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SUBJECT: DUANE ARNOLD ENERGY CENTER–NRC PROBLEM IDENTIFICATION AND 

RESOLUTION INSPECTION REPORT 05000331/2015007 
 
Dear Mr. Vehec: 

On May 1, 2015, the U.S. Nuclear Regulatory Commission (NRC) completed a Problem 
Identification and Resolution (PI&R) inspection at your Duane Arnold Energy Center (DAEC).  
The enclosed inspection report documents the inspection results, which were discussed at an 
exit meeting on May 1, 2015, with Mr. G. Pry and other members of your staff. 

The inspectors examined activities conducted under your license as they relate to safety and 
compliance with the Commission’s rules and regulations and with the conditions of your license. 
The inspectors reviewed selected procedures and records, observed activities, and interviewed 
personnel. 
 
On the basis of the samples selected for review, the team concluded that the corrective action 
program (CAP) at DAEC was generally effective in identifying, evaluating and correcting issues, 
with areas for improvement.  The licensee had a low threshold for identifying issues and 
entering them into the CAP.  A risk based approach was used to determine the significance of 
the issues and priority for issue evaluation and resolution.  Corrective actions were generally 
implemented in a timely manner, commensurate with their safety significance.  Operating 
experience was entered into the CAP when appropriate and evaluated according to procedure.  
The use of operating experience was integrated into daily activities and found to be effective in 
preventing similar issues at the plant.  In addition, self-assessments and audits were found  
to be conducted at appropriate frequencies with sufficient depth for all departments.  The 
assessments reviewed were thorough and effective in identifying site performance deficiencies, 
programmatic concerns, and improvement opportunities.  On the basis of the interviews 
conducted, the inspectors did not identify any impediment to the establishment of a safety 
conscious work environment at DAEC.  Licensee staff was aware of and generally familiar with 
the CAP and other station processes, including the employee concerns program, through which 
concerns could be raised.  The team determined that your station’s performance in each of 
these areas supported nuclear safety. 
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Based on the results of this inspection, one NRC identified finding of very low safety significance 
(Green) was documented in this report.  This finding involved a violation of NRC requirements.  
The inspectors also documented one Severity Level IV violation under the traditional 
enforcement process with no associated finding.  Additionally, two licensee-identified violations 
were documented in this report.  The NRC is treating these violations as non-cited violations 
(NCVs) consistent with Section 2.3.2 of the Enforcement Policy. 
 
If you contest the violation or significance of any NCV, 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 
copies to the Regional Administrator, Region III; the Director, Office of Enforcement, U.S. 
Nuclear Regulatory Commission, Washington, DC 20555–0001; and the NRC resident inspector 
at the DAEC.  If you disagree with a cross-cutting aspect assignment 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 
DAEC. 
 
In accordance with Title 10 of the Code of Federal Regulations (10 CFR) 2.390, “Public 
Inspections, Exemptions, Requests for Withholding,” of the NRC's "Rules of Practice," a copy 
of this letter, its enclosure, and your response (if any) will be available electronically for public 
inspection in the NRC’s Public Document Room or from the Publicly Available Records (PARS) 
component of the NRC's Agencywide Documents Access and Management System (ADAMS).  
ADAMS is accessible from the NRC Web site at http://www.nrc.gov/reading-rm/adams.html 
(the Public Electronic Reading Room). 
 
      Sincerely, 
       
      /RA/ 
       
       

James McGhee, Acting Chief 
Branch 1 
Division of Reactor Projects 

Docket No. 50–331 
License No. DPR–49 
 
Enclosure:  
Inspection Report No. 05000331/2015007 
  w/Attachment:  Supplemental Information 

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

Inspection Report 05000331/2015007; 04/13/2015–05/01/2015; Duane Arnold Energy Center 
(DAEC); Identification and Resolution of Problems. 
 
This inspection was performed by four region-based inspectors and the Duane Arnold Resident 
Inspector.  One Green finding and one Severity Level IV violation were identified by the 
inspectors.  These finding and violation were considered non-cited violations (NCVs) of NRC 
regulations.  The significance of inspection findings is indicated by their color (i.e., greater than 
Green, or Green, White, Yellow, Red) and determined using Inspection Manual Chapter 
(IMC) 0609, “Significance Determination Process” dated April 29, 2015.  Cross-cutting  
aspects are determined using IMC 0310; “Aspects Within Cross-Cutting Areas,” dated 
December 4, 2014.  All violations of NRC requirements are dispositioned in accordance with  
the NRC’s Enforcement Policy dated February 4, 2015.  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. 

Identification and Resolution of Problems 

On the basis of the samples selected for review, the team concluded that the CAP at DAEC was 
generally effective in identifying, evaluating and correcting issues, with areas for improvement.  
The licensee had a low threshold for identifying issues and entering them into the CAP.  A risk 
based approach was used to determine the significance of the issues and that informed the 
determination of priority for issue evaluation and resolution.  Corrective actions were generally 
implemented in a timely manner, commensurate with their safety significance.  Operating 
experience was entered into the CAP when appropriate and evaluated according to procedure.  
The use of operating experience was integrated into daily activities and found to be effective in 
preventing similar issues at the plant.  In addition, self-assessments and audits were found  
to be conducted at appropriate frequencies with sufficient depth for all departments.  The 
assessments reviewed were thorough and effective in identifying site performance deficiencies, 
programmatic concerns, and improvement opportunities.  On the basis of the interviews 
conducted, the inspectors did not identify any impediment to the establishment of a safety 
conscious work environment at DAEC.  Licensee staff was aware of and generally familiar with 
the CAP and other station processes, including the employee concerns program, through which 
concerns could be raised.  The team determined that the station’s performance in each of these 
areas supported nuclear safety. 
 
Although implementation of the CAP was determined to be effective overall, the inspectors 
identified several issues that were of very low safety significance and/or represented potential 
weakness of the program. 
 

Cornerstones:  Mitigating Systems 

• Green.  The inspectors identified a finding of very low significance and an associated  
NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” 
for failure to ensure that activities affecting quality were prescribed by documented 
procedures of a type appropriate to the circumstances.  Specifically, the licensee 
implemented GENERA–F010–01, “1E053A2 (B2) Flange Inspection,” Section W,  
Revision 5, Step 5.1.3.3.b as a corrective action to NCV 05000331/2014009–02, in order to 
ensure proper alignment of the 1E053A2 (B2) flange.  The procedure was inappropriate for 
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the circumstances because the instructions, as written, in Step 5.1.3.3.b would not result in 
meeting the acceptance criteria for flange alignment listed in GENERA–F010–01, “1E053A2 
(B2) Flange Inspection,” Section W, Revision 5, Attachment 8.  The licensee entered this 
issue into the CAP as condition report (CR) 02041369. 

The inspectors determined the licensee’s failure to provide procedures of a type appropriate 
to the circumstances to assure that for a significant condition adverse to quality, the cause 
of the condition was determined and corrective actions were taken to preclude repetition 
was a performance deficiency warranting further review.  The inspectors determined that 
this finding was more than minor because it affected the Mitigating Systems Cornerstone 
objective to ensure availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences.  Misalignment of the flanges could lead to 
excessive oil leak that rendered the diesel generator inoperable.  The inspectors determined 
the finding was of very low safety significance (Green) because the finding was not a 
deficiency affecting the design or qualification of a mitigating system, structure or 
component and did not result in a loss of operability or functionality.  In addition, the finding 
did not represent a loss of system or function, did not represent an actual loss of function of 
a least a single train for longer than its technical specification allowed outage time, and did 
not represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significance.  The inspectors determined this finding 
had a cross cutting aspect in the area of PI&R, specifically resolution, because licensee 
personnel failed to take effective corrective actions to ensure that the resolutions address 
causes and extent of conditions commensurate with their safety significance [P.3].   
(Section 4OA2.1.b.3.ii) 

• Severity Level IV.  The inspectors identified a Severity Level IV NCV of 10 CFR 50.71(e) for 
failure to assure that the information included in the last update of the updated final safety 
analysis (UFSAR) report contained the latest information developed.  The licensee 
implemented a change to the UFSAR, in preparation for License Amendment 243 that did 
not contain the latest information developed.  Specifically, Section 5.4.6.1 (page 5.4–30 of 
Revision 17) was updated with a note that stated the reactor core isolation cooling system 
was not safety-related.  In fact, the reactor core isolation cooling system had always been 
designated as safety-related.  The licensee entered this issue into the CAP as CR 01974995 
and prepared an updated final safety analysis report (UFSAR) change that removed the 
statement that the reactor core isolation cooling system was not safety-related. 

The inspectors determined that the update to the UFSAR with incorrect information was a 
performance deficiency in accordance with IMC 0612, “Power Reactor Inspection Reports,” 
Appendix B, “Issue Screening,” issued on September 7, 2012.  The inspectors concluded 
that traditional enforcement applied because the failure to correctly update the UFSAR 
impacted the regulatory process.  The Enforcement Policy, dated February 4, 2015, Section 
6.1.d.3, gave the example that if, “a licensee fails to UFSAR as required by 10 CFR 50.71(e) 
but the lack of up-to-date information has not resulted in any unacceptable change to the 
facility or procedures;” then this was a Severity Level IV violation.  In this case, the UFSAR 
was updated incorrectly and did not, “result in any unacceptable change to the facility or 
procedures.”  The inspectors determined this to be a similar example and therefore was 
more than minor and a Severity Level IV violation.  This violation was not associated  
with a finding that was evaluated by the significance determination process.  Therefore, a 
cross-cutting aspect was not assigned to this traditional enforcement violation.   
(Section 4OA5.1.b) 
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Licensee-Identified Violations 

Violations of very low safety or security significance or Severity Level IV that were identified 
by the licensee have been reviewed by the NRC.  Corrective actions taken or planned by 
the licensee have been entered into the licensee’s CAP. These violations and CAP tracking 
numbers are listed in Section 4OA7 of this report.   
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REPORT DETAILS 

4. OTHER ACTIVITIES 

4OA2 Problem Identification and Resolution (71152B) 

This inspection constituted one biennial sample of PI&R as defined by Inspection 
Procedure 71152, “Problem Identification and Resolution.”  Documents reviewed were 
listed in the Attachment to this report. 

 Assessment of the Corrective Action Program Effectiveness 

a. Inspection Scope 

The inspectors reviewed the procedures and processes that described the CAP at 
DAEC to ensure, in part, that the requirements of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” were met.  The inspectors observed and evaluated the effectiveness 
of meetings related to the CAP, such as the Management Review Committee meeting 
and the Corrective Action Review Board meeting.  Selected licensee personnel were 
interviewed to assess their understanding of and their involvement in the CAP. 

The inspectors reviewed selected condition reports (CRs) across all seven Reactor 
Oversight Process cornerstones to determine if problems were being properly identified 
and entered into the licensee’s CAP.  The majority of the risk-informed samples of CRs 
reviewed were issued since the last NRC biennial PI&R inspection completed in March 
of 2013.  The inspectors also reviewed selected issues that were more than 5 years old. 

The inspectors assessed the licensee’s characterization and evaluation of the issues 
and examined the assigned corrective actions.  This review encompassed the full range 
of safety significance and evaluation classes, including root cause evaluations (RCEs), 
apparent cause evaluations, common cause evaluations and condition evaluations.  The 
inspectors assessed the scope and depth of the licensee’s evaluations.  For significant 
conditions adverse to quality, the inspectors evaluated the licensee’s corrective actions 
to prevent recurrence and for less significant issues, the inspectors reviewed the 
corrective actions to determine if they were implemented in a timely manner 
commensurate with their safety significance. 

The inspectors selected the standby gas treatment system/secondary containment 
system to review in detail based on input from the resident staff.  The standby gas 
treatment system/secondary containment system was a safety-related and risk 
significant, Maintenance Rule (a)(1) system.  The primary purpose of this review was to 
determine whether the licensee was monitoring and addressing performance issues of 
this risk significant system.  A 5-year review of the reactor protection system/neutron 
monitoring system and standby liquid control system tank boron temperature controller 
issues were also performed to assess the licensee’s efforts in monitoring and correcting 
system and component level performance issues  The inspectors performed walkdowns, 
as needed, to verify the resolution of issues. 

The inspectors examined the results of self-assessments of the CAP completed 
during the review period.  The results of the self-assessments were compared to  



 

6 
 

self-revealed and NRC-identified findings.  The inspectors also reviewed the corrective 
actions associated with previously identified NCVs and findings to determine whether the 
station properly evaluated and resolved those issues.  The inspectors performed 
walkdowns, as necessary, to verify the resolution of the issues.  The inspectors also 
reviewed the open corrective action items related to the two White findings that were not 
completed by the end of the associated 95002 supplemental inspection (Inspection 
Report 05000331/2014009, ADAMS Accession Number ML14241A689). 

b. Assessment 

(1) Identification of Issues 

Based on the results of the inspection, the inspectors concluded that, in general, the 
station was effective in identifying issues at a low threshold and entering them into the 
CAP.  The inspectors determined that normally problems were identified and captured in 
a complete and accurate manner in the CAP.  The station was appropriately screening 
issues from both NRC and industry operating experience at an appropriate level and 
entering them into the CAP when applicable to the station.  The inspectors also noted 
that deficiencies were identified by external organizations (including the NRC) that had 
not been previously identified by licensee personnel.  These deficiencies were 
subsequently entered into the CAP for resolution. 

The inspectors determined that the station was generally effective at trending low level 
issues to prevent larger issues from developing.  The licensee also used the CAP to 
document instances where previous corrective actions were ineffective or were 
inappropriately closed. 
 
The inspectors performed a 5-year review of the standby liquid control tank boron 
temperature controller issue.  As part of this review, the inspectors interviewed the 
current system engineer, reviewed a sample of standby liquid control tank boron 
temperature controller system health reports, CRs, operating experience, test calibration 
data, life cycle management plan and Maintenance Rule status.  The inspectors 
reviewed licensee’s CAP and work management system procedures that provided 
guidance for trending.  In addition, the inspectors walked down the standby liquid control 
tank boron temperature controllers.  The inspectors concluded that standby liquid control 
tank boron temperature controller related concerns were identified and entered into the 
CAP at a low threshold, and concerns were resolved in a timely manner commensurate 
with their safety significance. 

 
i) Findings 

No findings were identified. 
 

(2) Prioritization and Evaluation of Issues 
 
Based on the results of the inspection, the inspectors concluded that the station was 
effective, with areas for improvement, at prioritizing and evaluating issues 
commensurate with the safety significance of the identified issue, including an 
appropriate consideration of risk. 
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The inspectors determined that the Management Review Committee meetings and the 
Corrective Action Review Board meetings were generally thorough and maintained a 
high standard for evaluation quality.  Members of the Corrective Action Review Board 
discussed selected issues in sufficient detail and challenged each other regarding their 
conclusions and recommendations. 
 
The inspectors performed a detailed review of issues related to the reactor 
protection/neutron monitoring system covering roughly the past 5 years.  The two 
systems entered into the Maintenance Rule (a)(1) category in April 2013 due to 
exceeding the criteria for scram input failures, primarily due to issues with local power 
range monitor circuit cards.  The Inspectors reviewed action plans approved by the 
expert panel to replace/refurbish the circuit cards, associated cause evaluations, 
Maintenance Rule evaluations, and CRs.  The inspectors noted that the licensee 
generally showed no reluctance in placing structure, system, and components into 
Maintenance Rule (a)(1) status.  Appropriate corrective actions to address the 
maintenance deficiencies were prescribed and completed.  A detailed review of the 
structure, system, and components performance generally occurred before returning 
such structure, system and components could be returned to (a)(2) status. 

The inspectors determined that the licensee usually evaluated equipment functionality 
requirements adequately after a degraded or non-conforming condition was identified.  
In general, appropriate actions were assigned to correct the degraded or non-conforming 
condition. 
 
However, vulnerabilities and deficiencies were noted in the licensee’s evaluations of 
some conditions.  These vulnerabilities and deficiencies had the potential to lead to 
degraded or inoperable conditions not being recognized. 
 

i) Observations 

Detail in Evaluation 

The inspectors noted while reviewing RCE 01834595, “Secondary Containment Damper 
Events,” that although the root cause identified met all regulatory requirements, more 
detailed discussion could have been provided about the work planning process if the 
licensee had taken their root cause a level deeper.  The licensee determined that the 
root cause was, “Adjustment to stop rod was made in wrong direction”, and took the 
corrective action to prevent recurrences to revise procedure GMP–MECH–42, “HVAC 
Dampers,” to include critical steps for rebuilding and adjusting secondary containment 
dampers and operators.  These critical steps directed the following:  “Provide guidance 
for rotation adjustments on each individual damper within the Secondary containment 
applicable to the procedure.”  If the licensee had asked why the stop rod adjustments 
were made in the wrong direction, they could have found a possible programmatic 
weakness in work order planning and verification.  The inspectors considered this a 
missed opportunity to achieve an overall programmatic improvement. 

ii) Findings 

No findings were identified. 
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(3) Effectiveness of Corrective Action 

Based on the results of the inspection, the inspectors concluded that the licensee was 
generally effective, with areas for improvement, in addressing identified issues and the 
assigned corrective actions were generally appropriate.  The licensee implemented 
corrective actions in a timely manner, commensurate with their safety significance, 
including an appropriate consideration of risk.  Problems identified using root or apparent 
cause methodologies were resolved in accordance with the CAP procedural and 
regulatory requirements.  Corrective actions designed to prevent recurrence were 
generally comprehensive, thorough, and timely.  The inspectors sampled corrective 
action assignments for selected NRC documented violations and determined that 
actions assigned were generally effective and timely. 
 
The inspectors also performed a 5-year extensive review of the standby gas treatment 
and secondary containment systems.  As part of this review, the inspectors reviewed a 
sample of standby gas treatment and secondary containment CRs, apparent cause 
evaluations, and RCEs.  The inspectors also walked down several secondary 
containment dampers, which the licensee has had historical issues with, to make sure 
these issues were addressed and there were no current visually identifiable problems.  
The inspectors concluded that standby gas treatment and secondary containment 
concerns were identified and entered into the CAP at a low threshold, and concerns 
were resolved in a timely manner commensurate with their safety significance.   An 
observation related to the details of a RCE was documented in Section 4OA2.1.b.2.i 
above. 
 
The inspectors also noted vulnerabilities in the thoroughness of corrective actions.  The 
inspectors identified several instances where corrective actions were closed 
inappropriately and that additional actions were needed to complete the closeout of the 
corrective actions.  The inspectors determined most of these discrepancies were minor 
compliance issues with the licensee’s CAP procedure and the licensee had taken 
actions to address these issues.  Two of these instances were determined to be licensee 
identified violations and were documented in Section 4OA7 of this report. 
 
The inspectors considered these procedural compliances issues noteworthy since the 
licensee had been working through a human performance substantive cross-cutting 
issue in applying a consistent process for decision making.  These compliance issues 
represented weaknesses that must be addressed in order to prevent more significant 
issues from happening.  In the case of the radiation survey maps issue documented 
below in Section 4OA2.1.b.3.i, a more-than-minor violation would have resulted if the 
circumstances were slightly different. 
 
The inspectors also identified that there were 301 open corrective action items at the 
time of the inspection.  More than 50 of these open corrective action items were greater 
than 2 years old.  The inspectors verified that the sampled CRs were evaluated  
and actions assigned appropriately.  The inspectors reviewed a sample of these 
corrective action items and determined that most of the remaining actions were minor 
non-conformances or enhancements and the due dates for the actions had been 
extended a number of times due to resource limitations or other emergent issues.  For 
those corrective actions that were safety significant, the inspectors verified that the due 
dates were reasonable and the licensee had appropriate compensatory actions in place. 
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The inspectors regarded this long term corrective action issue as an improvement 
opportunity.  While the total number of outstanding actions was manageable, they could 
potentially affect the licensee’s focus on more important safety issues and complicate 
resource utilization. 
 

i) Observations 

Drawing Errors 

As part of the corrective action for the reactor core isolation cooling White finding 
(VIO 05000331/2013004–03; RCIC Turbine Overspeed Trip), the licensee had 
determined that a piping and instrumentation diagram needed to be corrected.  The 
licensee had also determined that due to the similarity of the two systems, the piping and 
instrumentation diagram for the high pressure coolant injection (HPCI) system also 
needed to be revised. 

Drawing BECH–M124, “P&ID Reactor Core Isolation Cooling System (Steam Side),” 
Revision 59, was in effect at the time of the reactor core isolation cooling immediate 
operability decision and the licensee concluded an inaccuracy in the drawing 
significantly contributed to the erroneous decision that the reactor core isolation cooling 
system remained operable.  The senior reactor operator utilized drawing BECH–M124 
and observed that sensing element SE–2457 was connected to the shaft of the reactor 
core isolation cooling turbine and then was shown to be connected to speed indicator 
SI–2457 but there was no other connections shown.  This led the senior reactor operator 
to erroneously conclude that any component that had failed was related to indication 
only and was not related to speed control. 

Drawing BECH–M124, Revision 60 was issued to show that there was a connection to 
the reactor core isolation cooling turbine governor through the use of a drawing 
reference arrow.  During the preparation of the engineering change package to add a 
power indicating meter, licensee personnel determined that Revision 60 failed to show 
that the reactor core isolation cooling turbine governor was in between sensing element 
SE–2457 and speed indicator-2457 but in fact still showed that sensing element and the 
speed indicator were directly connected.  Revision 61 of drawing BECH–M124 was 
issued showing that the speed indicator came off of the reactor core isolation cooling 
turbine governor and not directly from the sensing element.  At this point, the only error 
remaining on drawing BECH–M124 was a minor error in the direction of the location 
arrows.  The arrows on the drawing that indicated where one part of the drawing leaves 
the page and where it re-entered either on the same page or a different drawing, were 
pointed the wrong direction.  The signal flow left the sensing element and went to the 
turbine logic control.  The convention on the direction of the arrow should have shown 
that the signal left the sensing element and entered into the turbine control logic.  The 
arrow on the drawing at the turbine logic control pointed back at the sensing element.  
The inspectors had had several discussions with licensee management about this 
drawing error.  This error was minor but still incorrect. 

The licensee had included the need to revise HPCI drawing BECH–M122 as part of their 
corrective action to prevent recurrence (CAPR) for the reactor core isolation cooling 
White finding.  This was due to the great similarity between the HPCI and the reactor 
core isolation cooling drawings.  During their review of the extent of condition and 
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corrective actions, the inspectors observed that while drawing BECH–M122 had been 
revised similar to Revision 60 of reactor core isolation cooling drawing BECH–M124; it 
had not been further corrected.  The HPCI sensing element SE–2284 was shown 
directly connected to the speed indicator SI–2284 without the associated HPCI turbine 
governor in between them.  The inspectors determined that the HPCI drawing was 
inaccurate and issued NCV 05000331/2014009–01, “Inadequately Performed Drawing 
Revision Related to CAPR,” as a result of the 95002 supplemental inspection in June 
2014. 

During this inspection, the inspectors reviewed the corrective actions associated with 
NCV 05000331/2014009–01.  The inspectors identified that while drawing BECH–M122 
was updated in Revision 64 to show that the sensing element was connected to the 
turbine control logic, that drawing change contained the same arrow configuration error 
that was in BECH–M124, Revision 61.  The inspectors also reviewed BECH–M124, 
Revision 62, and the arrow convention error was still there. 

These errors with the arrow conventions were of very minor safety significance and 
therefore not subject to enforcement action in accordance with the NRC�s Enforcement 
Policy.  However, these errors were indicative of a lack of attention to detail in the 
corrective action process and on behalf of management. 

Effectiveness Reviews 

During the 95002 supplemental inspection performed in June 2014, the inspectors 
determined that the effectiveness reviews, selected by the licensee to determine if  
the CAPRs associated with the White Findings, were more focused on whether the  
root causes had been addressed or whether the White findings had repeated.  The 
licensee failed to address whether the CAPRs had been effective, sustainable and 
institutionalized.  This led to a number of the CAPRs not having a suitable effectiveness 
review planned.  The NRC issued NCV 05000331/2014009–03; “Failure to Establish 
Effectiveness Review Attributes to Assess the Effectiveness of Corrective Actions,” for 
having inappropriate effectiveness reviews. 

The inspectors reviewed the new effectiveness review plans associated with 
NCV 05000331/2014009–03.  The inspectors identified that the licensee had performed 
effectiveness reviews for at least two issues discussed in this report (HPCI drawing 
changes and standby diesel generator flange alignment) and determined that the 
corrective actions were effective.  The inspectors, however, determined that the 
corrective actions associated with those issues were incorrect.  The HPCI drawing  
was changed but still had an error and the method described for the standby diesel 
generator flange alignment could not have met the acceptance criteria established  
in the procedure.  These issues were discussed in details in Section 4OA2.1.b.3.i and 
Section 4OA2.1.b.3.ii, respectively.  The licensee’s procedure for effectiveness reviews, 
PI–AA–100–1005, “Root Cause Analysis,” Revision 12, Attachment 16, “Effectiveness 
Review Detail,” Step 5, states that the completed effectiveness review may identify 
issues with individual corrective actions and still conclude the corrective actions 
collectively have been effective.  If one or more actions were not completed 
appropriately, but the review determined that collectively, the actions had been effective, 
the individual issues would be documented on a new CR for resolution.  The inspectors 
did not identify any CRs associated with the issues identified. 
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The cross-cutting issue, associated with the NCV described in Section 4OA2.1.b.3.ii of 
this report regarding the standby diesel generator flange alignment, was listed as 
“Evaluation,” which captured the failure to adequately perform the effectiveness review.  
As described in Section 4OA2.1.b.3.i, the HPCI drawing change issue was minor.  For 
these reasons, another NCV, for failing to perform steps in PI–AA–100–1005 was not 
issued.  However, the inspectors determined that the failure to appropriately perform 
these effectiveness reviews indicated a weakness in the CAP. 

Radiation Surveys Not Performed Per Procedure 

In 2013, the licensee identified a number of required surveys were not performed per 
procedure HPP 3103.01, “HP Survey Performance and Frequencies.”  One of the 
corrective actions at the time was to use a computer system to track completion of these 
surveys.  Shortly after an NRC finding was issued for an unrelated missed calibration of 
radiation protection instruments in 2013, the missed survey corrective action was closed 
to the CR for the NRC finding since the corrective action for the finding was also to use 
the same computer system to track the calibration.  However, the corrective action to 
use the computer system to track survey completion was cancelled in August 2013 with 
the justification that the surveys were not regulatory requirements.  The licensee 
established additional requirements in procedure HPP 3103.01 that the required surveys 
would be due before reaching 90 percent of the frequency period.  A CR was required to 
be written identifying the survey that was at-risk of going overdue. 
 
To verify the effectiveness of the licensee’s corrective action, the inspectors reviewed 
the surveys completed in 2014.  The inspectors identified that the tracking sheet for the 
biennial surveys was signed off with expired surveys.  Four of these surveys were 
actually performed but not logged in the tracking sheet as required.  Two biennial 
surveys were determined to have exceeded the biennial frequency.  No CRs were 
generated when they reached 90 percent of the due date. 
 
The inspectors determined that this issue was a failure to follow radiation protection 
procedure HPP 3103.01.  The issue was considered a minor procedural violation 
because there were no personnel entries to these areas using the expired maps.  
Therefore, this minor violation was not subject to enforcement action in accordance with 
the NRC�s Enforcement Policy.  Although this issue was minor, the licensee’s 
justification to cancel the corrective action in August 2013 was weak and relied on 
radiation protection supervisor to keep track of these surveys.  Essentially, the licensee 
was relying on the same manual tracking mechanism that had failed them previously.  
The licensee entered this issue into the CAP as CR 02044506, completed the missed 
surveys and is evaluating alternative for tracking survey performance. 
 

ii) Findings 

Emergency Diesel Generator Maintenance Procedure Lacks Appropriate Work 
Instructions and Acceptance Criteria  

Introduction:  The inspectors identified a finding of very low significance (Green) and an 
associated NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for failure to ensure that activities affecting quality were prescribed by 
documented procedures of a type appropriate to the circumstances to assure that for a 
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significant condition adverse to quality, the cause of the condition was determined and 
corrective actions were taken to preclude repetition. 

Description:  During the 95002 supplemental inspection performed in June 2014,  
the inspectors reviewed licensee CRs, procedures, and work documents used following 
the March 8, 2013, gasket failure of a flange on the ‘A’ standby diesel generator  
lube oil cooler that resulted in a White finding.  The inspectors reviewed the CAPR 
recommended per Revision 5 of the RCE 01855032.  The inspectors noted that Root 
Cause 1, CAPR 3, required the licensee to develop a maintenance procedure for the ‘A’ 
and ‘B’ standby diesel generators similar to the model work order for 1E053A2 and 
1E053B2, lube oil heat exchangers, to: 

• perform visual inspection of flange surfaces; 
• perform visual inspection of flange channel head to heat exchanger shell sealing 

surfaces; 
• measure clearances between the shell and tube bundle flanges without the 

gasket installed; 
• measure flatness of shell flanges and re-machine flange surfaces if not within 

tolerance; 
• measure and record vertical and horizontal alignment between the lube oil and 

jacket water channel heads; 
• specify a Garlock multi-swell gasket to be used for the stationary end of the heat 

exchanger; 
• torque to the value identified in updated evaluation, CA 01855032–12; and 
• torque the floating end “finger-tight” plus 1–2 turns. 

 
The inspectors reviewed licensee work packages that incorporated procedure  
GENERA–F010–01, “1E053A2 (B2) Flange Inspection,” Revision 4 and determined the 
licensee failed to incorporate the CAPR item to “Measure and Record vertical and 
horizontal alignment between the lube oil and jacket water channel heads.”  The 
inspectors determined that the “Flange Inspection” procedure instructed the individual 
performing the flange inspection to “measure horizontal and vertical alignment between 
1E053A2 (B2) channel head flange and 1E053A3 (B3) channel head flange visually or 
using a ruler.” 

In addition, the licensee determined that they failed to measure and record flange 
alignment as specified by RCE 01855032 on September 24, 2013, during standby diesel 
generator lube oil heat exchanger flange inspections.  The licensee documented this 
issue in CR 01955777, dated April 10, 2014, following interviews with site maintenance 
and engineering staff.  The licensee stated that the channel head flange alignment was 
visually inspected per procedure GENERA–F010–01, and that no visible misalignment 
issues were noted.  The licensee stated the procedure did not require gap and alignment 
parameters to be documented as requested by RCE 01855032, CAPR–11 or CAPR–15. 

The inspectors determined the licensee provided the above assessment and closed this 
CR and failed to revise procedures to incorporate CAPR–11 and CAPR–15 to measure 
and record flange alignment in accordance with RCE 01855032.  The inspectors’ 
concerns were entered into the licensee CAP as CR 01974810, to ensure CAPR items 
are adequately incorporated into procedures in a measureable, achievable and timely 
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manner in accordance with root cause analysis procedure PI–AA–100–1005, and 
condition evaluation and corrective action procedure, PI–AA–205. 

In addition, the licensee failed to provide qualitative or quantitative acceptance criteria 
for the assessment of flange alignment issues.  The inspectors reviewed the 
implementing procedure GENERA–F010–01, Revision 0 though Revision 4, for flange 
inspections and noted the procedure required the flange inspector to: 

“MEASURE horizontal and vertical alignment between 1E053A2 (B2) 
channel head flange and 1E053A3 (B3) channel head flange visually or 
using ruler.  Contact Engineering if any excessive misalignment exists.” 

The inspectors determined that these work instructions failed to adequately implement 
CAPR–11 and CAPR–15 from RCE 01855032, which required the maintenance 
personnel to measure and record horizontal and vertical flange alignment. 

The inspectors concluded that the procedure allowed maintenance personnel to make 
an in-field determination of acceptability of alignment, based on judgment, in the 
absence of qualitative or quantitative acceptance criteria.  The inspectors concerns were 
entered into the Corrective Actions Program as CR 01975553, to ensure that 
acceptance criteria are developed and included in “Flange Inspection procedure,” 
GENERA–F010–01. 

The NRC issued NCV 05000331/2014009–02, “Incomplete Corrective Actions To 
Prevent Recurrence,” in the 95002 supplemental inspection report 05000331/2014009 to 
address the issues described above. 

During this PI&R inspection on April 15, 2015, the inspectors reviewed the licensee’s 
corrective actions to address NCV 05000331/2014009–02.  The licensee changed 
GENERA–F010–01, Section W, Steps 5.1.3.3.b in Revision 5 to require the 
measurement of alignment by taking a ruler with 1/32” increments and measuring the 
gap between the outer edges of the two flanges in 4 locations 90-degrees apart from 
each other.  The maximum allowable distance measured (acceptance criteria) was 1/16” 
at any location.  There was a drawing to describe how the measurements were to be 
taken in GENERA–F010–01, Section W, Appendix 7 and a requirement to record the 
measurements taken in Attachment 8. 

The inspectors also observed the 1EO53A2 flange in the ‘A’ standby diesel generator 
room.  The bottom half of the flange was not the same size and shape as the top  
half of the flange.  The inspectors observed that the measurements called out in 
GENERA–F010–01, Section W, Step 5.1.3.3.b could not be performed satisfactorily 
because of the differences in the two halves of the flange. 

Analysis:  The inspectors determined the licensee’s failure to provide procedures of a 
type appropriate to the circumstances to assure that for a significant condition adverse  
to quality, the cause of the condition was determined and corrective actions were taken 
to preclude repetition was a performance deficiency warranting further review.  The 
inspectors determined that this finding was more than minor in accordance with  
IMC 0612, Appendix B, because it affected the Mitigating Systems Cornerstone 
objective to ensure availability, reliability, and capability of systems that respond to 



 

14 
 

initiating events to prevent undesirable consequences.  Misalignment of the flanges 
could lead to excessive oil leak that rendered the diesel generator inoperable. 

The inspectors evaluated the finding using IMC 0609, “Significance Determination 
Process,” Attachment 0609.04, “Initial Characterization of Findings,” dated  
June 19, 2012, and Appendix A, “The Significance Determination Process for Findings 
At-Power,” dated June 19, 2012, Exhibit 2, “Mitigating Systems Screening Questions.”  
The inspectors determined the finding was of very low safety significance (Green) 
because the finding was not a deficiency affecting the design or qualification of a 
mitigating system, structure and component and did not result in a loss of operability or 
functionality.  In addition, the finding did not represent a loss of system or function, did 
not represent an actual loss of function of a least a single train for longer than its TS 
allowed outage time, and did not represent an actual loss of function of one or more  
non-technical specification trains of equipment designated as high safety-significance. 

The inspectors determined this finding had a cross-cutting aspect in the area of PI&R, 
specifically resolution, because licensee personnel failed to take effective corrective 
actions to ensure that the resolutions address causes and extent of conditions 
commensurate with their safety significance [P.3]. 

Enforcement:  As required, in part, by 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” that activities affecting quality shall be 
prescribed by documented instructions, procedures, or drawings, of a type appropriate to 
the circumstances and shall include appropriate quantitative or qualitative acceptance 
criteria for determining that important activities have been satisfactorily accomplished. 

Contrary to the above, on July 3, 2014, the licensee implemented GENERA–F010–01, 
“1E053A2 (B2) Flange Inspection,” Section W, Revision 5, Step 5.1.3.3.b as a corrective 
action to NCV 05000331/2014009–02, in order to ensure proper alignment of the 
1E053A2 (B2) flange.  The procedure was not appropriate for the circumstances 
because the instructions, as written, in Step 5.1.3.3.b would not result in meeting the 
acceptance criteria for flange alignment listed in GENERA–F010–01, “1E053A2 (B2) 
Flange Inspection,” Section W, Revision 5, Attachment 8.  The licensee evaluated the 
gasket that was in place when the inspection was performed and determined that the 
installation was acceptable.  Inspectors determined that the corrective actions to revise 
the procedure could reasonably be performed before gasket replacement was required.  
This violation was being treated as an NCV, consistent with Section 2.3.2 of the 
Enforcement Policy because it was of very low safety significance (Green) and was 
entered into licensee’s CAP as CR 02041369. 
(NCV 05000331/2015007–01, Inappropriate Diesel Generator Maintenance 
Procedure) 
 

.2 Assessment of the Use of Operating Experience 

a. Inspection Scope 

The inspectors reviewed the licensee’s implementation of the facility’s Operating 
Experience program.  Specifically, the inspectors reviewed the operating experience 
program implementing procedures, and completed evaluations of operating experience 
issues and events.  The inspectors also observed meetings and daily activities for the 
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use of operating experience information.  The intent was to determine if the licensee was 
effectively integrating experience into the performance of daily activities, whether 
evaluations of issues were proper and conducted by qualified personnel, whether the 
licensee’s program was sufficient to prevent future occurrences of previous industry 
events, and whether the licensee effectively used the information in developing 
departmental assessments and facility audits.  The inspectors also assessed if 
corrective actions, as a result of operating experience experience, were identified and 
implemented effectively and in a timely manner. 

b. Assessment 

Based on the results of the inspection, the inspectors concluded that in general, 
operating experience was effectively utilized at the station.  The inspectors observed that 
operating experience was discussed as part of the daily and pre-job briefings.  Industry 
operating experience was effectively disseminated across plant departments and no 
issues were identified during the inspectors’ review of selected licensee operating 
experience evaluations. 

c. Findings 

No findings were identified. 

.3 Assessment of Self-Assessments and Audits 

a. Inspection Scope 

The inspectors reviewed selected self-assessments, bench markings, and Nuclear 
Oversight audits, as well as the schedule of past and future assessments.  The 
inspectors evaluated whether these audits and self-assessments were effectively 
managed, adequately covered the subject areas, and properly captured identified issues 
in the CAP.  In addition, the inspectors interviewed licensee personnel regarding the 
implementation of the audit and self-assessment programs. 

b. Assessment 

Based on the results of the inspection, the inspectors concluded that self-assessments 
and audits were typically accurate, thorough, and effective at identifying issues and 
enhancement opportunities at an appropriate threshold.  The inspectors concluded that 
these audits and self-assessments were completed by personnel knowledgeable in the 
subject area.  In many cases, these self-assessments and audits had identified 
numerous issues that were not previously recognized by the station.  These issues were 
entered into CRs as required by the CAP procedures. 

c. Findings 

No findings were identified. 
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.4 Assessment of Safety Conscious Work Environment  

a. Inspection Scope 

The inspectors interviewed selected DAEC personnel to determine if there were any 
indications that licensee personnel were reluctant to raise safety concerns to either their 
management or the NRC due to fear of retaliation.  The inspectors reviewed selected 
employee concern program (ECP) case files to identify any emergent issues or potential 
trends.  The inspectors also assessed the licensee’s safety conscious work environment 
through a review of ECP implementing procedures, discussions with ECP manager, 
interviews with personnel from various departments, and reviews of CRs.  The licensee’s 
programs to publicize the CAP and ECP were also reviewed.  The inspectors reviewed 
licensee’s self-assessments and assessments by external organizations of safety culture 
to determine if there were any organizational issues or trends that could impact the 
licensee’s safety performance. 

b. Assessment 

The inspectors did not identify any issues that suggested conditions were not conducive 
to the establishment and existence of a safety conscious work environment at DAEC.  
Licensee staff members were aware of and generally familiar with the CAP and other 
station processes, including the ECP, through which concerns could be raised.  In 
addition, a review of the types of issues in the ECP indicated that the licensee staff 
members were appropriately using the CAP and ECP to identify issues.  The licensee 
staff also indicated that management had been supportive of the CAP by providing time 
and resources for employee to generate their CRs. 
 
The staff also expressed a willingness to challenge actions or decisions that they 
believed were unsafe.  All employees interviewed noted that any safety issue could be 
freely communicated to supervision and safety significant issues were being corrected.  
Some employees indicated that training and retraining of the CAP process were not 
consistently performed and they lacked the proficiency to navigate the computerized 
CAP efficiently.  The inspectors considered that an improvement opportunity for the CAP 
implementation. 
 
Since the beginning of 2013, various safety culture assessments had been performed by 
contractors, the licensee’s staff, and a nuclear plant owner/operators organization.  The 
results indicated that there were no impediments to the identification of nuclear safety 
issues.  The inspectors reviewed these surveys and did not identify any adverse trend. 

 
c. Findings 

 No findings were identified. 
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4OA5  Other Activities 

.1 (Closed) Unresolved Item 05000331/2014009–04; Failure To Correctly Update the 
Updated Final Safety Analysis Report 

a. Inspection Scope 

The issue associated with unresolved item (URI) 05000331/2014009–04 was identified 
during the review of extent of condition as part of the Supplemental Inspection  
Program Inspection (95002); and was reported in NRC Integrated Inspection 
Report 05000331/2014–009.  Subsequently, the licensee performed a review, in 
accordance with its CAP and documented the result in CR 01974995.  The inspectors 
reviewed the corrective action documents and interviewed members of plant 
management. 

b. Findings 

Introduction:  The inspectors identified a Severity Level IV NCV of 10 CFR 50.71(e) for 
failure to assure that the information included in the last update of the UFSAR contained 
the latest information developed. 

Description:  During the 95002 supplemental inspection conducted in June of 2014, the 
inspectors identified a URI regarding the potential failure to update the UFSAR in 
accordance with 10 CFR 50.71(e).  The licensee had provided information to the 
inspectors, which documented the safety classification of the reactor core isolation 
cooling system.  However, the information provided did not match the safety 
classification description in the UFSAR. 
 
The inspectors questioned the safety classification of the reactor core isolation cooling 
system.  The licensee provided EC–01.12, “Equipment Data Sheet–SQA Level B,” which 
identified the reactor core isolation cooling system as safety-related.  This document was 
last updated in May 2010.  The UFSAR, page 5.4–30, Revision 17, had a note at the 
bottom that stated that reactor core isolation cooling was not safety-related. 
 
The licensee determined that the UFSAR was changed to reflect that the reactor core 
isolation cooling system was non-safety related in error.  The change to the UFSAR was 
made during an extensive license amendment in 2003 for extended power uprate.  Title 
10 CFR 50.71(e), states, in part, “each person licensed to operate a nuclear power 
reactor under the provisions of § 50.21 or § 50.22, and each applicant for a combined 
license under Part 52 of this chapter, shall update periodically, as provided in 
paragraphs (e)(3)  and (4) of this section, the final safety analysis report (FSAR) 
originally submitted as part of the application for the license, to assure that the 
information included in the report contains the latest information developed.” 
 
Analysis:  This issue was assessed in accordance with the traditional enforcement path 
in IMC 0612, Appendix B, “Issue Screening,” issued on September 7, 2012.  The 
inspectors determined that traditional enforcement did apply because the failure to 
correctly update the UFSAR impacted the regulatory process.  The Enforcement Policy, 
dated February 4, 2015, Section 6.1.d.3, gave the example that if, “a licensee fails to 
update the FSAR as required by 10 CFR 50.71(e) but the lack of up-to-date information 
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has not resulted in any unacceptable change to the facility or procedures;” then this was 
a Severity Level IV violation.  In this case, the UFSAR was updated incorrectly but did 
not, “result in any unacceptable change to the facility or procedures.”  The inspectors 
determined this to be a similar example and therefore more than minor and a Severity 
Level IV violation.  This violation was not associated with a finding that was evaluated by 
the Significance Determination Process.  Therefore, a cross-cutting aspect was not 
assigned to this traditional enforcement violation. 

 
Enforcement:  As required by 10 CFR 50.71(e) that, “Each person licensed to operate a 
nuclear power reactor under the provisions of § 50.21 or § 50.22, and each applicant for 
a combined license under Part 52 of this chapter, shall update periodically, as provided 
in paragraphs (e)(3) and (4) of this section, the FSAR originally submitted as part of the 
application for the license, to assure that the information included in the report contains 
the latest information developed.  This submittal shall contain all the changes necessary 
to reflect information and analyses submitted to the Commission by the applicant or 
licensee or prepared by the applicant or licensee pursuant to Commission requirement 
since the submittal of the original FSAR, or as appropriate, the last update to the FSAR 
under this section.  The submittal shall include the effects of all changes made in the 
facility or procedures as described in the FSAR; all safety analyses and evaluations 
performed by the applicant or licensee either in support of approved license 
amendments or in support of conclusions that changes did not require a license 
amendment in accordance with § 50.59(c)(2) or, in the case of a license that references 
a certified design, in accordance with § 52.98(c) of this chapter; and all analyses of new 
safety issues performed by or on behalf of the applicant or licensee at Commission 
request.  The updated information shall be appropriately located within the update to the 
FSAR.” 
 
Contrary to the above, on October 28, 2003, the facility licensee implemented a change 
to the UFSAR, in preparation for License Amendment 243 that did not contain the latest 
information developed.  Specifically, Section 5.4.6.1 (page 5.4–30 of Revision 17) was 
updated with a note that stated the reactor core isolation cooling system was not  
safety-related.  In fact, the reactor core isolation cooling system had always been 
designated as safety-related.  The licensee prepared an UFSAR change that removed 
the statement that the reactor core isolation cooling system was not safety-related.  
Because this violation was of very low safety significance, was not repetitive or willful, 
and was entered into the licensee’s CAP as CR 01974995, this violation was being 
treated as a Severity Level IV NCV, consistent with Section 2.3.2 of the NRC 
Enforcement Policy.  (NCV 0500331/2015007–02, Failure to Correctly Update the 
Updated Final Safety Analysis Report) 

URI 05000331/2014009–04 was closed. 
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4OA6  Management Meetings 

Exit Meeting 

On May 1, 2015, the inspectors presented the inspection result to Mr. G. Pry and other 
members of the licensee staff.  The licensee acknowledged the issues presented.  The 
inspectors confirmed that none of the potential report input discussed was considered 
proprietary. 

4OA7  Licensee-Identified Violations 

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

• As required, in part, by 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” that activities affecting quality shall be prescribed by 
documented instructions, procedures, or drawings, of a type appropriate to the 
circumstances and shall be accomplished in accordance with these instructions, 
procedures, or drawings.  Procedure PI–AA–205, “Condition Evaluation and 
Corrective Action,” Revision 23, Section 4.10, Step 8, requires, in part, that 
corrective actions shall not be closed to other existing actions unless the 
description, scope, condition designation, and intent of the action that will remain 
open is equivalent to that of the action being closed.  Contrary to the above, in 
December 2013, while performing RCE associated with CR 01884408, the 
licensee inappropriately credited a long term corrective action developed in an 
apparent cause evaluation associated with CR 01835557 to accomplish the 
stated CAPR action.  Further, procedure PI–AA–104–1000, “Corrective Action,” 
Revision 1, Section 4.11, Step 6, requires, in part, that requests for significance 
level 1 CAPR due date extensions be documented on PI–AA–104–1000–F01, 
“Change Request Form”, Revision 1, receive MRC approval for the stated 
changes, and be attached to the condition report.  Contrary to that, on  
December 5, 2014, the long term corrective action due date was extended 4 
months without Management Review Committee approval.  The CAPR and long 
term corrective action were related to the failure of a safety related main steam 
line temperature instrument. 

Because the instrument was maintained in an operable status and did not initiate 
a transient based upon the deficient condition, the finding screened as very low 
safety significance (Green).  The above issue was documented in the licensee’s 
CAP as CR 02025444 and 02044053.  Immediate corrective actions included 
adding an assignment to correctly restate that the plant modification to replace 
the temperature indicators as a CAPR in CR 01884408. 

• As required, in part, by 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” that activities affecting quality shall be prescribed by 
documented instructions, procedures, or drawings, of a type appropriate to the 
circumstances and shall be accomplished in accordance with these instructions, 
procedures, or drawings.  Procedure PI–AA–104–1000, “Corrective Action,” 
Revision 3, Section 4.10, Step 1, requires, in part, that closure of corrective 
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actions is not permitted until the corrective actions are completed as  
prescribed or appropriate justification and approval for intent change or 
cancellation/nonperformance of the corrective action is documented in the 
condition report.  Contrary to the above, on November 24, 2014, a long term 
corrective action to replace the northwest corner room cooler coils due to copper 
tube degradation was closed without replacing the cooler coils or obtaining an 
approval for cancellation of the correction action. 
 
Because the cooler was maintained in an operable status and did not initiate a 
transient based upon the deficient condition, the finding screened as very low 
safety significance (Green).  The above issue was documented in the licensee’s 
CAP as CR 02016918.  Immediate corrective actions included reopening the 
corrective action assignment and obtaining approval for extending the due date. 
 

ATTACHMENT:  SUPPLEMENTAL INFORMATION



 

Attachment 
 

SUPPLEMENTAL INFORMATION 

KEY POINTS OF CONTACT 

Licensee 

G. Pry, Plant General Manager 
M. Strope, Assistant Operations Manager 
C. Hill, Training Manager 
P. Hansen, Performance Improvement Manager 
M. Davis, Licensing / Emergency Planning Manager 
M. Durbin, Maintenance Director 
B. Porter, Radiation Protection Manager 
B. Simmons, Nuclear Oversight Manager 
J. Schwertfeger, Security Manager 
D. Church, Program Engineering Manager 
G. Hawkins, ERRT Manager 
 
NRC 
 
J. McGhee, Branch Chief 
L. Haeg, Senior Resident Inspector 
 

 

LIST OF ITEMS OPENED, CLOSED, AND DISCUSSED 

Opened 
 
05000331/2015007–01 NCV Inappropriate Diesel Generator Maintenance Procedure 

(Section 4OA2.1.b.3.ii) 
 

05000331/2015007–02 NCV Failure to Correctly Update the Updated Final Safety 
Analysis Report  (Section 4OA5.1.b) 
 

 
Closed 
 
05000331/2015007–01 NCV Inappropriate Diesel Generator Maintenance Procedure 

(Section 4OA2.1.b.3.ii) 
 

05000331/2015007–02 NCV Failure to Correctly Update the Updated Final Safety 
Analysis Report  (Section 4OA5.1.b) 
 

05000331/2014009–04 URI Failure To Correctly Update the Updated Final Safety 
Analysis Report  (Section 4OA5.1.b) 

 
Discussed 

None
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LIST OF DOCUMENTS REVIEWED 

The following is a list of documents reviewed during the inspection.  Inclusion on this list does 
not imply that the NRC inspectors reviewed the documents in their entirety, but rather, that 
selected sections 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 

CR 00288650 012718 SBLC Tank Boron Solution 
Temperature Control Indication 

February 8, 2002 

CR 00288650 012718 SBLC Tank Boron Solution 
Temperature Control Indication 

February 8, 2002 

CR 00290895 014963TIC2602(SBLC Tank Boron Sol. Temp) 
Found OOT During 

March 25, 1996 

CR 00299284 028330 TIC2602 Indication and Low Switch Out 
of  Tolerance 

July 23, 2003 

CR 00299755 028801 TIC2602 (SBLC Boron Solution 
Temperature Control  

August 27, 2003 

CR 00299814 028860 New TIC2602 Has Poor Temperature 
Compensation 

August 29, 2003 

CR 00302765 031811 CAQ-125V DC Grounds Found Out of 
Spec Without Alarm 

May 28, 2004 

CR 00305977 035023 TIC2602 Out of Tolerance February 23, 2005 

CR 00313601 CAQ – NEIL Inspection Issues Not Properly 
Evaluated 

June 8, 2006 

CR 00314183 043230 TIC2602 Out of Tolerance July 17, 2006 

CR 00318920 Three Leads on IC19 Terminal AA-70 March 1, 2007 

CR 00320056 Copper Cooling Coil Leaks Re-Evaluate 
Corrective Actions 

April 16, 2007 

CR 00322080 CAQ – CAs of RCE 1029 were Not Effective in 
Preventing Copper Coil Leak 

July 17, 2007 

CR 00326449 055499 CAQ- Tic2602 Found Out of Cal Limits 
During Cal Check 

February 12, 2008 

CR 00333292 062342 CAQ - Electrical Calculation Indicates 
Several Issues 

December 16, 2008 

CR 01599839 Replacement of 1VAC015A/B Cooling Coils has 
Not been Timely 

December 7, 2010 

CR 01651361 Single Point Vulnerability - Isophase Duct Boots May 13, 2011 

CR 01674255 RE-4131B is Failed Downscale August 2, 2011 

CR 01682339 TIC-2602 Reading High & Low Out of Limits 
During Cal Check 

August 30, 2011 

CR 01686976 INPO IEF L2 11-39 Lack of Timely Emergency 
Response 

September 16, 2011 
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CR 01690273 Part 21 – Failure to Include Seismic Input in 
Reactor Control Blade Guidance 

September 27, 2011 

CR 01701934 Cask service Platform Out of Position November 1, 2011 

CR 01709536 2011 WANO AFI OP.1-1 Crew Supervision November 23, 2011 

CR 01713473 Tech Spec Change for EC Determined After 
RF023 TS Milestone 

December 7, 2011 

CR 01719760 1VAD017A3 Indication Did Not Change When 
Group 3 Inserted 

December 28, 2011 

CR 01726074 1VAD017A3 Sec Cont Isol Damper Failed to 
Close on Group 3 

January 20, 2012 

CR 01735551 TIC 2602 SBLC Tank Boron Solution 
Temperature Control HOOS 

February 17, 2012 

Cr 01739467 1VAD017B3 Indicates Dual While Performing a 
GP 3 B STP 

February 29, 2012 

CR 01739467 1VAD017B3 Indicates Dual while performing a 
GP 3 B STP 

February 29, 2012 

CR 01739632 Damper 1VAD017A3 Failed to Indicate Full 
Closed With a GP 3A 

February 29, 2012 

CR 01747694 50.65(A)(1) Red For SUS 34/70 SC (RB 
HVAC)/SBGT, RMPFF 

March 22, 2012 

CR 01754375 SBLC Tank Heaters Not Properly Controlling 
Temperature 

April 11, 2012 

CR 01758909 Door-281 is Damaged, Sprung April 24, 2012 

CR 01770695 GP 3A SEC Cont Isol Failure Indicated on CIMS 
Logic A 

May 25, 2012 

CR 01771849 CA 1709536-11 Was Rejected At O-CARB May 31, 2012 

CR 01776321 LPCI Manual Realignment from S/D Cooling in 
Mode Three 

June 14, 2012 

CR 01776321 Low Pressure Coolant Injection Manual 
Realignment From Shutdown Cooling in Mode 
Three 

June 14, 2012 

CR 01778036 Configuration Control Adverse Trend June 21, 2012 

CR 01778284 Cannot Locate Formal Calc or Evaluation for 
Cedar River Weir Dam 

June 21, 2012 

CR 01788802 Relay 95-K0102 Overheated and Failed 
Causing WW Load Shed 

July 28, 2012 

CR 01788802 Relay 95-K0102 Overheated and Failed 
Causing WW Load Shed 

July 28, 2012 

CR 01815530 Mis-Oriented Fuel Bundle Identified During Core 
Verification 

October 22, 2012 

CR 01826460 Secondary Containment Failed STP 3.6.4.1-01B 
DP Requirements 

November 24, 2012 

CR 01826680 Elevated B-SBGT Flow Required to Meet SR 
3.6.4.1.3 

November 25, 2012 

CR 01831074 Problems Encountered With Containment Purge December 8, 2012 
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CR 01833059 Evaluate 'A' Core Spray Venting Method for 
Reducing Pressure 

December 14, 2012 

CR 01835557 TIS 4479 Channel 1 Main Steam Line “C” 
Turbine Building Leakage Temperature 
Instrument Failed Channel Check Surveillance 

December 28, 2012 

CR 01838349 Missed Semi-Annual Survey for 2012 January 10, 2013 

CR 01840678 NRC Potential Green Non-Cited Violation 
Respiratory Program 

January 18, 2013 

CR 01840714 Secondary Containment Damper Operator 
Information 

January 18, 2013 

CR 01842365 Three Items of Concerns from OPS 3 & 4Q PAR 
Meeting 

January 24, 2013 

CR 01843066 Rapid OE Seabrook - Switchyard Battery 
Charger 

January 28, 2013 

CR 01843104 Poly HICs Stored Improperly in LLRPSF January 28, 2013 

CR 01843139 Missed Annual and Biennial Radiological 
Surveys for 2012 

January 28, 2013 

CR 01843984 RCE 1834595-04 Secondary Containment 
Damper Concern 

January 30, 2013 

CR 01851574 EOC of ACE 01840678 Identified a Potential 
Risk to Other Dept. 

February 26, 2013 

CR 01851946 Improper Use of RWT Versus CR February 27, 2013 

CR 01852016 Use of Safety Culture Aspects in RCE’s and 
ACE’s 

February 27, 2013 

CR 01855281 LCO Not Identified in Clearance Planning March 11, 2013 

CR 01856280 Unplanned LCO Entry For ECCS Instr While 
Clearing Tags. 

March 13, 2013 

CR 01860193 Radwaste Ventilation System Reliability Issues March 26, 2013 

CR 01862390 13 DRJIC Linn County Declared SAE Prior to 
Plant Declaration 

April 2, 2013 

CR 01862611 13DREOF-ERO Staffing Definitions Not Clear April 3, 2013 

CR 01884070 Review CR Initiation Rate at Station and by 
Department 

June 20, 2013 

CR 01884338 Safety – Poly Liners Not Being Stored per Fire 
Plan 

June 21, 2013 

CR 0188566 Effectiveness Review Inconclusive June 26, 2013 

CR 01888585 Human Performance Trend at Duane Arnold July 11, 2013 

CR 01890619 Diesel Fire Pump Did Not Start in Position 
Manual – A 

July 19, 2013 

CR 01892099 Unsat Closure of NOS Finding Corrective Action 
In EP 

July 25, 2013 

CR 01901913 NRC Questions on Electrical Cable Program 
Section 4.5 Attachment 1 

September 5, 2013 
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CR 01907004 Part 21 For Rosemount Model 710 Trip Unit September 26, 2013 

CR 01910625 Walkdown Scope Increase October 8, 2013 

CR 01911837 Diesel Fire Pump Did Not Start with Switch in 
Manual “A” Position During NS13B009 

October 13, 2013 

CR 01916551 13 TD2CR - Crew Alert Classification Was Not 
Timely 

October 30, 2013 

CR 01916553 13 TD2CR - Communication Issue Contacting 
Benton Co. 

October 30, 2013 

CR 01918461 Focused Self-Assessment: Conduct of 
Maintenance 

November 6, 2013 

CR 01920531 3Q13 Station Trend:  CR Generation November 14, 2013 

CR 01920567 Failure to Write Condition Report as Required 
by Electrical Man-Hole Inspection Procedure 
GMP-ELEC-39 

November 14, 2013 

CR 01920572 Lack of Timely Action Led to Recurring Flooding 
of Cables 

November 14, 2013 

CR 01923571 NOS Finding - Ineffective Implementation For 
Cold Weather 

November 27, 2013 

CR 01931708 1 ER&RD Missed 2-YR Requirement For EMG 
Refresher 

January 8, 2014 

CR 01934040 Surveillance Test Procedure 3.3.8.1-05B, 4 
Kilovolt Emergency Transfer Supply 
Undervoltage Failed 

January 17, 2014 

CR 01936905 A SGTS Door Handle Not Engaged January 29, 2014 

CR 01939333 INPO Area for Improvement RP.2-1 Radiation 
Protection Controls 

February 7, 2014 

CR 01941869 Door 245 and Door 239A Were Momentarily 
Open Simultaneously 

February 18, 2014 
 

CR 01942635 Injury Requiring Transport Off Site in Ambulance February 20, 2014 

CR 01945512 Re-Screen AR1941869 (SEC Containmt Airlock 
Doors Open) 

Mar 4, 2014 

CR 01946530 Unsat Fire Drill March 7, 2014 

CR 01951283 Perform Formal Bench Marking for Work Order 
Planning Quality 

March 24, 2014 

CR 01951868 Quarterly Survey at Risk within Time Period to 
be Completed 

March 26, 2014 

CR 01957370 Ineffective Implementation of First Time Quality 
Process 

April 11, 2014 

CR 01964875 NRC Question the Use of Surveillance 
Requirement 3.0.3 and the Technical 
Requirements Manual 

May 9, 2014 

CR 01966184 14TD1 Failed RSPS Criteria For EAL Info To 
Offsite Agencies 

May 15, 2014 

CR 01968923 Secondary Containment Violation May 30, 2014 
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CR 01973992 95002 Inspection: 1E053A1 Gasket Observation 
By NRC 

June 23, 2014 

CR 01974810 SBDG ACPR Implementation June 26, 2014 

CR 01976210 95002: POD 1973992 Gasket Swell July 3, 2014 

CR 01976939 95002: Enhancements To Genera-F010 Section 
W 

July 8, 2014 

CR 01976943 95002 Focus of RCIC and SBDG Effectiveness 
Reviews 

July 8, 2014 

CR 01977645 Critical Equipment Failure Evaluation not 
Performed for Cardox System Surveillance Test 
Failure 

July 11, 2014 

CR 01979653 CR 01979556 Extent of Condition July 22, 2014 

CR 01979847 2014 CBDI -  Revise Battery Surveillance Test 
Procedures to Add Engineering Review to the 
Test 

July 23, 2014 

CR 01981737 Potential Operability Status Maintained by 
Compensatory Actions 

August 1, 2014 

CR 01982153 2014 CDBI:  ESW Throttle Valve Clearances August 4, 2014 

CR 01982490 CDBI 2014:  NRC Follow-up Question to 
CR 01982153 

August 5, 2014 

CR 01983162 Kaman 1 Does Not Meet Updated Final Safety 
Analysis Report or NUREG-0737 Requirements 

August 8, 2014 

CR 01984205 2014 CDBI: Essential Bus Overcurrent & 
Undervoltage Relays 

August 13, 2014 

CR 01984659 B SBGT Heater PMT August 15, 2014 

CR 01984729 B SBGT Controller Flashing "RAM Test" "Stack 
OK" 

August 15, 2014 

CR 01987274 Deviation from RCE1029 CATPR #6:  Reduce 
ESW Flows 

August 27, 2014 

CR 01988427 NRC Findings with Cross-Cutting Aspect P.2 September 2, 2014 

CR 01988930 TIC2602 Found OOT and Should be Evaluated 
for Replacement 

September 4, 2014 

CR 01989031 No Evaluation for CR 01977206 – NRC 
Observation 

September 4, 2014 

CR 01993225 Reactor Building Crane Secured with Load 
Suspended 

September 23, 2014 

CR 01998410 NRC EGM 11-003 Invoked for OPDRV W/2nd 
Cont Inoperable 

October 12, 2014 

CR 01998524 Monitor Previous Indications on the Steam Dryer 
Channel Welds 

October 13, 2014 

CR 01998827 Question NSPEO/RW Quals October 14, 2014 

CR 01998827 Question NSPEO/RW Quals. October 14, 2014 

CR 01999594 NRC Concern with Work Order 1287016 October 16, 2014 



 

7 
 

CR 02000241 “B” SRM Inoperable due to Not Meeting 
Channel Check 

October 19, 2014 

CR 02000258 Identified Higher Dose Rate Than Expected October 19, 2014 

CR 02002499 Production over Safety on RFO24 Projects October 27, 2014 

CR 02002727 CV1569 Design Information and Calculation 
CAL-M01-046 Error 

October 28, 2014 

CR 02003580 Appendix J Testing of Traversing In-core Probes 
Valves does not Test Inboard Fittings 

October 30, 2014 

CR 02003795 NRC Identified Performance Deficiency in RP October 31, 2014 

CR 02004961 Safety Safety Safety – Locked Scissors Gates in 
LLRPSF 

November 5, 2014 

CR 02005081 Unable to Reset 'B' Recirc Scoop Tube Lockup November 6, 2014 

CR 02014530 Diesel Fire Pump 1P049 Non-Functional December 21, 2014 

CR 02014713 1P70 RHR/CS Keep fill Pump Motor Making 
Rubbing Noise 

December 23, 2014 

CR 02016918 Review of CR 01599839 for Closure Revealed 
that LTCA was Inappropriately Closed 

January 7, 2015 

CR 02017390 Replace 1VAC011 January 9, 2015 

CR 02023019 Local HS5839A, For 'A' SBGT Exhaust Fan, is 
Horizontal 

February 4, 2015 

CR 02024079 RPS/NMS Re-Exceed Maintenance Rule 
Criteria 

February 9, 2015 

CR 02024102 Root Cause Evaluation 01968971 Describes 
Corrective Actions to Prevent Recurrence 
Actions that Do Not Exist in Nuclear Asset 
Management Suite 

February 9, 2015 

CR 02025444 PI&R Preparation Assessment Discrepancies February 13, 2015 

CR 02026086 TIC2602 SBLC Tank Temp Control Found Out-
of-Tolerance 

February 17, 2015 

CR 02027333 Unexpected “A” SBDG Jacket Coolant Temp 
Alarm 

February 23, 2015 

CR 02028052 PI&R Prep Assessment – Documentation of 
Non-Cited Violation Actions 

February 25, 2015 

CR 02031737 TIS 4480 Channel 2 Main Steam Line “D” 
Turbine Building Leakage Temperature 
Instrument May Need to be Calibrated 

March 11, 2015 

CR 02040228 Monitor Previous Indications on the Steam Dryer 
During RFO25 

April 13, 2015 

CR 02041705 FIC582B Controller Has Abnormal Indication on 
the 2nd Line 

April 20, 2015 

CR 02042114 FIC582B April 21, 2015 

CR 02042144 The Same Controller Model # and CAT ID, Diff 
Firmware Version 

April 21, 2015 
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CR 02042293 FIC582B Not Replaced Before Failure April 21, 2015 

 
Apparent Cause Evaluation 

ACE 00310874 Through Wall Pin-Hole Leak Identified on 
1VAC012 SECR Cooler 

February 22, 2006 

ACE 00183555 TIS 4479 Channel 1 Failed Channel Check 
Surveillance 

January 22, 2013 

ACE 01776321 LPCI Manual Realignment from S/D Cooling in 
Mode Three 

February 26, 2014 

ACE 01776321 Low Pressure Coolant Injection Manual 
Realignment From Shutdown Cooling in Mode 
Three 

March 26, 2014 

ACE 01788442 NOS Finding Regarding Lack of Rigor in EP 
Process 

August 5, 2013 

ACE 01788802 Relay 95-K0102 Overheated and Failed 
Causing WW Load Shed 

August 12, 2012 

ACE 01813761 Six Workers Contaminated During Activity in 
The Torus Proper 

October 16, 2012 

ACE 01840678 NRC Potential Green Non-Cited Violation 
Respiratory Program 

March 4, 2013 

ACE 01861157 Post Testing Not Completed on CV1859A and 
CV 1859B in RFO23 

May 1, 2013 

ACE 01908794 13TD1CR - GE EAL Failure November 11, 2013 

ACE 01935047 Trend - Increase Trend Relay Issues January 22, 2014 

ACE 01976943 SBDG and RCIC Root Cause Effectiveness 
Reviews 

August 18, 2014 

ACE 01976943 Standby Diesel Generator and Reactor Core 
Isolation Cooling Root Cause Effectiveness 
Reviews 

August 18, 2014 

ACE 01977172 Potential Non-Cited NRC Identified Violation 
Related to the HPCI P&ID Not Being Revised 
Correctly as Part of Actions to Address RCIC 
Root Cause 

August 5, 2014 

ACE 01977427 95002 Effectiveness Reviews For Collective 
Review Actions 

July 10, 2014 

ACE 01979847 NRC Finding from 2014 CBDI on Battery 
Testing 

December 22, 2014 

ACE 01982153 ESW Throttle Valve Clearances December 15, 2014 

ACE 01984205 Essential Bus Overcurrent and Undervoltage 
Relay Coordination 

December 12, 2014 

ACE 01994029 95002 Inspection Report Finding November 2, 2014 

ACE 01996216 Refuel Floor Airborne Concentration October 5, 2014 

ACE 01999599 NRC Concerns with Work Order 1287016 December 16, 2014 
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ACE 02003580 NRC Violation for Traversing In-core Probe 
valve Local Leak Rate Test 

February 2, 2015 

ACE 02003795 Fuel Pool Heat Exchanger Room Changing 
Conditions 

November 25, 2014 

ACE 02003854 Worker Received an ED Dose Alarm While 
Working in The Torus 

October 31, 2014 

ACE 02010686 Improper Immediate Operability Determination 
(IOD) for Snubber HBB-002-SS-008 Resulted in 
NRC issued Green Finding 

February 2, 2015 

ACE 02025889 High Dose Rate Discovered on 1T013C SEPTA February 16, 2015 

 
Common Cause Evaluation 

CCE 02000880 Cognitive Trend in IRM and SRM Performance January 5, 2015 

CCA 01215659 Adverse Trend in Later Request for Unescorted 
Access 

June 10, 2011 

CCE 01916733 Negative Trends in Operations EAL Performance January 3, 2014 

CCE 01981738 Negative Trend in Station Clearance and Tagging 
Program Due to Two Level-2 Clearance Errors 

August 26, 2014 

 
Audit, Assessment and Self-Assessments 

CR 01944632 Quick Hit Self-Assessment – First Time Quality 
Performance Post Milestone Quality Check 

February 28, 2014 

CR 01978716 Nuclear Oversight (NOS) Finding – Negative 
Trend in Maintenance Department Human 
Performance 

July 17, 2014 

FSA 1821402 Operations Comprehensive Effectiveness Review 
Focused Self-Assessment 

May 1, 2013 

PDA 12-014 NOS Audit - Security January 25, 2013 

PDA 13-005 Emergency Preparedness Nuclear Oversight 
Report 

July 26, 2013 

PDA 14-005 Operations Nuclear Oversight Report June 6, 2014 

PDA 14-008 Emergency Preparedness Nuclear Oversight 
Report 

July 25, 2014 

PDA 14-010 NOS Audit - Work Management and Outage 
Management 

January 30, 2015 

QHSA 01918475 Pre-PI&R Quick Hit Self-Assessment February 15, 2015 

SART 02030530 Mock Problem Identification and Resolution 
Inspection 

March 18, 2015 

 
Miscellaneous 

Annual Survey Checklist for 2014 January 7, 2015 
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Annual Survey Checklist for 2015 January 2015 to  
Present 

Corrective Action Review Board Meeting Packages Various Dates 

Duane Arnold OR Survey August 2014 

Duane Arnold Organizational Effectiveness Survey December 9, 2013 

Duane Arnold Organizational Survey  Analysis Report May 29, 2013 

Employee Concerns Program – Fleet Dashboard March 30, 2015 

Expert Panel Meeting Minutes, Review of RPS/MNS(a)(1) Status March 10, 2015 

Management Review Committee Meeting Packages Various Dates 

NextEra Energy Duane Arnold – Mean-Sigma Waterfall Trend October 2013 

NextEra Nuclear Fleet Employee Concerns Program 2014 Annual Report February 17, 2015 

PDA Performance Improvement Measures of Success February 25, 2015 

Quarterly RP Survey Checklists for 2014 Various Dates 

Semi-Annual RP Survey Checklists for 2014 Various Dates 

Drawing BECH-C022 River X-ing & Discharge Structure Plan $ 
Section 

Revision 6 

Drawing BECH-M122 P&ID High Pressure Coolant Injection System 
(HPCI) Steam Side 

Revision 64 

Drawing BECH-M124 P&ID Reactor Core Isolation Cooling System 
(Steam Side) 

Revision 62 

EC-(UCR) 283422 Weir Wall Licensing Basis Removal April 13, 2015 

PDA-M-20140418-2 RB 270 RWCU HT EX Job Coverage Survey May 7, 2014 

PDA-M-20140919-3 TB 780 Crane Lifeline Survey September 22, 2014 

PDA-M-20141006-27 TB Top of 1T6 Survey October 8, 2014 

PDA-M-20150115-3 RB 053 – Biennial HPCI Run (Quarterly) 
Survey 

January 19, 2015 

PDA-M-20150116-1 RB 270 Annual Survey January 19, 2015 

PDA-M-20150116-3 RB 260/TB 205 Penetration Support Survey January 19, 2015 

PDA-M-20150121-4 TB 202 Crane Over LHRA Dose January 22, 2015 

PDA-M-20150222-5 RW 160 Routine February 23, 2015 

PDA-M-20150226-2 RB 061/DW 017 / DW 023 – RCIC Run March 2, 2015 

PDA-M-20150416-1 LL 217 Crane 2 Yr. Survey April 20, 2015 

Work Order 01328847-20 1VAC011:  Perform Boroscope Inspection 
Inlet Header 

November 3, 2014 
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Work Order 40132857 EC-274627 Perform Recoat of Torus Interior October 10, 2012 

 
Operating Experience 
 
CR 00370417 OTH 027989 Include OE 26140( Calvert Cliffs 

4KV Breaker Failure 
April 15, 2008 

CR 01788944 NRC Bulletin 2012-01: Design Vulnerability in 
Electric Power 

July 30, 2012 

CR 01848351 Rapid OE- Point Beach Loss of Offsite Power 
Event 

February 5, 2013 

CR 01851562 INPO IER I.3-13-6 Internal Wiring Deficiency 
4,160-Volts 

February 26, 2013 

CR 01891080 OE Evaluation - NRC IN 2013-13, Effluent 
Radiation Monitors 

July 22, 2013 

CR 01901211 IN 2013-14, Potential Design Deficiency MOV September 3, 2013 

CR 01903529 OE Evaluation - NRC IN 2013-17 Significant Plant 
Transient 

September 13, 2013 

CR 01906140 OE Evaluation - NRC IN 2013-18 Tanks September 24, 2013 

CR 01928021 GE Safety Information Part 21 Communications December 17, 2013 

CR 01942809 Fleet Rapid Operating Experience (OE) - Behavior 
Observation 

February 21, 2014 

CR 01952763 Review of Fleet 95002 Inspection Report March 28, 2014 

CR 01985016 OE Evaluation - NRC RIS 2014-09 Aging August 18, 2014 

CR 01993009 OE Evaluation - NRC 2014-11, Recent Issues 
Related 

September 23, 2014 

CR 02005378 OE Evaluation - NRC RIS 2014-11 Fracture 
Toughness 

November 7, 2014 

CR 02007843 OE Evaluation - NRC IN 2014-14 Enhancements 
Spent Fuel Pool 

November 19, 2014 

CR 02018845 Internal Fleet OE - Unqualified SFIN Technicians 
Hung Tag 

January 16, 2015 

CR 02022840 OE Evaluation - NRC RIS 2015-01 Qualification 
Requirements 

February 3, 2015 

 
Procedures 

ACP 114.15 Corrective Action Review (DCARB) and Screening Revision 5 

CKTBKR-G080-07 GE AM 4.16-350-2H Medium Voltage Breaker Overhaul Revision 17 

EN-AA-203-1001 Operability Determination/Functionality Assessments Revision 19 

EPDM 1016 ERO Augmentation Drill and Testing Program Revision 17 

ER-AA-204-2005 Critical Equipment Failure Evaluation (CEFE) Revision 5 
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ER-AA-204-2005-
10000 

Equipment Reliability Trend Codes Application in 
Nuclear Asset Management Suite 

 
Revision 3 

ER-AA-204-2006 Management of Critical Components and Single Point 
Vulnerabilities 

Revision 2 

Form HP-42 Quarterly, Semi-Annual and Annual Survey Checklist Revision 11 
Revision 12 

GENERA-F010-01 1E053A2 (B2) Flange Inspection Revision 5 

GMP-ELEC-39 Electrical Man-Hole Inspection Revision 3 

HPP 3103.01 HP Survey Performance and Frequencies Revision 36 
Revision 39 
Revision 40 

MA-AA-202-1001 First Time Quality Revision 2 

NA-AA-200-1000 Employee Concerns Program Revision 0 

NAP-414 Operating Experience Program Revision 5 

ODI-29 Operations Work Order Planning, Authorizing and 
Closure 

Revision 19 

ODI-39 Strategies for Successful Transient Mitigation Revision 8 

OI-573 Containment Atmosphere Control System Revision 91 

OP-AA-100-1000-
10001 

Rapid Operating Experience Report Out Revision 0 

PI-AA-100 Condition Assessment and Response Revision 7 

PI-AA-100-1005 Root Cause Analysis Revision 11 

PI-AA-100-1006 Common Cause Evaluation Revision 8 

PI-AA-100-1007 Apparent Cause Evaluation Revision 9 

PI-AA-103 (DAEC) Human Performance Revision 10 

PI-AA-104-1000 Corrective Action Revision 3 

PI-AA-203 Action Tracking Management Revision 8 

PI-AA-205 Condition Evaluation and Corrective Action Revision 23 

PI-AA-207 Trend Coding and Analysis Revision 9 

PI-AA-207-1000 Station Self-Evaluation and Trending Analysis Revision 2 

PIDI 13 Performance Improvement – Causal Evaluator 
Refresher Training 

Revision 0 

PR-AA-100-1001 Project Management Revision 3 

RP-AA-103-1002 High Radiation Area Controls Revision 1 
Revision 2 
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SY-AA-102-1035 Security Performance Assessment Program Revision 2 

 
Root Cause Evaluations 

 
RCE 00305421 Radwaste Operator identified Turbine Bldg. Floor 

Drain Increased Leak Rate 
January 9, 2005 

RCE 01834595 Past Operability Review for 1VAD017B1 October 29, 2013 

RCE 01894256 Trng. Assist Visit Identified Objective Level 
Finding 

September 19, 2013 

RCE 01884408 TIS 4479 and TIS 4480 Delay of Inoperability 
Declarations and Past Operability Reports 

December 18, 2013 

RCE 01934040 Undervoltage Relay Failed March 19, 2014 

RCE 01942635 Injury Requiring Transport Off Site in Ambulance April 11, 2014 

RCE 01968971 HPCI Inboard Isol “A” Logic Occurred During 
STP 3.3.6.1-43 

May 31, 2014 

RCE 01988427 NRC Cross-Cutting Issue Evaluation (P.2) 
Adverse Trend 

October 9, 2014 

RCE 22796 Failure of GSW Pump 4160 Volts Breaker October 30, 2000 

 
Condition Reports Generated for this Inspection 
 
CR 02040663 EFR Form Not in EDMS April 15, 2015 

CR 02040878 HPCI and RCIC P&IDs Errors April 15, 2015 

CR 02041369 GENERA-F010-01 Section W Flange Assembly 
Acceptance Criteria May Not be Met in All Cases 

April 17, 2015 

CR 02044053 SL-2 CA 1835557-05 Extended with No Attached 
Justification 

April 28, 2015 

CR 02044494 NRC PI&R Question Related to Root Cause 
Evaluation 01942635 

April 29, 2015 

CR 02044506 2015 PI&R Inspection – RP Survey 
Documentation Discrepancies 

April 29, 2015 

CR 02044507 2015 PI&R Use of Accountability Tools in Cause 
Evaluation Questioned 

April 29, 2015 

CR 02044576 Justification for Extension of LTCA 00313601-04 
Needs to be Improved  

April 30, 2015 

CR 02044660 Actions from ACE 01788802 on 2012 Failure of 
Relay 95-K-0102 Not Following-up Identified 
Factors 

April 30, 2015 

CR 02044750 Planning and Conduct of Formal Benchmark 
Failed to Follow Procedure 

April 30, 2015 

CR 02044751 NRC PI&R – PI-AA-104-1000 Guidance for NRC 
Findings Questioned 

April 30, 2015 
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LIST OF ACRONYMS 

ADAMS Agencywide Documents Access and Management System 
CAP  Corrective Action Program 
CAPR  Corrective Action to Prevent Recurrence 
CFR  Code of Federal Regulations 
CR  Condition Report 
DAEC  Duane Arnold Energy Center 
ECP  Employee Concern Program 
FSAR  Final Safety Analysis Report 
HPCI  High Pressure Coolant Injection 
IMC  Inspection Manual Chapter 
NCV  Non-Cited Violation 
NRC  Nuclear Regulatory Commission 
PARS  Publicly Available Records 
PI&R  Problem Identification and Resolution 
RCE  Root Cause Evaluation 
TS  Technical Specification 
UFSAR Updated Final Safety Analysis Report 
URI  Unresolved Item 



 

 
 

T. Vehec     -2- 
 

Based on the results of this inspection, one NRC identified finding of very low safety significance 
(Green) was documented in this report.  This finding involved a violation of NRC requirements.  
The inspectors also documented one Severity Level IV violation under the traditional 
enforcement process with no associated finding.  Additionally, two licensee-identified violations 
were documented in this report.  The NRC is treating these violations as non-cited violations 
(NCVs) consistent with Section 2.3.2 of the Enforcement Policy. 
 

If you contest the violation or significance of any NCV, 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 
copies to the Regional Administrator, Region III; the Director, Office of Enforcement, U.S. 
Nuclear Regulatory Commission, Washington, DC 20555–0001; and the NRC resident inspector 
at the DAEC.  If you disagree with a cross-cutting aspect assignment 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 
DAEC. 
 

In accordance with Title 10 of the Code of Federal Regulations (10 CFR) 2.390, “Public 
Inspections, Exemptions, Requests for Withholding,” of the NRC's "Rules of Practice," a copy 
of this letter, its enclosure, and your response (if any) will be available electronically for public 
inspection in the NRC’s Public Document Room or from the Publicly Available Records (PARS) 
component of the NRC's Agencywide Documents Access and Management System (ADAMS).  
ADAMS is accessible from the NRC Web site at http://www.nrc.gov/reading-rm/adams.html 
(the Public Electronic Reading Room). 
 

      Sincerely, 
       
      /RA/ 
       

      James McGhee, Acting Chief 
Branch 1 
Division of Reactor Projects 
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