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Dear Ms. Fili: 

On December 2, 2014, the U.S. Nuclear Regulatory Commission (NRC) completed a 
supplemental inspection pursuant to Inspection Procedure (IP) 95002, “Supplemental Inspection 
for One Degraded Cornerstone or Any Three White Inputs in a Strategic Performance Area,” at 
your Monticello Nuclear Generating Plant (MNGP).  The enclosed report documents the results 
of this inspection, which were discussed at the exit meeting on December 2, 2014, with you and 
other members of your staff. 

In accordance with the NRC Reactor Oversight Process (ROP), this supplemental inspection 
was performed to review your evaluation of the root and contributing causes and corrective 
actions for a finding of substantial safety significance (yellow) at the MNGP, which was 
discussed in NRC Inspection Report 05000263/2013009.  The finding and associated Notice of 
Violation (NOV) was associated with your failure to maintain a procedure addressing all of the 
effects of an external flooding scenario at the MNGP.  Specifically, Procedure A.6, “Acts of 
Nature,” was inadequate to support the timely implementation of flood protection activities within 
the 12-day timeframe credited in the design basis as stated in the Updated Safety Analysis 
Report (USAR).  The yellow finding was in the Mitigating Systems Cornerstone and placed the 
MNGP in a degraded cornerstone as of the second quarter of 2013. 

The NRC staff was informed on July 18, 2014, of your readiness, as of that date, for us to 
conduct this supplemental inspection.  The NRC performed this supplemental inspection to 
determine if:  (1) the root and contributing causes for the risk-significant finding were 
understood; (2) the extent of condition and extent of cause for the finding were understood; and 
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(3) your completed or planned corrective actions for the finding were sufficient to address and 
preclude repetition of the root and contributing causes.  The NRC also conducted an 
independent review of the extent of condition and extent of cause associated with the yellow 
finding and an assessment of whether any of the safety culture components caused or 
significantly contributed to the performance issues. 

Based on the results of the inspection, the NRC determined the MNGP had performed an 
acceptable evaluation of the yellow finding and associated NOV.  The evaluation identified the 
root cause of the issue was MNGP management did not ensure proper validation of the external 
flooding mitigation plan design basis commensurate with its safety significance, which led to 
non-conservative decisions.  To correct this issue and prevent recurrence, MNGP implemented 
corrective actions including changes to your external flooding mitigation plan to satisfy your 
current licensing basis (CLB), creation of an engineering program for external flooding 
protection, and communicating and training plant personnel on the importance of validation of 
the design basis in decision-making. 

After reviewing your actions to address the risk-significant performance issue using IP 95002, 
the NRC concluded that completed or planned corrective actions were sufficient to address the 
performance that led to the finding.  Therefore, in accordance with Inspection Manual 
Chapter 0305, “Operating Reactor Assessment Program,” the yellow finding and associated 
NOV that was being held open pending completion of a supplemental inspection and effective 
corrective actions, is closed, and will only be considered in assessing plant performance until 
the end of the fourth quarter of 2014. 

While the NRC has concluded that you have taken appropriate actions in response to the  
risk-significant performance issue, the inspection identified continued management attention 
and focus is needed to address the human performance problems that were prevalent at the 
MNGP and resulted in the yellow finding.  Specifically, in your root cause evaluation you 
identified the use of non-conservative decision-making as a contributing cause of the finding.  
During the course of this supplemental inspection, the inspectors noted multiple low-level issues 
that potentially had contributing cause attributes related to non-conservative decisions.  These 
are discussed in more detail in Section 4OA4.02.04.b of the enclosed report. 

A separate follow-up letter will communicate the NRC's assessment of MNGP's performance 
and subsequent placement in the ROP Action Matrix.  Additionally, that letter, or the End of 
Cycle Assessment Letter, will communicate any changes to the baseline inspection schedule 
that will be made for the NRC to evaluate the long-term effectiveness of your corrective actions 
for the risk-significant issue that is the subject of this inspection report and your actions to 
address the low-level issues that were identified. 
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Based on the results of this inspection, two NRC-identified findings of very low safety 
significance (green), one of which involved a violation of NRC requirements were identified.  
The NRC identified two additional performance deficiencies that were associated with Severity 
Level IV Violations of NRC requirements evaluated through the traditional enforcement process.  
Because of their very low safety significance and because these issues were entered into your 
corrective action program, the NRC is treating these violations as Non-Cited Violations in 
accordance with Section 2.3.2 of the NRC Enforcement Policy. 

If you contest the subject or severity of these Non-Cited Violations, 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 MNGP.  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 MNGP. 

In addition, two licensee-identified findings that were associated with Severity Level III Violations 
of NRC requirements were evaluated through the traditional enforcement process.  The first  
one was a violation of Title 10 of the Code of Federal Regulations (10 CFR) Section 50.71, 
“Maintenance of records, making of reports,” for your failure to update the USAR to correctly 
describe your mitigation strategy for the design basis external flooding event prior to 
January 31, 2014.  The second one was a violation of 10 CFR 50.59, “Changes, tests and 
experiments,” for your failure to perform a written safety evaluation to demonstrate the change 
to your mitigation strategy for the design basis external flooding event on February 28, 2012 did 
not require a license amendment.  Both of the violations were associated with the underlying 
performance issue that resulted in the yellow finding.  Therefore, based on the results of the 
NRC's inspection and assessment of the violations, I have been authorized, after consultation 
with the Director of the Office of Enforcement and the Region III Regional Administrator, to 
exercise enforcement discretion in accordance with Section 3.3 of the NRC Enforcement Policy, 
“Use of Enforcement Discretion,” and refrain from issuing enforcement action for the violations.  
In accordance with the NRC’s ROP, the findings and associated violations will not be 
considered in the assessment process or the NRC’s Action Matrix. 

In accordance with 10 CFR 2.390, “Public Inspections, Exemptions, Requests for Withholding,” 
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 
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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 John Giessner Acting for/ 
 
 
Anne T. Boland, Director 
Division of Reactor Projects 

Docket No. 50–263 
License No. DPR–22 
 
Enclosure: 
IR 05000263/2014009 
  w/Attachment:  Supplemental Information 

cc w/encl:  Distribution via LISTSERV® 
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SUMMARY OF FINDINGS 

Inspection Report 05000263/2014009; 10/27/2014–12/02/2014; Monticello Nuclear Generating 
Plant; Supplemental Inspection–IP 95002, Supplemental Inspection for One Degraded 
Cornerstone or Any Three White Inputs in a Strategic Performance Area. 

This inspection was conducted by nine inspectors and specialists from the NRC Region III and 
Headquarters offices.  Two Green findings, one of which had an associated Non-Cited 
Violation (NCV) of NRC requirements, were identified.  In addition, two Severity Level IV NCVs 
of NRC requirements were identified.  The significance of inspection findings is indicated by 
their color (i.e., greater than Green, or Green, White, Yellow, Red) and determined using 
Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” dated 
June 2, 2011.  Cross-cutting aspects are determined using IMC 0310, “Components Within the 
Cross-Cutting Areas,” dated December 4, 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 5, dated February 2014. 

Cornerstone:  Mitigating Systems 

The NRC staff performed this supplemental inspection in accordance with Inspection 
Procedure (IP) 95002, “Inspection for One Degraded Cornerstone or Any Three White Inputs in 
a Strategic Performance Area,” to assess the licensee’s evaluation of one yellow inspection 
finding that affected the Mitigating Systems Cornerstone. 

The inspection team determined the licensee’s evaluation of the risk-significant inspection 
finding met the inspection procedure objectives.  The inspection team determined the root 
cause evaluation (RCE) for the yellow inspection finding appropriately evaluated the root and 
contributing causes, adequately addressed the extent of condition and cause, assessed safety 
culture, and established corrective actions for the performance issues.  In addition to assessing 
the licensee’s evaluations, the inspection team independently performed an extent of condition 
and extent of cause review of the finding and a review of the site safety culture as it related to 
the RCE.  The team concluded the licensee’s RCE and corrective actions, both completed and 
planned, were sufficient to address the causes and prevent recurrence of the violation. 

Cornerstone:  Mitigating Systems 

• Severity Level IV.  The inspectors identified a NCV of the NRC’s reporting requirements in 
10 CFR 50.73, “Licensee Event Report System.”  The licensee failed to submit a required 
Licensee Event Report (LER) within 60 days after the discovery of a condition that resulted 
in the nuclear power plant being in an unanalyzed condition that significantly degraded  
plant safety, a condition that could have prevented the fulfillment of the safety function of 
structures or systems needed to mitigate the consequences of an accident, and a condition 
prohibited by the plant’s Technical Specifications (TSs).  Specifically, the licensee failed to 
either make a separate LER or further revise an existing LER with additional information to 
fully describe a known unanalyzed condition affecting its ability to mitigate a design basis 
external flooding event based on additional problems it had discovered, the corrective 
actions taken to correct the condition, the safety significance, and the date when full 
compliance was restored.  The licensee initiated a corrective action to supplement an 
existing LER to describe the additional issues it identified that affected its external flooding 
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mitigation plan and to specify the noncompliance window as February 29, 2012 through 
January 31, 2014. 

Consistent with the guidance in IMC 0612, “Power Reactor Inspection Reports,” Appendix B, 
“Issue Screening,” dated September 7, 2012, the inspectors determined the performance 
deficiency was not of more than minor significance based on “No” answers to the  
more-than-minor screening questions.  In accordance with Section 6.9.d.9 of the 
NRC Enforcement Policy, this violation was categorized as Severity Level IV because the 
licensee failed to report as required by 10 CFR 50.73(a)(1).  No cross-cutting aspect is 
associated with this traditional enforcement violation because the associated performance 
deficiency was determined to be of minor significance and therefore not a finding.   
(Section 4OA4.02.01.d.1) 

• Severity Level IV.  The inspectors identified a Severity Level IV NCV of the NRC’s reporting 
requirements in 10 CFR 50.72(a)(1), “Immediate Notification Requirements for Operating 
Nuclear Power Reactors,” and 10 CFR 50.73(a)(1), “Licensee Event Report System.”  The 
licensee failed to make a required 8-hour non-emergency notification call to the 
NRC Operations Center and also failed to submit a required LER within 60 days after 
discovery in November 2012 of a condition that resulted in the nuclear power plant being in 
an unanalyzed condition that significantly degraded plant safety, a condition that could have 
prevented the fulfillment of the safety function of structures or systems needed to mitigate 
the consequences of an accident, and a condition prohibited by the plant’s TSs.  The 
licensee subsequently made an 8-hour notification call to the NRC Operations Center via 
the Emergency Notification System to report the event on August 29, 2013 (Event 
Notice 49314) and subsequently submitted LER 05000263/2013–007–00, “Unanalyzed 
Condition Due to Inadequate Flooding Procedures,” on October 28, 2013. 

Consistent with the guidance in IMC 0612, “Power Reactor Inspection Reports,” Appendix B, 
“Issue Screening,” dated September 7, 2012, the inspectors determined the performance 
deficiency was not of more than minor significance based on “No” answers to the  
more-than-minor screening questions.  In accordance with Section 6.9.d.9 of the NRC 
Enforcement Policy, this violation was categorized as Severity Level IV because the 
licensee failed to report as required by 10 CFR 50.72(a)(1)(ii) and 10 CFR 50.73(a)(1).  No 
cross-cutting aspect is associated with this traditional enforcement violation because the 
associated performance deficiency was determined to be of minor significance and therefore 
not a finding.  (Section 4OA4.02.01.d.2) 

• Green.  The inspectors identified a finding of very low safety significance with an associated 
NCV of Technical Specification 5.4.1.a for the licensee’s failure to maintain adequate 
procedures to protect the plant from external flooding events.  Specifically, the licensee 
failed to maintain Procedure 8300–02, “External Flooding Protection Implementation to 
Support A.6 Acts of Nature,” in that it lacked sufficient instructions to ensure testing of 
materials necessary to its external flooding mitigation plan were adequately controlled.  The 
licensee entered this violation into its corrective action program (CAP) to evaluate changes 
to its procedures to correct the problem. 

The finding was of more than minor significance because it was associated with the 
Protection Against External Factors and Procedure Quality attributes and adversely affected 
the Mitigating Systems Cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage).  Specifically, the instructions for constructing the flood control levee 
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lacked specific details on how the licensee would ensure it was constructed, compacted, 
and tested to at least 90 percent compaction.  The finding was a licensee performance 
deficiency of very low safety significance because it did not involve a loss or degradation of 
equipment or function specifically designed to mitigate a seismic, flooding, or severe 
weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors).  This 
determination was based on reasonable assurance the licensee could construct and 
compact the levee to at least 90 percent compaction.  The inspectors determined this finding 
affected the cross-cutting area of human performance and the work management aspect 
due to the licensee’s failure to implement a process of planning, controlling, and executing 
work activities such that safety is the overriding priority.  Specifically, the licensee’s process 
for developing and validating the work instructions for construction of the levee did not 
ensure appropriate quality control steps were incorporated for critical design attributes.  
(IMC 0310, H.5)  (Section 4OA4.02.03.f.1) 

• Green.  The inspectors identified a finding of very low security significance for the licensee’s 
failure to adequately assess and manage the potential for adverse effects on safety and 
security associated with the development and planned implementation of its external 
flooding mitigation plan.  Specifically, 10 CFR 73.58(b)(3)(i) requires the licensee to have 
the capabilities to detect, assess, interdict and neutralize threats up to and including the 
design basis threat of radiological sabotage at all times.  The failure to adequately review 
and evaluate the security measures and changes that would be implemented in response to 
a flooding event would have resulted in the requirements of 10 CFR 73.58(b)(3)(i) not being 
adequately maintained.  This finding is not a violation of the regulatory requirements since 
the licensee had not actually implemented the changes that could have adversely impacted 
the site’s security equipment, systems, and protective measures.  The licensee entered the 
issue into its CAP to perform and document the assessments required to manage the 
planned changes, and to evaluate and develop potential corrective actions. 

The finding was of more than minor significance because it adversely affected the Security 
Cornerstone objective to provide high assurance that the licensee's security system uses a 
defense-in-depth approach and can protect against the design basis threat of radiological 
sabotage from external and internal threats.  Specifically, the licensee failed to assess and 
manage changes to security equipment, systems, and protective measures that would be 
required in the event of the implementation of its external flooding mitigation plan to 
determine whether these changes could adversely impact its ability to implement the site’s 
protective plan, which could potentially lead to a loss of defense-in-depth.  The finding was 
of very low security significance because the total point value of this performance issue was 
determined to be one (1) when it was screened using the guidance provided in IMC 0609, 
“Significance Determination Process,” Appendix E, Part 1, “Baseline Security Significance 
Determination Process (SDP) for Power Reactors,” dated January 15, 2014.  The inspectors 
determined this finding affected the cross-cutting area of human performance with a  
cross-cutting aspect of change management due to the licensee’s failure to use a 
systematic process for evaluating and implementing change so that nuclear safety remains 
the overriding priority.  Specifically, the licensee did not provide validation of the security 
plan by conducting integrated tabletops and reviews and perform additional assessment 
based on feedback from its external reviewers to determine whether these changes could 
adversely impact its ability to implement the site’s protective plan.  (IMC 0310, H.3)  
(Section 4OA4.02.04.c.1) 
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REPORT DETAILS 

4. OTHER ACTIVITIES 

Cornerstone:  Mitigating Systems 

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

.1 (Closed) Licensee Event Report 05000263/2013–003–00, “Inadequate External Flooding 
Procedure” 

(Closed) Licensee Event Report 05000263/2013–003–01, “Inadequate External Flooding 
Procedure,” Supplement 1 

(Closed) Licensee Event Report 05000263/2013–003–02, “Inadequate External Flooding 
Procedure,” Supplement 2 

On May 31, 2013, the licensee identified its procedure for protecting the Monticello 
Nuclear Generating Plant (MNGP) from a design basis probable maximum flooding 
(PMF) event was inadequate to support the timely implementation of external flooding 
protection activities within the 12-day timeframe credited in the design basis as  
stated in the Updated Safety Analysis Report (USFAR).  The licensee submitted 
LER 05000263/2013–003–00 on July 30, 2013, to report this event in accordance with 
10 CFR 50.73(a)(2)(ii)(B) as a condition that resulted in the nuclear power plant being in 
an unanalyzed condition that significantly degraded plant safety. 

On September 26, 2013, the licensee submitted Supplement 1 to the original  
LER to address the root cause and corrective actions for the event.  In addition,  
the licensee determined the event was also reportable in accordance with  
10 CFR 50.73(a)(2)(v) (A–D) as a condition that could have prevented the fulfillment  
of the safety function of structures or systems that are needed to shut down the  
reactor and maintain it in a safe shutdown condition, remove residual heat, control  
the release of radioactive material, or mitigate the consequences of an accident;  
10 CFR 50.73(a)(2)(vii) as an event where a single cause or condition caused at least 
one independent train or channel to become inoperable in multiple systems or two 
independent trains or channels to become inoperable in a single system designed to 
shut down the reactor and maintain it in a safe shutdown condition, remove residual 
heat, control the release of radioactive material, or mitigate the consequences of an 
accident; and, 10 CFR 50.73(a)(2)(ix)(A) as a condition that as a result of a single cause 
could have prevented fulfillment of a safety function for two or more trains or channels in 
different systems that are needed to shut down the reactor and maintain it in a safe 
shutdown condition, remove residual heat, control the release of radioactive material, or 
mitigate the consequences of an accident. 

On January 28, 2014, the licensee submitted Supplement 2 to the original LER to 
provide additional information describing the event and to make corrections. 

The performance issues related to this event are discussed in Section 4OA4.02.01.d.1 
of this inspection report.  LER 05000263/2013–003–00, LER 05000263/2013–003–01, 
and LER 05000263/2013–003–02 are closed. 
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.2 (Closed) Licensee Event Report 05000263/2013–007–00, “Unanalyzed Condition Due to 
Inadequate Flooding Procedures” 

(Closed) Licensee Event Report 05000263/2013–007–01, “Unanalyzed Condition Due to 
Inadequate Flooding Procedures,” Supplement 1 

On August 28, 2013, the licensee was notified of the NRC’s final significance 
determination for a finding of substantial safety significance (yellow) involving the failure 
to maintain an adequate procedure addressing all of the effects of an external flooding 
scenario at the MNGP.  The issue is the subject of this supplemental inspection.  The 
licensee submitted LER 05000263/2013–007–00 on October 28, 2013, to report this 
event in accordance with 10 CFR 50.73(a)(2)(i)(B) as a condition which was prohibited 
by the plant’s Technical Specifications (TSs); 10 CFR 50.73(a)(2)(ii)(B) as a condition 
that resulted in the nuclear power plant being in an unanalyzed condition that 
significantly degraded plant safety; 10 CFR 50.73(a)(2)(v)(A–D) as a condition that could 
have prevented the fulfillment of the safety function of structures or systems that are 
needed to shut down the reactor and maintain it in a safe shutdown condition, remove 
residual heat, control the release of radioactive material, or mitigate the consequences 
of an accident; 10 CFR 50.73(a)(2)(vii) as an event where a single cause or condition 
caused at least one independent train or channel to become inoperable in multiple 
systems or two independent trains or channels to become inoperable in a single system 
designed to shut down the reactor and maintain it in a safe shutdown condition, remove 
residual heat, control the release of radioactive material, or mitigate the consequences 
of an accident; and, 10 CFR 50.73(a)(2)(ix)(A) as a condition that as a result of a single 
cause could have prevented fulfillment of a safety function for two or more trains or 
channels in different systems that are needed to shut down the reactor and maintain it in 
a safe shutdown condition, remove residual heat, control the release of radioactive 
material, or mitigate the consequences of an accident. 

On March 28, 2014, the licensee submitted Supplement 1 to the original LER to provide 
additional information describing the cause of event and to make corrections. 

The performance issues related to this event are discussed in Section 4OA4.02.01.d.2 
of this inspection report.  LER 05000263/2013-007-00 and LER 05000263/2013-007-01 
are closed. 

4OA4 Supplemental Inspection (95002) 

a. Inspection Scope 

The NRC staff performed this supplemental inspection in accordance with IP 95002, 
“Inspection for One Degraded Cornerstone or Any Three White Inputs in a Strategic 
Performance Area,” to assess an inspection finding of substantial safety significance 
(yellow) at the MNGP (Violation [VIO] 05000263/2013008–01, Failure to Maintain an 
Adequate Flood Plan Consistent with Design Requirements).  The finding was 
associated with the licensee’s failure to maintain a procedure addressing all of the 
effects of an external flooding scenario at the plant.  Specifically, Procedure A.6, “Acts of 
Nature,” was inadequate to support the timely implementation of external flooding 
protection activities within the 12-day timeframe credited in the design basis as stated in 
the USAR. 
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The objectives of the supplemental inspection included: 

• To provide assurance that the licensee understands any and all issues associated 
with the risk-significant performance issue; 

• To determine if the root and contributing causes of the risk-significant performance 
issue are understood and to ensure the licensee’s evaluation addresses extent of 
condition and extent of cause; 

• To independently assess the extent of condition and the extent of cause for the  
risk-significant performance issue; 

• To independently determine if safety culture components caused or significantly 
contributed to the risk-significant performance issue; and 

• To determine if the licensee’s corrective actions for the risk-significant performance 
issue are sufficient to address the root and contributing causes and prevent 
recurrence. 

The inspectors reviewed the RCE, in addition to other assessments, evaluations, and 
CAP documentation completed in support of and, as a result of, the RCE.  The 
inspectors reviewed corrective actions that were taken or planned to address the 
identified causes.  The inspectors interviewed selected MNGP, corporate, and contractor 
personnel, and held discussions with these individuals to verify the root and contributing 
causes and the contribution of safety culture components were understood and 
corrective actions taken or planned were appropriate to address the causes and 
preclude repetition. 

b. Inspection Results 

The attributes of IP 95002 were reviewed for the risk-significant finding.  The inspectors 
concluded the licensee completed a thorough RCE, understood the root and contributing 
causes, identified and implemented appropriate corrective actions, adequately evaluated 
the extent of condition and extent of cause, and appropriately addressed the safety 
culture aspects.  In addition, the inspectors performed independent extent of condition, 
extent of cause, and safety culture reviews and found no significant issues.  The 
inspectors concluded the licensee’s actions met the inspection objectives. 

02 Evaluation of the Inspection Requirements 

02.01 Problem Identification 

a. Determine that the evaluation documented who identified the issue (i.e.,  
licensee-identified, self-revealing, or Nuclear Regulatory Commission-identified) and 
under what conditions the issue was identified. 

The inspectors determined the RCE specifically stated the issue was identified by the 
NRC resident inspectors.  The evaluation established the issue was identified by the 
resident inspectors while performing Temporary Instruction 2515/187, “Inspection of 
Near-Term Task Force Recommendation 2.3 Flooding Walk Downs,” and in subsequent 
plant external flooding protection walkdowns. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 
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b. Determine that the evaluation documented how long the issues existed and prior 
opportunities for identification. 

The licensee’s RCE stated a specific time period when the issue existed.  The specified 
timeframe was February 29, 2012 to February 15, 2013.  The inspectors had questions 
regarding the accuracy of this timeframe.  Refer to Section 4OA4.02.01.c for further 
discussion of this topic. 

The licensee identified prior opportunities for identification.  In particular, the licensee’s 
RCE recognized there where several missed opportunities during the review of industry 
operating experience.  Two examples cited by the licensee in the RCE were the industry 
operating experience reviews of the Fort Calhoun external flooding event and the 
Fukushima Dai-ichi event.  The licensee recognized for both of these operating 
experience reviews, it did not evaluate them in enough detail to recognize potential 
MNGP weaknesses such as Current Licensing Basis (CLB) compliance and/or quality 
issues with the MNGP’s external flooding protection procedures.  In addition, during 
review of the RCE, review of CAP documents, and discussions with MNGP personnel, 
the inspectors noted previous opportunities for identification of the issue existed  
when the licensee recognized the USAR needed to be updated in October 2012 
(CAP 01355853) and when tabletop discussions on how to implement the original 
earthen ring levee external flooding mitigation plan were performed (CAPs 01277413, 
01280496, and 01283470).  On both of these occasions, the issues were entered into 
the licensee’s CAP; however, the licensee’s lack of understanding of the design basis 
external flooding event scenario led it to incorrect conclusions when dispositioning the 
CAPs. 

The inspectors noted there were weaknesses regarding the licensee’s evaluation of 
missed opportunities for prior identification of the risk-significant external flooding issue, 
particularly with respect to the Nuclear Oversight (NOS) Department.  The inspectors 
reviewed NOS Department self-assessments and interviewed selected NOS personnel.  
The inspectors identified weaknesses with the NOS Department’s limited approach to 
the self-assessments, the conclusions reached, and the corrective actions.  In addition, 
the inspectors concluded the RCE did not fully explore the various ways that NOS could 
have identified and prevented the risk-significant issue.  These weaknesses are 
discussed in greater detail in Section 4OA.02.02.b. 

Although the inspectors found weaknesses regarding the licensee’s evaluation of the 
time period and missed opportunities for prior identification of the risk-significant external 
flooding issue, the licensee had sufficient actions in place to address those weaknesses 
as discussed in later sections of this inspection report.  The inspectors concluded the 
licensee met this aspect of the IP 95002 objectives and this item is closed. 

c. Determine that the evaluation documented the plant specific risk consequences, as 
applicable, and compliance concerns with the issue. 

The licensee’s RCE addressed the plant specific risk consequences of the  
risk-significant issue.  In particular, Attachment 12, “Significance Determination,”  
of the RCE evaluated the risk consequences of the root cause of the issue.  Because 
there was no existing Probabilistic Risk Assessment model to address external flooding 
at the MNGP, the licensee performed a qualitative best-estimate assessment of risk by 
developing event trees.  The licensee’s evaluation determined there were serious 
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potential consequences.  Specifically, the licensee recognized a failure to implement the 
external flooding mitigation plan could directly lead to the inability to add coolant 
inventory and/or remove decay heat from the reactor core.  The inspectors were able to 
verify, via interviews, that MNGP personnel understood the consequences of failing to 
implement the external flooding mitigation plan. 

The licensee’s RCE also included a discussion on assessing regulatory compliance 
related to the risk-significant issue.  The evaluation defined the noncompliance time 
period as February 29, 2012 until February 15, 2013.  This period matched the 
timeframe used in the NRC’s original significance evaluation of the yellow finding and 
associated Notice of Violation (NOV).  However, after reviewing the licensee’s corrective 
actions in response to the finding and interviewing licensee personnel, the inspectors 
believed the period of non-concurrence was actually much longer than the one used in 
the NRC’s original significance evaluation and defined in the RCE. 

The February 29, 2012 date was selected as the beginning of the noncompliance period 
because on the day before the licensee issued Engineering Change 19415, “Berm 
Construction for A.6, Acts of Nature,” and Procedure A.6, “Acts of Nature,” Revision 41.  
This changed the licensee’s external flooding mitigation plan from an all earthen ring 
levee to a horseshoe levee with bin walls.  The latter mitigation plan was the subject of 
the yellow finding.  However, the inspectors noted the RCE did not consider if the same 
or similar conditions, which resulted in the horseshoe/bin wall levee deficiencies also 
existed in the earthen ring levee plan.  Similar to the horseshoe/bin wall levee, the ring 
levee plan lacked many of the same implementation details (materials onsite, contracts, 
work orders (WO), levee bypass penetration identification, etc.) as the horseshoe/bin 
wall levee plan.  In addition, the inspectors noted the use of earthen levees for mitigating 
the design basis external flooding event was not added to the USAR until January 2014.  
Until then, the external flooding mitigation plan discussed in the USAR (i.e., using steel 
plates and sandbags) actually referred to the plan used by the licensee until January 
2002 when the earthen ring levee plan was developed.  As a result, the licensee had not 
been in compliance with the design basis as described in the USAR since January 2002. 

As discussed in Section 4OA4.02.02.e.1, the inspectors identified a Severity Level III 
Violation of 10 CFR 50.71(e), “Maintenance of Record, Making of Reports,” for the 
licensee’s failure to update the USAR to correctly describe its mitigation plan for the 
design basis external flooding event since the licensee failed to fully reflect and 
incorporate the use of levees as part of its external flooding mitigation plan into the 
USAR as required.  The licensee identified this issue in October 2012 and initiated 
CAP 01355853.  In addition, as discussed in Section 4OA4.02.02.e.2, the inspectors 
identified a Severity Level III Violation of 10 CFR 50.59, “Changes, Tests, and 
Experiments,” for the licensee’s failure to perform and maintain a written evaluation to 
demonstrate that changes to its external flooding mitigation plan did not require a license 
amendment.  Specifically, the licensee implemented EC 19415, “Berm Construction for 
A.6, Acts of Nature,” and Procedure A.6, “Acts of Nature,” Revision 41, which changed 
the external flooding mitigation plan without performing a 10 CFR 50.59 evaluation.  The 
licensee identified this issue while performing the RCE and initiated CAP 01399840. 

The date of February 15, 2013 was selected as the date for restoring compliance 
because by this date the licensee’s evaluation established that adequate corrective 
actions had been completed.  However, subsequent to this date, the licensee performed
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additional external flooding walkdowns (in May 2013) in preparation for NRC's  
10 CFR 50.54(f) external flooding audit.  These walkdowns identified a number of issues 
with the licensee’s modified external flooding mitigation plan, including additional levee 
bypasses unknown to the licensee in February 2013.  As a result, the licensee submitted 
LER 05000263/2013–003 to the NRC for the discovery of an unanalyzed condition.  
Although the LER was submitted prior to the issuance of the RCE, the compliance 
evaluation was not revised.  In addition to the issues discussed in the LER, the  
licensee subsequently identified more levee bypasses and external flooding mitigation 
plan implementing procedure issues, which would have required additional unplanned 
mitigating actions had an external flooding event occurred.  As discussed in  
Section 4OA4.02.03.e.2, the inspectors also determined the licensee’s process and 
procedure for prediction of the onset of the design basis external flooding event was 
inadequate to predict the onset of the event with sufficient time for the licensee to 
implement its external flooding mitigation plan prior to Revision 8 in January 2014. 

The inspectors considered the aggregate effects of the issues identified after 
February 15, 2013 were enough to conclude the licensee was still not in compliance with 
the CLB.  As discussed in Section 4OA4.02.01.d.1, the inspectors identified a Severity 
Level IV NCV of the NRC’s reporting requirements in 10 CFR 50.73, “Licensee Event 
Report System,” associated with the licensee’s failure to either make a separate LER or 
further revise the existing LER with additional information to fully describe the known 
unanalyzed condition based on additional problems it had discovered, the corrective 
actions taken to correct the condition, the safety significance, and the date when full 
compliance was restored. 

In response to the inspectors’ questions, the licensee determined the period of 
noncompliance ended on January 31, 2014.  This date corresponds to the issuance of 
Revision 8 to Procedure 1478, “External Flood Monthly and Annual Surveillance,” and 
Revision 47 to Procedure A.6, “Acts of Nature.”  These procedure revisions addressed 
the deficiencies identified with the licensee’s external flooding mitigation plan to date.  In 
addition, Revision 30 to the USAR, which updated the design basis description from the 
use of steel plates and sandbags to the all earthen levee, was also implemented on 
January 31, 2014. 

The inspectors were concerned that if the licensee focused its RCE on an incorrect time 
period:  (1) the licensee might determine an incomplete or incorrect root cause; 
(2) necessary corrective actions to prevent recurrence (CAPRs) might not have been 
implemented and/or; (3) prior opportunities for identification might have been missed.  
As discussed in Section 4OA.02.02.b, the inspectors noted one such example when 
reviewing the NOS Department’s self-assessments in response to the risk-significant 
finding.  The NOS assessments were narrowly focused to the RCE defined 
noncompliance period.  This resulted in missed opportunities that were not identified and 
questionable corrective actions assigned to the NOS Department.  With regards to the 
root cause identified by the licensee, after careful review and various interviews with 
MNGP personnel, the inspectors determined the results would not have changed 
appreciably as a direct effect of the increased noncompliance timeframe. 

The inspectors discussed the increased noncompliance timeframe with the Region III 
Senior Reactor Analyst and determined the additional noncompliance time would not 
change the result of the risk evaluation performed for the yellow finding and associated 
NOV.  The maximum exposure time used in any significance determination is one year 
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even if the degraded condition exists for a longer period of time.  The Senior Reactor 
Analyst reviewed the completed SDP evaluation for the yellow finding that used an 
exposure time of 352 days and concluded that using an exposure time of 1 year would 
not change the final outcome of the process. 

While noteworthy weaknesses existed in this area, the inspectors noted the majority of 
the items of concern had already been identified and corrected by the licensee prior to 
the arrival of the inspection team.  Also, the licensee had sufficient actions in place to 
address the remaining weaknesses.  As a result, the inspectors concluded the licensee 
met this aspect of the IP 95002 objectives and this item is closed. 

d. Findings 

(1) Failure to Satisfy 10 CFR 50.73 Reporting Requirements for an Unanalyzed Condition 

Introduction 

The inspectors identified a Severity Level IV NCV of the NRC’s reporting requirements in 
10 CFR 50.73, “Licensee Event Report System.”  The licensee failed to submit a 
required LER within 60 days after the discovery of a condition that resulted in the nuclear 
power plant being in an unanalyzed condition that significantly degraded plant safety, a 
condition that could have prevented the fulfillment of the safety function of structures or 
systems needed to mitigate the consequences of an accident, and a condition prohibited 
by the plant’s TSs.  Specifically, the licensee failed to either make a separate LER or 
further revise an existing LER with additional information to fully describe a known 
unanalyzed condition affecting its ability to mitigate a design basis external flooding 
event based on additional problems it had discovered, the corrective actions taken to 
correct the condition, the safety significance, and the date when full compliance was 
restored. 

Description 

In drafting the yellow finding and associated NOV, the NRC considered the 
noncompliance window to be from February 29, 2012 (i.e., when the licensee’s 
mitigation plan was changed from an all earthen ring levee to a horseshoe levee and  
bin walls) to February 15, 2013 (i.e., when the mitigation plan was changed to an all 
earthen horseshoe levee) for the purpose of developing the significance determination  
for the timeframe of greatest safety concern.  During this time window,  
the licensee could not implement its external flooding mitigation plan in sufficient time  
to protect the plant.  The RCE appropriately considered this time as a period of 
noncompliance with regulatory requirements.  The licensee had communicated to  
the NRC that it had completed corrective actions and restored compliance as of 
February 15, 2013. 

The inspectors found during the inspection, and the licensee was unaware as of 
February 2013, that the licensee was still not in compliance with its CLB for protecting 
the plant during an external flooding event well beyond February 2013 as a result of 
issues the licensee subsequently identified.  In hindsight, this was not surprising 
because the licensee was performing walkdowns and further evaluating actions to 
address the issues initially identified by the NRC resident inspectors in November 2012 
that resulted in the yellow finding.  The RCE did not directly evaluate any period of 
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noncompliance after February 2013; however, the licensee did implement appropriate 
corrective actions to address the issues after they were identified. 

The licensee identified in LER 05000263/2013–003–00, “Inadequate External Flooding 
Procedure,” dated July 30, 2013, that its procedure for implementing its external flooding 
mitigation plan was inadequate and resulted in an unanalyzed condition that significantly 
degraded plant safety and could have prevented the fulfillment of the safety function of 
structures or systems.  During the week of May 21, 2013, in preparation for the NRC's 
10 CFR 50.54(f) external flooding audit, the licensee performed an assessment of its 
external flooding walkdowns.  The licensee discovered during the assessment it had not 
identified and addressed multiple pathways for water to bypass the levee.  These 
pathways allowing water to bypass the levee would have put the external flooding 
mitigation plan in jeopardy.  This was reported to the NRC (Event Notification 49085) on 
May 31, 2013.  In addition, the LER identified several other issues affecting successful 
completion of the flooding mitigation plan.  For example: 

• The schedule for completion assumed 2 extra weeks for implementation without an 
understanding of the design basis requirements. 

• The change from ring levee to horseshoe levee design did not identify the time to 
remove obstacles required to construct the levee and the impact of the weather on 
working conditions and construction time. 

• The horseshoe levee design relied on connection of the levee to the screen house, 
which was not designed as a flood barrier.  The levee design should have been 
connected to the intake structure. 

The LER was subsequently revised on September 26, 2013 (Revision 1) and  
January 28, 2014 (Revision 2).  In total, the LER discussed approximately 23 issues 
identified by the licensee.  The licensee subsequently evaluated these issues and 
concluded these deficiencies could be managed and it would still have been able to 
protect the MNGP during an external flooding event, but it did not retract or supplement 
the event reports with this information. 

During additional walkdowns and assessments after May 2013, the licensee identified an 
additional 140 penetrations that would require sealing and other problems, including 
implementing procedure issues, which required correcting.  The licensee corrected all of 
these issues and there is no current safety concern with them; however, these additional 
issues were not evaluated by the licensee in aggregate to determine the impact on the 
licensee’s capability to mitigate the design basis external flooding event.  Although the 
LER was supplemented twice, it was not supplemented with the additional information, 
nor was a separate LER submitted with the additional information.  It was apparent to 
the inspectors that all of these issues in aggregate would have significantly challenged 
the licensee’s ability to implement its external flooding mitigation plan well beyond 
February 2013. 

In response to the inspectors’ questions, the licensee completed an evaluation during 
the inspection and concluded the collective issues identified after February 2013 did not 
actually result in an unanalyzed condition that significantly degraded plant safety.  
Therefore, the licensee maintained it was in compliance with its CLB after 
February 15, 2013. 
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The inspectors did not agree with this conclusion.  The evaluation determined a total of 
173 penetrations would have had to have been sealed and a significant quantity of 
additional materials and equipment would have had to have been procured.  The 
licensee assumed in its evaluation it would have been able to seal many of the 
penetrations or open pathways through the levee while the flood waters were rising.   
Most of the 173 penetrations were not known in February 2013 and sealing these 
penetrations with grout or caulk would be problematic or doubtful since the sealing 
materials would not be able to be set up with water coming through the penetrations.  
Significant amounts of materials (e.g., clay, rip-rap, pumps, sandbags, etc.) needed to 
implement the flooding mitigation plan were not available on site at the time and would 
have had to have been delivered to the MNGP.  Much of this was unknown to the 
licensee at the time.  Although back in February 2013, the licensee expected it would 
need to procure some materials from outside suppliers, the additional penetrations and 
procedure issues would significantly increase the required amounts of materials needed.  
Most of these additional materials would not have been recognized as needed until flood 
waters reached plant grade elevation.  While the licensee had contracts with outside 
vendors to supply materials and equipment, specific quantities were not covered by  
the contracts.  Furthermore, the inspectors noted the licensee would have needed to 
recognize, plan, and execute the relocation of the sandbag preparation area.  This  
area is located at plant grade elevation, so this operation would have had to have been 
relocated prior to flood waters reaching plant grade elevation.  Additionally, as discussed 
in Section 4OA4.02.03.e.2, the licensee’s procedure for predicting the onset of the 
design basis PMF event was determined to be inadequate until it was revised in 
January 2014. 

Based on additional discussions with the inspectors, the licensee reexamined when full 
compliance was actually restored, documented it in its CAP, and communicated it to the 
inspectors.  The licensee concluded the compliance restoration date was 
January 31, 2014, based on the issuance of Revision 8 to Procedure 1478, “External 
Flood Monthly and Annual Surveillance,” and Revision 47 to Procedure A.6, “Acts of 
Nature.”  These procedure revisions addressed the deficiencies identified with the 
external flooding mitigation plan to date.  In addition, Revision 30 to the USAR, which 
updated the design basis description from the use of steel plates and sandbags to the all 
earthen levee, was also implemented on January 31, 2014. 

The licensee initiated a corrective action to supplement LER 05000263/2013–003 to 
describe the additional issues it identified that affected its external flooding mitigation 
plan and to specify the noncompliance window as February 29, 2012 through 
January 31, 2014. 

Analysis 

The inspectors determined the licensee’s failure to either make a separate event report 
or to further revise LER 05000263/2013–003 with additional information to fully describe 
the unanalyzed condition affecting its mitigation plan for the design basis external 
flooding event based on additional information it discovered, the corrective actions taken 
to correct the condition, the safety significance, and the date when full compliance was 
restored, was a licensee performance deficiency warranting a significance evaluation.  
The inspectors reviewed the examples of minor issues in IMC 0612, “Power Reactor 
Inspection Reports,” Appendix E, “Examples of Minor Issues,” dated August 11, 2009, 
and found no examples related to this issue.  Consistent with the guidance in IMC 0612, 
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Appendix B, “Issue Screening,” dated September 7, 2012, the inspectors determined the 
performance deficiency was not a finding of more than minor significance based on “No” 
answers to the more-than-minor screening questions. 

Violations of 10 CFR 50.73 are dispositioned using the traditional enforcement process 
because they are considered to be violations that potentially impede or impact the 
regulatory process.  This violation was also associated with a performance deficiency 
that has been evaluated as having minor safety significance by the SDP.  The SDP, 
however, does not specifically consider regulatory process impact.  Thus, although 
related to a common regulatory concern, it is necessary to address the violation and 
performance deficiency using different processes to correctly reflect both the regulatory 
importance of the violation and the safety significance of the associated performance 
deficiency.  In accordance with Section 6.9.d.9 of the NRC Enforcement Policy, this 
violation was categorized as Severity Level IV because the licensee failed to make a 
report to the NRC as required by 10 CFR 50.73(a)(1). 

No cross-cutting aspect is associated with this traditional enforcement violation because 
the associated performance deficiency was determined to be of minor safety significance 
and therefore not a finding. 

Enforcement 

10 CFR 50.73(a)(1) required, in part, that the licensee submit an LER for any event of 
the type described in this paragraph within 60 days after the discovery of the event.  
10 CFR 50.73(a)(2)(i)(B) required, in part, that the licensee report any operation  
or condition which was prohibited by the plant’s TSs.  10 CFR 50.73(a)(2)(ii)(B)  
required that the licensee report any event or condition that resulted in the nuclear  
power plant being in an unanalyzed condition that significantly degraded plant safety.   
10 CFR 50.73(a)(2)(v)(A–D) required that the licensee report any event or condition that 
could have prevented the fulfillment of the safety function of structures or systems that 
are needed to shut down the reactor and maintain it in a safe shutdown condition, 
remove residual heat, control the release of radioactive material, or mitigate the 
consequences of an accident.  10 CFR 50.73(a)(2)(vii) required that the licensee report 
any event where a single cause or condition caused at least one independent train or 
channel to become inoperable in multiple systems or two independent trains or channels 
to become inoperable in a single system designed to shut down the reactor and maintain 
it in a safe shutdown condition, remove residual heat, control the release of radioactive 
material, or mitigate the consequences of an accident.  10 CFR 50.73(a)(2)(ix)(A) 
required that the licensee report any event or condition that as a result of a single cause 
could have prevented fulfillment of a safety function for two or more trains or channels in 
different systems that are needed to shut down the reactor and maintain it in a safe 
shutdown condition, remove residual heat, control the release of radioactive material, or 
mitigate the consequences of an accident. 

Contrary to the above, the licensee failed to submit a required LER within 60 days  
after discovering conditions between May 21, 2013 and January 31, 2014, that  
required reporting under 10 CFR 50.73(a)(2)(i)(B), 10 CFR 50.73(a)(2)(ii)(B), 
10 CFR 50.73(a)(2)(v)(A–D), 10 CFR 50.73(a)(2)(vii), and 10 CFR 50.73(a)(2)(ix)(A).  
The conditions involved the discovery of numerous levee bypass penetrations and 
external flooding protection mitigation procedure deficiencies, which could have 
negatively affected the ability of the site's external flooding mitigation plan to successfully 



 

15 
 

mitigate a design basis flooding event.  These conditions resulted in the plant being in an 
unanalyzed condition that significantly degraded plant safety and could have prevented 
the fulfillment of the needed safety function of structures or systems needed to mitigate 
the consequences of an accident, and also resulted in a condition prohibited by the 
plant’s TSs. 

In accordance with Section 6.9.d.9 of the Enforcement Policy, this violation was 
classified as a Severity Level IV Violation.  The licensee entered this violation into its 
corrective action program as CAP 01454733.  Because this violation was not repetitive 
or willful, and was entered into the licensee’s CAP, it is being treated as a Severity Level 
IV NCV, consistent with Section 2.3.2 of the NRC Enforcement Policy (NCV 
05000263/2014009–01, Failure to Satisfy 10 CFR 50.73 Reporting Requirements for 
an Unanalyzed Condition). 

(2) Failure to Satisfy 10 CFR 50.72 and 10 CFR 50.73 Reporting Requirements for an Issue 
of Substantial Safety Significance 

Introduction 

The inspectors identified a Severity Level IV NCV of the NRC’s reporting requirements in 
10 CFR 50.72(a)(1), “Immediate Notification Requirements for Operating Nuclear Power 
Reactors,” and 10 CFR 50.73(a)(1), “Licensee Event Report System.”  The licensee 
failed to make a required 8-hour non-emergency notification call to the NRC Operations 
Center and also failed to submit a required LER within 60 days after discovery of a 
condition that resulted in the nuclear power plant being in an unanalyzed condition that 
significantly degraded plant safety, a condition that could have prevented the fulfillment 
of the safety function of structures or systems needed to mitigate the consequences of 
an accident, and a condition prohibited by the plant’s TSs. 

Discussion 

The inspectors reviewed LER 05000263/2013–007–00, “Unanalyzed Condition Due  
to Inadequate Flooding Procedure,” which was submitted on October 28, 2013, to  
report the licensee’s inability to support the timely implementation of external flooding 
protection activities within the 12-day timeframe credited in the design basis as stated in 
the USAR.  The inspectors also reviewed Supplement 1 to the original LER, which the 
licensee submitted on March 28, 2014, to provide additional information describing the 
cause of the event and to make corrections. 

While performing Temporary Instruction 2515/187, “Inspection of Near-Term Task Force 
Recommendation 2.3 Flooding Walk Downs,” during the fourth quarter of 2012 for 
external flooding related plant walkdowns in response to the event at the Fukushima 
Dai-ichi facility, the NRC resident inspectors identified several issues with the licensee’s 
external flooding mitigation plan.  On November 12, 2012, the resident inspectors 
expressed their concerns to MNGP staff, engineering management, and senior MNGP 
management that the licensee could not implement its external flooding mitigation plan 
and that the problem was potentially a very significant safety issue.  The resident 
inspectors conveyed their concerns during three separate meetings over the course of 
the day.  The resident inspectors informed licensee management they were concerned 
the design basis credited 12 days to respond to a PMF event, and with the configuration 
at the time (i.e., materials not onsite, lack of preplanning activities, lack of specificity in 
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the implementing procedure, etc.), the licensee’s evaluations stated its external flooding 
mitigation plan would take approximately 25 days to complete, assuming the best case 
conditions. 

The resident inspectors noted that due to the high PMF level, if the flood barrier was not 
complete in time or was inadequate, the majority of safety-related and other mitigating 
system equipment onsite would be negatively impacted.  The licensee failed to properly 
evaluate reportability of the safety issue at the time of discovery. 

Between November 2012 and April 2013, the resident inspectors held several meetings 
with MNGP management during which time the licensee presented information in an 
attempt to demonstrate its external flooding mitigation plan was in compliance with the 
regulatory requirements.  The resident inspectors continued to convey their concern that 
the licensee’s external flooding mitigation plan was inadequate and could not be 
performed within the required 12-day timeframe.  Beginning in late December 2012, the 
licensee began to take actions to attempt to correct the problem.  The licensee made 
changes to its external flooding mitigation plan and changed procedures in February 
2013 and communicated to the NRC that compliance with the CLB was restored as of 
February 15, 2013.  On April 2 and April 9, 2013, the resident inspectors discussed a 
preliminary greater-than-green finding for this issue with the licensee.  On May 15, 2013, 
the resident inspectors conducted an exit meeting with the licensee and characterized 
the issue as a preliminary finding of substantial safety significance (yellow).  On 
June 11, 2013, NRC Inspection Report 05000263/2013008 was issued and documented 
the details of the preliminary yellow finding.  On July 11, 2013, the licensee responded to 
the NRC’s “Choice Letter,” acknowledging its inability to implement the external flooding 
mitigation plan at the MNGP.  Following each of these occasions, the licensee did not 
reassess the issue with respect to the 10 CFR 50.72 and 10 CFR 50.73 reporting 
requirements, and no report for this issue was made. 

On August 28, 2013, the Final Significance Determination letter for the yellow finding 
and associated NOV was issued to the licensee.  Following the issuance of this letter, 
the resident inspectors re-engaged licensee management and prompted the licensee 
through their questions to report the event.  The licensee subsequently made an 8-hour 
notification call to the NRC Operations Center via the Emergency Notification System to 
report the event on August 29, 2013 (Event Notice 49314) and subsequently submitted 
LER 05000263/2013–007–00, “Unanalyzed Condition Due to Inadequate Flooding 
Procedures,” on October 28, 2013. 

Because the condition existed (i.e., it was occurring) at the time of discovery on 
November 12, 2012, the inspectors concluded the applicable 10 CFR 50.72(b)(3) criteria 
for an 8-hour notification call to the NRC were met and the licensee should have made 
the appropriate notification call.  In addition, the inspectors concluded the applicable 
10 CFR 50.73(a)(2) criteria for a 60-day LER were met and the licensee should have 
submitted the required LER on or before January 11, 2013. 

The inspectors noted the licensee believed it had corrected the issues associated with 
the risk-significant finding and restored compliance with the CLB on February 15, 2013.  
However, as discussed in Section 4OA4.02.01.d.(1), the licensee identified many more 
deficiencies through additional external flooding protection walkdowns and assessments 
after the issues associated with the inadequate external flooding mitigation plan were 
believed to have been corrected.  This was the subject of separate event reporting 
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(Event Notification 49085 and LER 05000263/2013–003, “Inadequate External Flooding 
Procedure.”) 

The inspectors also identified because the licensee had failed to correctly report the 
condition as required by 10 CFR 50.73, it therefore failed to correctly account for the 
safety system functional failure (SSFF) associated with the original external flooding 
deficiencies.  The licensee had communicated to the NRC the issues which resulted in 
the unanalyzed condition associated with the yellow finding were corrected as of 
February 15, 2013.  In essence, this meant the licensee had concluded the MNGP’s 
safety equipment could be protected from a design basis external flooding event and 
could be considered operable at that time.  Subsequently, the licensee identified 
numerous additional external flooding related deficiencies that resulted in it concluding 
the plant was once again in an unanalyzed condition.  This resulted in a second period 
of inoperability for the MNGP’s safety equipment.  The inspectors concluded in 
accordance with the guidance in Nuclear Energy Institute (NEI) 99–02, “Regulatory 
Assessment Performance Indicator Guideline,” Revision 7, these should be counted as 
two separate occurrences for the SSFF Performance Indicator. 

Specifically, NEI 99–02, Section 2.2 states, under “multiple occurrences of a system 
failure,” “...the number of failures to be counted depends upon whether the system was 
declared operable between occurrences.  If the licensee knew that the problem existed, 
tried to correct it, and considered the system to be operable, but the system was 
subsequently found to have been inoperable the entire time, multiple failures will be 
counted whether or not they are reported in the same LER.  But if the licensee knew that 
a potential problem existed and declared the system inoperable, subsequent failures of 
the system for the same problem would not be counted as long as the system was not 
declared operable in the interim.”  The inspectors determined if this issue had been 
reported correctly under 10 CFR 50.73(a)(2)(v), the licensee would have recognized the 
need to count two SSFFs, and therefore this was an outcome of the reporting violation.  
The inspectors also determined when counted correctly, the SSFF Performance 
Indicator would not have crossed the green-to-white threshold.  Since the threshold  
was not exceeded, the inspectors concluded the licensee’s failure to report the  
additional occurrence under the SSFF Performance Indicator constituted a violation of 
10 CFR 50.9, “Completeness and Accuracy of Information,” of minor significance and is 
not subject to enforcement action in accordance with the NRC Enforcement Policy.  The 
licensee entered this violation into its corrective action program as CAP 01459553. 

Analysis 

The inspectors determined the licensee’s failure to report this event in accordance with 
the requirements in 10 CFR 50.72 and 10 CFR 50.73 was a licensee performance 
deficiency warranting a significance evaluation.  The inspectors reviewed the examples 
of minor issues in IMC 0612, “Power Reactor Inspection Reports,” Appendix E, 
“Examples of Minor Issues,” dated August 11, 2009, and found no examples related to 
this issue.  Consistent with the guidance in IMC 0612, Appendix B, “Issue Screening,” 
dated September 7, 2012, the inspectors determined that the performance deficiency 
was not a finding of more than minor significance based on “No” answers to the  
more-than-minor screening questions. 

Violations of 10 CFR 50.72 and 10 CFR 50.73 are dispositioned using the traditional 
enforcement process because they are considered to be violations that potentially 
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impede or impact the regulatory process.  This violation was also associated with a 
performance deficiency that has been evaluated as having minor safety significance by 
the SDP.  The SDP, however, does not specifically consider regulatory process impact.  
Thus, although related to a common regulatory concern, it is necessary to address the 
violation and performance deficiency using different processes to correctly reflect both 
the regulatory importance of the violation and the safety significance of the associated 
performance deficiency.  In accordance with Section 6.9.d.9 of the NRC Enforcement 
Policy, this violation was categorized as Severity Level IV because the licensee failed to 
make a report to the NRC as required by 10 CFR 50.72(a)(1)(ii) and 10 CFR 50.73(a)(1). 

No cross-cutting aspect is associated with this traditional enforcement violation because 
the associated performance deficiency was determined to be of minor safety significance 
and therefore not a finding. 

Enforcement 

10 CFR 50.72(a)(1)(ii) required, in part, that the licensee shall notify the NRC Operations 
Center via the Emergency Notification System of those non-emergency events  
specified in Paragraph (b) that occurred within three years of the date of discovery.   
10 CFR 50.72(b)(3) required, in part, that the licensee shall notify the NRC as soon as 
practical and in all cases within 8 hours of the occurrence of any of the applicable 
conditions.  10 CFR 50.72(b)(3)(ii)(B) required, in part, that the licensee report any event 
or condition that results in the nuclear power plant being in an unanalyzed condition that 
significantly degrades plant safety.  10 CFR 50.72(b)(3)(v)(A–D) required, in part, that 
the licensee report any event or condition that at the time of discovery could have 
prevented the fulfillment of the safety function of structures or systems that are needed 
to shut down the reactor and maintain it in a safe shutdown condition, remove residual 
heat, control the release of radioactive material, or mitigate the consequences of an 
accident. 

10 CFR 50.73(a)(1) required, in part, that the licensee submit an LER for any event of 
the type described in this paragraph within 60 days after the discovery of the event.  
10 CFR 50.73(a)(2)(i)(B) required, in part, that the licensee report any operation or 
condition which was prohibited by the plant’s TSs.  10 CFR 50.73(a)(2)(ii)(B) required 
that the licensee report any event or condition that resulted in the nuclear power  
plant being in an unanalyzed condition that significantly degraded plant safety.   
10 CFR 50.73(a)(2)(v)(A–D) required that the licensee report any event or condition that 
could have prevented the fulfillment of the safety function of structures or systems that 
are needed to shut down the reactor and maintain it in a safe shutdown condition, 
remove residual heat, control the release of radioactive material, or mitigate the 
consequences of an accident.  10 CFR 50.73(a)(2)(vii) required that the licensee report 
any event where a single cause or condition caused at least one independent train or 
channel to become inoperable in multiple systems or two independent trains or channels 
to become inoperable in a single system designed to shut down the reactor and maintain 
it in a safe shutdown condition, remove residual heat, control the release of radioactive 
material, or mitigate the consequences of an accident.  10 CFR 50.73(a)(2)(ix)(A) 
required that the licensee report any event or condition that as a result of a single cause 
could have prevented fulfillment of a safety function for two or more trains or channels in 
different systems that are needed to shut down the reactor and maintain it in a safe 
shutdown condition, remove residual heat, control the release of radioactive material, or 
mitigate the consequences of an accident.  
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Contrary to the above: 

1. The licensee failed to notify the NRC Operations Center via the Emergency 
Notification System of a non-emergency event specified in Paragraph (b) within 
8 hours after discovery of an event on November 12, 2012.  The event involved the 
discovery of the licensee’s inability to support the timely implementation of external 
flooding protection activities within the 12-day timeframe credited in the design basis 
as stated in the USAR, which resulted in the plant being in an unanalyzed condition 
that significantly degraded plant safety and at the time of discovery could have 
prevented fulfillment of the safety function of the structures or systems that are 
needed to shut down the reactor and maintain it in a safe shutdown condition, 
remove residual heat, control the release of radioactive material, or mitigate the 
consequences of an accident. 

2. The licensee failed to submit a required LER within 60 days after discovery of an 
event on November 12, 2012.  The event involved the discovery of the licensee’s 
inability to support the timely implementation of external flooding protection activities 
within the 12-day timeframe credited in the design basis as stated in the USAR.  
These conditions resulted in the plant being in an unanalyzed condition that 
significantly degraded plant safety; could have prevented fulfillment of the safety 
function of the structures or systems that are needed to shut down the reactor and 
maintain it in a safe shutdown condition, remove residual heat, control the release of 
radioactive material, or mitigate the consequences of an accident; and, also resulted 
in a condition prohibited by the plant’s TSs. 

In accordance with Section 6.9.d.9 of the Enforcement Policy, this violation was 
classified as a Severity Level IV Violation.  The licensee entered this violation into its 
corrective action program as CAP 01454361.  Because this violation was not repetitive 
or willful, and was entered into the licensee’s CAP, it is being treated as a Severity  
Level IV NCV, consistent with Section 2.3.2 of the NRC Enforcement Policy (NCV 
05000263/2014009–02, Failure to Satisfy 10 CFR 50.72 and 10 CFR 50.73 Reporting 
Requirements for an Unanalyzed Condition). 

02.02 Root Cause, Extent of Condition, and Extent of Cause Evaluation 

a. Determine that the problem was evaluated using a systematic methodology to identify 
the root and contributing causes. 

The inspectors reviewed the RCE and supporting documentation to determine whether a 
systematic methodology was used to identify the root and contributing causes.  The 
inspectors reviewed the tools used to determine the root and contributing causes and 
the procedures, WOs, engineering evaluations, and corrective action documents to 
assess the appropriateness of the licensee’s conclusions.  The inspectors also 
conducted interviews with approximately 15 individuals that were either involved in the 
events and actions contributing to the MNGP’s external flooding issues, or were involved 
in determining the root cause of the risk-significant finding. 

The inspectors’ review for this objective was focused on determining the adequacy of 
several key aspects associated with the licensee’s RCE methodology.  The inspectors 
evaluated whether there was a clear identification of the problem and whether any 
assumptions used in the RCE were appropriate.  The inspectors assessed whether there 
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was a timely collection of data, verification of data, and preservation of evidence to 
ensure the information and circumstances surrounding the problem were fully 
understood.  The inspectors reviewed the licensee’s RCE to determine if it was 
documented such that the progression of the problem was clearly understood, any 
missing information or inconsistencies were identified, and the problem could be easily 
explained or understood by others.  The inspectors assessed whether a determination 
was made of cause and effect relationships resulting in the identification of the root and 
contributing causes that considered potential hardware, process, and human 
performance issues. 

The licensee identified the following root cause for the risk-significant performance issue: 

“Management did not ensure proper validation of the external flooding mitigation strategy 
design basis commensurate with safety significance which led to non-conservative 
decisions.” 

The licensee identified the following six contributing causes: 

1.  “Management did not provide adequate guidance for appropriate screening of 
modifications and procedure revisions related to infrequent activities planned or 
anticipated.” 

2.  “Management did not ensure self and independent assessments of the station’s 
external flood mitigation activities to assess performance and to identify areas of 
improvement.” 

3.  “Management did not reinforce corrective action program behaviors required for a low 
threshold for identifying issues related to external flood mitigation.” 

4.  “Management did not consistently consider valid technical input from individuals.” 

5.  “Individual contributors did not perform proper verification/validation of external 
flooding mitigation strategy design basis commensurate with safety significance 
which contributed to non-conservative decisions.” 

6.  “Management did not provide adequate guidance in fleet procedures for performing 
operating experience evaluations for significant regulatory issues such as [industry 
event reports] and NRC red and yellow findings.” 

Regarding the use of a systematic method to identify the root and contributing causes, 
the inspectors noted one of the key evaluation tools used to determine these causes 
was not fully utilized.  Specifically, for the licensee’s barrier analysis of the problem, the 
inspectors found at least eight notable errors in the analyses of several inappropriate 
actions that resulted in a failure to document certain aspects of barriers as broken.  An 
example included a failure to identify management communications as a failed barrier for 
the post Fukushima Dai-ichi event external flooding walkdown process.  To the contrary, 
the inspectors observed that MNGP senior management had exhibited “silo-ed” 
communication behaviors for the NRC-identified issues during the walkdown process 
rather than seeking collective decision making by discussing them with the larger 
management team. 
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The inspectors questioned the examples where barriers were not listed as adversely 
impacted.  The licensee concluded each of these barrier breakdowns were captured in 
the other evaluation tools used and the information had not been copied over properly to 
the barrier analysis.  The licensee concluded these were editorial errors.  The inspectors 
observed the intent of the evaluation was to use various tools to assess the facts and 
determine if the same conclusions are reached.  The use of various evaluation tools also 
would be intended to help fully develop the root and contributing causes that were 
identified.  The inspectors noted simply copying and pasting information from a different 
tool without fully assessing it may leave the RCE vulnerable to missing broken barriers 
that other evaluation tools did not catch.  Overall, the inspectors concluded this had no 
major impact to the RCE conclusions, but it appeared the tool was not fully utilized to 
achieve its purpose. 

During evaluation of whether the licensee’s RCE documented the progression of the 
problem and whether any missing information or inconsistencies were identified, the 
inspectors noted some key information appeared to be missing from the assembly of 
facts beginning in late 2012.  Specifically, the inspectors noted a set of three meetings 
where the NRC resident inspectors first fully communicated their concerns with the 
licensee’s external flooding mitigation plan on November 12, 2012.  The first meeting 
was with individual contributors and an engineering manager, followed by a meeting with 
plant management, and then a meeting with plant senior management.  During these 
meetings, the resident inspectors stated, based on their inspection, they did not believe 
the licensee could implement its external flooding mitigation plan within the  
12-day timeframe described in the USAR.  In addition, as discussed in more detail in 
Section 4OA4.02.01.d.2, on August 29, 2013, the licensee made a late event report of 
the issue that was the subject of the risk-significant finding after prompting from the 
resident inspectors.  The inspectors observed this information was important in terms of 
recognition and acceptance of the issue, as well as noteworthy for the failure to make a 
required report.  The inspectors noted both of these examples were important pieces of 
information missing from the RCE’s timeline that provided key insights to the problem. 

The inspectors reviewed whether there was a clear identification of the problem, and 
determined there were notable aspects of the problem that were not identified in the 
RCE.  This is also discussed in detail in Section 4OA4.02.01.c of this inspection report. 

The inspectors determined the problem was evaluated using a systematic methodology 
to identify the root and contributing causes.  Although several noteworthy observations 
were identified, the inspectors concluded the licensee met this aspect of the IP 95002 
objectives and this item is closed. 

b. Determine that the Root Cause Evaluation was conducted to a level of detail 
commensurate with the significance of the problem. 

The inspectors reviewed the RCE and supporting documentation to determine whether  
it was conducted to a level of detail commensurate with the significance of the problem.  
The inspectors reviewed the analysis and conclusions of the root and contributing 
causes.  The inspectors also reviewed the evidentiary basis for the conclusions  
including the associated procedures, WOs, engineering evaluations, modification 
documentation, procedure change packages, and CAP documents to assess the 
appropriateness of the licensee’s conclusions.  The inspectors conducted interviews with 
approximately 15 individuals that were either involved in the events and actions 
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contributing to MNGP’s external flooding issues, or were involved in determining the root 
cause of the risk-significant finding.  The inspectors combined the interview results with 
the external flooding related documentation to determine whether the causes were fully 
developed and properly considered. 

The inspectors’ review for this objective was focused on determining the adequacy of the 
level of detail and development of the causes identified by the RCE.  The inspectors 
assessed whether the RCE used or considered the use of multi-disciplinary teams or 
different complimentary analysis methods appropriate to the circumstances.  The 
inspectors also reviewed whether the RCE completely and systematically applied the 
methods of analysis to achieve adequate depth.  The inspectors evaluated whether the 
RCE repeatedly asked the question “Why?” to sufficiently develop all of the causes for 
the problem.  They reviewed whether the questioning process appeared to have been 
conducted until the causes were beyond the licensee’s control.  The inspectors 
assessed whether the problem was evaluated to ensure that other root and contributing 
causes were not inappropriately ruled out due to assumptions made as a part of the 
RCE.  The inspectors evaluated whether the RCE collectively reviewed all root and 
contributing causes for indications of more fundamental problems with a process or 
system.  The inspectors assessed whether the RCE properly ensured that correcting the 
causes would prevent recurrence of the same and similar problems.  They evaluated 
whether the RCE included a process to verify corrective actions for the identified root 
causes did not rely on unstated assumptions or conditions that were not controlled or 
ensured. 

The inspectors reviewed whether the licensee’s RCE appropriately considered other 
possible root causes and concluded that it had.  However, the inspectors pursued 
concerns associated with whether the root cause statement, which was characterized as 
a failure to validate the design basis, should have more appropriately been characterized 
as a failure to understand the design basis.  The inspectors interviewed the RCE 
performers and assessed the impact of other RCEs performed by the licensee relating to 
external flooding protection and safety culture issues.  The inspectors concluded the 
licensee had appropriately factored the lack of understanding of the design basis into the 
RCE, despite the fact that it was not included in the root cause statement. 

In addition, when evaluating whether other possible root causes were appropriately 
considered, the inspectors were concerned with whether the licensee had 
inappropriately excluded individual contributors from the root cause statement.  
Specifically, the root cause statement was specific to management behaviors.  Individual 
contributor behaviors were included and addressed separately in a contributing cause.  
The inspectors noted several ways in which individual contributors were critical in the 
activities that resulted in the external flooding protection related deficiencies, and were 
concerned with whether this was appropriately factored into the root cause statement.  
Ultimately, the inspectors concluded the root cause statement was reasonable; however, 
the inspectors did not see any reason to exclude individual contributors from the root 
cause statement, given the key role they played in the performance issue.  The 
inspectors concluded despite this observation, the licensee’s corrective actions, CAPRs, 
effectiveness reviews (EFRs), and the extent of cause evaluation appeared to address 
both management and individual contributors, which seemed appropriate. 

The inspectors evaluated whether the licensee’s RCE had achieved adequate depth and 
determined there was a noteworthy weakness in the development of the contributing 
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cause associated with self and independent assessment.  Specifically, the inspectors 
noted the licensee’s evaluation with regard to the NOS Department’s function of 
providing oversight to proactively identify performance gaps did not achieve adequate 
depth to identify deficiencies and broken barriers associated with the organization’s 
failure to identify the external flooding protection issues.  The inspectors noted the RCE 
relied heavily on an Assessment Effectiveness Review (AER) performed by the NOS 
Department in July 2013 for missed opportunities associated with the risk-significant 
finding.  The inspectors reviewed the RCE’s analysis of NOS deficiencies and the AER 
that was performed, and determined this causal factor was not explored in sufficient 
depth.  The inspectors observed the AER had a very narrow scope and focused only on 
the limited timeframe where the bin wall was incorporated into MNGP documents to 
explore missed NOS opportunities.  This was despite the fact there were several 
deficiencies and weaknesses in the licensee’s external flooding mitigation plan as a 
whole, dating back to at least January 2002. 

As the inspectors explored NOS weaknesses that contributed to the external flooding 
protection deficiencies, they noted NOS did assess flooding protection readiness as part 
of the operations focus area per its process.  The inspectors questioned why this 
periodic review did not identify an issue of substantial safety significance.  Specifically, 
external flooding issues identified as part of and following the yellow finding ranged from 
the timeline and bin wall construction issues, to USAR noncompliance, dozens of 
unidentified unsealed penetrations that would be expected to be located and sealed at 
the time of an external flooding event, a lack of materials assured available, and the 
“plenty of time” and “infinite resource availability” mindset that openly existed with plant 
engineering staff and management.  The inspectors concluded the lack of a thorough 
review of NOS deficiencies could mean NOS was not recognizing the need for important 
process or training changes that potentially should have come from the RCE.  For 
example, the inspectors questioned whether NOS was sampling correctly, appropriately 
referencing the CLB in its assessments, maintaining a questioning attitude, having the 
correct perspective, and recognizing safety significant hazards. 

The inspectors observed there were only two corrective actions in the RCE specific to 
the NOS Department based on the conclusion that there were only two performance 
gaps:  (1) NOS was not as engaged in communications with the NRC resident 
inspectors as it should have been, and (2) NOS did not have appropriate awareness of 
NRC interest and focus areas.  As a result, the NOS corrective actions included 
establishing regular meetings with the NRC resident inspectors, and institutionalizing 
checking of the MNGP’s NRC inspection tracking system to determine what topics the 
NRC is currently interested in.  The inspectors concluded the RCE did not fully explore 
the various ways that NOS could have identified and prevented the safety issue prior to 
the NRC resident inspectors identifying it.  The inspectors noted the failure to achieve 
adequate depth for this causal factor impacted both the NOS-related corrective actions 
for this issue, as discussed above, as well as the extent of cause review for NOS-related 
deficiencies.  The extent of cause impact is discussed in more detail in Section 
4OA4.02.04.b. 

Overall, for the NOS causal factor, the inspectors concluded licensee actions from the 
RCE had also been applied to NOS personnel.  The inspectors determined from a 
mitigating factors standpoint, this appeared to have allowed NOS to internalize lessons 
learned from the risk-significant issue and indirectly may have driven some NOS process 
changes outside of what was contained and tracked in the RCE. 
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The inspectors also reviewed whether the RCE had repeatedly asked “Why?” to 
sufficiently develop the identified causes.  The inspectors observed the contributing 
cause associated with inadequate screening of the engineering products (Contributing 
Cause 1) was not fully developed.  The inspectors noted there were several instances 
throughout the RCE where inappropriate actions were discussed involving several 
engineering procedures that were determined to contain unclear guidance.  Specifically, 
in several locations, the RCE stated that FP–E–MOD–02, “Fleet Modification Process,” 
and FP–E–DOC–01, “Documentation-Only Process,” were unclear.  This ultimately 
resulted in the inappropriate use of the “doc-only” modification process for the 
modification to include the deficient bin wall in the external flooding mitigation plan.  
However, in the causal analysis development for Contributing Cause 1 regarding the 
inadequate engineering screening, only the FP–E–DOC–01 procedure was determined 
to be deficient with respect to the use of the “doc-only” process.  The inspectors found 
this to be an inconsistent result. 

The inspectors reviewed the subject documents and conducted interviews to help 
explore this causal factor.  Interviews revealed that FP–E–MOD–02 and FP–E–DOC–01 
screening criteria were both used and assessed during decision making on whether to 
use the “doc-only” process, and using both procedures, the MNGP staff came to the 
wrong conclusion for processing the bin wall modification.  The inspectors reviewed  
FP–E–MOD–02 and noted the same unclear wording that was amended in the  
FP–E–DOC–01 procedure existed in the FP–E–MOD–02 screening guidance.   
The inspectors observed the FP–E–MOD–02 procedure barrier appeared to have 
broken during the processing of this modification, and incorrectly directed use of the 
“doc-only” process.  The RCE did not identify this as a broken barrier.  Instead,  
only FP–E–DOC–01 was determined to be a broken barrier.  As a result, only  
FP–E–DOC–01 was fixed, and there were no corrective actions to fix FP–E–MOD–02.  
Ultimately, the inspectors determined FP–E–DOC–01 was the end point for the 
screening phase of the modification when using the “doc-only” process and this 
procedure had been changed in order to prevent future misuse of the process.  This 
mitigated the inspectors’ concerns.  However, as FP–E–DOC–01 was only an 
“Information Use” procedure, the inspectors determined the failure to correct the  
FP–E–MOD–02 procedure left the licensee vulnerable to future errors. 

The inspectors concluded the licensee’s determination of the root and contributing 
causes and the development and detail of these causes was satisfactory, with concerns. 
However, the inspectors determined any concerns were minor and would not have 
significantly affected established corrective actions, and the issues identified were 
entered into the licensee’s CAP.  As a result, the inspectors concluded the licensee met 
this aspect of the IP 95002 objectives and this item is closed. 

c. Determine that the RCE included a consideration of prior occurrences of the problem 
and knowledge of prior operating experience. 

The inspectors determined the RCE included a consideration of prior occurrences of the 
problem and knowledge of prior operating experience. 

As discussed in the missed opportunities review of Section 4OA4.02.01.b, the licensee 
identified two key examples where operating experience was not properly utilized–the 
Fort Calhoun external flooding issue and the Fukushima Dai-ichi event.  The licensee 
recognized for both of these operating experience reviews it did not evaluate them in 
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enough detail to recognize potential MNGP weakness such as CLB compliance and/or 
quality issues with MNGP’s external flooding protection procedures. 

The inspectors noted the RCE discussed examples of CAPs that were generated 
(CAPs 01277413 and 01280496) when potential deficiencies with the overall external 
flooding mitigation plan were identified during operating experience follow-up activities, 
including post-Fukushima actions.  However, these CAPs were incorrectly closed 
because the licensee believed the concerns discussed were beyond the design bases.  
The inspectors confirmed these incorrect actions during discussions with MNGP 
personnel. 

The RCE also referenced other recently performed RCEs including RCE 01388760, 
“NOS AAF: MNGP Leadership Nuclear Safety Culture Concern;” RCE 01425443, 
“Six NRC Findings in H.14 Cross-cutting Aspect;” and RCE 01399730, “NRC Findings in 
H.7 Cross-cutting Aspect.”  These evaluations recognized, among other things, MNGP 
management’s resistance to input from external stakeholders as well as a lack of 
understanding of the MNGP’s CLB.  These items contributed to the deficiencies that 
resulted in the risk-significant finding. 

The inspectors identified weaknesses associated with the proposed corrective actions 
for the licensee’s use of operating experience.  In particular, the licensee’s failure to 
recognize white findings issued to other licensees as potential operating experience that 
should also be reviewed.  Refer to Section 4OA4.02.04.b for further details. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 

d. Determine that the RCE addresses the extent of condition and the extent of cause of the 
problem. 

The inspectors reviewed the RCE, extent of cause and condition evaluations, and 
supporting documentation to determine whether the RCE considered the impact on other 
systems, structures, equipment, programs, or conditions.  The inspectors reviewed the 
analysis and conclusions of the extent of condition and cause evaluations to assess the 
adequacy of the licensee’s scope.  The inspectors reviewed the sampling method 
utilized by the licensee for the root cause and each of the contributing causes to 
determine if cross-functional and organizational vulnerabilities that may exist had been 
identified and addressed.  The inspectors also conducted interviews with about 
15 individuals who were involved in determining the root cause and assessing the extent 
of condition and extent of cause of the risk-significant performance issue. 

The inspectors’ review for this objective was focused on determining whether the scope 
of the extent of condition and extent of cause evaluations performed as part of the RCE 
was adequate.  The inspectors evaluated whether the extent of condition review 
assessed the degree the actual condition may exist in other plant organizations, 
processes, or human performance.  The inspectors also reviewed whether the extent of 
cause review assessed the applicability of the root cause across disciplines or 
departments to different programmatic activities, human performance, or different types 
of systems or structures. 
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The inspectors concluded the licensee’s determination of extent of condition and extent 
of cause was generally accurate, but not necessarily fully complete.  However, the 
inspectors determined that any concerns were minor to moderate and would not have 
significantly affected established corrective actions, and the issues identified were 
entered into the licensee’s corrective action program.  Noteworthy observations are 
addressed and discussed in Section 4OA4.02.04.b, which documents the inspectors’ 
independent assessment and sampling of extent of condition and extent of cause of the 
problem. 

Overall, the inspectors determined that the licensee performed a detailed extent of 
condition and extent of cause evaluation for the problem.  The licensee’s evaluation 
appropriately assessed programmatic, cross-functional, organizational, equipment, and 
human performance areas for vulnerabilities.  However, there was one notable 
exception.  As discussed in Section 4OA4.02.04.c.1, the inspectors identified and 
documented a finding associated with the licensee’s failure to fully evaluate and resolve 
issues with the Security Department’s readiness to implement the licensee’s external 
flooding mitigation plan for a design basis external flooding event. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 

e. Findings 

(1) Failure to Update the USAR for a Change to the Mitigation Strategy for the Design Basis 
External Flooding Event (Exercise of Enforcement Discretion) 

Introduction 

The inspectors identified a Severity Level III Violation of 10 CFR 50.71(e), “Maintenance 
of Record, Making of Reports,” for the licensee’s failure to update the USAR to correctly 
describe its mitigation plan for the design basis external flooding event.  Specifically, the 
licensee failed to fully reflect and incorporate the use of levees as part of its external 
flooding mitigation plan into the USAR as required. 

Description 

On January 10, 2002, the licensee issued Procedure A.6, "Acts of Nature," Revision 13.  
This changed the primary means of protecting the MNGP during the design basis 
external flooding event from reliance on sandbags and steel plates to reliance on an 
earthen ring levee encircling the plant, which would be built if and when needed.  The 
use of sandbags and steel plates was described in Section 12.2.1.7.1 of the USAR.  
However, when Revision 13 of Procedure A.6 was issued, the licensee did not update 
the USAR to reflect the change in its external flooding mitigation plan. 

In February 2012, the licensee modified its external flooding mitigation plan from an all 
earthen ring levee to an earthen horseshoe levee with bin walls.  While the original berm 
construction plan was developed in 2001 and implemented in January 2002, the use of 
bin walls near the intake structure came from a February 2012 modification to increase 
the reliability of the ring levee in this location.  As part of the change process, on 
January 30, 2012, the licensee performed a 10 CFR 50.59 screening (SCR–12–0027) 
for the proposed change.  The screening compared the change against the USAR, 
particularly Section 12.2.1.7.1.  However, because the USAR had not been  
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changed (in 2002), the licensee considered the proposed change to be an enhancement 
to the current defense in depth plan.  On February 28, 2012, the licensee issued 
EC 19415, “Berm Construction for A.6, Acts of Nature,” and Procedure A.6, “Acts of 
Nature,” Revision 41. 

On October 22, 2012, the licensee recognized USAR Section 12.2.1.7.1 was out of 
date and needed revision to become aligned with the mitigation plan and initiated 
CAP 01355853, "Update USAR for External Flooding Description Discrepancy."  
However, no "adverse or questionable condition" was identified in CAP 01355853.  The 
USAR revision was issued on January 31, 2014.  This revision discussed an all earthen 
horseshoe levee, which was an interim external flooding mitigation plan because during 
this time the NRC was assessing a violation associated with the licensee’s external 
flooding mitigation plan (i.e., the original horseshoe/bin wall plan).  On August 28, 2013, 
the NRC issued Inspection Report 05000263/2013009 with the yellow finding and 
associated NOV. 

On July 29, 2014, the licensee initiated CAP 01440644, "Update USAR 12.02 to Reflect 
Addition of Bin Walls (EC 24369)".  This resulted in Revision 31P to USAR 
Section 12.2.1.7, which describes a revised horseshoe with bin wall levee mitigation 
plan.  This revision will be incorporated when the USAR bi-annual update is completed. 

Analysis 

The inspectors determined the licensee’s failure to update the USAR to correctly 
describe its mitigation plan for the design basis external flooding event was a 
performance deficiency warranting a significance evaluation.  The inspectors reviewed 
the examples of minor issues in IMC 0612, “Power Reactor Inspection Reports,” 
Appendix E, “Examples of Minor Issues,” dated August 11, 2009, and found no 
examples related to this issue.  Consistent with the guidance in IMC 0612, Appendix B, 
“Issue Screening,” dated September 7, 2012, the inspectors determined the 
performance deficiency was a finding of more than minor significance because, if left 
uncorrected, the issue would have the potential to lead to a more significant safety 
concern.  Specifically, a failure to update the USAR with all changes made in the facility 
or procedures as described in the USAR could result in unacceptable changes made to 
the facility based on inaccurate or incomplete information in the USAR.  The inspectors 
previously determined the underlying issue was a finding affecting the Mitigating 
Systems Cornerstone having substantial safety significance (i.e., yellow) during a 
Phase 3 SDP review and documented the finding and associated NOV in NRC 
Inspection Report 05000263/2013009 (VIO 05000263/2013008–001, Failure to Maintain 
an Adequate Flood Plan Consistent with Design Requirements). 

Violations of 10 CFR 50.71(e) are dispositioned using the traditional enforcement 
process because they are considered to be violations that potentially impede or impact 
the regulatory process.  This violation was also associated with a finding that has been 
evaluated by the SDP and communicated with a SDP color reflective of the safety 
impact of the deficient licensee performance.  The SDP, however, does not specifically 
consider regulatory process impact.  Thus, although related to a common regulatory 
concern, it is necessary to address the violation and finding using different processes to 
correctly reflect both the regulatory importance of the violation and the safety 
significance of the associated finding.  In accordance with Section 6.1.c.7 of the NRC 
Enforcement Policy, this violation was categorized as Severity Level III because the 
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licensee had failed to update the USAR as required by 10 CFR 50.71(e) and the  
un-updated USAR was used to perform a 10 CFR 50.59 screening for a change to the 
facility and procedures, implemented without Commission approval, that resulted in a 
condition evaluated as having more than low-to-moderate safety significance (i.e., white, 
yellow, or red) by the SDP. 

No cross-cutting aspect was assigned to this traditional enforcement issue for which 
enforcement discretion has been granted. 

Enforcement 

10 CFR 50.71(e) required in part, that licensees shall periodically update the final safety 
analysis report (FSAR), originally submitted as part of the application for the operating 
license, to assure that the information included in the report contains the latest 
information developed.  This submittal shall include the effects of all the changes 
necessary to reflect information and analysis submitted to the Commission by the 
licensee or prepared by the licensee pursuant to Commission requirement since the 
submittal of the original FSAR, or as appropriate, the last update to the FSAR under this 
section. 

Contrary to the above, from January 10, 2002 to January 31, 2014, the licensee did not 
update the FSAR to assure the information included in the report contained the latest 
information.  Specifically, the licensee failed to update the FSAR with the description and 
basis for maintaining an external flooding mitigation plan to protect the site against 
external flooding events as changes to the facility and procedures were implemented, in 
that it failed to fully reflect and incorporate the use of a temporary levee to mitigate the 
consequences of a design basis PMF. 

In accordance with Section 6.1.c.7 of the NRC Enforcement Policy, this violation was 
classified as a Severity Level III Violation.  The licensee entered this issue into its 
corrective action program as CAP 01355853. 

NRC Enforcement Policy Section 3.3, “Violations Identified Because of Previous 
Enforcement Action,” states in part, “The NRC may refrain from issuing an NOV or a 
proposed civil penalty for a Severity Level II, III, or IV violation that is identified after the 
NRC has taken enforcement action, if the violation is identified by the licensee as part of 
the corrective action for the previous enforcement action and the violation has the same 
or similar root cause as the violation for which enforcement action was previously taken.” 

In this case, the issue was identified by the licensee after the NRC had already taken 
enforcement action for another related violation evaluated as having substantial safety 
significance by the SDP.  The previous violation was documented in NRC Inspection 
Report 05000263/2013009 on August 29, 2013.  As part of the corrective action for the 
previous enforcement action, the violation was corrected by revision to the USAR on 
January 31, 2014.  Therefore, in accordance with the NRC Enforcement Policy, and after 
consultation with the Director of the Office of Enforcement and the Region III Regional 
Administrator, the NRC has decided to exercise enforcement discretion in accordance 
with Section 3.3 of the NRC Enforcement Policy and to refrain from issuing enforcement 
action for the violation.  In accordance with the NRC’s Reactor Oversight Process, this 
condition will not be considered in the assessment process or the NRC’s Action Matrix. 
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(2) Failure to Perform a Written Safety Evaluation (Exercise of Enforcement Discretion 
50.59) 

Introduction 

The inspectors identified a Severity Level III Violation of 10 CFR 50.59, “Changes,  
Tests, and Experiments,” for the licensee’s failure to perform and maintain a written 
evaluation to demonstrate that changes to its external flooding mitigation plan did not 
require a license amendment.  Specifically, the licensee implemented EC 19415, “Berm 
Construction for A.6, Acts of Nature,” and Procedure A.6, “Acts of Nature,” Revision 41, 
which changed the external flooding mitigation plan without performing a 10 CFR 50.59 
evaluation.  This change subsequently had a consequence evaluated by the SDP as 
having substantial safety significance. 

Description 

On February 28, 2012, the licensee issued EC 19415, “Berm Construction for A.6, 
Acts of Nature,” and Procedure A.6, “Acts of Nature,” Revision 41, which changed the 
external flooding mitigation plan for the MNGP from an all earthen ring levee to an 
earthen horseshoe levee with bin walls.  As part of the change process, on 
January 30, 2012, the licensee performed a 10 CFR 50.59 screening (SCR–12–0027) 
for the proposed change.  The screening compared the change against the USAR, 
particularly Section 12.2.1.7.1, which describes the external flooding mitigation plan.  
However, as discussed in Section 4OA4.02.02.e.1, the licensee had failed to update the 
USAR when the ring levee plan was originally implemented in January 2002.  The USAR 
only mentioned the external flooding mitigation plan in place prior to January 2002, 
which did not involve the construction of a levee.  The previous plan relied on sandbags 
and steel plates.  As a result, the licensee considered the proposed change to be an 
enhancement for defense-in-depth and not an actual change to the external flooding 
mitigation plan. 

On August 28, 2013, the NRC issued Inspection Report 05000263/2013009 with the 
yellow finding and associated NOV.  Prior to issuing the finding, the NRC determined the 
licensee would have been unable to implement the MNGP's external flooding mitigation 
plan within the time allowed by the USAR.  The design change and associated 
procedure revision verification review did not identify necessary procedure steps to 
implement the external flooding mitigation plan within the required 12-day timeframe.  
Because changes to structures and systems would be made upon implementation of the 
modification and limited time was available to implement the engineering change during 
a design basis external flooding event, the screening should have resulted in an actual 
10 CFR 50.59 evaluation.  Because the new proposed plan would have taken longer to 
implement (about 25 days), the expected delay would have caused the licensee to 
exceed the allowed time per the design basis (12 days) to implement the mitigation plan, 
for which a license amendment was required. 

10 CFR 50.59(c)(2)(ii) states, in part, that a licensee shall obtain a license amendment 
pursuant to 10 CFR 50.90 prior to implementing a proposed change, test, or experiment 
if the change, test, or experiment would result in more than a minimal increase in the 
likelihood of occurrence of a malfunction of a structure, system, or component important 
to safety previously evaluated in the FSAR (as updated).  As discussed above, (1) the 
change resulted in an external flooding mitigation plan different than the one described 
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in the USAR, and (2) the NRC concluded prior to issuing the yellow finding and 
associated NOV that the change resulted in an external flooding mitigation plan that 
would not protect the MNGP against the design basis PMF. 

The deficient 10 CFR 50.59 screening was identified by the licensee while performing 
the RCE for the yellow finding and it was documented in CAP 01399840.  The inspectors 
found the licensee’s RCE appropriately evaluated the incorrect 10 CFR 50.59 screening 
of the design change and the licensee implemented appropriate corrective actions.  
Corrective actions included a procedure revision to Procedure FG–E–SE–03, "50.59 
Resource Manual," to improve 10 CFR 50.59 screening/evaluation quality, training for 
qualified 10 CFR 50.59 individuals, establishing a 10 CFR 50.59 screening review team 
to review screenings and evaluations to ensure attributes of FG–E–SE–03 are being 
reinforced, and revision to Procedure A.6 to require 10 CFR 50.59 and validation 
reviews.  The licensee also updated USAR Section 12.2.1.7.1 regarding the external 
flooding mitigation plan and modified the external flooding mitigation plan so it could be 
implemented within the required time. 

Analysis 

The inspectors determined the licensee’s failure to maintain a written safety  
evaluation to demonstrate the change to its mitigation plan for the design basis  
external flooding event in February 2012 did not require a license amendment was 
contrary to 10 CFR 50.59(d)(1); and, therefore was a performance deficiency warranting 
a significance evaluation.  The inspectors reviewed the examples of minor issues in 
IMC 0612, “Power Reactor Inspection Reports,” Appendix E, “Examples of Minor 
Issues,” dated August 11, 2009, and found no examples related to this issue.  
Consistent with the guidance in IMC 0612, Appendix B, “Issue Screening,” dated 
September 7, 2012, the inspectors determined the performance deficiency was a finding 
of more than minor significance because, if left uncorrected, the issue would have the 
potential to lead to a more significant safety concern.  Specifically, a failure to evaluate 
changes to the facility as required by 10 CFR 50.59(d)(1) could result in unacceptable 
changes made to the facility that adversely affect safety.  The inspectors previously 
determined the underlying issue was a finding affecting the Mitigating Systems 
Cornerstone having substantial safety significance (i.e., yellow) during a Phase 3 SDP 
review and documented the finding and associated NOV in NRC Inspection Report 
05000263/2013009 (VIO 05000263/2013008–001, Failure to Maintain an Adequate 
Flood Plan Consistent with Design Requirements). 

Violations of 10 CFR 50.59 are dispositioned using the traditional enforcement process 
because they are considered to be violations that potentially impede or impact the 
regulatory process.  This violation was also associated with a finding that had been 
evaluated by the SDP and communicated with a SDP color reflective of the safety 
impact of the deficient licensee performance.  The SDP, however, does not specifically 
consider regulatory process impact.  Thus, although related to a common regulatory 
concern, it is necessary to address the violation and finding using different processes  
to correctly reflect both the regulatory importance of the violation and the safety 
significance of the associated finding.  In accordance with Section 6.1.c.6 of the NRC 
Enforcement Policy, this violation was categorized as Severity Level III because the 
licensee had failed to obtain prior Commission approval required by 10 CFR 50.59 for a 
change that has a consequence evaluated by the SDP as having low-to-moderate or 
greater safety significance (i.e., white, yellow, or red). 
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No cross-cutting aspect was assigned to this traditional enforcement issue for which 
discretion has been granted. 

Enforcement 

10 CFR 50.59(d)(1) required, in part, that the licensee maintain records of changes to 
the facility, of changes in procedures, and of tests and experiments made pursuant 
10 CFR 50.59(c).  These records must include a written evaluation which provides the 
bases for the determination that the change, test, or experiment does not require a 
license amendment pursuant to Paragraph (c)(2) of this section.  10 CFR 50.59(c)(2)(ii) 
required that a licensee shall obtain a license amendment pursuant to 10 CFR 50.90 
prior to implementing a proposed change, test, or experiment if the change, test, or 
experiment would result in more than a minimal increase in the likelihood of occurrence 
of a malfunction of a structure, system, or component important to safety previously 
evaluated in the FSAR (as updated). 

Contrary to the above, on or about January 30, 2012, the licensee failed to perform and 
maintain a written evaluation as required by 10 CFR 50.59(d)(1) to demonstrate a 
change to its facility did not require a license amendment.  Specifically, the licensee 
incorrectly concluded no 10 CFR 50.59 evaluation was required prior to implementing 
EC 19415, “Berm Construction for A.6, Acts of Nature,” and Procedure A.6, “Acts of 
Nature,” Revision 41 based on screening SCR–12–0027.  Therefore, an evaluation was 
not performed and without an evaluation the licensee could not have ascertained if a 
license amendment would have been required for this change as required by 
Section (c)(2)(ii).  Specifically, the NRC determined the external flooding mitigation plan 
implemented by the licensee was unable to mitigate the consequences of the design 
basis PMF. 

In accordance with Section 6.1.c.6 of the NRC Enforcement Policy, this violation was 
classified as a Severity Level III Violation.  The licensee entered this issue into its 
corrective action program as CAP 01399840 and implemented appropriate corrective 
actions. 

NRC Enforcement Policy Section 3.3, “Violations Identified Because of Previous 
Enforcement Action,” states in part, “The NRC may refrain from issuing an NOV or a 
proposed civil penalty for a Severity Level II, III, or IV Violation that is identified after the 
NRC has taken enforcement action, if the violation is identified by the licensee as part of 
the corrective action for the previous enforcement action and the violation has the same 
or similar root cause as the violation for which enforcement action was previously taken.” 

In this case, the issue was identified by the licensee after the NRC had already taken 
enforcement action for another related violation evaluated as having substantial safety 
significance by the SDP.  The previous violation was documented in NRC Inspection 
Report 05000263/2013009 on August 29, 2013.  As part of the corrective action for the 
previous enforcement action, the licensee documented the incorrect 10 CFR 50.59 
screening in its CAP and implemented appropriate corrective actions.  Therefore, in 
accordance with the NRC Enforcement Policy, and after consultation with the Director of 
the Office of Enforcement and the Region III Regional Administrator, the NRC has 
decided to exercise enforcement discretion in accordance with Section 3.3 of the NRC 
Enforcement Policy and to refrain from issuing enforcement action for the violation.  
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In accordance with the NRC’s Reactor Oversight Process, this condition will not be 
considered in the assessment process or the NRC’s Action Matrix. 

02.03 Corrective Actions 

a. Determine that appropriate corrective actions are specified for each root and contributing 
cause or that the licensee has an adequate evaluation for why no corrective actions are 
necessary. 

The inspectors determined the licensee had appropriate corrective actions for the root 
cause and each contributing cause. 

The inspectors verified the root cause had associated CAPRs.  Additionally, the 
inspectors verified all contributing causes and weaknesses associated with the extent of 
condition and extent of cause were addressed through corrective actions.  A detailed 
assessment was performed for each CAPR and all the contributing cause corrective 
actions.  This included sampling corrective action documents, procedures, field 
walkdowns, interviewing selected MNGP individuals, and reviewing the CLB.  
Furthermore, the proposed corrective actions were reviewed to determine whether they 
created any new or additional problems. 

The licensee developed and implemented the following CAPRs to address the  
risk-significant performance issue: 

• CAPR 1:  Revise the Supervisory Leadership Development Program Training 
Program Description to include delivery of a case study for initial and continuing 
training for the continual reinforcement of behaviors and attributes associated with 
ensuring proper validation of the MNGP design bases.  The approach should be 
similar to [specific industry operating experience event reports omitted] case studies. 

• CAPR 2:  To ensure proper validation of the external flooding plan design bases, 
create a formal engineering program in accordance with Procedure CD 5.26, 
“Program Engineering,” to manage MNGP external flooding mitigation.  This program 
will provide intrusive oversight, governance, systematic review, and implementing 
procedures of external flooding mitigation strategies. 

• CAPR 3:  Clarify in appropriate MNGP documents, including, but not limited to the 
USAR, the external flooding section of Procedure A.6, and the Design Bases 
Document for External Flooding, that the PMF antecedent conditions are required to 
be assumed present and actions to mitigate a PMF must be preplanned. 

• CAPR 4:  Revise Procedure A.6, Section 5.0, to be an 8000 series special 
procedure.  Control the procedure as an Infrequently Performed Test or Evolution.  
During procedure preparation, validate its adequacy and improve quality.  Identify the 
regulatory and/or MNGP bases, review the basis and clarity of wording, and validate 
that the procedure documentation, plant design, and protective and recovery 
measure will protect the plant and public safety. 

The inspectors concluded the CAPRs appeared to be adequate to prevent recurrence of 
the risk-significant performance issue.  The inspectors concluded the licensee could 
implement its external flooding mitigation plan as designed; however, they identified the 
proposed corrective actions created additional complications for the MNGP security 
organization that had not been adequately evaluated by the licensee.  This issue was 
characterized as a finding in Section 4OA2.02.03.f.2.  The remaining corrective actions 
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associated with the contributing causes were adequately documented and essentially 
completed prior to this inspection.  The only remaining exceptions were the EFRs 
associated with the CAPRs.  These are discussed further in Section 4OA2.02.03.d. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 

b. Determine that the corrective actions have been prioritized with consideration of risk 
significance and regulatory compliance. 

The inspectors concluded the corrective actions were prioritized with consideration of 
both risk significance and regulatory compliance. 

The inspectors assessed the licensee’s timeliness of the corrective actions associated 
with the yellow finding.  The inspectors noted the licensee performed extensive 
evaluation of the finding and took reasonable actions to correct the root and contributing 
causes prior to completion of the final revision of the RCE.  Specifically, the RCE was 
subject to multiple independent reviews resulting in additional revisions to address 
additional causes and corrective actions.  Additionally, the inspectors noted the licensee 
appropriately addressed individual performance deficiencies. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 

c. Determine that a schedule has been established for implementing and completing the 
corrective actions. 

The inspectors concluded the licensee established an appropriate schedule for 
implementing and completing the corrective actions. 

The inspectors found the licensee established a schedule for implementing, tracking, 
and completing the corrective actions.  As documented in the RCE, each corrective 
action identified an action, an owner, and a reasonable due date.  All corrective actions 
were completed, with the exception of EFRs, before this supplemental inspection 
commenced.  However, the inspectors identified an example where corrective actions 
were not implemented before regulatory compliance was believed to be restored by the 
licensee.  This issue is discussed above in Section 4OA4.02.01.d.1. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 

d. Determine that quantitative or qualitative measures of success have been developed for 
determining the effectiveness of the corrective actions to prevent recurrence. 

The inspectors concluded the licensee developed adequate quantitative or qualitative 
measures of success for determining the effectiveness of the CAPRs. 

The inspectors reviewed the CAPRs established by the licensee and the associated 
EFRs.  The licensee developed four EFRs, one for each of the four CAPRs.  These were 
not performed by the time of the inspection, but were scheduled at a reasonable time in 
the future.  The planned EFRs were scheduled to be performed by the licensee 
throughout 2015 and include interviews, observations, CAP reviews, design basis 
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reviews, procedure reviews, and tabletop demonstrations.  For each area reviewed, 
measures of success were clearly defined and measurable. 

To measure effectiveness between the implementation of corrective actions and the final 
EFRs, the licensee conducted interim EFRs.  The inspectors reviewed the conclusions 
from the interim EFRs and noted the interim EFRs were of adequate scope and had 
measurable success criteria to measure effectiveness of the corrective actions. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 

e. Determine that the corrective actions planned or taken adequately address the notice of 
violation that was the basis for the supplemental inspection. 

The inspectors determined corrective actions taken adequately addressed the NOV 
associated with the yellow finding that was the basis for this supplemental inspection. 

The inspectors conducted interviews of licensee personnel, reviewed the RCE and 
associated CAPRs and corrective actions, reviewed applicable procedures, drawings, 
WOs, and calculations to assess whether the licensee’s response to the NOV 
adequately addressed the reason for the violation and whether the licensee 
implemented appropriate corrective actions to restore compliance. 

(1) Implementation of the Mitigation Strategy to Construct the Flood Control Levee and 
Structural Design 

A key element of the external flooding mitigation plan at MNGP involves construction of 
a horseshoe shaped levee consisting of approximately 280 feet of bin walls and 
2,080 feet of clay berm.  Recognizing the importance of the construction of the flood 
control levee to licensee’s external flooding mitigation plan, the inspectors reviewed the 
levee design, the capability to build the levee to the design requirements, the timeline for 
completion of the levee prior to river water level reaching plant grade elevation, and the 
capability to accurately predict the onset of the external flooding event in sufficient time 
for the licensee to implement its mitigation plan.  This was not intended to be a detailed 
design review, but rather an informed determination as to whether the licensee’s 
external flooding mitigation plan would be able to protect the site as described in the 
USAR from rising river water level that peaks within 12 days. 

The inspectors evaluated whether the licensee can reasonably implement its mitigation 
plan prior to the projected river water level reaching the plant’s grade elevation by 
examining materials on site for construction of the levee; assessing the licensee’s  
pre-arranged outside vendor resources needed for construction of the levee; and, 
reviewing the associated schedule, procedures, and pre-planned WOs.  In addition, the 
inspectors reviewed the levee and bin wall design for structural and stability adequacy, 
including slope, overturning, and sliding stabilities, as well as foundation bearing 
capacity and settlement requirements under all possible loading conditions.  The loading 
conditions included transient seepage, total stress, effective stress, and sudden 
drawdown conditions. 

During their review, the inspectors identified discrepancies existed between factors of 
safety listed in tables and figures in the stability analyses and what was listed in the 
analysis output files.  In response to the inspectors’ questions, the licensee identified the 
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incorrect output files were attached to the calculation and a CAP was generated to 
revise the calculation with the correct output files.  This error did not affect the actual 
design factor of safety. 

The inspectors determined the design of the levee was acceptable from an engineering 
perspective and could effectively protect the MNGP from the design basis PMF, 
specifically: 

• The design of the bin wall frame structures followed the industrial standard.  The 
strength analyses for all components used in the frame met the requirements. 

• Stability analyses results indicated that the slope stability, overturning stability, 
sliding stability, settlement and bearing capacity requirement for the foundation 
underneath the bin walls met the design requirements. 

• Slope stability analysis results showed that the designed earthen berm met the slope 
stability requirement with no seismic loading considered. 

(2) Predicting the Onset of an External Flooding Event 

The inspectors determined the licensee’s process and procedure for prediction of the 
onset of an external flooding event (Procedure 1478, “External Flood Monthly and 
Annual Surveillance”) was inadequate to predict the onset of the event with sufficient 
time for the licensee to implement its external flooding mitigation plan prior to Revision 8 
in January 2014. 

The inspectors reviewed Revisions 7, 8, and 12 of the procedure and discussed them 
with the licensee’s Flood Protection Engineer.  Revision 7, which was released in 
February 2013, required a monthly surveillance with minimal guidance.  The procedure 
directed the Flood Protection Engineer to determine the potential for flooding at the 
MNGP and record a predicted river crest.  There was no clear guidance as to how to 
obtain this elevation other than contacting the National Weather Service.  The procedure 
directed the Flood Protection Engineer to determine if the predicted river crest was 
greater than or equal to 913 feet.  If greater than 913 feet, then daily monitoring of the 
river level was to be performed and a weekly performance of the river crest prediction 
was to be performed. 

During an interview, the Flood Protection Engineer stated he would know what 
information to obtain from the National Weather Service to perform this prediction.  
However, based on review of the procedure guidance, the inspectors determined any 
engineer who may be assigned the Flood Protection Engineer’s responsibilities in his 
absence could interpret this monthly surveillance procedure in various ways, and could 
obtain a river crest prediction from the National Weather Service that might not indicate 
the river crest would exceed site grade in sufficient time to enact the necessary flood 
protection measures required by the CLB. 

Revision 8 of Procedure 1478 corrected this issue by providing more clear guidance on 
how to obtain the prediction in a manner that would provide sufficient warning that a 
flood would exceed site grade.  Therefore, there is no current safety concern with the 
procedure and the licensee’s capability to predict the onset of an external flooding event. 

It appeared the licensee did not recognize this condition was not in compliance with its 
CLB even though it recognized a need to revise the procedure.  The Flood Protection 
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Engineer believed this was simply an “enhancement.”  However, CA  01378062–40 from 
the RCE identified the revision as a “CA” or corrective action.  While there were a 
number of significant changes made to the procedure with Revision 8, the procedure 
was revised, in part, to “…provide specific instructions for performing the … monthly 
flood projections and plant configuration compliance for flood protection.”  Inability to 
predict the onset of the event in sufficient time would have put the external flooding 
mitigation plan in jeopardy prior to January 2014. 

Because the deficient procedure coexisted with the actual period of noncompliance of 
the yellow finding that existed until January 31, 2014, no additional finding of significance 
was identified. 

(3) Materials, Procedures, and Timeline for Construction of the Flood Control Levee 

As stated above, the success of the licensee’s external flooding mitigation plan is 
dependent on its ability to successfully construct the horseshoe levee.  As such, the 
inspectors reviewed the materials, procedures, and timeline associated with the 
construction of the levee.  In general, the inspectors determined specified materials and 
procedures were adequate to construct the levee as designed, with sufficient margin in 
the timeline to account for possible delays due to weather, material, procedural, and 
human performance issues. 

The inspectors questioned whether construction of the levee could be accomplished 
according to the timeline the licensee developed.  While the inspectors found the 
licensee should be able to complete the levee prior to the river level reaching plant grade 
elevation, some important factors were apparently not factored into the timeline 
(e.g., steps to ensure 90 percent clay compaction is consistently achieved, security 
requirements (i.e., based on an unrealistic fit to the timeline after-the-fact without any 
performance-based assessment), frozen clay/sand removal from the mounds staged 
onsite, and additional materials required to be delivered to the site).  In response to the 
inspectors’ questions, the licensee completed an aggregate review of the issues 
identified during the inspection to evaluate the cumulative impact on the construction 
timeline.  Notwithstanding these issues, adequate margin exists in the schedule to 
complete construction of the levee.  The licensee entered the issues identified into its 
CAP for evaluation of improvements to its external flooding mitigation plan procedures 
and schedule. 

As discussed below in Section 4OA4.02.03.f.1, the inspectors identified documents for 
construction of the flood control levee did not have requirements (e.g., procedure steps) 
to sequence (or build-up) the berms and measure compaction during building of the 
berms to ensure the levee will meet design requirements.  In addition, as discussed 
below in Section 4OA4.02.04.c.1, the inspectors identified weaknesses in the Security 
Department’s assessment of the potential adverse impacts that actions required to 
construct the levee may have on the ability to implement the site’s defensive plan during 
the design basis external flooding event. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 
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f. Findings 

(1) Failure to Maintain Procedures to Ensure Design Requirements Would Be Met During 
Construction of the External Flooding Protection Levee 

Introduction 

The inspectors identified a finding of very low safety significance (green) with an 
associated NCV of TS 5.4.1.a for the licensee’s failure to maintain adequate procedures 
to protect the MNGP from external flooding events.  Specifically, the licensee failed to 
maintain Procedure 8300–02, “External Flooding Protection Implementation to Support 
A.6 Acts of Nature,” in that it lacked sufficient instructions to ensure testing of materials 
necessary to the external flooding mitigation plan were adequately controlled. 

Description 

The inspectors found documents for construction of the flood control levee did not have 
requirements (e.g., procedure steps) to sequence (or build-up) the berms and measure 
compaction during building of the berms to ensure the levee will meet design 
requirements.  Additionally, no steps existed for control of qualified instrumentation, 
environmental conditions, qualified personnel, and quality control or verification of 
compaction measurements to ensure consistent 90 percent compaction is achieved. 

Procedure 8300–02, “External Flooding Protection Implementation to Support A.6 Acts 
of Nature,” Revision 5, provides instructions for protection of the plant from damage by 
floodwaters, including the construction of a horseshoe levee.  Entry into this procedure is 
directed by Step 5.5.3 of Procedure A.6, “Acts of Nature,” Revision 49. 

The levee, along with other protective features, is designed to prevent flooding of many 
critical plant areas including the Reactor, Turbine, and Control Buildings.  The levee 
varies in height as the grade elevation changes around the perimeter of the buildings.  
However, the levee was designed to protect against the PMF elevation of 939.2 feet by 
being constructed of compacted clay to approximately 941 feet, providing approximately 
2 feet of freeboard.  When river level is projected to exceed 930 feet, Step 42.d.4 of 
Procedure 8300–02 directs the construction of the horseshoe levee using Work 
Order 473207–01, “Building Large Horseshoe Levee,” and drawing series NH–178639.  
A note in WO 473207–01 states that guidance for constructing the horseshoe levee can 
be found in the NH–178639 series drawings and Step 8.6.77 directs constructing the 
horseshoe levee per the same drawings.  Drawing NH–178639–2, “Details and 
Sections,” provides construction notes to the builder of the levee berms.  In the notes, 
the following guidance is provided:  “place approved engineered fill in maximum 8-inch 
thick, loose lifts and compact to at least 90 percent of its ASTM [American Society for 
Testing & Materials] D698 (standard proctor) MDD [maximum dry density].” 

The inspectors noted in the levee design calculations that compacting to 90 percent was 
a critical assumption in the design to ensure the levee would protect the MNGP from 
floodwater.  However, the inspectors found the instructions for constructing the levee 
lacked specific details on how the licensee would ensure the clay levee was constructed, 
compacted, and tested to at least 90 percent compaction.  Specifically, the inspectors 
noted the test method, the number of tests, and the location of tests to ensure 
compaction of at least 90 percent was not contained in the instructions.  In addition, the 
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inspectors noted that no steps existed for control of qualified instrumentation, 
environmental conditions (e.g., use of a moisture density gauge with frost present), 
qualified personnel, and quality control or verification of compaction measurements. 

Analysis 

The inspectors determined the licensee’s failure to maintain adequate external flooding 
protection procedures that provide instructions for construction of the levee with 
appropriate requirements to ensure design requirements are met was a performance 
deficiency warranting a significance evaluation.  The inspectors assessed this finding 
using the SDP.  The inspectors reviewed the examples of minor issues in IMC 0612, 
“Power Reactor Inspection Reports,” Appendix E, “Examples of Minor Issues,” dated 
August 11, 2009, and found no examples related to this issue.  Consistent with the 
guidance in IMC 0612, Appendix B, “Issue Screening,” dated September 7, 2012, the 
inspectors determined the performance deficiency was a finding of more than minor 
significance because it was associated with the of Protection Against External Factors 
and Procedure Quality attributes and adversely affected the Mitigating Systems 
Cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences (i.e., core 
damage).  Specifically, the instructions for constructing the levee lacked specific details 
on how the licensee would ensure it was constructed, compacted, and tested to at least 
90 percent compaction. 

In accordance with IMC 0609, “Significance Determination Process,” Attachment 
0609.04, “Initial Characterization of Findings,” Table 3, “SDP Appendix Router,” the 
inspectors determined this finding affected the Mitigation Systems Cornerstone, 
specifically the External Event Mitigation Systems, and would require review using 
IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings  
At-Power,” June 19, 2012.  The inspectors performed a Phase 1 SDP review of this 
finding using the guidance provided in IMC 0609, Appendix A, Exhibit 2, “Mitigating 
Systems Screening Questions,” and determined this finding was a licensee performance 
deficiency of very low safety significance (green) because it did not involve a loss or 
degradation of equipment or function specifically designed to mitigate a seismic, 
flooding, or severe weather initiating event (e.g., seismic snubbers, flooding barriers, 
tornado doors).  This determination was based on reasonable assurance the licensee 
could construct and compact the levee to at least 90 percent compaction. 

The inspectors determined this finding affected the cross-cutting area of human 
performance and the work management aspect due to the licensee’s failure to 
implement a process of planning, controlling, and executing work activities such that 
safety is the overriding priority.  Specifically, the licensee’s process for developing and 
validating the work instructions for construction of the levee did not ensure appropriate 
quality control steps were incorporated for critical design attributes.  (IMC 0310 H.5) 

Enforcement 

TS 5.4.1.a required, in part, that written procedures shall be established, implemented, 
and maintained covering the applicable procedures recommended in Regulatory 
Guide 1.33, Revision 2, Appendix A, dated February 1978.  Regulatory Guide 1.33, 
Revision 2, Appendix A, Section 6.w, recommends procedures for combating 
emergencies and other significant events, specifically Acts of Nature (e.g., tornado, 
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flood, dam failure, and earthquakes).  Procedure 8300–02, “External Flooding Protection 
Implementation to Support A.6 Acts of Nature,” Revision 5, implemented the 
requirements of Regulatory Guide 1.33, Revision 2, Appendix A, Section 6.w and 
contained instructions for constructing a flood control levee to combat a significant 
external flooding event. 

Contrary to the above, as of November 7, 2014, the licensee failed to maintain 
Procedure 8300–02 “External Flooding Protection Implementation to Support A.6  
Acts of Nature,” Revision 5, such that it would ensure design requirements for the flood 
control levee would be satisfied.  Because this violation was not repetitive or willful,  
and was entered into the licensee’s CAP, it is being treated as a NCV, consistent with 
Section 2.3.2 of the NRC Enforcement Policy (NCV 05000263/2014009–03, Failure to 
Maintain Procedures to Ensure Design Requirements Would Be Met During 
Construction of the External Flooding Protection Levee).  The licensee entered this 
violation into its corrective action program as CAP 01453794 to evaluate changes to its 
procedures to correct the problem. 

02.04 Independent Assessment of Extent of Condition and Extent of Cause 

a. Inspection Scope 

As part of the IP 95002 inspection, the inspectors conducted an independent extent of 
condition and extent of cause review of licensee programs and processes to verify the 
programs and processes appropriately considered the CLB of the plant, procedures 
were consistent with the CLB, and there were plant personnel knowledgeable with the 
CLB and implementation of the governing procedures, as applicable.  The inspectors 
also reviewed elements of programs and processes to determine if causes identified for 
the risk-significant performance issue affected the current viability of other programs and 
processes and if conditions identified in the RCE existed in other programs and 
processes.  The method of analysis included the use of elements from IP 71111.01, 
“Adverse Weather Protection,” for high winds and drought (i.e., low river level and high 
river temperature) conditions and IP 71111.06, “Flood Protection Measures,” for internal 
flooding protection. 

The inspectors independently assessed the validity of the licensee’s conclusions 
regarding the extent of condition and extent of cause for the risk-significant issue.  The 
objective of this requirement was to independently sample performance, as necessary, 
related to the yellow finding and to provide assurance the licensee’s assessments 
regarding the extent of condition and extent of cause were sufficiently comprehensive.  
The extent of condition review differs from the extent of cause review in that the extent of 
condition review focuses on the actual condition and its existence in other places.  The 
extent of cause review focuses more on the actual root cause of the condition and on the 
degree; the root cause has resulted in additional weaknesses.  The inspectors’ 
independent review identified no significant issues of concern. 

The inspectors independently reviewed program and processes the licensee had 
reviewed as part of its extent of condition and cause efforts and also reviewed several 
programs and processes the licensee did not identify as being reviewed in its RCE 
efforts.  Specifically, the inspectors reviewed the following programs and processes: 
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• Internal flooding protection; 
• High Energy Line Break (HELB) protection; 
• High wind protection; 
• Tornado protection; 
• Gas voiding of water-filled accident mitigation systems; 
• Low river water level; 
• High river water temperatures; 
• Upstream and downstream dam failures; 
• Operating experience; 
• Functionality and operability assessments; 
• Emergency Planning; 
• “Doc-only” modification process; 
• Corrective Action Program; 
• Safety Culture Decision Making attributes; 
• Operating Decision Making Instruments; and 
• Compensatory security measures for the design basis external flooding event. 

The inspectors interviewed licensee personnel, and reviewed program and process 
documentation, procedures, and corrective action documents during their independent 
assessment.  In addition, the inspectors conducted field walkdowns with MNGP 
personnel specific to internal flooding protection, HELB protection, high wind protection, 
tornado protection, and compensatory security measures.  The inspectors looked for 
plant conditions that may be challenged by design basis events.  Additionally, the 
inspectors assessed the knowledge of MNGP personnel on their programs. 

b. Assessment 

The inspectors concluded the licensee’s extent of condition and extent of cause 
evaluation appeared reasonable and no significant issues of concern were identified.  
The licensee had reviewed numerous programs and processes as part of its extent of 
condition and extent of cause evaluation.  That evaluation identified several concerns 
where there were questions on the adequacy of procedures, ability of other than the 
licensee’s subject matter expert to effectively use a program procedure, lack of overall 
plant knowledge on a program, and effectiveness of management oversight.  For the 
issues the licensee identified during its evaluation, CAPs were written with some of the 
actions not yet complete at the end of the inspection. 

The inspectors’ independent assessment identified several items not identified by the 
licensee and included some questions the inspectors concluded could have been better 
answered.  However, these items were not sufficient for the inspectors to question the 
overall adequacy of the licensee’s extent of condition and extent of cause evaluation. 

(1) Inadequate Screening for Flooding Modifications–Contributing Cause 1 

As discussed in Section 4OA4.02.02.b, the inspectors identified concerns with the 
development of the contributing cause associated with screening of the external flooding 
modifications, Contributing Cause 1.  The inspectors noted in the causal analysis, only 
Procedure FP–E–DOC–01, “Documentation-Only Process,” was determined to be 
deficient, as the causal analysis concluded this was the only procedure to screen the 
external flooding modification.  As a result, only correction of the FP–E–DOC–01 
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procedure was pursued.  However, the inspectors identified FP–E–MOD–02, “Fleet 
Modification Process,” the site’s general modification process, was also used to screen 
the modification and was similarly deficient.  The inspectors observed that because the 
causal analysis did not recognize FP–E–MOD–02 was used to incorrectly screen the 
modification, the RCE may not have fully reviewed and evaluated this procedure to 
determine the extent of its deficiencies.  The inspectors observed this lack of recognition 
of the broken barrier may have left the licensee vulnerable when it performed the extent 
of cause for Contributing Cause 1. 

(2) Self and Independent Assessment–Contributing Cause 2 

As discussed in Section 4OA4.02.02b, the inspectors concluded the licensee had not 
fully explored the causal implications of the NOS Department’s failure to identify the 
external flooding related issues.  This observation related to Contributing Cause 2, for 
self and independent assessment failures.  As a result, the inspectors concluded these 
NOS missed opportunities were not fully examined in the licensee’s extent of cause 
evaluation.  Specifically, the RCE failed to sufficiently evaluate whether changes were 
necessary for the NOS assessment process. 

The inspectors questioned whether the external flooding related assessment process did 
enough to drive NOS assessors to reference the USAR for design requirements.  The 
inspectors noted this and other concerns could have been extended to evaluate 
vulnerabilities in other aspects of the NOS assessment process for other samples the 
assessors are required to perform.  The inspectors also noted this evaluation should 
have been extended to determine whether scoping was correct for the NOS external 
flooding samples, and whether scoping issues exist in other NOS assessment areas.  
The inspectors observed that other portions of the extent of cause evaluation extended 
beyond flooding to examine similar vulnerabilities in other areas, including other Acts of 
Nature related programs and procedure guidance.  The inspectors noted this was not 
reviewed as part of the NOS related extent of cause evaluation.  The inspectors 
concluded the examination of NOS deficiencies was very narrow and should have been 
expanded to include these and other areas. 

(3) Low Threshold for CAP Generation–Contributing Cause 3 

The inspectors reviewed the extent of cause for Contributing Cause 3, which related to 
the licensee’s failure to fully utilize the CAP at a low threshold.  The inspectors identified 
this as a continued focus area for the licensee as a result of insights provided by the 
resident inspectors.  Specifically, the resident inspectors observed some recent 
examples where CAP generation was delayed or would not have occurred without NRC 
or senior MNGP management engagement and questioning.  Some examples included 
delayed CAP generation for not meeting an Infrequently Performed Test or Evolution 
standard for briefing expected bands and limits for monitored parameters during a plant 
power manipulation, delayed CAP generation for “sum of six indication” of potential fuel 
cladding leakage, and a trend of over 40 examples of untimely CAP initiation 
documented in CAP 01444328.  This was highlighted as a focus area during the NRC’s 
Problem Identification & Resolution Inspection (NRC Inspection Report 
05000263/2014007) for the MNGP in October 2014. 

During the IP 95002 inspection, the inspectors assessed CAP generation thresholds 
during licensee interactions with the inspection team and noted the licensee appeared to 



 

42 
 

have an appropriate willingness to write CAPs at a low threshold.  The inspectors also 
noted the licensee had appropriately identified when CAPs were necessary during the 
course of the inspection.  The inspectors identified one concern associated with the 
licensee’s low threshold for CAP initiation.  The inspectors reviewed the licensee’s AER 
performed by NOS to address missed opportunities to identify the yellow finding.  
Despite identifying missed opportunities that ultimately were determined to be causal to 
the yellow finding, no CAP was generated to document and address the NOS 
performance deficiencies.  As discussed in Section 4OA.02.02.b, there appeared to be a 
blind spot with the licensee’s evaluation of NOS performance and corrective actions.  
The inspectors questioned the licensee whether the NOS’s missed opportunities and 
failures to identify an issue of substantial safety significance met its threshold for 
generating a CAP.  In response to the inspectors’ questions, the licensee initiated 
CAP 01454523 to address the concern in its CAP. 

(4) Operating Experience–Contributing Cause 5 

The inspectors reviewed the licensee’s extent of cause evaluation for issues associated 
with operating experience usage that contributed to the cause of the finding, Contributing 
Cause 5.  The inspectors noted the RCE had actions to escalate oversight of operating 
experience related to yellow and red industry NRC inspection findings.  The causal 
evaluation stated the licensee’s operating experience evaluation of the Fort Calhoun 
yellow finding was wholly inadequate and concluded additional oversight of these types 
of evaluations was necessary.  The inspectors observed the licensee did not look more 
broadly and expand its evaluation to also include appropriate oversight of high 
significance traditional enforcement NRC citations, including Severity Level I and II 
Violations, which could have equally important lessons learned.  The inspectors also 
observed the licensee did not expand its evaluation to review oversight vulnerabilities  
for other safety significant findings, namely white inspection findings.  The inspectors 
noted this review could be valuable; especially considering most of the external  
flooding-related issues that had important learnings the licensee could have benefitted 
from came from white inspection findings at other licensees’ facilities. 

The inspectors sampled the licensee’s assessment of applicable white issues and 
identified a noteworthy observation associated with this review.  Specifically, the 
inspectors selected an example from another plant with similar technology, where the 
failure of a turbine speed indicator resulted in a white finding due to that licensee’s lack 
of recognition of potential impacts to the equipment.  The inspectors noted a similar 
equipment malfunction had occurred at the MNGP and questioned how the operating 
experience associated with the white finding had been evaluated.  The licensee provided 
documentation relating to the regulatory learnings from several cumulative events from 
that plant; however, no operating experience evaluation was performed for the 
equipment issue itself.  Given this issue was not evaluated (same equipment, similar 
issue), the inspectors observed the licensee could be missing important learnings from 
white findings at other licensees’ facilities.  On a positive note, the inspectors observed 
that although the licensee did not address the equipment issue in the operating 
experience evaluation, the evaluation was used to learn from the other licensee’s 
IP 95002 inspection results in order to improve MNGP’s own preparations for this 
inspection. 
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(5) High Wind Conditions 

The CLB of the plant is for the design of safety-related structures, systems, and 
components to withstand 100 miles-per-hour (mph) winds at an elevation 30 feet above 
ground level.  Licensee Procedure A.6, “Acts of Nature,” has a section entitled “High 
Wind Condition.”  That procedure section addresses how to monitor wind speed and 
what to do after a high wind event.  In the licensee’s RCE there were no items 
specifically identified for modification of the licensee’s response to high winds. 

In 2004, in response to NRC inspector concerns with cleanliness and housekeeping 
related to potential wind-generated debris in the MNGP switchyard and near the 
condensate storage tanks, (CAP 00727626), the licensee developed Procedure 1487, 
“Site Housekeeping Quarterly Inspection.”  During walkdowns of the site with MNGP 
personnel, the inspectors asked what the licensee would do for high winds that did not 
reach the threshold of 100 mph and how it was assured high winds less than 100 mph 
would not create missiles or flying debris that might cause equipment problems.  The 
licensee acknowledged a procedure was desirable for lesser high wind conditions and a 
procedure had been written, but the current draft was delayed for identifying and 
addressing all the potential procedure interfaces. 

The licensee also identified, in addition to the quarterly housekeeping inspections, plant 
operators on a daily basis walked down outside areas and documented in the Control 
Room logs completion of the walkdown with an entry stating no loose material was 
found.  In reviewing the operator’s logs, the inspectors did not find a specific entry for 
identifying loose material; but the logs had an entry to verify if unnecessary material was 
accumulating due to ongoing work.  The inspectors asked for any training or written 
direction or job briefings provided to the operators for looking for loose material outside 
of plant buildings.  None was identified, but a list of CAPs written by plant operators for 
the period of November 4, 2013 through September 17, 2014 was provided.  Of the 
approximate 650 CAPs listed, 10 were written for loose material found. 

The licensee also said Control Room operators monitored a weather radio and if high 
winds were expected, it would dispatch personnel to check for loose material using the 
quarterly housekeeping procedure, which contains examples of unacceptable and 
acceptable material in areas being inspected.  No specific written guidance was provided 
for this practice of sending personnel out with this procedure.  However, a walkdown of 
plant outside areas by the inspectors did not identify any loose material that might be of 
concern during a tornado or high winds event. 

(6) Low River Water Level/Flow 

In the RCE, the licensee identified its actions for low river water flow/level in Procedure 
A.6, “Acts of Nature,” had potential deficiencies in meeting the CLB.  There were no 
alarm points for river water temperature, conditions for stop log removal were not 
properly identified, and there was no operating limit for degraded river conditions.  CAPs 
were initiated for those issues. 

During review of Procedure A.6, the inspectors noted at a river flow of approximately 
240 cubic-feet-per-second (cfs), which corresponds to a river level of approximately 
902.4 feet above mean sea level, the licensee has a potential Emergency Plan entry for 
a Notice of Unusual Event declaration.  At a river level of 905.0 feet, the procedure 
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identifies a potential Emergency Plan entry for an Alert declaration.  A river flow is not 
identified in the procedure for any river levels less than 902.4 feet.  The procedure also 
has provisions for removing a stop log in the intake sill, which would allow river water to 
flow into the sill down to a river lever of about 898 feet. 

The licensee was not able during the course of the inspection to equate the 898 feet 
level to a river flow.  During review of the Atomic Energy Commission Safety Evaluation 
Report dated March 18, 1970, the inspectors noted the Safety Evaluation Report stated 
the plant can maintain adequate cooling with a river water flow of over 50 cfs.  The 
inspectors questioned the relevancy of the statement.  The inspectors and the licensee 
did not find any mention of that number in any current licensee documents including the 
USAR.  The inspectors questioned if the 50 cfs would result in river levels below the 
intake sill.  The inspectors noted licensee Procedure C.4–M, “Loss of Intake Structure,” 
provided guidance for a condition affecting the intake structure when water from the river 
could not be used in plant cooling.  In response to the inspectors’ questions, the licensee 
initiated CAP 01454793 to review the basis for 50 cfs and 898 feet. 

(7) Operability Evaluations 

The inspectors reviewed the licensee’s Operability/Functionality Determination process 
and Operational Decision Making process.  The inspectors did not identify any issues 
that would invalidate the adequacy of the licensee’s extent of condition and extent of 
cause evaluation. 

The inspectors questioned Operability Recommendation 1443664–01, “Control Room 
Pressurization,” and the licensee’s rationale for justifying the acceptability of a Control 
Room pressurization test conducted in 2014.  During the test, anomalous results were 
obtained and with plausible reasons for the anomalous readings, a lengthy justification 
was developed instead of just rerunning the test.  In this particular case, the test 
performance resulted in a negative pressure in the Control Room; whereas a positive 
result was expected.  The licensee concluded an improper ventilation lineup caused the 
negative readings but it did not invalidate the test since the test acceptance criteria was 
pressurization flow rates developed by the fans in the system.  The licensee used the 
results from a 2011 Control Room smoke test and a visual examination of the Control 
Room boundary after the 2014 test to conclude there were no issues with the Control 
Room boundary (i.e., actual leakage of the boundary was within the licensee’s design 
requirements.)  While not questioning the operability of the Control Room boundary, the 
inspectors believed a pressurization retest would have been a more conservative 
approach and would have verified the ventilation lineup was the cause of the observed 
anomalous Control Room pressure. 

(8) Emergency Preparedness 

During a review of the extent of condition of the problem, the inspectors observed the 
licensee may not have fully recognized all emergency preparedness (EP) impacts as a 
result of changes to its external flooding mitigation plan.  Specifically, following corrective 
actions for the yellow finding, the emergency action level instrumentation being relied 
upon for emergency classification purposes during an external flooding event changed 
from a Control Room accessible instrument to markings on MNGP buildings external  
to the Control Room.  Ultimately, the inspectors determined the change to the 
instrumentation was acceptable, given the evaluations performed by the licensee. 
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However, the inspectors identified the licensee did not fully recognize necessary 
changes to the Equipment Important to Emergency Response (EITER) procedure, which 
designated and controlled primary and backup EP equipment.  In this case, the primary 
emergency preparedness equipment for declaring an external flooding related Alert was 
still designated as the Control Room indication even though the instrument range did not 
reach the Alert threshold, and the backup method was listed as a manual method.  As a 
result, it appeared that in every case the primary EP instrument would be unavailable  
to declare an external flooding based Alert.  The inspectors also noted failing to 
procedurally recognize that building markings served as the primary means to declare 
an Alert could leave the licensee vulnerable to not appropriately maintaining and 
managing availability of the subject markings. 

(9) Security Compensatory Measures 

The licensee’s mitigation plan for responding to the design basis external flooding event 
will require modifications to the site’s physical security equipment, systems, and 
protective measures to ensure the licensee maintains the ability to protect against acts 
of radiological sabotage and to prevent the theft or diversion of special nuclear materials. 

While conducting an independent review of the security measures associated with the 
licensee’s external flooding mitigation plan, it was evident security was incorporated in 
the licensee’s review and development of actions needed to be completed to effectively 
implement the mitigation plan.  However, the inspectors identified weaknesses in the 
licensee’s assessment of the potential adverse impacts these actions may have on the 
ability to implement the site’s defensive plan.  Presently, the licensee was using what 
security management termed an “ad hoc” approach by relying on the implementation of 
security compensatory measures to support the existing external flooding mitigation 
plan.  As a result, the planned MNGP security measures lacked detailed assessments 
and documentation to verify and validate the alternate security systems and measures 
provided a high assurance the planned protective plan changes would provide an 
equivalent level of protection as required by the Physical Security Plan and security 
implementing procedures.  In reviewing the licensee’s external assessments performed 
in preparation for the IP 95002 inspection, the inspectors noted the Mock 2 assessment 
recommended the licensee complete a more comprehensive review of security planning 
for a design basis external flooding event.  In response to inquiries by the inspectors as 
to whether this review was subsequently performed, they were informed such a review 
was not conducted. 

The licensee entered the security related issues identified by the inspectors into its CAP 
and expressed its intent to conduct assessments and reviews of the security measures 
associated with the external flooding mitigation plan to verify and validate the planned 
alternate security measures provide a high assurance it can protect against potential 
acts of radiological sabotage and prevent the potential theft or diversion of special 
nuclear materials during an external flooding event.  As discussed below in Section 
4OA4.02.04.c.1, the inspectors identified a finding of very low security significance 
(green) associated with the licensee’s failure to adequately assess and manage the 
potential for adverse effects on safety and security associated with the development and 
planned implementation of its external flooding mitigation plan. 
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(10) Safety Culture Aspects:  Decision Making Review 

The inspectors reviewed and assessed several Safety Culture decision making 
attributes, most notably those involving conservative biases in decision making, 
associated with issues that had occurred at the MNGP over the course of the past year.  
This review included examples that rose to the level of findings and violations that were 
documented in previous NRC Inspection Reports.  This review also included resident 
inspector observations and current performance issues from the fourth quarter of 2014 
and observations and performance issues related to the IP 95002 inspection activities. 

The inspectors performed this review as part of the independent extent of cause 
evaluation because the root cause for the yellow finding was linked directly to  
non-conservative assumptions in decision making.  The resident inspectors have 
continued to highlight this area to the licensee as an important Safety Culture focus 
area.  The inspectors utilized the data points to determine whether corrective actions to 
fix the root cause of the risk-significant performance issue had been successful in 
mitigating the trend of human performance issues associated with non-conservative 
decision making more broadly. 

The inspectors referred to the following examples as part of this assessment: 

3rd Quarter 2013 

• Temporary level instrumentation inappropriately relied on during reactor pressure 
vessel drain down resulted in a lack of accurate vessel level instrumentation.  
(NCV 05000263/2013004–03, Loss of Accurate Level Indication During Partial 
Reactor Coolant System Drain Down) 

1st Quarter 2014 

• Inadequate operability evaluation for Reactor Building closed cooling water leak 
resulted in failure to recognize reactor coolant pressure boundary leakage.  
(NCV 05000263/2014002–02, Failure to Follow Procedure for Reactor Coolant 
System Operability Determination) 

• Inadequate operability evaluation for eight Drywell-to-Torus vacuum breakers 
resulted in several revisions and only the final revision successfully justified 
operability.  (NCV 05000263/2014002–04, Failure to Follow Procedure for 
Drywell-Torus Vacuum Breaker Operability Determination) 

• Incorporation of preconditioning activities into the Drywell-to-Torus vacuum breaker 
surveillance procedure despite significant site and external challenges.  
(NCV 05000263/2014002–05, Inadequate Drywell-Torus Monthly Vacuum 
Breaker Test Procedure Due to Proceduralized Unacceptable Preconditioning) 

2nd Quarter 2014 

• Site decision making resulted in preconditioning for standby liquid control 
surveillance testing in response to testing inconsistencies.  
(NCV 05000263/2014003–01, Inadequate Standby Liquid Control Quarterly 
Pump and Valve Test Due to Proceduralized Unacceptable Preconditioning) 
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3rd Quarter 2014 

• Initially rushed decision making for increasing power following violation of the 
Minimum Critical Power Ratio operational limit; subsequently the appropriate 
decision making occurred to prompt gathering more information before proceeding 
forward.  (NCV 05000263/2014004–01, Failure to Follow Reactivity Management 
Procedure) 

• Condenser vacuum related decision making was non-conservative, which was  
self-revealed through vacuum transients and self-identified by the licensee.  
(NRC Inspection Report 05000263/2014004 observation) 

4th Quarter 2014 

• Operations and Engineering Department interface regarding reactivity control during 
Xenon transients lacked formality and relied on informal and imprecise controls. 

• Engineering Department document reviewed by the Plant Operations Review 
Committee was used to inappropriately screen (10 CFR 50.59 screening) out of 
specific Inservice Testing Relief Request conditions for containment isolation valve 
testing. 

IP 95002 Observations 

• Security preparedness for external flooding event relies on non-conservative 
assumptions.  (Section 4OA4.02.04.c.1) 

• The RCE failed to adequately assess the full scale of noncompliance for the external 
flooding issue, subsequent evaluations of the impact of deficiencies on the external 
flooding mitigation plan failed to look at the big picture and assess issues in 
aggregate.  (Sections 4OA4.02.01.c and 4OA4.02.01.d.1) 

• Operability recommendation for Control Room Emergency Filtration Train operability 
assessment did not prompt rerunning of the surveillance test as an input to the 
reasonable assurance of operability.  (Section 4OA4.02.04.b.7) 

The inspectors concluded conservative bias in decision making should remain a focus 
area for the licensee as it moves forward with its corrective actions.  The inspectors 
noted in the second quarter of 2014, a RCE was performed for the licensee’s 
conservative bias issues and the licensee was also assigned a substantive cross-cutting 
issue in this area.  Since then, the resident inspectors have noted that non-conservative 
decision making examples have decreased.  However, the inspectors concluded there 
continued to be notable examples and continued licensee attention is warranted to focus 
on improvement and sustainability in this area. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 
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c. Findings 

(1) Safety/Security Interface Assessment Failure 

Introduction 

The inspectors identified a finding of very low security significance (green) for the 
licensee’s failure to adequately assess and manage the potential for adverse effects on 
safety and security associated with the development and planned implementation of its 
external flooding mitigation plan.  This finding is not a violation of the regulatory 
requirements since the licensee has not actually implemented the changes that could 
have adversely impacted the site’s security equipment, systems, and protective 
measures. 

Description 

During review of the licensee’s external flooding mitigation plan, the inspectors noted the 
Security Department was incorporated in the licensee’s review and development of the 
actions needed to effectively implement its plan.  However, the inspectors identified 
weaknesses in the Security Department’s assessment of the potential adverse impacts 
these actions may have on the ability to implement the MNGP’s defensive plan during 
the design basis external flooding event.  Specifically, the assessments performed 
lacked a systematic process and review that would provide a high assurance the 
planned protective plan changes would provide an equivalent level of protection as 
required by the Physical Security Plan and security implementing procedures. 

Through an independent review of the licensee’s assessment process and interviews of 
the licensee’s staff, the inspectors identified issues associated with the effectiveness of 
the licensee’s assessments in identifying potential weaknesses in the security 
compensatory measures that could result in degradation in the licensee’s ability to 
implement the site’s protective plan. 

In discussions with the licensee’s security staff the term “ad hoc” was used in reference 
to the actions that would be taken in the application of protective measures 
(compensatory measures).  The inspectors found the security assessments lacked the 
verification and validation necessary to ensure the measures implemented would 
provide high assurance the licensee can effectively implement the protective plan and 
the conclusions reflected non-conservative decision-making. 

In response to the inspectors’ identification of this issue, the licensee entered the issue 
into its CAP to perform and document the assessments required to manage the planned 
changes and to evaluate and develop potential corrective actions. 

Analysis 

The inspectors determined the licensee’s failure to adequately assess and manage the 
potential for adverse effects on safety and security associated with the development and 
planned implementation of the external flooding mitigation plan was a performance 
deficiency warranting a significance evaluation.  Specifically, 10 CFR 73.58(b)(3)(i) 
requires the licensee to have the capabilities to detect, assess, interdict and neutralize 
threats up to and including the design basis threat of radiological sabotage at all times.  
The failure to adequately review and evaluate the security measures and changes that 
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would be implemented in response to a flooding event would have resulted in the 
requirements of 10 CFR 73.58(b)(3)(i) not being adequately maintained.  The inspectors 
reviewed the examples of minor issues in IMC 0612, “Power Reactor Inspection 
Reports,” Appendix E, “Examples of Minor Issues,” dated August 11, 2009, and found no 
examples related to this issue.  Consistent with the guidance in IMC 0612, Appendix B, 
“Issue Screening,” dated September 7, 2012, the inspectors determined the 
performance deficiency was a finding of more than minor significance because it 
adversely affected the Security Cornerstone objective to provide high assurance the 
licensee's security system uses a defense-in-depth approach and can protect against 
the design basis threat of radiological sabotage from external and internal threats.  
Specifically, the licensee failed to assess and manage changes to security equipment, 
systems, and protective measures that would be required in the event of the 
implementation of the external flooding mitigation plan to determine whether these 
changes could adversely impact its ability to implement the site’s protective plan, which 
could potentially lead to a loss of defense-in-depth. 

In accordance with IMC 0609, “Significance Determination Process,” Attachment 
0609.04, “Initial Characterization of Findings,” Table 3, “SDP Appendix Router,” the 
inspectors determined this finding would require review using IMC 0609, Appendix E, 
“Physical Protection Significance Determination Process for Power Reactors,” 
November 30, 2012, because the issue relates to site physical protection.  The 
inspectors performed a significance screening of this finding using the guidance 
provided in IMC 0609, Appendix E, Part 1, “Baseline Security Significance Determination 
Process for Power Reactors,” dated January 15, 2014.  The inspectors determined the 
finding was of very low security significance (green) because the total point value of this 
issue was determined to be one (1). 

The inspectors determined this finding affected the cross-cutting area of human 
performance with a cross-cutting aspect of change management due to the licensee’s 
failure to use a systematic process for evaluating and implementing change so that 
nuclear safety remains the overriding priority.  Specifically, the licensee did not provide 
validation of the security plan by conducting integrated tabletops and reviews and 
perform additional assessment based on feedback from its external reviewers to 
determine whether these changes could adversely impact its ability to implement the 
site’s protective plan.  (IMC 0310, H.3) 

Enforcement 

No violation of regulatory requirements was identified.  This issue is considered to be a 
finding (FIN 05000263/2014009–04, Safety/Security Interface Assessment Failure). 

This finding is very similar to the requirements in 10 CFR 73.58, “Safety/security 
interface requirements for nuclear power reactors;” however, the inspectors concluded it 
was not a violation of the regulatory requirements since the licensee has not actually 
implemented the changes that could have adversely impacted the site’s security 
equipment, systems, and protective measures.  The licensee entered this finding into its 
corrective action program as CAP 01454721. 
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02.05 Safety Culture Consideration 

a. Inspection Scope 

As part of the IP 95002 inspection, the inspectors independently confirmed the safety 
culture components, which contributed to the risk-significant performance issue that was 
the subject of this inspection, were identified in the licensee’s RCE.  The RCE included a 
discussion of the applicable safety culture components described in Regulatory Issue 
Summary 2006–013, “Information on the Changes Made to the Reactor Oversight 
Process to More Fully Address Safety Culture,” (ADAMS Accession No. ML061880341) 
as they applied to the yellow finding.  The licensee determined weaknesses in 
management decision making, resources, self and independent assessments, CAP, 
environment for raising concerns, and use of operating experience were the most 
prevalent safety culture attributes.  For each of the identified prevalent and contributing 
safety culture components, the inspectors confirmed the licensee established 
appropriate corrective actions to address them. 

As directed by IP 95002, the inspectors performed a focused inspection to independently 
determine if the licensee’s RCE appropriately considered whether any safety culture 
component caused or significantly contributed to the risk-significant performance issue.  
The inspectors reviewed procedures, CAPs, corrective actions, site safety culture 
assessments and surveys, and independent safety culture assessments and surveys.  
The inspectors conducted interviews with MNGP staff to independently evaluate the 
site’s safety culture.  A random sample of 14 non-supervisory and supervisory personnel 
from the Engineering and Operations Departments were assembled in two focus groups 
and were interviewed by the inspectors.  In addition, during the course of conducting 
interviews associated with inspection activities, the inspectors asked interviewees a 
series of questions related to Safety Conscious Work Environment (SCWE) that were 
used in assessing the site’s SCWE and the willingness of MNGP personnel to raise 
issues or concerns without fear of retaliation.  The inspectors did not identify concerns 
related to SCWE during the course of these interviews.  Additionally, 12 individual 
interviews were conducted with MNGP managers 

b. Assessment 

As part of the RCE, the licensee evaluated the identified root and contributing causes 
against the safety culture components that could have contributed to the risk-significant 
performance issue.  The licensee determined that weaknesses in the areas of decision 
making, use of the CAP, conduct and analysis of self and independent assessments, 
use of operating experience, and SCWE issues were the most prevalent safety culture 
attributes. 

The inspectors independently confirmed a number of the safety culture components that 
contributed to the risk-significant performance issue were identified in the RCE.  For 
each of the identified prevalent and contributing safety culture components, the 
inspectors confirmed the licensee established corrective actions to address them. 

In the RCE, the licensee identified the safety culture aspect of decision making, 
specifically the use of non-conservative decision making as a contributing cause of the 
yellow finding.  During the course of the IP 95002 extent of cause inspection activities, 
the inspectors noted a number of issues that potentially had contributing cause attributes 
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related to non-conservative decision making and provided these examples to the 
licensee.  These examples and the inspectors’ assessment are more thoroughly 
discussed in Section 4OA4.02.04.b.10. 

During the conduct of the focus groups, participants expressed a common theme that 
they were satisfied with the MNGP management’s current focus on safety.  Participants 
stated personnel changes in senior management positions and the licensee’s 
implementation of changes in programs and processes demonstrate management’s 
commitment to safety and focus on promoting a positive safety culture within the 
organization. 

Focus group participants provided the following examples of management practices that 
reflect the licensee’s current safety focus: 

(1) Corrective Action Program  

Participants across all departments stated they were comfortable raising concerns 
through the use of the CAP, they were encouraged to submit CAPs, and they were 
familiar with the process for submitting CAPs.  Individuals stated management promotes 
a low threshold for implementing CAPs, and the CAP enables individuals to verify the 
resolution of issues or concerns that are raised. 

(2) Environment for Raising Concerns 

Employee Concerns Program 

• All the focus group participants were aware of the purpose of the Employee 
Concerns Program (ECP) and could identify the ECP Manager.  Participants 
recognized the ECP Manager for being visible and available out in the plant. 

• Focus group participants stated they would be comfortable raising concerns by  
using the ECP and believed their anonymity would be maintained. 

Raising Concerns through Management 

• Participants conveyed a general theme that they would be comfortable raising 
concerns through the management chain without fear of retaliation.  This theme was 
commonly expressed during all of the interviews and focus groups. 

Communication 

• Participants in the focus groups and the interviews highlighted the fact that 
management effectively communicates plant issues through the use of various tools 
such as videos, weekly newsletters, planning meetings, all hands meetings, etc. 

• Participants stated site management promotes supervisory and management staff 
presence in the field and is responsive to receiving feedback from staff personnel. 

(3) Resources 

Department Staffing 

• All departments identified the need to increase staffing levels in the Maintenance and 
Radiation Protection Departments to meet site production demands.  Individuals 
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demonstrated a “pride in ownership” for the plant and a desire to improve the plant’s 
operational performance and physical condition.  However, all department focus 
group participants identified the need to increase staffing levels in the Maintenance 
(specifically Mechanical Maintenance and Maintenance Services) and Radiation 
Protection Departments to enable the site to sustain the focus on and completion of 
improvements similar to those that were achieved during the recent outage.  
Participants stated the site’s ability to make these improvements were the direct 
result of the increase in staffing levels during the outage due to the hiring of 
temporary workers in both Maintenance and Radiation Protection. 

• Individuals expressed a desire to become a “high performing” plant but believed that, 
with the current staffing levels, they could not achieve that goal.  Their general 
perception was there needs to be an increase in temporary staffing levels to facilitate 
this performance improvement, and that once the site achieves the higher 
performance through physical and operational improvements, the present approved 
staffing levels would be adequate to sustain the higher performance standards. 

• The site’s Nuclear Safety Culture Monitoring Review Board identified staffing 
concerns during the Third Quarter 2102 Nuclear Safety Culture Monitoring Review 
Board meeting that evaluated the results of the Site-Wide SCWE Survey completed 
in August of 2013.  However, the present authorized site staffing levels of the 
Maintenance and Radiation Protection Departments were still perceived by all 
department focus group participants as inadequate to meet existing production 
demands and improve the performance and physical condition of the plant. 

Training 

• Participants recognized the fact that site management has provided extensive 
training and communication on safety culture and the yellow finding associated with 
this inspection.  Individuals acknowledged licensee management’s emphasis on 
promoting a positive safety culture. 

• Licensee management recognized the need for recurring training to reinforce the 
behaviors required to sustain a positive safety culture and acknowledged the fact 
that an organization’s safety culture is not changed overnight.  Additionally, 
management understood the need to focus on implementing processes and 
promoting changes in habits and behaviors that will ensure the sustainability of a 
positive safety culture. 

Work Practices 

• Licensee management promoted supervisory and management staff presence in the 
field, conducting site walkdowns to identify risks, and conducting field observations of 
work performance. 

• Licensee management incorporated operating experience in work planning and daily 
department briefs.  Focus group participants and individuals that were interviewed 
identified the licensee’s increased focus on the use of operating experience; both site 
specific and industry samples, as a positive element of the site’s continuous learning 
environment. 

• Participants emphasized the organization’s focus is on safety over production and all 
individuals stated they would stop work to resolve any safety issues or concerns they 
may potentially identify.  Additionally, they would not proceed or restart their work 
activity until the issue or concern was properly resolved.  If necessary, they would 
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raise the concern up the management chain prior to proceeding with any work or 
condition that they felt was unsafe. 

The inspectors concluded the licensee met this aspect of the IP 95002 objectives and 
this item is closed. 

c. Findings 

No findings were identified 

02.06 Evaluation of IMC 0305 Criteria for Treatment of Old Design Issues 

The licensee did not request credit for self-identification of an old design issue.  
Consequently, the subject risk-significant finding was not evaluated against the 
IMC 0305 criteria for treatment of an old design issue. 

4OA5 Other 

(1) (Closed) Violation 05000263/2013008–001, Failure to Maintain an Adequate Flood Plan 
Consistent with Design Requirements 

The inspectors determined the licensee’s RCE was conducted to a level of detail 
commensurate with the significance of the problem and reached reasonable conclusions 
as to the root and contributing causes of the event.  The inspectors also concluded the 
licensee identified reasonable/appropriate corrective actions for each root and 
contributing cause and the corrective actions appeared to be prioritized commensurate 
with the safety significance of the issues.  Although the inspectors determined the period 
of noncompliance was actually longer than originally considered, it resulted in no 
additional safety consequence and the licensee appropriately addressed the issues 
identified during the additional time.  No other instances of the violation were identified.  
This violation is closed. 

4OA6 Management Meeting 

Exit Meeting Summary 

On December 2, 2014, the inspectors presented the inspection results to Ms. Fili and 
other members of the licensee’s staff.  The licensee acknowledged the issues 
presented.  The inspectors confirmed that none of the potential report input discussed 
was considered proprietary. 

ATTACHMENT:  SUPPLEMENTAL INFORMATION
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M. Lingenfelter, Engineering Director 
K. Markling, Response Team 
E. Newberg, Response Team 
J. Ohotto, 95002 Inspection Manager 
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K. Riemer, Chief, Reactor Projects Branch 2 
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LIST OF ITEMS OPENED, CLOSED AND DISCUSSED 

Opened 
 
05000263/2014009–01 
 

NCV Failure to Satisfy 10 CFR 50.73 Reporting Requirements for 
an Unanalyzed Condition (Section 4OA4.02.01.d.1) 

05000263/2014009–02 
 

NCV Failure to Satisfy 10 CFR 50.72 and 10 CFR 50.73 
Reporting Requirements for an Unanalyzed Condition 
(Section 4OA4.02.01.d.2) 

05000263/2014009–03 
 

NCV Failure to Maintain Procedures to Ensure Design 
Requirements Would Be Met During Construction of the 
External Flooding Protection Levee 
(Section 4OA4.02.03.f.1) 

05000263/2014009–04 
 

FIN Safety/Security Interface Assessment Failure 
(Section 4OA4.02.04.c.1) 

 
Closed 
 
05000263/2013–003–00 
 

LER Inadequate External Flooding Procedure (Section 4OA3.1) 

05000263/2013–003–01 
 

LER Inadequate External Flooding Procedure (Section 4OA3.1) 

05000263/2013–003–02 
 

LER Inadequate External Flooding Procedure (Section 4OA3.1) 

05000263/2013–007–00 
 

LER Unanalyzed Condition Due to Inadequate Flooding 
Procedures (Section 4OA3.2) 

05000263/2013–007–01 
 

LER Unanalyzed Condition Due to Inadequate Flooding 
Procedures (Section 4OA3.2) 

05000263/2014009–01 
 

NCV Failure to Satisfy 10 CFR 50.73 Reporting Requirements 
for an Unanalyzed Condition (Section 4OA4.02.01.d.1) 

05000263/2014009–02 
 

NCV Failure to Satisfy 10 CFR 50.72 and 10 CFR 50.73 
Reporting Requirements for an Unanalyzed Condition 
(Section 4OA4.02.01.d.2) 

05000263/2014009–03 
 

NCV Failure to Maintain Procedures to Ensure Design 
Requirements Would Be Met During Construction of the 
External Flooding Protection Levee 
(Section 4OA4.02.03.f.1) 

05000263/2014009–04 
 

FIN Safety/Security Interface Assessment Failure 
(Section 4OA4.02.04.c.1) 

05000263/2013008–01 
 

VIO Failure to Maintain an Adequate Flood Plan Consistent 
with Design Requirements (Section 4OA5.1) 
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LIST OF DOCUMENTS REVIEWED 
 

The following is a partial list of documents reviewed during the inspection.  Inclusion on this list 
does not imply that the NRC inspectors 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. 
 
Condition Reports 

- CAP 00694002; Document the Focused Self-Assessment of Internal Flooding  
- CAP 00727625; Further Review of NRC Questions Concerning Wind Generated Missiles  

Is Needed 
- CAP 01131913; HELB Program Documentation Deficiencies 
- CAP 01266454; HELB Program Improvement Is Off Track 
- CAP 01274256; OE [Operating Experience]: Fort Calhoun Unit 1 Inadequate Procedures to 

Protect Against Flooding 
- CAP 01283470; Management Safety Review Committee - Station Response for Berm 

Construction (IER-L1 11-1) 
- CAP 01318905; Revise A.6 ‘Acts of Nature’ Procedure per Study Recommendations 
- CAP 01324458; 50.59 Applicability Screening Used Vice 50.59 Screening 
- CAP 01325041; Revision to Screening SCR-12-0029 Required 
- CAP 01336904; EP [Emergency Preparedness]: Procedures A2-410 and A2-702 Have 

Conflicting Guidance 
- CAP 01343534; OE: Point Beach 2012009-01 White Finding 
- CAP 01346569; Perform Periodic Assessment of Age Management 
- CAP 01350809; EP: EAL Changed Without Prior Approval 
- CAP 01351607; EPU [Extended Power Uprate] MOD SA - Deficiencies Identified in 50.59 

Evaluations/Screenings 
- CAP 01352261; Shortfalls with Effectiveness Criteria for INPO [Institute of Nuclear Power 

Operations] AFI [Area for Improvement] OR.1-1 
- CAP 01352386; EP: B.08.07-05 and QF-0740 Contradict 
- CAP 01354211; Clarification on Flooding Protection in USAR 12.2.1.7.1 
- CAP 01355582; Shortfalls with Response to INPO AFI OR.1-1 
- CAP 01355853; Update USAR for External Flooding Description Discrepancy 
- CAP 01357155; INPO AFI OR.1-1 Corrective Actions Not Timely 
- CAP 01357887; Shortfall in Corrective Action Resolution: INPO AFI OR.1-1 
- CAP 01358879; A.6 Procedure Incorrectly Characterizes Construction Period 
- CAP 01360368; OE: Flood Barrier Seals Could Not Be Verified Installed 
- CAP 01368220; EP: Procedure Clarification Required Specific to A.6 
- CAP 01371669; Safety Culture Concern Brought up at 2-Cs Meeting 
- CAP 01373496; Part of EC 18341 Scope of Work Not Covered by 50.59 Screening 
- CAP 01378051; Temporary Instruction 2515-187, Inadequate Flooding Walkdowns 
- CAP 01378062; NRC Identified Potential Finding and Apparent Violation of TS 5.4.1.a 
- CAP 01378062; Root Cause Evaluation for Flooding Yellow Finding; Revision 1 
- CAP 01378062-22; Corporate Challenge Board - Review P.2 Vulnerability 
- CAP 01378062-25; 95002 Action - Perform Independent Subject Matter Expert Review  

of Designs 
- CAP 01378062-26; Develop 2014 Focused Self-Assessment/Bench Marking Schedule 
- CAP 01378062-27; Create a Program to Manage Monticello External Flood Mitigation 
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- CAP 01378062-28; Review Roles and Responsibilities Within FP-E-MOD-02, FP-E-MOD-04, 
and FP-E-MOD-09 With Individuals Qualified to Perform Design Changes 

- CAP 01378062-29; Communicate impacts of Decisions 
- CAP 01378062-30; Revise FP-E-DOC-01 Document - Only Engineering Change 
- CAP 01378062-31; Revise FP-G-DOC-04 Procedure Processing 
- CAP 01378062-32; Revise Procedure A.6, Section 5.0 to 8000 Series Procedure 
- CAP 01378062-33/34/35/36; Revise FP-PA-SA-02 Focused Self-Assessment and Formal 

Benchmarking Scheduling 
- CAP 01378062-37; NOS to Establish Requirement to Perform Regular Meetings With NRC 
- CAP 01378062-38; NOS to Institutionalize Use of Certrec Report 
- CAP 01378062-40; Revise External Flood Surveillance 1478 
- CAP 01378062-41; Revise Procedure A.6; Section 4.0; Tornado 
- CAP 01378062-41; Revise Section of Procedure A.6; Section 4.0; Tornados 
- CAP 01378062-42/43/44/47/49/50/53; Revise Procedure A.6; Sections 6.0 through 12 
- CAP 01378062-42; Revise Section of Procedure A.6; Section 6.0; High River  

Water Temperature 
- CAP 01378062-43; Revise Section of Procedure A.6; Section 7.0; Low River Water Flow/Level 
- CAP 01378062-44; Revise Section of Procedure A.6; Section 8.0; High Wind Condition 
- CAP 01378062-45; Perform a Review of the Design of Ext Flooding Protection 
- CAP 01378062-46; Engineering Walkdown of Plant Pathways that Circumvent Design 
- CAP 01378062-47; Revise Section of Procedure A.6; Section 9.0; Heavy Snowfall 
- CAP 01378062-48; Review Procedure (Summer Checklist) 1150 to Validate Adequacy and 

Improve Quality 
- CAP 01378062-49; Revise Section of Procedure A.6; Section 10.0; High Ambient Outside  

Air Temperature  
- CAP 01378062-50; Revise Section of Procedure A.6; Section 11.0; Lightning 
- CAP 01378062-52; Conduct D-15 Meetings 
- CAP 01378062-53; Revise Section of Procedure A.6; Section 12.0; Earthquake 
- CAP 01378062-55; Revise Engineering Program CD 5.26 
- CAP 01378062-56; Revise FP-PA-OE-01 Operating Experience Program 
- CAP 01378062-58; Validate PMF Level of 939.2 Feet Mean Sea Level in Plant  

Design Documents 
- CAP 01378062-59; Develop a Procedure to Control Logistics and Staging of  

Temporary Materials 
- CAP 01378062-62; Emergency Preparedness to Prepare Personnel Responsible for  

Flood Mitigation 
- CAP 01378062-64; Present Case Study on Validation 
- CAP 01378062-65; Revise Supervisor Leadership Development Program 
- CAP 01378062-66; Revise Fleet Procedure FP-STND-NSC-01 Nuclear Safety Culture 

Monitoring Process 
- CAP 01378062-67; Develop IPAD Plan on INPO 10-005 
- CAP 01378062-68; Create Safety Culture Observer Observation Tool 
- CAP 01378062-69; Conduct Station All Hands Meeting 
- CAP 01378062-72; Clarify Design Bases for PMF 
- CAP 01378062-81; Conduct Safety Culture Vendor Training 
- CAP 01378062-87; Update the Veit Technical Plan 
- CAP 01378062-91; Update Training Materials for Flooding Response 
- CAP 01378062-93; Provide Flooding Overview Training 
- CAP 01378062-94; Conduct Flooding Tabletop for Operations 
- CAP 01378062-95; Conduct Tabletop for Flooding Response 
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- CAP 01378062-96; Revise FL-GAT-TPD to Provide SC Training 
- CAP 01378062-97; Conduct SC Training 
- CAP 01378062-98-01; Develop CAP List for Collective Review of A.6 
- CAP 01378062-98-02; Review CAs for Unidentified Pathways 
- CAP 01378062-98-03; Implement Training for Individuals on External Flooding 
- CAP 01378062-98-04; Revise 1478 for Required Equipment/Material 
- CAP 01378062-98-05; Revise Schedule With Pre-planned WOs 
- CAP 01378062-98-06; Revise FP-OP-PRC-01 to Add 8300-02 
- CAP 01378062-98-07; Conduct A.6, Section 4.0 Tabletop 
- CAP 01378062-98-18; Review Engineering Roles and Responsibilities 
- CAP 01378062-98-19; Review INPO 10-005 Principle 3/4 
- CAP 01378062-98-20; Develop Tool to Measure INPO 10-005 Technical Conscience 
- CAP 01378062-98-21; Perform Technical Observations 
- CAP 01378062-98-22; Establish Guideline for 50.59 Screening Team 
- CAP 01378062-98-23; Review Engineering DRUM Data 
- CAP 01378062-98-24; Add RCE Into 10CFR50.59 Training Material 
- CAP 01378062-98-26; Revise FP-PA-OE-01 to Include Guidance for Conducting Review 
- CAP 01378062-98-28; Perform Snapshot Assessment on Significant Regulatory Events 
- CAP 01378062-98-29; Review Engineering Products Performed by Individual Contributors 
- CAP 01378062-98-30; Determine if Scope of Extent of Condition Should be Expanded 
- CAP 01378062-98-31; Conduct an Informal Benchmark on Self-Assessment Scope 
- CAP 01378241; OE: Reactor Shutdown Due to Increased Unidentified Leakage 
- CAP 01382426; Post 50.59 Review Changes Made to Annunciator Response Procedures 

Invalidates Screening 
- CAP 01383411; 2014 NRC Fire Protection Triennial 
- CAP 01385430; 10CFR50.72 Report: Unanalyzed Condition-Flooding Mitigation 
- CAP 01387853; Procedure Revised for EPU Issued Without Approved 50.59 Screening 
- CAP 01388760; NOS AAF: MNGP Leadership Nuclear Safety Concerns 
- CAP 01388760; NOS AAF: MNGP Leadership Nuclear Safety Culture Concerns 
- CAP 01388760-13; Prepare and Present a Case Study 
- CAP 01388760-14; Conduct Training on Regulatory Sensitivity and Safety Culture 
- CAP 01388760-15; Revise FP-PA-HU-03, Human Performance Observation Program 
- CAP 01388760-16; Communicate Expectations 
- CAP 01388760-17; Revise Senior Leadership Development Program Training Program 
- CAP 01388760-17; Revise Senior Leadership Development Program Training Program 
- CAP 01388760-18; Communicate Roles and Responsibilities 
- CAP 01388760-19; Revise FP-R-LIC-13 
- CAP 01388760-20; Revise FP-STND-NSC-01, Nuclear Safety Culture Monitoring Process 
- CAP 01388760-20; Revise FP-STND-NSC-01, Nuclear Safety Monitoring Process 
- CAP 01388760-21; NOS Manager to Make a Presentation to Line Managers to Explain the 

Roles and Responsibilities of NOS at Monticello 
- CAP 01388760-21; NOS Manager to Make a Presentation to the Line Managers to Explain the 

Roles and Responsibilities of NOS at Monticello 
- CAP 01388760-22; Revise Supervisor Leadership Development Program, Job Familiarization 

Guide FL-LDP-PH1-020G, Quality Assurance and Quality Control 
- CAP 01388760-22; Revise Supervisor Leadership Development Program, Job Familiarization 

Guide FL-LDP-PH1-020G, Quality Assurance and Quality Control 
- CAP 01390430; EP: Monticello Gap to Revised Fleet EITER Procedure 
- CAP 01391493; Changes to USAR 12.2 Regarding Flood Mitigation Strategy 
- CAP 01394192; OE: NRC Green NCV for Maintenance of Relays 
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- CAP 01395575; MNGP Missed Required 10CFR 50.72 Report 
- CAP 01397036; NRC Questioning Results in Submitting 50.72 Unanalyzed Condition 
- CAP 01398771; Fleet CAP Performance Deficiencies and Decline Identified 
- CAP 01399730; NRC Findings in H.7 (Documentation) Crosscutting Aspect 
- CAP 01399840; 50.59 Screening Associated with EC 19415 Done Incorrectly 
- CAP 01400444; FP-E-DOC-01, R8 - Explicitly Exclude Need for Field Work 
- CAP 01400774; 95002 OE Preventable Event Identified 
- CAP 01401505; OE: NRC Green NCV for Past Operability Evaluations of Heat Exchangers 
- CAP 01403768; Concern About the CAP Process and Site Culture 
- CAP 01404242; NRC Task Interface Agreement 2012-03 Final Response - Improper  

50.59 Review 
- CAP 01404959; Corporate Governance and Oversight Shortfall 
- CAP 01405126; EC 22599 - Appendix R Program Change 
- CAP 01406283; Snapshot-High Energy Line Break Program 
- CAP 01406654; A.6 Flood Issues RCE Lacks Key Self-Assessment Action 
- CAP 01406654; United Services Alliance Nuclear Safety Culture Assessment Negative 

Observation: LA 5 - Leadership Safety Values - Change Management 
- CAP 01406655; Safety Culture Aspect Not Clearly Addressed in RCE 
- CAP 01408108; EP: A.2-301 Emergency Evacuation Procedure Gap 
- CAP 01410672; A.6 Flood Issues RCE Lacks Key Self-Assessment Action 
- CAP 01411202; Additional Clay Requested for Performance of A.6 
- CAP 01411581; Low River Flow/Operation May be Detrimental to Plant 
- CAP 01411997; Implementation of Safety Culture Observation Recommendations 
- CAP 01412026; Potential Trend in Late Identification of Issues in CAP 
- CAP 01412496; EP: CAMs identified on EITER Form 3853 Not In Service for 10+yrs 
- CAP 01414024; MNGP Safety Culture Evaluation/Recovery 
- CAP 01414822; Inadequate Completion Notes for Condition Evaluation (HELB) 
- CAP 01416038; EP: NOS Escalation Level 1 - Fukushima Readiness 
- CAP 01416127; Senior Leadership Development Program Safety Culture  

Training Observation 
- CAP 01418615; Ineffective Change Management for Acts of Nature Change 
- CAP 01419417; 95002: Mock Inspection Focused Self-Assessment (FSA): Objective 3 Safety 

Culture Components 
- CAP 01422565; MNGP Safety Culture Evaluation/Recovery 
- CAP 01423060; NRC Question From Region on Need for 50.59 Evaluation 
- CAP 01424839; Cold Weather Emergency Response 
- CAP 01425443; Six NRC Findings in H.14 (Conservative Bias) Crosscutting Aspect 
- CAP 01426322; Procedure/QF Discrepancy - ODMI [Operational Decision Making Issue] 

Process 
- CAP 01431656; Condition Evaluation - Internal Flood Strategy 
- CAP 01431656; Internal Flood Strategy Not Fully Described 
- CAP 01431970; Collective Review of Performance Issues 
- CAP 01433041; Extent of Condition Single Strainer Design Vulnerability 
- CAP 01433063; Knowledge of INPO Safety Culture Traits 
- CAP 01438456; Incorrect Use of the Temp Change Process 
- CAP 01439003; Security Procedure Temp Change 
- CAP 01439585; Potential Extent of Condition for A.6 Design Changes 
- CAP 01440644; Update USAR-12.02 to Reflect Addition of Bin Walls (EC 24369) 
- CAP 01441774; OE: External Flood Protection Issues 
- CAP 01441781; Ineffective Procedure Reviews 
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- CAP 01444328; Untimely CAP Initiation-Potential Trend 
- CAP 01445173; OE: Common Cause Evaluation NRC 95-002 White Violation 
- CAP 01447129; OE: PI FSA 01411758 United Services Alliance Safety Culture Assessment 
- CAP 01447228; Concern About Language and Culture in Engineering 
- CAP 01447605; OE: INPO Strength SC 1-2 2Q2014 
- CAP 01447881; Improper Closing of Assignment EPU HELB ACE [Apparent Cause 

Evaluation] 0113193 
- CAP 01447881-01; Improper Closure of Assignments in ACE 01131913 
- CAP 01448245; Open Gaps Associated with Internal Flooding 
- CAP 01448251; Internal Flooding Gap Analysis 
- CAP 01449888; Nuclear Safety Culture Monitoring Panel: The Safety Culture Trait of Work 

Processes Improvement Opportunity 
- CAP 01452875; 95002: RCE 01378062 Revision 1 Attachment 7 Missing Page 
- CAP 01453293; 95002: Missing Page in NRC Safety Evaluation Record 
- CAP 01453382; 95002: FL-LDP-CNT-052L, Clarify Instructor Notes 
- CAP 01453383; 95002: NOS Process Not Tracking External Flooding Program 
- CAP 01453479; 95002: NRC Inspection Question Response Delay 
- CAP 01453513; 95002: Levee Materials Question Documentation 
- CAP 01453523; 95002: EWI-01.04.02 Not Updated to Remove Outdated Guidance 
- CAP 01453525; 95002: Flooding Security Augmentation Procedure Enhancements 
- CAP 01453560; 95002: Updated Documentation of Veit TEP [Technical Execution Plan] 
- CAP 01453562; 95002: RCE 1378062 Yellow Finding, Error in End of Cycle Table 
- CAP 01453763; 95002: RCE 1378062; Editorial Error in CA Matrix 
- CAP 01453766; 95002: Incorrect CAP Number Provided to NRC Inspector 
- CAP 01453780; 95002: WOs Not Created for Bullet Resistant Enclosure Relocation 
- CAP 01453781; 95002: Incorrect Output File in Calculation 14-029 
- CAP 01453794; 95002: Additional Detail Needed in Veit TEP 
- CAP 01453795; 95002: 01378062-06 Did Not Document Compliance Before February 2012 
- CAP 01453801; 95002: Assurance of Compaction for Levee 
- CAP 01453805; 95002: Editorial Error in RCE 01378062, Attachment 8, Page 176 
- CAP 01453812; 95002: Incorrect Document Revision Provided in Q160 Response 
- CAP 01453812; 95002: Incorrect Document Revision Provided in Q160 Response 
- CAP 01453814; 95002: NRC Identified Issue Mischaracterized in CAP 01453525 
- CAP 01453825; 95002: 01378062-06 Did Not Refer to Second 50.72 Report 
- CAP 01453833; 95002: Form 3853, EITER, River Level Entry Needs Updating 
- CAP 01453834; 95002: NRC Inspection Question Response Delay 
- CAP 01453838; 95002: Flooding Compliance Determination Not Comprehensive 
- CAP 01453838; 95002: Flooding Compliance Determination Not Comprehensive 
- CAP 01453840; 95002: Enhancement: Cross-Department Job Shadowing 
- CAP 01453880; 95002: Possible Enhancement for Determining River Level 
- CAP 01453919; 95002: Incorrect Cal Range for LT-5200 Provided to NRC 
- CAP 01453923; 95002: Key Individual Was Not Invited to Meeting With NRC 
- CAP 01454004; 95002: Improper Safety Class on Drawing NH-178639-20 
- CAP 01454009; 95002: Include Severity Level I and II Traditional Enforcement in OE 
- CAP 01454020; 95002: Editorial Error in RCE 01378062, Attachment 8, Page 212 
- CAP 01454022; 95002: Enhancement for Procedure 8300-02 
- CAP 01454034; 95002: Cal Range of LT-5200 Lowered From 918.9 to 918.0 
- CAP 01454043; 95002: Timeliness Issue With the Fleet Procedure Revisions 
- CAP 01454049; 95002: NOS Process Not Addressing A.6 
- CAP 01454209; 95002: NOS External Flooding Yellow Finding AER 
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- CAP 01454249; 95002: Editorial Errors in the Barrier Analysis for IA3 
- CAP 01454327; 95002: NRC Inspection Question Response Delay 
- CAP 01454327; 95002: NRC Inspection Question Response Delay 
- CAP 01454361; 95002: Missed Opportunities to Make 60-day Report to NRC 
- CAP 01454379; 95002: USAR Documentation Not Provided in SharePoint 
- CAP 01454384; 95002: Signed QF-1137s Not Uploaded to SharePoint 
- CAP 01454444; 95002: Verify/Evaluate Change in Response Timelines 
- CAP 01454448; 95002: Evaluate the Field of View Adequacy 
- CAP 01454452; 95002: Evaluate Environmental Impact on the Individuals 
- CAP 01454454; 95002: Evaluate Plan for Blocking Vehicle Barrier System Sections  

That Are Open 
- CAP 01454466; 95002: Verify/Evaluate Strategy to Provide Vehicle Barrier System Protection 
- CAP 01454469; 95002: Evaluate MNGPs Strategy for Monitoring Truck Off-Load 
- CAP 01454523; 95002: NOS AER/RCE Gaps Associated with Conditions Adverse to Quality 
- CAP 01454549; 95002: Duane Arnold White Finding Not Evaluated 
- CAP 01454555; 95002: USAR External Flood Description Improvement 
- CAP 01454557; 95002: OE: Duane Arnold White Finding 2014-007 
- CAP 01454567; 95002: Clarification Needed in Veit TEP 
- CAP 01454570; 95002: 3 Question Responses Were Late in Answering Questions 
- CAP 01454678; 95002: Functionality Assessment Wording Clarification 
- CAP 01454682; 95002: Procedure 1478 Lacks Clarity in Revision 7 
- CAP 01454684; 95002: Two interim EFRs Did Not Utilize QF-0422 
- CAP 01454707; 95002: CAP Not Issued for Flooding Assessment 
- CAP 01454718; 95002: NRC Observation of Wording in RCE01378062-06 
- CAP 01454720; 95002: Observation Regarding Security Preparations 
- CAP 01454721; 95002: Verify/Evaluate NRC Identified Concerns 
- CAP 01454733; 95002: LER 2013-003-01 Required Evaluation 
- CAP 01454733; 95002: LER 2013-003-01 Requires Evaluation 
- CAP 01454754; 95002: RCE 1378062, CA to Improve MOD-02 Procedure 
- CAP 01454793; 95002: River Flow Value in Safety Evaluation 1970, Not in USAR 
- CAP 01454794; 95002: Additional Guidance in WO Step Needed 
- CAP 01454811; 95002: Calculation Acceptance Criteria Not Met 
- CAP 01454813; 95002: Additional Controls Needed for Veit Equipment 
- CAP 01454845; 95002: Inconsistent Question Response Regarding DOC/MOD 
- CAP 01454888; 95002: GAMP Program Screening Does Not Contain Current Data 
- CAP 01454897; 95002: Incorrect Response Contained in Program Screening 
- CAP 01454920; 95002: Establish Controls of 1478 with Respect to T-0 
- CAP 01454974; 95002: Deficiency Found in FSIP-01 Attachment 3 
- CAP 01454974; 95002: Deficiency Found in FSIP-01 Attachment 3 
- CAP 01455029; 95002: Deficiency Noted in Compensatory Measure Procedure FP-S-FSIP-01 
- CAP 01455029; 95002: Deficiency Noted in Compensatory Measure Procedure 
- CAP 01455089; 95002: USAR Section 12.2.1.2 Clarification 
- CAP 01455413; 95002: Question 327 Incorrect Response 
- CAP 01456035; 95002: Observations from the 95002 Inspection Debrief 

Assessments 

- 2013-04-009; NOS Observation Report – 95002 Inspection Readiness Assessment; 
October 21 through December 20, 2013 

- 2014-01-004; NOS Observation Report – 95002 Inspection Readiness Assessment – 2014; 
January 13 through February 14, 2014 
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- 2014-02-022; NOS Observation Report – 95002 Readiness; May 16 through June 24, 2014 
- 2014-01-039; NOS Observation Report – 95002 Root Cause Evaluation Assessment; 

March 19 through 24, 2014 
- Employee Concerns Program 2012 Safety Culture Pulse Survey Results 
- Employee Concerns Program 2013-2014 Safety Culture Pulse Survey Results 
- AER 1378007; NOS Assessment Effectiveness Review for NRC Preliminary Yellow Finding 

and Violation of Technical Specification 5.4.1.a; July 26, 2013  
- AER 1389529; NOS Assessment Effectiveness Review for NOS Issued Adverse Assessment 

Finding Monticello Managements Exhibited Behaviors Inconsistent with the Essential 
Attributes of a Healthy Nuclear Safety Culture; July 18, 2013  

- Focused Self-Assessment Report; CAP 01404682, "95002 Mock Inspection"; 
January 13 through 21, 2014 

- Focused Self-Assessment Report; CAP 01404682, "95002 Mock Inspection"; 
June 9 through 12, 2014 

- INPO 2014 Monticello Nuclear Generating Plant Nuclear Safety Culture Assessment; 
April 14, 2014 

- Lausberg Report (Phase 1); Monticello Nuclear Generating Plant Safety Culture Review: 
External Flooding; June 3 through 14, 2014 

- Monticello Nuclear Generating Plant Nuclear Safety Culture Assessment Report; 
September 17, 2013  

- Monticello Nuclear Safety Culture Snap-Shot Assessment (CAP 01414878); 
May 5 through 9, 2014 

- Monticello Management Safety Review Committee Meeting Summary, Meeting 
No. MNGP-2013-03; August 8, 2013 

- Monticello Management Safety Review Committee Meeting Summary, Meeting 
No. MNGP-2013-04; December 3, 2013 

- Monticello Management Safety Review Committee Meeting Summary, Meeting 
No. MNGP-2014-01; March 20, 2014 

- Monticello Management Safety Review Committee Meeting Summary, Meeting 
No. MNGP-2014-02; July 8, 2014 

- ACE 01395575; MNGP Missed Required 10CFR 50.72 Report; September 29, 2013 
- RCE 01378062; External Flooding Plan; March 4, 2014 
- RCE 01431970; 95002 Collective Methodology; June 17, 2014 
- RCE 01388760; NOS AAF MNGP Leadership Nuclear Safety Culture Concerns, 

August 30, 2013 
- RCE 01385430; Unanalyzed Condition – Flooding Mitigation; August 15, 2013 
- RCE 01399730; NRC Findings in H.7 (Documentation) Crosscutting Aspect; Revision 3  
- RCE 01425443; Six NRC Findings in H.14 (Conservative Bias) Crosscutting Aspect; 

May 13, 2014 

Work Orders 

- WO 473206-01; Building Sandbag Barriers and Place Sump Pumps 
- WO 473207-01; Building a Large Horseshoe Levee per A.6, Section 5.0  

(Acts of Nature - External Flooding) 
- WO 473208-01; Building Earthen Filled Berms and Levees per A.6, Section 5.0  

(Acts of Nature - External Flooding) 
- WO 473210-01; Seal Gaps Between Intake Structure Alcove and Intake Structure 
- WO 473211; Seal Intake Structure Leak-off Lines, Floor Drains, and Penetrations 
- WO 473211-04; Seal Conduits - Vault Drains Under Levee for Flooding 
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- WO 473216-01; Removal of Security Equipment and Barriers, Procedure A.6, Section 5.0 
(Acts of Nature – External Flooding) 

- WO 473216-02; Relocate Emergency Equipment from Flood Path 
- WO 473217-01; Construction of Temporary Road into Plant 
- WO 493145; FAC-MSC 1487 Site Loose Material Quarterly Inspection 

Procedures 

- 1478; External Flood Monthly and Annual Surveillance; Revisions 7 through 12 
- 1478-01; External Flood Five Year Surveillance; Revisions 0 and 1 
- 1487; Site Housekeeping Quarterly Inspection; Revision 6 
- 2014-02; Turbine Building Outside; Revision 25 
- 2023; Reactor Building Outside; Revision 47 
- 3336; HELB Barrier Start-Up Checklist; Revision 31 
- 3853; Equipment Important to Emergency Response (EITER); Revision 3 
- 8300-01; Tornado Recovery to Support A.6 Acts of Nature; Revision 0 
- 8300-02; External Flooding Protection Implementation to Support A.6 Acts of Nature; 

Revisions 3 through 5 
- A.2-101; Classification of Emergencies; Revision 31 and 48 
- A.6; Acts of Nature; Revision 13, 40, 41, 45, and 49 
- CD 5.44; External Flooding Program Standard; Revision 1 
- DBT-T.05; External Flooding Topic; Revision 6 
- FG-G-PCR-01; Procedure Change Request (PCR) Initiation; Revision 13 
- FP-E-DOC-01; Document-Only Engineering Change; Revision 7 
- FP-E-SE-03; 10CFR50.59 and 72.48 Processes; Revision 6 
- FP-G-DOC-04; Procedure Processing; Revision 23 
- FP-PA-SA-01; Focused Self-Assessment Planning, Conduct, and Reporting; Revision 16 
- FP-PE-HAZ-01; External Flooding Program; Revision 2 
- FP-STND-NSC-01; Nuclear Safety Culture Monitoring Process; Revision 3 
- PD-G-DOC-01; Procedure Process Program Description; Revision 2 
- QF0022; Review Determination Worksheet; Revision 20 
- 4 AWI-02.02.02; Work Procedure Reviews and Approval; Revision 13 
- 4 AWI-04.02.01; Housekeeping; Revision 22 
- 4 AWI-04.05.17; Temporary Facilities; Revision 2 
- 4 AWI-08.01.03; HELB Practices; Revision 22 
- B.06.04-05; Circulating Water System; Revision 68 
- C.4-1; Plant Flooding; Revision 13 
- C.4-B.02.04A; Steam Leaks Outside Primary Containment; Revision 14 
- C.4-I; Abnormal Procedure - Plant Flooding; Revision 13 
- C.4-M; Loss of Intake Structure; Revision 8 
- C.6-CWT104; Annunciator Response Procedure - River Level Low; Revision 0 
- C.6-CWT502; Annunciator Response Procedure - River Flow Low; Revision 0 
- CD 5.20; Fleet Modification Program; Revision 4 
- CD 5.26; Program Engineering; Revision 9 
- CD 5.40; HELB Program Standard; Revision 1 
- CD 5.42; Internal Flooding; Revision 1 
- CD 5.44; External Flooding Program Standard; Revision 1 
- CD 5.48; Tornado Program Standard; Revision 0 
- CP 0017; Differing Professional Opinions; Revision 7 
- CP 0021; Nuclear Safety Culture Traits and Risk Management Principles; Revision 9 
- CP 0060; Differing Professional Opinions; Revision 7 
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- CP 0068; PEACH - Employees Issues Resolution Process; Revision 3 
- DBD-T.05; Design Basis Document : External Flooding Topic; Revision 6 
- DBD-T.19; Design Bases Document: External Considerations; Revision D 
- DP-NO-IA-01; Internal Assessments; Revision 11 
- DP-NO-IA-07; Internal Assessment: Topic Selection, Scheduling, and Trimester Reporting; 

Revision 20 
- EWI-12.01.01; Gas Accumulation Program; Revision 2 
- FG-E-SE-03; 50.59 Resource Manual; Revision 3 
- FG-G-PCR-01; Procedure Change Request (PCR) Initiation; Revision 13 
- FP-EC-ECP-01; Employee Concerns Program; Revision 6 
- FP-E-DOC-01; Document-Only Engineering Change; Revisions 8 and 11 
- FP-E-MOD-02; Engineering Change Control; Revisions 12 and 15 
- FP-E-MOD-08; Engineering Change Notices; Revision 8 
- FP-G-DOC-04; Procedure Processing; Revision 16 and 23 
- FP-OP-ODM-01; Operational Decision-Making; Revision 7 
- FP-OP-ODM-01; Operational Decision-Making; Revision 4 
- FP-OP-OL-01; Operability/Functionality Determination; Revision 13 
- FP-OP-PRC-01; Plant Operating Review Committee; Revision 16 
- FP-PA-ARP-01; CAP Action Request Process; Revisions 39 and 40 
- FP-PA-OE-01; Operating Experience Program; Revision 20 
- FP-PA-RCE-01; Root Cause Evaluation Manual; Revision 1 
- FP-PA-SA-01; Focused Self-Assessment Planning, Conduct, and Reporting; Revision 16 
- FP-PA-SA-02; Focused Self-Assessment and Formal Benchmarking Scheduling; Revision 13 
- FP-PE-HAZ-01; External Flooding Program; Revision 2 
- FP-PE-PCP-01; Point of Contact Program Administration; Revision 5 
- FP-PE-PHS-01; Program Health Process; Revision 18 
- FP-R-LIC-06; NRC Inspection Support; Revision 5 
- FP-R-LIC-13; Communications with the NRC; Revisions 2 and 3 
- FP-S-FSIP-01; Security Compensatory Measures; Revision 4 
- FP-S-FSIP-06; Searches; Revision 4 
- FP-STND-NSC-01; Nuclear Safety Culture Monitoring Process; Revision 3 
- Monticello Nuclear Generating Plant Physical Security Plan; Revision 13 
- OWI-03.07; Time Critical Operator Actions; Revision 10 
- PD-G-DOC-01; Procedure Process Program Description; Revisions 1 and 2 
- QF0022; Procedure Review Determination Worksheet; Revisions 15 and 20 
- QF0506; Modification Control; Revision 7 

Drawings 

- NF-36003; Area Plan; Revision 78 C-100 
- NF-36444; Site Plan; Revision 80 C-501 
- NH-178639; Flood Barriers for A.6 Acts of Nature Procedure; Revision 79 
- NH-178639-1; Levee Alignment and Bin Wall Plan; Revision 2 C1  
- NH-178639-11; A.6 Bin Wall - West Side Intake Sections and Details; Revision 0 
- NH-178639-12; A.6 Bin Wall Details; Revision 0 
- NH-178639-13; A.6 Bin Wall Sections and Details; Revision 0 
- NH-178639-14; A.6 Intake Structure Flood Barrier West Side; Revision 0 
- NH-178639-15; A.6 Intake Structure Flood Barrier East Side Plan and Elevations; Revision 0 
- NH-178639-16; A.6 Intake Structure Flood Barrier East Side Section and Details; Revision 0 
- NH-178639-17; A.6 Intake Structure Flood Barrier East Side Section and Details; Revision 0 
- NH-178639-18; A.6 Connection Details; Revision 0 
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- NH-178639-19; A.6 West Side Intake Excavation Plan; Revision 0 
- NH-178639-2; Details and Sections; Revision 1 C2 
- NH-178639-20; Interface Plan/Profile; Revision 0 
- NH-178639-3; Sections and Quantities; Revision 1 C3 
- NH-178639-6; A.6 Bin All Construction Notes; Revision 0 
- NH-178639-7; A.6 Bin Wall East Side Intake Plan and Elevations; Revision 0 
- NH-178639-8; A.6 Bin Wall West Side Intake Plan and Elevations; Revision 0 
- NH-178639-9; A.6 Bin Wall East Side Intake Large Scale Plans, Elevations and Details; 

Revision 0 
- Xcel Energy Design Drawing; Debris Berm Design Drawings; Revision H 

Calculations 

- Calculation 03-200 (portions of); Internal Flooding Evaluation Due to a Postulated Break in 
2.5” Fire Line; December 23, 2003 

- Calculation 07-021(portions of); Reactor Building, Turbine Building and Intake Structure Water 
Height - Internal Flooding; May 3, 2007 

- Calculation 14-080; Maximum Probable Flood Response; October 13, 2014 
- Calculation 14-004; Calculation for Pumping Capacity Within the Flood Barrier During a 

Probable Maximum Flood; Revision 1 
- NSPM Calculation No: 13-076; Evaluation of Bin Wall for Probable Maximum Flood; Revision 

0. EC 21937 (AMEC MN13-995-212-S04 R1); February 11, 2014 
- NSPM Calculation No. 14-004; Calculation for Pumping Capacity Within the Levee During a 

PMF; Revision 0 and Revision 1 (not issued) 
- NSPM Calculation No. 14-026; Riprap Sizing for the PMF Event at MNGP; Revision 0 
- NSPM Calculation No. 14-029; Evaluation of Emergency Flood Fighting Embankment During 

PMF; Revision 1 
- NSPM Calculation No. 14-031; Evaluation of Buried Utilities for External Flood Barrier - 

Earthen Berm; Revision 0 
- NSPM Calculation No: 14-005; Flood Assessment - Geotechnical Analysis; Revision 0. 

EC 23321 (AMEC MN14-50064-RP01); February 28, 2014 
- NSPM Calculation No: 14-026; Riprap Sizing for the PMF Event, at Monticello Nuclear 

Generating Plant; Revision 0. EC 23321 (AMEC); February 26, 2014 
- NSPM Calculation No: 14-029; Evaluation of Emergency Flood Fighting Embankment During 

PMF; Revision 0. EC 23300 (AMEC MN14-50064-S01); March 7, 2014 
- NSPM Calculation No: 14-029; Evaluation of Emergency Flood Fighting Embankment During 

PMF; Revision 1. EC 24247 (AMEC MN14-50064-S01); July 3, 2014 

Other 

- A. Giambusso, AEC letter, December19, 1972, "General Information Required 
for Consideration of the Effects of a Piping System Break Outside Containment.” 

- 2014 3rd Trimester NOS Scoping Guidelines Directed by OP-NO-IA-07; 8/8/2014 
- 95002 Safety Culture Tri-Fold 
- 95002 Inspection Tri-Fold 
- 95002 Question 187; Flooding Analysis Performed to Confirm Reasonable Assurance of 

Compliance; November 4, 2014 
- 95002 Root Cause Evaluation Recap Tri-fold 
- 95002 Weekly Tile; Samples 
- DBD-B.08.01.04; Emergency Service Water System; Revision 4 
- DBD-S.04; Intake Structure; Revision 6 
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- DBD-T-.08; Internal Flooding; Revision 3 
- DMI 1447442-16; #12 Circulating Water Pump Motor P-100B/Mtr Rewind Decision; 

Revision 1; October 29, 2014 
- eBulletin 1st Mock Inspection; January 22, 2014 
- eBulletin 2nd Mock Inspection; June 16, 2014 
- eBulletin Key Station Priorities; February 24, 2014 
- EC 14564; Change Classification of P-133, P-52A, P52B to Minor; Revision 0 
- EC 15780; Motor Operated Valve Functional Analysis Calculations - EPU; Revision 1 
- EC 16114; Minor EQ Calculation Revision to CA-98-024; Revision 0 
- EC 16989; Instrument Setpoint Calculation Diesel Oil Storage Tank Level CA-03-052; 

Revision 0 
- EC 19415; Berm Construction for A.6 Acts of Nature; Revision 0 
- EC 19608; Take Void Do Not Use Document NX-7829-52-3 to History; Revision 0 
- EC 19699; Calculation 12-016 “Required Fluid Flow for Dynamic Venting”; Revision 0 
- EC 21953; Change Uncertainty Calculation for Recirculation Pump to History; Revision 0 
- EC 22010; Evaluation of Residual Heat Removal B Heat Exchanger Support Frame for 

Scaffold; Revision 0 
- EC 22182; Asses Net Positive Suction Head Margin for the Limiting Core Spray Pump During 

In Service Testing and Compare to the Net Positive Suction Head Margin Associated with a 
Design Basis Loss-of-Coolant Accident; Revision 0 

- EC 22369; Revise Calculation 98-282 (Revision 2 to Revision 3); Revision 0 
- EC 22424; Return of NX-14043-49 to Active Status and Editorial Correction; Revision 0 
- EC 22608; Air Operated Valve Component Calculation 10-167, AO-2-80A, AO-2-80B, 

AO-2-80C, and AO-2-80D; Revision 0 
- EC 11727; Engineering Evaluation for Upstream Dams; 2007 
- EC 19415; Berm Construction for A.6 Acts of Nature; Revisions 0 and 1 
- EC 21937; External Flood Barrier; Revision 0 
- EC 23300; External Flood Barrier – Earth Berm; Revision 0 
- EC 23321; Flooding Analysis; October 28, 2014 
- FA 01413782-01; Functionality Assessment-Fire Penetration FZ-6581 Degraded; Revision 0 
- FA 01421817-02; Functionality Assessment-Fire Penetration FZ-3900 Degraded; Revision 0 
- FA 01434758-01; Functionality Assessment-Hatch-6/Reactor Building Seal Above Division 1 

Residual Heat Removal / Core Spray Room Degraded; Revision 0 
- FL-LDP-CNT-044L; Safety Conscious Work Environment Refresher 2013 Slides; Revision 0 
- FL-LDP-CNT-044L; Safety Conscious Work Environment Refresher 2013 Lesson Plan; 

Revision 0 
- FL-LDP-CNT-050L; Safety Culture Vendor Training Lesson Plan; Revision 0  
- FL-LDP-CNT-050L; Safety Culture Vendor Training Presentation; Revision 0 
- FL-LDP-CNT-051L; Safety Culture Case Study Lesson Plan; Revision 0 
- FL-LDP-CNT-051L; Safety Culture Case Study Presentation; Revision 0 
- FL-LDP-CNT-052L; 95-002 Case Study Lesson Plan; Revision 0 
- FL-LDP-CNT-052L; 95-002 Case Study Presentation; Revision 0 
- FL-SHE-GEN-001F; General Access Training, Nuclear Safety Culture and SCWE Lesson 

Plan; Revision 3 
- FL-SHE-GEN-001F-PPT; General Access Training Nuclear Safety Culture and SCWE 

Presentation; Revision 3 
- Form 3336; HELB Barrier Start Up-Checklist; Revision 31 
- Interview Summaries of Individuals Interviewed by Licensee to Support RCE Causal Analysis 
- Leader in the Field; Lessons Learned; November 4, 2013 
- Leadership Alignment Meeting PowerPoint Presentation; November 4, 2014 
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- LER 2013-003; Inadequate External Flooding Procedure; Revisions 0, 1, and 2 
- LER 2013-007; Unanalyzed Condition Due to Inadequate Flooding Procedures;  

Revisions 0 and 1 
- Listing of CAPs Written by Operations from November 2013 to September 2014;  

November 5, 2014 
- L-MT-12-097; MNGP Final Response to NRC Request for Information Pursuant to  

10 CFR 50.54(f) Regarding the Flooding Aspects of Recommendation 2.3 of the Near-Term 
Task Force Review of Insights From the Fukushima Dai-ichi Accident; November 27, 2012 

- L-MT-14-005; Revision 2 to LER 2013-003, “Inadequate External Flooding Procedure”; 
January 28, 2014 

- L-MT-14-028; LER 2013-007-01, “Unanalyzed Condition Due to Inadequate Flooding 
Procedure”; March 28, 2014 

- Memorandum of Understanding Between Veit & Company, Inc., and Northern State Power 
Company; August 28, 2012 

- MN14-177829-RP01 Attachment 4.4 Veit & Company, Inc., Technical Execution Plan, Xcel 
MNGP Levee Construction; March 27, 2014 

- MNGP All Hands Meeting PowerPoint Presentation; November 12, 2013 
- MNGP Safety Culture Action Plan; August 28, 2014 
- MNGP Strategic Plan: Nuclear Safety Culture/Organizational Effectiveness; Revision 6 
- T-2014-143; 10CFR 50.54(q) Review Form Changes to E-Plan, A.2-101, 5790-101-02; 

May 12, 2014 
- NOS Assessment Handbook; Revision 24 
- Nuclear Safety Culture Monitoring Panel Meeting Minutes; 1st Quarter 2012 through 2nd 

Quarter 2014 
- Nuclear Safety Culture Recovery Strategic Plan; Revision 3  
- ODMI 1449956; 2R Transformer Y Winding Load Tap Changer Locked Out; October 9, 2014 
- ODMI 1450944; P-201B 12 Control Rod Drive Pump; October 15, 2014 
- ODMI 1453672-01; #11 Circulating Water Pump Motor P-100 Hot Motor Condition Decision; 

November 2, 2014 
- OEE 1430005; Evaluate Common Cause Evaluation NRC 95-002; May 14, 2014  
- Operability Recommendation 1443664-01; Control Room Pressurization; August 27, 2014 
- Safety Evaluation Report Supplement 1: Monticello Nuclear Generating Plant; December 1980 
- Safety Evaluation Report; Monticello Nuclear Generating Plant; March 18, 1970 
- SAR 01279364; Pre-CDBI Focused Self-Assessment; November 28, 2011 
- SAR 01361681/01369016; NEI 09-07 Nuclear Safety Culture 3rd and 4th Quarter 2012 Senior 

Leadership Team Report; March 2013 
- SAR 01385152; NEI 09-07 Nuclear Safety Culture 1st Quarter 2013 Senior Leadership Team 

Report; March 2013 
- SAR-01336632; Self-Assessment Review-License Renewal Implementation; July 31, 2012 
- SCR-12-0027; 50.59 Screening: Berm Construction for A.6 Acts of Nature for EC 19415; 

Revision 0; January 30, 2012 
- SEH No. MONNE 117980; External Flooding Plan Update: Alternative Analysis and Final 

Design Report; January 5, 2012  
- SEH Report; External Flooding Plan Update: Alternative Analysis and Final Design Report; 

January 5, 2012 
- Station 95002 Communication Strategy; October 7, 2014 
- Monticello USAR; Chapter 2.4, Hydrology and Appendix G, Probable Maximum Flood, 

Mississippi River at Monticello, Minnesota; May 26, 1969 
- Veit & Company, Inc., Technical Execution Plan: Xcel MNGP Levee Construction;  

January 24, 2013 
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- Veit & Company, Inc., Technical Execution Plan, Xcel MNGP Levee Construction; 
June 18, 2013 

- Weekly Alignment and Communication Roll-up; November 3, 2014 
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LIST OF ACRONYMS USED 

10 CFR Title 10 of the Code of Federal Regulations 
ACE Apparent Cause Evaluation 
ADAMS Agencywide Document Access Management System 
AER Assessment Effectiveness Review 
AFI Area for Improvement 
ASTM American Society for Testing & Materials 
CA Corrective Action 
CAP Corrective Action Program or Corrective Action Program Document 
CAPR Corrective Action to Prevent Recurrence 
cfs cubic-feet-per-second 
CLB Current Licensing Basis 
ECP Employee Concerns Program 
EFR Effectiveness Review 
EITER Equipment Important to Emergency Response 
EP Emergency Preparedness 
EPU Extended Power Uprate 
FSA Focused Self-Assessment 
FSAR Final Safety Analysis Report 
HELB High Energy Line Break 
IMC Inspection Manual Chapter 
INPO Institute of Nuclear Power Operations 
IP Inspection Procedure 
LER Licensee Event Report 
MDD Maximum Dry Density 
MNGP Monticello Nuclear Generating Plant 
mph miles-per-hour 
NCV Non-Cited Violation 
NEI Nuclear Energy Institute 
NOS Nuclear Oversight 
NOV Notice of Violation 
NRC U.S. Nuclear Regulatory Commission 
ODMI Operational Decision Making Issue 
OE Operating Experience 
PARS Publicly Available Records 
PCR Procedure Change Request 
PMF Probable Maximum Flood 
RCE Root Cause Evaluation 
ROP Reactor Oversight Process 
SCWE Safety Conscience Work Environment 
SDP Significance Determination Process 
SSFF Safety System Functional Failure 
TEP Technical Execution Plan 
TS Technical Specification 
USAR Updated Safety Analysis Report 
VIO Violation 
WO Work Order 
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from the Publicly Available Records System (PARS) component of NRC's Agencywide 
Documents Access and Management System (ADAMS), accessible from the NRC Web site at 
http://www.nrc.gov/reading-rm/adams.html (the Public Electronic Reading Room). 
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/RA John Giessner Acting for/ 
 
 
Anne T. Boland, Director 
Division of Reactor Projects 
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