

The inspectors reviewed the following radiation work permits used to access high 
radiation areas and evaluated the specified work control instructions or control barriers: 

• RWP 14-2015; Cavity Activities; 
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• RWP 14-2020; Keyway Entries; 
• RWP 14-2031; S/G Handhole Cover Remove/Install; 
• RWP 14-2034; PAB Valve Maintenance Activities; and 
• RWP 14-2039; Fuel Transfer System Maintenance Activities. 

For these radiation work permits, the inspectors assessed whether allowable stay times 
or permissible dose (including from the intake of radioactive material) for radiologically 
significant work under each radiation work permit were clearly identified.  The inspectors 
evaluated whether electronic personal dosimeter alarm set-points were in conformance 
with survey indications and plant policy. 

The inspectors reviewed selected occurrences where a worker’s electronic personal 
dosimeter noticeably malfunctioned or alarmed.  The inspectors evaluated whether 
workers responded appropriately to the off-normal condition.  The inspectors assessed 
whether the issue was included in the CAP and dose evaluations were conducted as 
appropriate. 

For work activities that could suddenly and severely increase radiological conditions, the 
inspectors assessed the licensee’s means to inform workers of changes that could 
significantly impact their occupational dose. 

b. Findings 

No findings were identified. 

.4 Contamination and Radioactive Material Control (02.04) 

a. Inspection Scope 

The inspectors observed locations where the licensee monitors potentially contaminated 
material leaving the radiological control area and inspected the methods used for 
control, survey, and release from these areas.  The inspectors observed the 
performance of personnel surveying and releasing material for unrestricted use and 
evaluated whether the work was performed in accordance with plant procedures and 
whether the procedures were sufficient to control the spread of contamination and 
prevent unintended release of radioactive materials from the site.  The inspectors 
assessed whether the radiation monitoring instrumentation had appropriate sensitivity for 
the type(s) of radiation present. 

The inspectors reviewed the licensee’s criteria for the survey and release of potentially 
contaminated material.  The inspectors evaluated whether there was guidance on how to 
respond to an alarm that indicates the presence of licensed radioactive material. 

The inspectors reviewed the licensee’s procedures and records to verify that the 
radiation detection instrumentation was used at its typical sensitivity level based on 
appropriate counting parameters.  The inspectors assessed whether or not the licensee 
has established a de facto “release limit” by altering the instrument’s typical sensitivity 
through such methods as raising the energy discriminator level or locating the instrument 
in a high radiation background area. 

The inspectors selected several sealed sources from the licensee’s inventory records 
and assessed whether the sources were accounted for and verified to be intact. 
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The inspectors evaluated whether any transactions, since the last inspection, involving 
nationally tracked sources were reported in accordance with 10 CFR 20.2207. 

b. Findings 

No findings were identified. 

.5 Radiological Hazards Control and Work Coverage (02.05) 

a. Inspection Scope 

The inspectors evaluated ambient radiological conditions (e.g., radiation levels or 
potential radiation levels) during tours of the facility.  The inspectors assessed whether 
the conditions were consistent with applicable posted surveys, radiation work permits, 
and worker briefings. 

The inspectors evaluated the adequacy of radiological controls, such as required 
surveys, radiation protection job coverage (including audio and visual surveillance for 
remote job coverage), and contamination controls.  The inspectors evaluated the 
licensee’s use of electronic personal dosimeters in high noise areas as high radiation 
area monitoring devices. 

The inspectors assessed whether radiation monitoring devices were placed on the 
individual’s body consistent with licensee procedures.  The inspectors assessed whether 
the dosimeter was placed in the location of highest expected dose or that the licensee 
properly employed an NRC-approved method of determining effective dose equivalent. 

The inspectors reviewed the application of dosimetry to effectively monitor exposure to 
personnel in high radiation work areas with significant dose rate gradients. 

The inspectors reviewed the following radiation work permits for work within airborne 
radioactivity areas with the potential for individual worker internal exposures: 

• RWP 14-2015; Cavity Activities; 
• RWP 14-2034; PAB Valve Maintenance Activities; and 
• RWP 14-2039; Fuel Transfer System Maintenance Activities. 

For these radiation work permits, the inspectors evaluated airborne radioactive 
controls and monitoring, including potential for significant airborne levels  
(e.g., grinding, grit blasting, system breaches, entry into tanks, cubicles, and reactor 
cavities).  The inspectors assessed barrier (e.g., tent or glove box) integrity and 
temporary high-efficiency particulate air ventilation system operation. 

The inspectors examined the licensee’s physical and programmatic controls for 
highly activated or contaminated materials (i.e., nonfuel) stored within spent fuel 
and other storage pools.  The inspectors assessed whether appropriate controls 
(i.e., administrative and physical controls) were in place to preclude inadvertent removal 
of these materials from the pool. 

The inspectors examined the posting and physical controls for selected high radiation 
areas and very high radiation areas to verify conformance with the occupational 
performance indicator. 
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b. Findings 

No findings were identified. 

.6 Risk Significant High Radiation Area and Very High Radiation Area Controls (02.06) 

a. Inspection Scope 

The inspectors discussed with the radiation protection manager the controls and 
procedures for high-risk, high radiation areas, and very high radiation areas.  The 
inspectors discussed methods employed by the licensee to provide stricter control of 
very high radiation area access as specified in 10 CFR 20.1602, “Control of Access to 
Very High Radiation Areas,” and Regulatory Guide 8.38, “Control of Access to High and 
Very High Radiation Areas of Nuclear Plants.”  The inspectors assessed whether any 
changes to the licensee’s procedures substantially reduce the effectiveness and level of 
worker protection. 

The inspectors discussed the controls in place for special areas that have the potential 
to become very high radiation areas during certain plant operations with first-line health 
physics supervisors (or equivalent positions having backshift health physics oversight 
authority).  The inspectors assessed whether these plant operations require 
communication beforehand with the health physics group, so as to allow corresponding 
timely actions to properly post, control, and monitor the radiation hazards including 
re-access authorization. 

The inspectors evaluated licensee controls for very high radiation areas and areas with 
the potential to become very high radiation areas to ensure that an individual was not 
able to gain unauthorized access to the very high radiation areas. 

b. Findings 

No findings were identified. 

.7 Radiation Worker Performance (02.07) 

a. Inspection Scope 

The inspectors observed radiation worker performance with respect to stated radiation 
protection work requirements.  The inspectors assessed whether workers were aware of 
the radiological conditions in their workplace and the radiation work permit controls/limits 
in place, and whether their performance reflected the level of radiological hazards 
present. 

The inspectors reviewed radiological problem reports since the last inspection that found 
the cause of the event to be human performance errors.  The inspectors evaluated 
whether there was an observable pattern traceable to a similar cause.  The inspectors 
assessed whether this perspective matched the corrective action approach taken by the 
licensee to resolve the reported problems.  The inspectors discussed with the radiation 
protection manager any problems with the corrective actions planned or taken. 
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b. Findings 

No findings were identified. 

.8 Radiation Protection Technician Proficiency (02.08) 

a. Inspection Scope 

The inspectors observed the performance of the radiation protection technicians with 
respect to all radiation protection work requirements.  The inspectors evaluated whether 
technicians were aware of the radiological conditions in their workplace and the radiation 
work permit controls/limits, and whether their performance was consistent with their 
training and qualifications with respect to the radiological hazards and work activities. 

The inspectors reviewed radiological problem reports since the last inspection that found 
the cause of the event to be radiation protection technician error.  The inspectors 
evaluated whether there was an observable pattern traceable to a similar cause.  The 
inspectors assessed whether this perspective matched the corrective action approach 
taken by the licensee to resolve the reported problems. 

b. Findings 

No findings were identified. 

.9 Problem Identification and Resolution (02.09) 

a. Inspection Scope 

The inspectors evaluated whether problems associated with radiation monitoring and 
exposure control were being identified by the licensee at an appropriate threshold and 
were properly addressed for resolution in the licensee’s CAP.  The inspectors assessed 
the appropriateness of the corrective actions for a selected sample of problems 
documented by the licensee that involve radiation monitoring and exposure controls.  
The inspectors assessed the licensee’s process for applying operating experience to 
their plant. 

b. Findings 

No findings were identified. 

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

This inspection constituted a partial sample as defined in IP 71124.02–05. 

.1 Radiation Worker Performance (02.05) 

a. Inspection Scope 

The inspectors observed radiation worker and radiation protection technician 
performance during work activities being performed in radiation areas, airborne 
radioactivity areas, or high radiation areas.  The inspectors evaluated whether workers 
demonstrated the as-low-as-reasonably-achievable (ALARA) philosophy in practice 
(e.g., workers are familiar with the work activity scope and tools to be used, workers 
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used ALARA low-dose waiting areas), and whether there were any procedure 
compliance issues (e.g., workers are not complying with work activity controls).  The 
inspectors observed radiation worker performance to assess whether the training and 
skill level was sufficient with respect to the radiological hazards and the work involved. 

b. Findings 

No findings were identified. 

4. OTHER ACTIVITIES 

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

4OA1 Performance Indicator Verification (71151) 

.1 Unplanned Scrams per 7000 Critical Hours 

a. Inspection Scope 

The inspectors sampled licensee submittals for the Unplanned Scrams per 7000 Critical 
Hours performance indicator (PI) (IE01) Point Beach Nuclear Plant Units 1 and 2 for the 
first quarter 2013 through the fourth quarter 2013.  To determine the accuracy of the PI 
data reported during those periods, PI definitions and guidance contained in the Nuclear 
Energy Institute (NEI) Document 99–02, “Regulatory Assessment Performance Indicator 
Guideline,” Revision 7, dated August 31, 2013, were used.  The inspectors reviewed the 
licensee’s operator narrative logs, condition reports, and event reports to validate the 
accuracy of the submittals.  The inspectors also reviewed the licensee’s CAP to 
determine if any problems had been identified with the PI data collected or transmitted 
for this indicator and none were identified.  Documents reviewed are listed in the 
Attachment to this report. 

This inspection constituted two unplanned scrams per 7000 critical hours samples as 
defined in IP 71151–05. 

b. Findings 

No findings were identified. 

.2 Unplanned Scrams with Complications 

a. Inspection Scope 

The inspectors sampled licensee submittals for the Unplanned Scrams with 
Complications PI (IE04) Point Beach Nuclear Plant Units 1 and 2 for the second 
quarter 2013 through the fourth quarter 2013.  To determine the accuracy of the PI data 
reported during those periods, PI definitions and guidance contained in the NEI 
Document 99–02, “Regulatory Assessment Performance Indicator Guideline,” 
Revision 7, dated August 31, 2013, were used.  The inspectors reviewed the licensee’s 
operator narrative logs, condition reports, and event reports to validate the accuracy of 
the submittals.  The inspectors also reviewed the licensee’s CAP to determine if any 
problems had been identified with the PI data collected or transmitted for this indicator 
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and none were identified.  Documents reviewed are listed in the Attachment to this 
report. 

This inspection constituted two unplanned scrams with complications samples as 
defined in IP 71151–05. 

b. Findings 

No findings were identified. 

.3 Unplanned Transients per 7000 Critical Hours 

a. Inspection Scope 

The inspectors sampled licensee submittals for the Unplanned Transients per 7000 
Critical Hours PI (IE03) Point Beach Nuclear Plant Units 1 and 2 for the first 
quarter 2013 through the fourth quarter 2013.  To determine the accuracy of the PI data 
reported during those periods, PI definitions and guidance contained in the NEI 
Document 99–02, “Regulatory Assessment Performance Indicator Guideline,” 
Revision 7, dated August 31, 2013, were used.  The inspectors reviewed the licensee’s 
operator narrative logs, condition reports, and event reports to validate the accuracy of 
the submittals.  The inspectors also reviewed the licensee’s CAP to determine if any 
problems had been identified with the PI data collected or transmitted for this indicator 
and none were identified.  Documents reviewed are listed in the Attachment to this 
report. 

This inspection constituted two unplanned transients per 7000 critical hours samples as 
defined in IP 71151–05. 

b. Findings 

No findings were identified. 

4OA2 Identification and Resolution of Problems (71152) 

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

a. Inspection Scope 

As part of the various baseline inspection procedures discussed in previous sections of 
this report, the inspectors routinely reviewed issues during baseline inspection activities 
and plant status reviews to verify 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. 
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These routine reviews for the identification and resolution of problems did not constitute 
any additional inspection samples.  Instead, by procedure they were considered an 
integral part of the inspections performed during the quarter and documented in 
Section 1 of this report. 

b. Findings 

No findings were identified. 

.2 Daily Corrective Action Program Reviews 

a. Inspection Scope 

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

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

b. Findings 

No findings were identified. 

.3 Annual Sample:  Review of Operator Workarounds 

a. Inspection Scope 

The inspectors evaluated the licensee’s implementation of their process used to identify, 
document, track, and resolve operational challenges.  Inspection activities included, but 
were not limited to, a review of the cumulative effects of the operator workarounds 
(OWAs) on system availability and the potential for improper operation of the system, for 
potential impacts on multiple systems, and on the ability of operators to respond to plant 
transients or accidents. 

The inspectors performed a review of the cumulative effects of OWAs.  The documents 
listed in the Attachment to this report were reviewed to accomplish the objectives of the 
inspection procedure.  The inspectors reviewed both current and historical operational 
challenge records to determine whether the licensee was identifying operator challenges 
at an appropriate threshold, had entered them into their CAP and proposed or 
implemented appropriate and timely corrective actions which addressed each issue.  
Reviews were conducted to determine if any operator challenge could increase the 
possibility of an Initiating Event, if the challenge was contrary to training, required a 
change from long-standing operational practices, or created the potential for 
inappropriate compensatory actions.  Additionally, all temporary modifications were 
reviewed to identify any potential effect on the functionality of Mitigating Systems, 
impaired access to equipment, or required equipment uses for which the equipment was 
not designed.  Daily plant and equipment status logs, degraded instrument logs, and 
operator aids or tools being used to compensate for material deficiencies were also 
assessed to identify any potential sources of unidentified operator workarounds. 
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This review constituted one operator workaround annual inspection sample as defined in 
IP 71152–05. 

b. Findings 

No findings were identified. 

4OA5 Other Activities 

.1 The table below provides a cross-reference from the third and fourth quarter 2013 
findings and one carry over item from the first quarter of 2013 and associated  
cross-cutting aspects to the new cross-cutting aspects resulting from the common 
language initiative.  These aspects and any others identified since January 2014, will be 
evaluated for cross-cutting themes and potential substantive cross-cutting issues in 
accordance with IMC 0305 starting with the 2014 mid-cycle assessment review. 

 
Finding Old Cross-Cutting Aspect

 
New Cross-Cutting Aspect
 

05000266/2013002-10 
05000301/2013002-10 
 

P.1(c) P.2 

05000266/2013004-01 
05000301/2013004-01 
 

H.1(b) H.14 

05000266/2013005-01 
 

H.3(a) H.5 

05000266/2013005-02 
05000301/2013005-02 
 

H.1(c) H.10 

 

4OA6  Meetings Including Exit 

.1 Exit Meeting Summary 

On April 9 and April 23, 2014, the inspectors presented the inspection results to 
Mr. E. McCartney, Site Vice President, 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. 

.2 Interim Exit Meetings 
 

Interim exits were conducted for: 
 
• the inspection results of the inservice inspection with Mr. R. Harrsch on 

March 26, 2014; and 
• the inspection results for the areas of radiological hazard assessment and exposure 

controls and occupational ALARA planning and controls with Mr. E. McCarthy, Site 
Vice President, on March 28, 2014. 
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The inspectors confirmed that none of the potential report input discussed was 
considered proprietary.  Proprietary material received during the inspection was returned 
to the licensee. 

 
ATTACHMENT:  SUPPLEMENTAL INFORMATION



 

  Attachment 

SUPPLEMENTAL INFORMATION 

KEY POINTS OF CONTACT 

Licensee 

E. McCartney, Site Vice President 
R. Webber, Operations Site Director 
R. Harrsch, Engineering Site Director 
C. Trezise, Director Special Projects 
D. Lauterbur, Training Site Manager 
F. Hennessy, Performance Improvement Manager 
J. Keltner, Chemistry Manager 
J. Pruitt, Site Quality Manager 
M. Millen, Licensing Manager 
R. Clark, Licensing 
R. Seizert, Licensing Supervisor 
R. Welty, Radiation Protection Manager 
S. Forsha, Program Engineering  
T. Schneider, Licensing Engineer 
W. Jensen, NDE Level III 
 
Nuclear Regulatory Commission 

J. Cameron, Chief, Reactor Projects Branch 4 
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LIST OF ITEMS OPENED, CLOSED AND DISCUSSED 

Opened 

05000266/2014002-01 
05000301/2014002-01 

NCV A Failure to Provide Sufficient Field Overlap to Ensure 100 
Percent Coverage (Section 1R08.1.b(1)) 
 

05000266/2014002-02 
05000301/2014002-02 

NCV A Failure to Measure Interpass Temperature 
(Section 1R08.1.b(2)) 
 

05000266/2014002-03 
05000301/2014002-03 

NCV Failure to Perform Flood Reviews of Material That Could 
Affect Flood Relief Paths (Section 1R15.b(1)) 

Closed 

05000266/2014002-01 
05000301/2014002-01 

NCV A Failure to Provide Sufficient Field Overlap to Ensure 100 
Percent Coverage (Section 1R08.1.b(1)) 
 

05000266/2014002-02 
05000301/2014002-02 

NCV A Failure to Measure Interpass Temperature 
(Section 1R08.1.b(2)) 
 

05000266/2014002-03 
05000301/2014002-03 
 

NCV Failure to Perform Flood Reviews of Material That Could 
Affect Flood Relief Paths (Section 1R15.b(1)) 

05000266/2013002-01 
05000301/2013002-01 
 

URI Flooding Impact of Loose Items Found on Roof Tops 
(Section 1R01.1) 
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LIST OF DOCUMENTS REVIEWED 

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

1R01 Adverse Weather Protection 

- AR 01855615; Resident Inspector Roof Inspection Questions 
- Calculation FPL-076-CALC-014; PBNP Precipitation and Snow Intensity Determination and 

Roof Drainage Evaluation; December 18, 2013 
- EC 280238; Assessment of Potential for Roof Drain Clogging From Rubber Tread Mats; 

dated October 23, 2013 
- MA-AA-100-1008; Station Housekeeping and Material Control; Revision 6 
- NP 1.9.6; Plant Cleanliness and Storage; Revision 45 

1R04 Equipment Alignment 

- CL 11A G-01; G-01 Diesel Generator Checklist; Revision 25 
- CL 13E Part 2; Auxiliary Feedwater Valve Lineup Motor Driven; Revision 50 
- CLB 7B; Safety Injection system Checklist Unit 2; Revision 29 
- Drawing 110E017 sh 3; Safety Injection System; Revision 48 
- Drawing 110E029 sh 1; Auxiliary Coolant System; Revision 54 
- Drawing 110E035 sh 1; Safety Injection System; Revision 52 
- Drawing 110E035 sh 2; Safety Injection System; Revision 52 
- Drawing 541F445 sh 1; Reactor Coolant System; Revision 48 
- Drawing M-207 sh 1A; Service Water; Revision 39 
- Drawing M-209 sh 12; Em. Diesel Air Starting Sys; Revision 22 
- Drawing M-217 sh 1; Auxiliary Feedwater System; Revision 97 
- Drawing M-217 sh 2; Auxiliary Feedwater System; Revision 28 
- Drawing M-217 sh 3; Auxiliary Feedwater System; Revision 3 
- Drawing M-219 sh 1; Fuel Oil System; Revision 48 
- Drawing M-219 sh 2; Fuel Oil System; Revision 11 
- First Quarter System Health Report; Residual Heat Removal 
- IT 05 Train A; Train A Containment Spray Pump and Valves Unit 1; Revision 2 
- Master Data Book Index; Revision 378 

1R05 Fire Protection 

- Drawing PBC-219 sh 27; Unit 1 Turbine Bldg. and Aux. Bldg., El. 8’; Revision 6 
- Drawing PBC-219 sh 48; Diesel Generator Bldg.; Revision 01 
- FEP  4.0; Fire Emergency Plan; Revision 5 
- FEP 4.13; Emergency Diesel Generator (G01/G02) and Compressor Rooms; Revision 11 
- FEP 4.27; Emergency Diesel Generator Building (G-03/G-04); Revision 5 
- FHAR; Appendix B; Revision 4 
- FHAR; Fire Hazards Analysis Report; Revision 6 
- FOP 1.2; Potential Fire Affected Safe Shutdown Components; Revision 21 
- FP Index; Fire Protection Manual; Revision 68 
- FPER – Fire Protection Evaluation Report; Revision 13 
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- NP 1.9.14; Fire Protection Organization; Revision 13 
- NP 1.9.9; Transient Combustible Control; Revision 20 
- OM 3.27; Control of Fire Protection & Appendix R Safe Shutdown Equipment; Revision 50 

1R06 Internal Flood Protection 

- AR 01916546; Clarification of CLB for TB Flood 
- AR 01936497; Conflict Between AOP-13C and PC 80 Part 7 
- Drawing 110E018 sh 4; P&ID Auxiliary Cooling; Revision 45 
- Drawing 684J971 sh 1; P&ID Waste Disposal; Revision 59 
- Drawing 684J971 sh 1A; P&ID Waste Disposal; Revision 73 
- Drawing CBDM-207 sh 3; ISI Classification Diagram Service Water; Revision 41 
- Drawing M-207 sh 3; P&ID Service Water; Revision 68 
- EC271806; Eng Eval for Justifying Door Gap size on Flood Doors 
- FSAR; Appendix A 
- Letter from U.S. Atomic Energy Commission to Wisconsin Electric Power Company Containing 

Internal flood Protection Guidelines; dated December 10, 1974 
- NRC Safety Evaluation to Point Beach; Regarding The Potential for Flooding From Postulated 

Ruptures of Non-Category I (Seismic) Systems; dated November 20, 1975 
- USAR 01141895; Changes to FSAR A.7, “Plant Internal Flooding” 

 
1R08 Inservice Inspection Activities 

 
- AR 01951220; Unit 2 SG FW Nozzle Weld Relief Request Needed; March 24, 2014 
- AR 01950601; AZCO Welders Did Not Verify Fit-Up Tolerance or Temperature;  

March 21, 2014 
- AR 01951316; NRC Question on Magnetic Particle Exam of Section XI Weld; March 24, 2014 
- AR 01951220; Unit 2 SG FW Nozzle Weld Relief Request Needed; March 24, 2014 
- Minimum Wall Thickness Evaluation for AR 01918896 
- AR 01825213; ASME Required Visual Examination Did Not Occur; November 19, 2012 
- AR 01855946; HB-19, Hydrostatic Test of Buried Section of North SW Header; 

March 12, 2013  
- AR 01880754; Boric Acid Leak on 2HX-37A 2P-14A CS Pump Seal Water HX; June 9, 2013 
- AR 01949325; Clean Inspect Boric Acid on Bottom of 2LT-495; March 18, 2014 
- Boric Acid Leakage and Corrosion Monitoring (BALCM) Program; Revision 7 
- BALCM Appendix C; Revision 12 
- Report No. 2014U2PT-001; Liquid Penetrant Examination of Welded Attachment  

SI-151R-3-2H1-IWA; March 18, 2014 
- Report No. 2014U2MT-001; Magnetic Particle Examination of Feedwater Nozzle  

Extension-to-Nozzle Weld SG-A-8; March 23, 2014 
- WO 00370061; SI-853U Replace the B/B Gasket and Seal Weld; November 13, 2012 
- WO 40197281; Cut and Cap SW Penetration 2CPP-38 per EC 277852; November 23, 2012 
- WO 40222999; Perform Unit 2 Tie-In of 4”-DN-3 AF Cross-Tie Piping in Accordance With 

ASME Section XI R/R Activity 2013-0038 and EC 278751; October 7, 2013 
- WPS FP-PE-B31-P1P1-GTSM-001; Manual Gas Tungsten Arc Welding, P-1 to P-1; 

Revision 3 
- PQR WP-6; PQR for WPS FP-PE-B31-P1P1-GTSM-001; Revision 1 
- PQR GMP 102-311-GS; PQR for WPS FP-PE-B31-P1P1-GTSM-001; Revision 0 
- NDE-104; Ultrasonic A-Scan Thickness Measurement Utilizing Panametrics DL Plus Series; 

Revision 26 
- NDE-350; Magnetic Particle Examination Alternating Current (AC) Yoke; Revision 31 
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- NDE-451; Visible Dye Penetrant Examination, Temperature Applications 45°F to 125°F; 
Revision 28 

- ISI IWE Program 2nd Interval; IWE Containment Inspection Program Second Interval; 
Revision 4 

- ASME Boiler and Pressure Vessel Code Subcommittee XI/Subgroup on Water-Cooled 
Systems Working Group/Containment (WG/C) Subsection IWE Commentary; Revision 3 

- NDE Report No. 2013PT-002; PT of Pipe-to-Elbow Weld, CVC-02-LD-1001-29;  
March 26, 2013 

- WO 40208469; As-Found Walkdown – General Areas Containment 
- Code Case N-729-1; Alternative Examination Requirements for PWR Reactor Vessel Upper 

Heads with Nozzles Having Pressure-Retaining Partial-Penetration Welds Section XI,  
Division 1; March 28, 2006 

- Condition Evaluation for AR 01825213; December 6, 2012 
- AR 01861448; Boric Acid on 1HX-011B Bolting; March 30, 2013 
- AR 01918896; Piping HB-19 – SW, ISI Results; November 7, 2013 
- PQR SM-1-1; PQR for WPS FP-PE-B31-P1P1-GTSM-001; Revision 5 
- AR 01949101; 2RC-00506C, Large Boric Acid Leak; March 18, 2014 
- AR 01951562; Potential Trend: AFW Weld Issues; March 25, 2014 

1R11 Licensed Operator Requalification Program 

- FP-T-SAT-81; Simulator Testing And Documentation; Revision 7 
- OP 4D Part 1; Draining the Reactor Coolant System; Revision 83 
- OP-AA-100-100; Conduct of Operations; Revision 3 
- OP 4E; Reactor Coolant System Lowered Inventory Requirements Unit 2; Revision 6 

1R12 Maintenance Effectiveness 

- ER-AA-100-2002; Maintenance Rule Program Administration; Revision 1 
- FSAR; Appendix A 
- AR 01827190; Unexpected Alarms from G-05 Gas Turbine 
- AR 01736623; Unexpected G-05 Gas Turbine Generator Alarm 
- AR 01737633; G-05 Gas Turbine Declared Unavailable 
- AR 01781253; G-05 Trip on High Vibration 
- AR 01744890; Unexpected Alarm #240, Vibration Rack Failure 
- AR 01782297; G-05 Trips on High Vibration During Start-Up 
- AR 01846509; G-05 Gas Generator Tripped Off Line 
- AR 01738751; Minimum Atomizing Air Pressure for G-05 Gas Turbine Oper. 
- AR 01854592; G-05 Gas Generator Trip on High Vibration 
- AR 01893275; 2013 PI&R Inspection- G-05 Functionality Assessment Issue 
- AR 01792464; B-52-P35A Electric Fire Pump Local Bkr A C62 Not Tested 
- AR 01800026; Low Voltage on B Battery for P35B Diesel Fire Pump 
- AR 01892524; Leaking Valve 
- NP 7.7.4; Scope and Risk Significant Determination for the Maintenance Rule; Revision 23 
- NP 7.7.5; Maintenance Rule Monitoring; Revision 24 
- NP 7.7.7; Maintenance Rule Periodic Evaluation; Revision 6 

1R13 Maintenance Risk and Emergent Work 

- CSP-ST.0 Unit 1; Critical Safety Function Status Trees; Revision 7 
- OP-AA-102-1003; Guarded Equipment; Revision 4 
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- AR 01943999; Safety Monitor May Not Reflected Proper Risk 
- AR 01904714; Online Safety Monitor Application Aberrant Program Behavior 
- AR 01943999; Safety Monitor May Not Reflected Proper Risk 
- AR 01943045; Conflicting Guidance for Safety Monitoring Availability 
- AR 01904321; Challenges to Risk as Identified by Online Risk Monitor 
- AR 01903297; Maint Rule Risk Significant Systems Not Listed in NP 10.3.7 
- AR 01937810; Scheduled Safety Monitor Potential Orange Path 
- AR 01914755; 95002 WO 40271105 Post Maint Test Inconclusive 
- AR 01918667; 1P-11A As-Found Coupling Gap Below RMP Requirements 
- AR 01920048; Abnormal Noise From 1P-2C, Charging Pump 
- AR 01951081; HU Near Miss 
- AR 01911856; PS-3004, K-2A&B IA Compressor Standy Start Pressure Switch 
- AR01911854;  PS-3004, K-2A&B IA Automatic Run Pressure Switch PMT Unsat 
- NP 10.3.5; Risk Monitoring and Risk Management; Revision 2 
- NP 10.3.7; On-Line Safety Assessment; Revision 31 
- AR 01930757; 2MU-CS (2-1/MU) Reactor Makeup Control Switch PMT 

1R15 Operability Evaluations 

- AR 01896599; Effective Operability Corrective Action Weaknesses 
- AR 01898714; Extra Procedural Requirement’s Eroding POD, FA Effectiveness 
- AR 01912944; Circ Water Pumphouse Flood Damper Area Housekeeping 
- AR 01918778; 1LC-426A/B OBD Trip STPT Adjust IAW POD 01907620 06 
- AR 01918935; 1LT-426 Found OOT at All Calibrations Points 
- AR 01931391; Lack of CA Tracking of a Functional, But Non-Conforming Item 
- AR 01934709; Incorrect Sized Fuse in 1(2)ms-2082 Alt Trip Path 
- AR 01936883; Rubber Mats in CW Pumphouse May Interfere With Flood Protection 
- AR 01937827; 1LT-426 Additional Information Concerning OBD Condition 
- AR 01940924; Replace MOBS 55 and 322 to Resolve AR 01934709 
- AR 01945998; NRC Question Concerning Potential Blockage of Flood Dampers 
- AR 01947039; Increase in Load Profile For D-106 & D-305 Supplying D-04 
- AR 1918612; 1LT-426, POD 01907620 OBD Compensatory Actions 
- AR 01677914; 2011 CDBI Inadequate Documentation of Containment Dome Truss; 

August 15, 2011 
- AR 01750123; Unit 1 & Unit 2 Cont. Dome Truss Analysis Preliminary Results; 

March 29, 2012 
- AR 01773359; Install Unit 1 Cont. Dome Truss Modifications; June 5, 2012 
- AR 01773363; Install Unit 2 Cont. Dome Truss Modifications; June 5, 2012 
- AR 01887365; Assignment No. 05; Prompt Operability Determination (POD);  

January 6, 2014 
- AR 01892251; FSAR Revision for Containment Dome Truss; July 25, 2013 
- AR 01900570; Verification of Classification and Dedication of Containment;  

August 29, 2013 
- AR 01900727; Error in Calculation 11Q0060-C-001; Revision 0; August 30, 2013 
- AR 01912749; Subsoil Drainage System is Blocked 
- AR 01930944; VSGR Functionality Assessment 
- AR 01932698; 95002 Wave Run-up Protection May Conflict with other Floods 
- Calc 11Q0060-C-004; Development of Artificial Ground Acceleration Time History; Revision 0 
- Calc 11Q0060-C-005; SSI Analysis of Containment Building for Response Spectra at Supports 

for Dome Truss; Revision 0 
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- Calc 11Q0060-C-006; Operability Evaluation of the Dome Truss Critical Components for 
Response Spectra Based on SSI Analysis; Revision 0 

- CR 01887365; Prompt Operability Determination (POD); August 9, 2013 
- DG-C03; Seismic Design Criteria Guideline; Revision 0 
- DG-M09; Design Requirements for Piping Stress Analysis; Revision 3 
- DG-M10; Pipe Support Guidelines; Revision 3 
- Drawing C-125; Containment Structure Liner Support Truss; Revision 9 
- EOP-1 Unit 2; Loss of Reactor or Secondary Coolant 
- EOP-2 Unit 2; Faulted Steam Generator Isolation; Revision 24 
- MA-AA-100-1008; Station Housekeeping and Material Control; Revision 6 
- NP 8.4.17; PBNP Flooding Barrier/Relief Path Program; Revision 15 
- NRC Bulletin 90-01 Supplement 1; Loss of Fill Oil Transmitters Manufactured by Rosemount 
- PC 21 Part 4; Miscellaneous Data, Revision 30; Completed on March 4, 2014 
- POD 01907620; 1LT-426 PZR Level Failed Channel Check on Rounds 
- POD 01932776; 1LT-426 As Found Calibration Data Out of Tolerance 
- POD 01934709; Incorrect Sized Fuse in 1(2)MS-2082 Alt Trip Path 
- POD 01937827; 1LT-426 Additional Information Concerning OBD Condition 
- SCR 2014-0010; 1LT-426; OBD Compensatory Measures POD 01932776-01 Unit 1 Cycle 35; 

January 15, 2014 
- Task Interface Agreement – Evaluation of Application of Technical Specification 4.0.3, 

“Surveillance Requirement Applicability,” at Pilgrim (TIA2008-004) 
- WO 40202962; D-106, Battery M2PT Discharge Test 

1R19 Post-Maintenance Testing 

- Calibration Report Dec 18 2013; Serial Number 068042 
- Drawing M-207 sh 1; Service Water; Revision 83 
- Functionality Test; Revision 12 
- MA-AA-101-1000; FME Guidance; Revision XX 
- PBNP-IC-46; Pressurizer Level Loop Scaling Calculation; Revision 7 
- RMP 9037; Diesel Fire Pump Engine Inspection; Revision 12 
- RMP 9328; SW-32A-F Service Water Pump Discharge Check Valve Inspection; Revision 12 
- WO 40244841-01; SW-00032C, Disassemble/Visually Inspect Check Valve 
- WO 40256793-01; 0-PT-FP-002, Monthly Diesel Engine-Driven Fire Pump 
- WO 40222999; Auxiliary Feedwater Pressure Instrument Calibration 
- WO 40289834; 1LT-426 Pressurizer Narrow Range Level Transmitter 

1R20 Outage Activities 

- 2RMP 9118-1; Containment Building Crane OSHA Operability Inspections; Revision 11 
- 2RMP 9118-2; Containment Building Crane Inspections; Revision 8 
- 2RMP-9096-1; Reactor Vessel Head Removal and Installation using Biach Tensioning 

System; Revision 16 
- AOP-18A Unit 2; Train “A” Equipment Operation: Revision 15 
- AOP-18B Unit 2; Train “B” Equipment Operation; Revision 13 
- AOP-19A Unit 2; Train “A” Safeguards Bus Restoration; Revision 11 
- AOP-19B Unit 2; Train “B” Safeguards Bus Restoration; Revision 9 
- AOP-6F; Low Concentration Water Pockets in RCS; Revision 3 
- AOP-8C; Fuel Handling Accident in Primary Auxiliary Building; Revision 1 
- AOP-8F; Loss of spent Fuel Pool Cooling; Revision 19 
- ARB 2C04 2A 1-9; Source Range High Flux at Shutdown; Revision 7 
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- BG SEP-2.1; Shutdown LOCA With RHR Aligned for Aligned for Low Head Injection 
Background Document; Revision 17 

- Foreign Material Exclusion Plan, Fuel Movement Core Offload/Reload Activities U2R33; 
Revision 0 

- Letter From Wisconsin Electric Power Company To NRC; Subject:  Dockets Nos. 50-266 and 
50-301 NUREG-0612 – Control of Heavy Loads Transmittal of Six-Month Response; 
September 30, 1981 

- Letter From Wisconsin Electric Power Company To NRC; Subject:  Dockets Nos. 50-266 and 
50-301 Submittal of Additional Information in Response to Draft Technical Report  
NUREG-0612 – Control of Heavy Loads; June 30, 1982 

- Letter From Wisconsin Electric Power Company To NRC; Subject:  Dockets Nos. 50-266 and 
50-301 NUREG-0612 – Control of Heavy Loads Transmittal of Nine-Month Response and 
Updated Six-Month Response ; January 11, 1982 

- License Amendment 220 to Facility Operating License No. DPR-24; September 23, 2005 
- License Amendment 226 to Facility Operating License No. DPR-27; September 23, 2005 
- MA-AA-101-1000; Foreign Material Exclusion Procedure; Revision 10 
- NP 10.3.6; Shutdown Safety Review and Safety Assessment; Revision 44 
- NP 7.2.28; Containment Debris Control Program; Revision 4 
- NP 8.4.10; Exclusion of Foreign Material From Plant Components and Systems; Revision 26 
- NP 8.4.7; Control of Safe Load Path and Rigging Manual; Revision 13 
- NRC Safety Evaluation; Dockets Nos. 50-266 and 50-301 NUREG-0612 – Control of Heavy 

Loads – Phase I; March 27, 1984 
- OP 4D Part 1; Draining the Reactor Coolant System; Revision 83 
- OP 4E; Reactor Coolant System Lowered Inventory Requirements Unit 2; Revision 6 
- OP 4F; Reactor Coolant System Reduced Inventory Requirements Unit 2; Revision 19 
- OP 5A; Reactor Coolant Volume Control; Revision 45 
- OP-AA-100-100; Conduct of Operations; Revision 3 
- OP-AA-103-1000; Reactivity Management; Revision 2 
- Outage Safety Review Supporting Documentation; Revision 2 
- Outage Work Schedule Maintenance Department 
- Outage Work Schedule Operations Department 
- Response to Generic Letter No. 88-17 Loss of Decay Heat Removal; February 2, 1989 
- Response to Generic Letter No. 88-17 Loss of Decay Heat Removal; August 26, 1991 
- Response to Generic Letter No. 88-17 Loss of Decay Heat Removal; December 30, 1988 
- Response to Generic Letter No. 88-17 Loss of Decay Heat Removal; October 16, 1989 
- RP 1A; Preparation for Refueling; Revision 91 
- RP 1C; Refueling; Revision 73 
- SEP-1 Unit 1; Degraded RHR System Capability; Revision 16 
- SEP-1.1 Unit 2; Alternate Core Cooling; Revision 12 
- SEP-2 Unit 2; Shutdown LOCA Analysis; Revision 6 
- SEP-2.1 Unit 2; Shutdown LOCA with RHR Aligned for Low Head Injection; Revision 19 
- SEP-2.2 Unit 2; Shutdown LOCA with RHR Aligned for Decay Heat Removal; Revision 18 
- SEP-2.3 Unit 2; Cold Shutdown LOCA; Revision 20 
- SEP-3.0 Unit 2; Loss of All AC Power to a Shutdown Unit; Revision 27 
- Technical Evaluation Report; Control of Heavy Loads; March 2, 1984 

1R22 Surveillance Testing 

- 1ICP 02.003A; Reactor Protection System Logic Train A 31 Day Surveillance Test;  
Revision 12 
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- 1ICP 02.005A; Engineered Safety Features System Logic Train A 31 Day Staggered Actuation 
Logic Test; Revision 11 

- 2RMP 9017-2; A-06 4160/480 Degraded and Loss of Voltage Monthly Surveillance;     
Revision 23 

- AR 01650480; IT 04 Train A-Guenther-AST (p) 
- AR 01902511; Manual Control of Charging Required to Perform 11CP-2.1 Blue 
- AR 01914244; Former RETS Explosive Gas Monitoring Requirements Not Found 
- AR 01914884; Possible Inappropriate Us of 25% Grace for TS Surveillances 
- AR 01923836; Tech Spec Validation and Awareness 
- AR 01932704; 2B336A-B958B Sticks When Going to Normal 
- AR 01932820; Unexpected Response on Taking 2P-10A to Pullout 
- AR 01940545; Learning Opportunity on Reading A105 Lights During TS-6 
- Calculation 96-0229; Minimum Allowable IST Acceptance Criterion for RHR Pump 

Performance; Revision 3 
- Drawing 499B466 sh 225A; Undervoltage & Diff. L.O. Relay Schemes; Revision 5 
- Drawing 499B466 sh 311; 2B-04 480V Undervoltage Scheme; Revision 17 
- Drawing 499B466 sh 312; 2B-04 480V Undervoltage Scheme; Revision 14 
- Drawing 6704-D-323103; 4160V SWGR Bus I-A06 (2-A06) Undervoltage & Diff. L.O. Relay 

Schemes, Sh 1; Revision 17 
- IT 04 Train A; Low Head Safety Injection Pumps and Valves Train A Unit 2; Revision 5 
- NP 7.4.4; ASME OM Code Pump and Valve Inservice Testing; Revision 9 
- O-PT-EDG-031; G-03 Emergency Diesel Generator Endurance and Margin Testing; 

Revision 9 
- RMP 9172-3; G-03 Emergency Diesel Generator Fast Start Voltage And Breaker Closure 

Time Testing; Revision 1 
- SCR 2006-0218; Proposed Changes to IT 04 and IT04A Following of Rebaselining of the  

2P-10A RHR Pump 
- SCR 2010-0170; Change to 2P-10A RHR Pump IST Acceptance Criteria Based on Calculation 

96-0229 Revision 
- SCR 2011-0082; 1/2SI-852A Acceptance Criteria for Stroke Time to Intermediate Position 
- STPT 21.1; Protective Relay Setpoints;Bus 2A06, Cubicle 91; Revision 12 
- TS-6; Rod Exercise Test Unit 2; Revision 33 

2RS1 Radiological Hazard Assessment and Exposure Controls 

- CR 01886190; Delta in Smear Counting Results 
- CR 01927358; IDC Dosimeter Calibrator Produced Uncharacteristic Results 
- CR 01943856; Consistent Info Needed For Releasing Material from RCA With SAM 
- CR 01948983; Individual Received Dose Rate Alarm 
- CR 01952152; Individual Discovered Not Wearing a TLD During RCA Exit 
- HP 2.14; Containment Keyway Personnel Access; Revision 16 
- HP 2.17; Very High Radiation Area Personnel Access; Revision 8 
- HP 2.5; Radiation Work Permit; Revision 43 
- HP 3.1; Radiological Surveys and Records; Revision 16 
- HP 3.2; Radiological Labeling, Posting and Barricading Requirements; Revision 60 
- HP 3.52; Airborne Radioactivity Surveys; Revision 38 
- HPIP 8.0; Source Control Program; Revision 13 
- NP 4.2.19; Entry Requirements into Various Radiologically Controlled Areas; Revision 24 
- PBF-4021; Point Beach Nuclear Plant Radiological Survey; Various Dates 
- PBF-4022; Airborne Radioactivity Survey; Various Dates 
- RP-AA-103-1002; High Radiation Area Controls; Revision 1 
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- RP-AA-104-1000; ALARA Implementing Procedure; Revision 5 
- RP-AA-107-1003; Unconditional and Conditional Release of Material; Revision 1 
- RWP 14-2015; Cavity Activities; Revision 00 
- RWP 14-2020; Keyway Entries; Revision 00 
- RWP 14-2031; S/G Handhole Cover Remove/Install; Revision 00 
- RWP 14-2034; PAB Valve Maintenance Activities; Revision 00 
- RWP 14-2039; Fuel Transfer System Maintenance Activities; Revision 00 
- Source Leak Check – Inventory; Various Dates 
- WM-AA-100-1000; Work Activity Risk Management; Revision 1 

4OA1 Performance Indicator Verification 

- AR 01903536; MSPI Basis Doc AF Operation Estimates Need Revision 
- AR 01928096; EP Incorrectly Tracking an Inactive SRO for PI Data 
- Control Room Logs; November 29-30, 2013 
- CR 01898394; 1P-028A High Vibration Event August 21, 2013 
- LER 266/2012005; Potential Operation Prohibited by Technical Specifications 
- LER 266/2013001; Loss of Offsite Power to Unit 1 Safeguards Buses 
- LER 266/2013002; Condition Prohibited by Technical Specifications 
- NP 5.2.16; NRC Performance Indicators; Revision 19 
- Performance Indicators; Units 1 And 2; Unplanned Power Changes Per 7000 Critical Hours; 

1Q/2013 To 4Q/2013 
- Performance Indicators; Units 1 And 2; Unplanned Power Scrams Per 7000 Critical Hours; 

1Q/2013 To 4Q/2013 
- Performance Indicators; Units 1 And 2; Unplanned Power Scrams with Complications Per 

7000 Critical Hours; 2Q/2013 To 4Q/2013 
- Point Beach PI Reporting Data; Units 1 And 2; 1Q13 Through 4Q13 For Unplanned Power 

Changes Per 7,000 Critical Hours 
- Point Beach PI Reporting Data; Units 1 And 2; 1Q13 Through 4Q13 For Unplanned Scrams 

Per 7,000 Critical Hours 
- Point Beach PI Reporting Data; Units 1 And 2; 2Q13 Through 4Q13 For Unplanned Scrams 

with Complications Per 7,000 Critical Hours 

4OA2 Identification and Resolution of Problems 

- OP-AA-108; Oversight and Control of Operator Burdens; Revision 1 
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LIST OF ACRONYMS USED  

AC Alternating Current 
ADAMS Agencywide Document Access Management System 
AFW Auxiliary Feedwater System 
ALARA As-Low-As-Is-Reasonably-Achievable 
AR Action Request 
ASME American Society of Mechanical Engineers 
BMV Bare Metal Visual 
CAP Corrective Action Program 
CC Code Case 
CFR Code of Federal Regulations 
CS Containment Spray 
DRP Division of Reactor Projects 
DRS Division of Reactor Safety 
EDG Emergency Diesel Generator 
FSAR Final Safety Analysis Report 
FW Feedwater 
GTAW Gas Tungsten Arc Welding 
IMC Inspection Manual Chapter 
IP Inspection Procedure 
IR Inspection Report 
ISI Inservice Inspection 
LT Level Transmitter 
LOOP Loss of Offsite Power 
MT Magnetic Particle Test 
NCV Non-Cited Violation 
NDE Non-Destructive Examination 
NEI Nuclear Energy Institute 
NRC Nuclear Regulatory Commission 
OOS Out of Service 
OSP Outage Safety Plan 
OWA Operator Work Around 
PARS Publicly Available Records 
PBNP Point Beach Nuclear Plant 
PI Performance Indicator 
PMT Post-Maintenance Testing 
PT Dye Penetrant Test 
RC Reactor Coolant 
RFO Refueling Outage 
RHR Residual Heat Removal 
RT Radiographic Test 
SDP Significance Determination Process 
SG Steam Generator 
SRA Senior Risk Analyst 
SSC Structures Systems Component 
TS Technical Specification 
URI Unresolved Item 
UT  Ultrasonic Test 
VT Visual Examination 
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WO Work Order 
WPS Welding Procedure Specification



 

 

E. McCartney     -2- 
 
review.  If you disagree with the cross-cutting aspect assigned, you should provide a response 
within 30 days of the date of this inspection report, with the basis for your disagreement, to the 
Regional Administrator, Region III, and the NRC Resident Inspector at the Point Beach Nuclear 
Plant. 
 
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/ 
 
Jamnes L. Cameron, Chief 
Branch 4 
Division of Reactor Projects 

Docket Nos. 50–266; 50–301 
License Nos. DPR-24; DPR-27 
 
Enclosure:  
IR 05000266/2014002; 05000301/2014002 
  w/Attachment:  Supplemental Information 
 
cc w/encl:  Distribution via LISTSERV® 
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