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Senior VP and Chief Nuclear Officer 
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SUBJECT: DONALD. C. COOK NUCLEAR POWER PLANT, UNITS 1 AND 2 
NRC PILOT DESIGN BASES INSPECTION (TEAMS), INSPECTION 
REPORT 05000315/2015008; 05000316/2015008 

Dear Mr. Weber: 

On November 20, 2015, the U.S. Nuclear Regulatory Commission (NRC) completed the team 
portion of the pilot Design Bases Inspection at your Donald C. Cook Nuclear Power Plant, Units 
1 and 2.  The enclosed report documents the results of this inspection, which were discussed on 
November 20, 2015, with Mr. S. Lies, Engineering Vice President, and other members of your 
staff. 

Based on the results of this inspection, seven NRC-identified findings of very low safety 
significance (Green) were identified.  The findings involved violations of NRC requirements.  
However, because of their very low safety significance, and because the issues were entered 
into your Corrective Action Program, the NRC is treating the issues as Non-Cited Violations 
(NCVs) in accordance with Section 2.3.2 of the NRC Enforcement Policy. 

If you contest the subject or severity to any of the NCVs, you should provide a response within 
30 days of the date of this inspection report, with the basis for your denial, to the U.S. Nuclear 
Regulatory Commission, ATTN:  Document Control Desk, Washington, DC 20555-0001, with 
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 Donald C. Cook Nuclear Power Plant, Units 1 and 2. 

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 Donald C. Cook Nuclear Power Plant, Units 1 and 2. 

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  
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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/ 
 
 
Christine A. Lipa, Chief 
Engineering Branch 2 
Division of Reactor Safety 

Docket Nos. 50–315; 50–316 
License Nos. DPR–58; DPR–74 

Enclosure: 
IR 05000315/2015008; 05000316/2015008 

cc:  Distribution via LISTSERV® 
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SUMMARY 

Inspection Report 05000315/2015008; 05000316/2015008, 11/02/2015 – 11/20/2015; Donald 
C. Cook Nuclear Power Plant, Units 1 and 2; Team Portion of Pilot Design Bases Inspection. 

The pilot inspection was a 2-week onsite baseline inspection that focused on the design of 
components.  The inspection was conducted by four regional engineering inspectors and 
two consultants.  Seven Green findings were identified by the team.  The findings were 
considered Non-Cited Violations (NCVs) of U.S. Nuclear Regulatory Commission (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 the 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. 

NRC-Identified and Self-Revealed Findings 

Cornerstone:  Mitigating Systems 

• Green.  The team identified a finding of very low safety significance (Green), and an 
associated NCV of Title 10, Code of Federal Regulations (CFR), Part 50, Appendix B, 
Criterion III, “Design Control,” for the failure to translate the emergency diesel generator 
(EDG) fuel oil storage design basis into applicable procedures and calculations.  
Specifically, the required 7-day fuel oil supply did not account for the fact that the fuel 
oil storage tanks (FOSTs) were shared between the two reactor units.  The licensee 
captured this issue in their Corrective Action Program (CAP) as Action Request 
(AR) 2015-15019 with a proposed action to revise the applicable calculations and 
procedures to ensure the FOSTs can supply fuel for seven days while accounting for 
the diesel fuel oil consumption of both reactor units. 

The performance deficiency was determined to be more than minor because it was 
associated with the Mitigating Systems cornerstone attribute of design control, and 
affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences.  The 
finding screened as of very low safety significance (Green) because it did not result in 
the loss of operability or functionality of the mitigating systems.  Specifically, the licensee 
performed a past operability review and reasonable determined the FOST remained 
operable because fuel oil volume was maintained greater than the value established by 
calculation MD-12-DG-004-N.  In addition, the availability of a fuel oil low level alarm with 
an administrative setpoint greater than the value established by this calculation and the 
expected relatively slow FOST depletion would have reasonably prompted and allowed 
operators to initiate actions to conserve fuel had an event occurred.  The team did not 
identify a cross-cutting aspect associated with this finding because it was an original 
design issue; therefore, it was not reflective of current performance.  
(Section 1R21.3.b(1)) 

• Green.  The team identified a finding of very low safety significance (Green), and an 
associated NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure to verify the adequacy of the surveillance acceptance limits for control room 
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instrumentation distribution (CRID) inverter operability.  Specifically, the licensee did 
not verify the CRID inverter acceptance limits included in the applicable Technical 
Specification (TS) Surveillance Requirement procedures were adequate to demonstrate 
CRID operability.  The licensee captured this issue in their CAP as AR 2015-14430 and 
AR 2015-14607, and established a compensatory action to impose more restrictive 
acceptance limits. 

The performance deficiency was determined to be more than minor because it 
was associated with the equipment performance attribute of the Mitigating System 
cornerstone and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences.  The finding screened as of very low safety significance 
(Green) because it did not result in the loss of operability or functionality of mitigating 
systems.  Specifically, the licensee reviewed the affected surveillance results for the 
last 12 months and reasonably determined operability was maintained because the 
results were within the vendor specifications.   The team did not identify a cross-cutting 
aspect associated with this finding because it was not confirmed to reflect current 
performance due to the age of the performance deficiency.  (Section 1R21.3.b(2)) 

• Green.  The team identified a finding of very low safety significance (Green), and 
an associated NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the failure to verify the CRID inverter capability to interrupt faulted conditions on its 
output during postulated design basis events.  Specifically, the licensee did not ensure 
that the vital inverter was adequately protected from the effects of a fault occurring at 
the circuit non-safety related loads.  The licensee captured this issue in their CAP 
as AR 2015-14805 and AR 2015-14807, and reasonably determined the installed 
non-safety related circuit protective devices would be expected to operate and protect 
the vital inverter during fault clearing conditions on the non-safety related loads powered 
by the inverter supplied CRID panel bus. 

The performance deficiency was determined to be more than minor because it 
was associated with the equipment performance attribute of the Mitigating System 
cornerstone, and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences.  The finding screened as of very low safety significance 
(Green) because it did not result in the loss of operability or functionality of mitigating 
systems.  Specifically, the licensee evaluated the condition for operability and 
reasonably determined that installed non-safety related circuit protective devices 
would be expected to operate and protect the vital inverter during fault clearing 
conditions on the non-safety related loads powered by the inverter supplied CRID 
panel bus.  The team did not identify a cross-cutting aspect associated with this 
finding because it was not reflective of current performance.  (Section 1R21.3.b(3)) 

• Green.  The team identified a finding of very low safety significance (Green), and an 
associated NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the failure to verify that the component cooling water (CCW) design was capable of 
accepting a passive failure as described in the Updated Final Safety Analysis Report 
(UFSAR).  Specifically, the passive failure definition described in the UFSAR was more 
limiting than the licensee postulated passive failure.  The licensee entered this issue into 
their CAP as AR 2015-15073 with a proposed plan to reconcile the differences between 
the design basis and plant documentation. 
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The performance deficiency was more than minor because it was associated with 
the design control attribute of the Mitigating Systems cornerstone, and affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences.  The finding 
screened as of very low safety significance (Green) because it did not represent a loss 
of function, an actual loss of function of a single TS train or two separate TS safety 
systems, or an actual loss of function of one or more non-TS trains.  Specifically, the 
licensee performed a historical review of CCW isolation valve leakage and reasonably 
determined that actual leakage values would have reasonably allowed sufficient 
response time to provide system makeup to the redundant train.  In addition, the 
licensee performed a historical review of CCW passive failures and did not find an 
actual loss of function due to a passive failure.  The team did not identify a cross-cutting 
aspect associated with this finding because it was an original design issue; therefore, it 
was not reflective of current performance.  (Section 1R21.3.b(4)) 

• Green.  The team identified a finding of very low safety significance (Green), and an 
associated NCV of 10 CFR 50.55a, “Codes and Standards,” for the failure to meet the 
Inservice Inspection (ISI) requirements for all CCW components within the American 
Society of Mechanical Engineers (ASME) Code Class 3 boundary.  Specifically, the 
licensee did not apply the applicable ISI requirements to all portions of the CCW 
system within the system ASME Code Class 3 boundary because this boundary was 
not appropriately established or justified.  The licensee entered this issue into their CAP 
as AR 2015-15069 and reasonably determined the CCW remained operable. 

The performance deficiency was more than minor because it was associated with the 
mitigating systems cornerstone attribute of design control, and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of mitigating systems to 
respond to initiating events to prevent undesirable consequences.  The finding screened 
as of very low safety significance (Green) because it did not result in the loss of 
operability or functionality of mitigating systems.  Specifically, the licensee performed 
a historical system health review and reasonably determined the CCW remained 
operable because periodic system walkdowns by the system owner and shiftly rounds 
by operations had not identified significant CCW system leaks.  The team did not identify 
a cross-cutting aspect associated with this finding because it was not reflective of current 
performance.  (Section 1R21.3.b(5)) 

• Green.  The team identified a finding of very low safety significance (Green), and an 
associated NCV of 10 CFR 50.63, “Loss of All Alternating Current Power,” for the failure 
to develop procedures to provide starting air to the EDGs to restore emergency 
alternating current power when recovering from a station blackout (SBO).  Specifically, 
plant procedures did not ensure that there would be sufficient pressure in the EDG air 
receivers to start an EDG at the end of a 4-hour SBO coping period.  In addition, the 
licensee did not have another proceduralized method of starting an EDG after a 4-hour 
period.  The licensee entered this issue into their CAP as AR 2015-14802 and 
established an air receiver leak down rate administrative limit that would reasonably 
preserve sufficient pressure for four hours until the issue is resolved. 

The performance deficiency was more than minor because it was associated with 
the design control attribute of the Mitigating Systems cornerstone, and affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences.  The finding 
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screened as of very low safety significance (Green).  Specifically, a senior risk analyst 
performed a detailed risk evaluation and determined that the estimated change in core 
damage frequency was approximately 1.8E–8/yr.  The team determined that this finding 
had a cross cutting aspect in the area of problem identification and resolution because 
the licensee did not systematically and effectively evaluate relevant external operating 
experience.  Specifically, the licensee self-assessment, conducted in preparation to this 
inspection, reviewed a similar issue identified at a different station and incorrectly 
concluded that, “This issue is not likely to occur at Cook.”  [P.5] (Section 1R21.3.b(6)) 

• Green.  The team identified a finding of very low safety significance (Green), and an 
associated NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the failure to verify the CCW design capability to isolate a postulated CCW system 
out-leakage.  Specifically, the CCW isolation valves were not periodically leak tested, 
and the system design and plant procedures did not include safety related and/or 
seismic-qualified makeup capabilities.  The licensee entered this issue into their CAP 
as AR 2015-14961, and established temporary procedures and pre-staged equipment 
to quickly provide system makeup from alternate sources. 

The performance deficiency was more than minor because it was associated with 
the design control attribute of the Mitigating Systems cornerstone, and affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences.  The finding 
screened as of very low safety significance (Green) because it did not result in the loss 
of operability or functionality of mitigating systems.  Specifically, the licensee performed 
a historical review of isolation valve leakage and reasonably determined that actual 
leakage values would have reasonably allowed sufficient response time to provide 
system makeup.  The team did not identify a cross-cutting aspect associated with this 
finding because it was not confirmed to reflect current performance due to the age of 
the performance deficiency.  (Section 1R21.6.b(1)) 
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REPORT DETAILS 

1. REACTOR SAFETY 

Cornerstone:  Initiating Events, Mitigating Systems, and Barrier Integrity 

1R21 Design Bases Inspection (Teams) (71111.21M) 

.1 Introduction 

The objective of the Design Bases Inspection (DBI) is to verify that design bases have 
been correctly implemented for the selected risk-significant components and that 
operating procedures and operator actions are consistent with design and licensing 
bases.  As plants age, their design bases may be difficult to determine and an important 
design feature may be altered or disabled during a modification.  The Probabilistic Risk 
Assessment (PRA) model assumes the capability of safety systems and components 
to perform their intended safety function successfully.  This inspectable area verifies 
aspects of the Initiating Events, Mitigating Systems, and Barrier Integrity cornerstones 
for which there are no indicators to measure performance. 

Specific documents reviewed during the inspection are listed in the Attachment to the 
report. 

.2 Inspection Sample Selection Process 

The team used information contained in the licensee PRA and Standardized Plant 
Analysis Risk (SPAR) Model to identify one scenario to use as the basis for component 
selection.  The scenario selected was a loss of component cooling water (CCW).  Based 
on this scenario, a number of risk-significant components were selected for the 
inspection, including a component associated with an issue identified through an 
operating experience feedback process.  In addition, the team selected a risk-significant 
component with Large Early Release Frequency (LERF) implications using information 
contained in the licensee PRA and SPAR Model. 

The team also used additional component information such as a margin assessment 
in the selection process.  This design margin assessment considered original design 
reductions caused by design modification, power uprates, or reductions due to 
degraded material condition.  Equipment reliability issues were also considered in the 
selection of components for detailed review.  These included items such as performance 
test results, significant corrective actions, repeated maintenance activities, Maintenance 
Rule (a)(1) status, components requiring an operability evaluation, system health 
reports, and U.S. Nuclear Regulatory Commission (NRC) resident inspector input of 
problem areas/equipment.  Consideration was also given to the uniqueness and 
complexity of the design, operating experience, and the available defense in depth 
margins.  A summary of the reviews performed and the specific inspection findings 
identified are included in the following sections of the report. 

The team also identified procedures and modifications for review that were associated 
with the selected components.  In addition, the team selected operating experience 
issues associated with the selected components. 
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This inspection constituted ten samples, of which one had LERF implications and one 
was associated with an issue identified through an operating experience feedback 
process, as defined in Inspection Procedure 71111.21M-02.01. 

.3 Component Design 

a. Inspection Scope 

The team reviewed the Updated Final Safety Analysis Report (UFSAR), Technical 
Specification (TS), drawings, calculations, and other available design basis information, 
to determine the performance requirements of the selected components.  The team 
used applicable industry standards, such as the American Society of Mechanical 
Engineers (ASME) Code, Institute of Electrical and Electronics Engineers Standards, 
and the National Electric Code, to evaluate acceptability of the systems design.  The 
team also evaluated licensee actions, if any, taken in response to NRC issued operating 
experience, such as Information Notices (INs).  The review verified that the selected 
components would function as designed when required and support proper operation of 
the associated systems.  The attributes that were needed for a component to perform its 
required function included process medium, energy sources, control systems, operator 
actions, and heat removal.  The attributes that verified component condition and tested 
component capability were appropriate and consistent with the design bases may have 
included installed configuration, system operation, detailed design, system testing, 
equipment and environmental qualification, equipment protection, component inputs 
and outputs, operating experience, and component degradation. 

For each of the components selected, the team reviewed the maintenance history, 
preventive maintenance activities, system health reports, operating experience-related 
information, vendor manuals, electrical and mechanical drawings, and licensee 
Corrective Action Program (CAP) documents.  Field walkdowns were conducted for all 
accessible components to assess material condition, including age-related degradation, 
configuration, potential vulnerabilities to hazards, and consistency between the as-built 
condition and the design.  In addition, the team interviewed licensee personnel from 
multiple disciplines such as operations, engineering, and maintenance.  Other attributes 
reviewed are included as part of the scope for each individual component. 

The following ten components (i.e., samples) were reviewed: 

• Unit 2 West Centrifugal Charging Pump (2-PP-50W):  The team reviewed 
analyses and hydraulic calculations to assess the pump capability to provide its 
required accident mitigation function, including pump minimum required flow, 
runout flow, flow capacity/balance, minimum required net positive suction head 
(NPSH), and charging flow through the unit cross tie valves.  The team also 
reviewed test procedures and completed surveillance tests, including quarterly 
and comprehensive Inservice Testing (IST) and flow balances, to assess the 
associated acceptance criteria and test results.  In addition, the team reviewed 
the modifications associated with rotor and mechanical seal replacements to 
assess the pump continued capability to perform its safety functions, including 
pump operation with potential debris in the containment sump supply during the 
recirculation phase.  The team also reviewed the capability of station personnel 
to detect and isolate a 50 gallons per minute (gpm) leak in the charging pump 
rooms.  In addition, the team reviewed the pump maximum brake horsepower 
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requirements to assess the motor capability to supply power during worst case 
design conditions.  The team also reviewed the results of load flow and voltage 
regulation analyses to assess the motor starting and running capability during 
degraded offsite voltage conditions coincident with a postulated design basis 
accident (DBA).  The protective relaying calculation and periodic relay calibration 
test results were reviewed to assess motor overcurrent relay settings and 
capability to operate during the most limiting design basis conditions. 

• Unit 2 Charging Pump Suction Valve from Refueling Water Storage Tank 
(2-IMO-910):  The team reviewed the motor-operated valve calculations, 
including required thrust, weak link, pressure locking, and maximum differential 
pressure, to assess its capability to perform its functioning under design and 
licensing bases conditions.  Testing of the essential safety features (ESF) train 
was reviewed to assess the valve capability to stroke within the time assumed in 
the accident analysis.  IST results, including diagnostic testing, leak rate testing, 
and valve exercising were reviewed to verify acceptance criteria were met and 
assess the licensee’s ability to detect performance degradation.  Additionally, the 
team reviewed variations in frequency affecting motor performance to assess the 
valve stroke times during worst case design conditions.  The team also reviewed 
the results of load flow and voltage regulation analyses to assess the motor 
starting and running capabilities during degraded offsite voltage conditions 
coincident with a postulated DBA.  The protective relaying calculation and 
periodic relay calibration test results were reviewed to assess motor overcurrent 
relay settings and capability to operate. 

• Unit 2 Charging Pump Discharge Crosstie Header Valves (2-CS-534/536):  The 
team reviewed the analysis to cross tie the charging systems between the two 
reactor units to assess the flow capability to address the loss of charging on one 
reactor unit.  The team also reviewed the testing associated with these manual 
valves and their seismic qualification.  In addition, the team reviewed the recent 
failure of the reach rod assembly, including cause determination and proposed 
corrective actions. 

• Unit 2 CCW Pump (2-PP-10W):  The team reviewed CCW system hydraulic 
analyses including pump flow capacity, flow balance, and minimum required 
NPSH.  In addition, the team reviewed a sample of operating procedures 
associated with pump operation under normal and accident conditions to 
assess their consistency with applicable design basis analyses.  The team 
reviewed test procedures and completed surveillance tests to assess the 
associated acceptance criteria and test results.  The team reviewed the potential 
consequences of CCW system out-leakage and postulated passive failures 
within the CCW system.  This review included the capability to isolate postulated 
failures and the capability to provide makeup water to the CCW system under 
post-accident conditions.  The team reviewed the CCW system response to a 
postulated failure of the reactor coolant pump (RCP) thermal barrier cooling coils 
to evaluate potential pressure, temperature, transient, and gas intrusion effects.  
The team evaluated the Inservice Inspection (ISI) boundaries within the CCW 
system to evaluate the scope of the inspections.  In addition, the team reviewed 
the pump maximum brake horsepower requirements to assess the motor 
capability to supply power during worst case design conditions.  The team also 
reviewed the results of load flow and voltage regulation analyses to assess the 
motor starting and running capabilities during degraded offsite voltage conditions 
coincident with a postulated DBA.  The protective relaying calculation and 
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periodic relay calibration test results were reviewed to assess motor overcurrent 
relay settings and capability to operate during the most limiting design basis 
conditions. 

• Unit 2 Component Cooling Water Surge Tank (2-TK-37):  The team reviewed 
analyses of the surge tank capacity, level setpoints (including instrument 
uncertainty), available makeup sources, design pressure, overpressure 
protection, and vacuum breaker capacity to evaluate its capability to 
accommodate CCW system transients.  The team reviewed the operating 
procedures and control logic associated with high and low level alarms and 
makeup to the surge tank to evaluate the impact on CCW system operation. 

• Unit 2 Emergency Diesel Generator (2-AB):  The team reviewed licensing 
basis documents and calculations associated with diesel fuel oil storage capacity 
and sharing of fuel oil storage tanks (FOSTs) between reactor units.  The team 
also reviewed the configuration of the Emergency Diesel Generator (EDG) 
combustion air supply and exhaust equipment with regard to vulnerability to 
external events.  In addition, the team reviewed the capability of the EDG air 
start system to start an EDG under accident conditions as well as recovery from 
a postulated 4-hour station blackout (SBO) event.  This included a review of 
operating procedures to assess the operators’ response to failed EDG starts 
leading to a postulated 4-hour SBO event.  In addition, the team reviewed EDG 
air start system surveillance test procedures, acceptance criteria, and recent test 
results to evaluate the systems capability to function after a 4-hour SBO event.  
In addition, the team reviewed dynamic calculations (e.g., load sequencing, 
frequency variation, etc.), short circuit calculations, and relay coordination to 
assess the EDG capability to meet the applicable design requirements.  
The team also assessed the EDG capability to start under degraded voltage 
conditions.  Surveillance test results were reviewed to verify that TS surveillance 
requirements were met.  In addition, the team reviewed design assumptions and 
calculations related to EDG protection and relay coordination during test mode 
and during emergency operation.  The EDG output breaker control logic and 
fuel oil transfer pump circuit diagrams were reviewed to assess consistency 
between the breaker tripping and closing logic with design basis description and 
interlocking requirements.  The team also reviewed recent operating experience 
evaluations. 

• Unit 2 600V Auxiliary Bus (2-21A):  The team reviewed the design of the 
degraded voltage protection scheme to assess its capability to supply adequate 
voltage to safety-related devices at all voltage distribution levels.  This included 
review of degraded voltage relay setpoint calculations and a review of the 
degraded voltage logic scheme.  The team also reviewed the bus overcurrent 
protection scheme and breaker coordination, including drawings and 
calculations, to assess its capability to protect loads from spurious tripping.  
In addition, the team reviewed the vendor maintenance requirements against 
the licensee calculations and procedures. 

• Unit 2 250 Volts Direct Current Control Power Distribution Cabinet (2-MCCD):  
The team reviewed the associated bus and breaker vendor ratings against the 
licensee calculations and procedures, short circuit calculations, fuse ratings, and 
coordination scheme to assess the sizing of protection devices and equipment 
protection against faulted conditions.  In addition, the team reviewed battery 
sizing and loading calculations to assess battery loading conditions, capacity, 
and load profile.  The team also reviewed battery charger sizing calculations to 
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assess their capability to carry the required continuous load after a DBA and to 
recharge the batteries to full capacity within the specified period.  Additionally, 
the team reviewed battery charger testing to assess their capability to perform 
their intended functions under design basis conditions before their scheduled 
replacement.  In addition, the team reviewed the associated operating 
procedures.   

• Unit 2 Load Center Transformer to 600V Bus 21A (2-TR21A):  The team 
reviewed calculations that determined the design basis loading and the available 
short circuit current to assess the capability of the transformer to operate reliably 
for the design basis loading and to withstand limiting maximum short circuit 
conditions.  The team also reviewed the protective relaying calculation to 
assess the adequacy of transformer overcurrent relay settings and also reviewed 
periodic relay calibration test results to assess their operation during design basis 
operating conditions to assess its equipment protection capability. 

• Unit 2 Control Room Instrument Distribution Bus Inverter (CRID-II-INV):  
The team reviewed the calculations that determined the maximum loading on the 
inverter during design basis operating conditions to assess the inverter capacity 
rating.  The team also reviewed periodic surveillance test documentation to 
assess the inverter capability to operate at maximum expected loading 
conditions.  The team reviewed short circuit current and protective device 
coordination calculations to assess the capability of the inverter and the control 
room instrument distribution (CRID) bus alternate alternating current (AC) source 
to interrupt postulated faults on the CRID system during design basis operating 
conditions.  The team also reviewed the CRID loading and voltage drop analysis 
to assess the available voltage from the inverter during the most limiting design 
basis operating conditions. 

b. Findings 

(1) Failure to Ensure the Required Seven Day Emergency Diesel Generator Fuel Oil 
Storage 

Introduction:  The team identified a finding of very low safety significance (Green), 
and an associated Non-Cited Violation (NCV) of Title 10, Code of Federal Regulations 
(CFR), Part 50, Appendix B, Criterion III, “Design Control,” for the failure to translate 
the EDG fuel oil storage design basis into applicable procedures and calculations.  
Specifically, the required 7-day fuel oil supply did not account for the fact that the FOSTs 
were shared between the two reactor units. 

Description:  Revision 0 of the TS Basis for Limiting Condition for Operation (LCO) 3.8.3, 
“Diesel Fuel Oil,” stated that “Stored diesel fuel oil is required to have sufficient supply 
for 7 days of full load operation.”  It also stated that, “This requirement, in conjunction 
with an ability to obtain replacement supplies within 7 days, supports the availability of 
EDGs required to shut down the reactor and to maintain it in a safe condition for an 
anticipated operational transient or a postulated DBA with loss of offsite power [LOOP].”  
In addition, Revision 26 of UFSAR, Section 8.4, “Emergency Power System,” stated that, 
“Each storage tank contains enough fuel oil to run one EDG at full load continuously for 
greater than 7 days.” 
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The licensee performed calculation MD-12-DG-004-N, “Diesel Fuel Oil Consumption 
Rate, Verification of [E]DG Fuel Oil Storage and Day Tank Volumes, and Transfer Pump 
and Diesel Exhaust Line Sizing,” Revision 2, to determine the fuel oil volume necessary 
to support this 7 day fuel oil supply.  This calculation assumed that only one EDG would 
consume fuel from each FOST. 

However, the team noted that each FOST supplies fuel to two EDGs simultaneously.  
Specifically, UFSAR Section 8.4 stated that, “There are two diesel FOSTs on site, 
physically separated from each other.”  It further stated that, “The piping is arranged so 
that each storage tank supplies fuel to one EDG in each unit.”  Thus, the FOSTs are 
shared between the reactor units and, since there are two reactor units, each FOST is 
connected to two EDGs.  In addition, the team noted that the EDGs of both reactor units 
would simultaneously take suction from their associated FOST during a postulated DBA 
in one reactor unit with a LOOP because a LOOP is postulated to occur in both reactor 
units.  Specifically, Task Interface Agreement 2012-11, “Licensing Basis for Donald C. 
Cook Nuclear Power Plant, Units 1 and 2, During a Steam Generator Tube Rupture 
Event Coincident with a LOOP,” dated December 7, 2012, (ADAMS Accession No. 
ML13011A382) stated that, “…a LOOP is a station event, not a unit specific event.”  
The team consulted with the Office of Nuclear Reactor Regulation and confirmed that 
the intent of TS LCO 3.8.3 is to ensure the licensee can respond to postulated DBA in 
one reactor unit with a LOOP without fuel oil replenishment for 7 days, and that the 
LOOP postulated in this context is assumed to occurred at the site level (i.e., dual unit 
LOOP).  In addition, the licensee did not have procedures to manage diesel fuel oil 
consumption to be consistent with the consumption rates assumed in calculation 
MD-12-DG-004-N. 

The licensee captured this issue in their CAP as Action Request (AR) 2015-15019.  
The immediate corrective actions included briefing each operating crew of the identified 
deficiencies and developing interim compensatory measures to provide guidance to 
operators to conserve fuel in the event of a DBA with a LOOP.  The proposed plan to 
restore compliance at the time of this inspection was to revise calculation MD-12-DG-
004-N to account for the second EDG consumption and emergency operating 
procedures (EOPs) to include actions to ensure the FOSTs can supply fuel for 7 days. 

Analysis:  The team determined that the failure to translate the EDG fuel oil storage 
design basis into applicable procedures and calculations was contrary to 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” and was a performance deficiency.  
The performance deficiency was determined to be more than minor because it was 
associated with the Mitigating Systems cornerstone attribute of design control, and 
affected the cornerstone objective of ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences.  
Specifically, the failure to translate the EDG fuel oil storage design basis into applicable 
procedures and calculations does not ensure the EDGs availability to shut down the 
reactor and to maintain it in a safe condition for an anticipated operational transient or a 
postulated DBA with a LOOP within the required 7 day operation period required to 
obtain replacement fuel oil supplies. 

The team determined the finding could be evaluated using the Significance 
Determination Process (SDP) in accordance with Inspection Manual Chapter 
(IMC) 0609, “SDP,” Attachment 0609.04, “Initial Characterization of Findings,” issued 
on June 19, 2012.  Because the finding impacted the Mitigating Systems cornerstone, 
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the team screened the finding through IMC 0609 Appendix A, “The SDP for Findings 
At-Power,” issued on June 19, 2012, using Exhibit 2, “Mitigating Systems Screening 
Questions.”  The finding screened as of very low safety significance (Green) because it 
did not result in the loss of operability or functionality of mitigating systems.  Specifically, 
the licensee performed a past operability review and reasonable determined the FOST 
remained operable because fuel oil volume was maintained greater than the value 
established by calculation MD-12-DG-004-N.  In addition, the availability of a fuel oil 
low level alarm with an administrative setpoint greater than the value established by 
this calculation and the expected relatively slow FOST depletion would have reasonably 
prompted and allowed operators to initiate actions to conserve fuel had an event 
occurred. 

The team did not identify a cross-cutting aspect associated with this finding because it 
was an original design issue; therefore, it was not reflective of current performance. 

Enforcement:  Title 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” requires, 
in part, that measures be established to assure that applicable regulatory requirements 
and the design basis are correctly translated into specifications, drawings, procedures, 
and instructions. 

Section 8.4 of the UFSAR, Revision 26, stated, “The piping is arranged so that each 
storage tank supplies fuel to one EDG in each unit.  Each storage tank contains enough 
fuel oil to run one EDG at full load continuously for greater than 7 days.” 

Contrary to the above, as of November 20, 2015, the licensee failed to assure that 
applicable regulatory requirements and the design basis were correctly translated into 
specifications, drawings, procedures, and instructions.  Specifically, the FOST function 
of containing enough fuel oil to run one EDG at full load continuously for greater than 
7 days was not correctly translated into procedures and specifications because the 
licensee failed to account for the fuel oil piping arrangement. 

The licensee is still evaluating its planned corrective actions.  However, the team 
determined that the continued non-compliance does not present an immediate safety 
concern because the licensee created temporary procedures to reduce loads on the 
non-accident EDG and to supply cross train electrical loads which minimizes fuel oil 
consumption on the accident unit EDG allowing operation for the 7 day period. 

This violation is being treated as an NCV, consistent with Section 2.3.2 of the 
Enforcement Policy because it was of very low safety significance, and was entered 
into the licensee’s CAP as AR 2015-15019.  (NCV 05000315/2015008-01; 05000316/ 
2015008-01, Failure to Ensure the Required 7 Day EDG Fuel Oil Storage) 

(2) Failure to Verify the Acceptability of the Surveillance Acceptance Limits for Control 
Room Instrument Distribution Inverter Operability 

Introduction:  The team identified a finding of very low safety significance (Green), and 
an associated NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure to verify the acceptability of the surveillance acceptance limits for CRID inverter 
operability.  Specifically, the licensee did not verify the CRID inverter acceptance limits 
included in the associated TS Surveillance Requirements (SR) procedures were 
adequate to demonstrate CRID operability. 
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Description:  The TS LCO 3.8.7, “Inverters – Operating,” stated that, “The train A and 
train B inverters shall be operable,” and was applicable in MODEs 1, 2, 3, and 4.  
Similarly, TS LCO 3.8.8, “Inverters – Shutdown,” included an operability requirement 
for these inverters during certain conditions in MODEs 5 and 6.  To ensure inverter 
operability, these LCOs included SR 3.8.7.1 and SR 3.8.8.1, which stated, “Verify, for 
each inverter, correct inverter voltage, frequency, and alignment to the associated 
120 Volts Alternating Current (VAC) vital bus,” with a frequency of 7 days.  The licensee 
implemented these SRs via procedure 1/2-OHP-4030-214-031, “Operations Weekly 
Surveillance Checks.” 

However, the team noted that the voltage acceptance limits included in this procedure 
were inconsistent with the associated vendor specifications and were not conservative.  
Specifically, the vendor rated inverter output voltage range was 115.64 to 120.36 VAC 
while the licensee’s procedure acceptance limit was 115 to 121 VAC.  The team was 
concerned because the SR acceptance limits for voltage were not adequate to verify 
correct inverter voltage since they would allow conditions where the vital inverters are 
operated outside their design limits.  The licensee evaluated this concern and 
discovered that they had previously determined that the surveillance procedure 
acceptance criteria range needed to be 116 to 120 VAC for the control room indication 
to remain within the inverter design limits.  This determination was documented in design 
input transmittal DIT-S-01028-00 on January 30, 2002. 

In addition, the team noted that the surveillance procedure frequency acceptance limits 
were not evaluated for impact on safety-related plant equipment.  Specifically, 
calculation 2-E-N-ELCP-120-002, “120 VAC CRID Loading and Voltage Drop Analysis – 
Unit 2 Calculation,” evaluated the performance of Foxboro power supplies and 
temperature converters for their minimum rated frequency of 59.5 Hertz (Hz) when 
considering the inverter vendor rated minimum frequency value of 59.4 Hz.  However, 
the minimum CRID bus frequency acceptance limit value included in the surveillance 
procedure was 59.1 Hz.  This value was based on the limiting frequency values that 
were considered allowable when the inverter is synchronized to the alternate regulating 
transformer power source (i.e., the Isolimiter source).  The CRID inverter normally 
matches its output frequency to the Isolimiter source output frequency to allow an 
uninterruptible transfer to the Isolimiter when the inverter becomes inoperable.  If the 
frequency difference between the Isolimiter and the inverter is greater than +/- 0.9 Hz, 
then the inverter reverts to its free-running frequency range of 59.4 to 60.6 Hz.  The 
team was concerned that the minimum CRID bus frequency value of 59.1 Hz in the SR 
acceptance limit was not evaluated in design calculation 2-E-N-ELCP-120-002 because 
it would allow conditions that were not verified to be acceptable for the safety-related 
Foxboro power supplies and temperature converters associated with the CRID inverters.  
However, as a result of this concern, the licensee performed an analysis that confirmed 
that the Foxboro equipment would operate satisfactorily at the SR minimum CRID 
inverter frequency acceptance limit value. 

The licensee captured the team concerns in their CAP as AR 2015-14430 and 
AR 2015-14607.  The immediate corrective actions included confirming that recent 
as-found SR results met the associated vendor design specifications and establishing a 
compensatory action for operations to impose more restrictive voltage acceptance limits.  
The licensee’s proposed plan to restore compliance at the time of this inspection was to 
evaluate whether DIT-S-01028-01 was applicable to the requirements of SR 3.8.7.1 and 
SR 3.8.8.1, and to make any necessary procedure changes. 
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Analysis:  The team determined that the failure to verify the acceptability of the 
surveillance acceptance limits for CRID inverter voltage was contrary to 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” and was a performance deficiency.  The 
performance deficiency was determined to be more than minor because it was 
associated with the equipment performance attribute of the Mitigating System 
cornerstone, and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences.  Specifically, the failure to verify the acceptability of the 
surveillance acceptance limits for inverter voltage could result in conditions where the 
vital inverters would be operated outside the applicable design limits and these 
conditions would remain undetected. 

The team determined the finding could be evaluated using the SDP in accordance with 
IMC 0609, “SDP,” Attachment 0609.04, “Phase 1 - Initial Screening and Characterization 
of Findings,” for the Mitigating Systems cornerstone.  Because the finding impacted the 
Mitigating Systems cornerstone, the team screened the finding through IMC 0609 
Appendix A, “The SDP for Findings At-Power,” issued on June 19, 2012, using Exhibit 2, 
“Mitigating Systems Screening Questions.”  The finding screened as of very low safety 
significance (Green) because it did not result in the loss of operability or functionality of 
mitigating systems.  Specifically, the licensee reviewed the affected surveillance results 
for the last 12 months and reasonably determined operability was maintained because 
the results were within the vendor specifications. 

The team did not identify a cross-cutting aspect associated with this finding because it 
was not confirmed to reflect current performance due to the age of the performance 
deficiency.  Specifically, the acceptance limits for inverter voltage were implemented in 
the surveillance procedure in 2001. 

Enforcement:  Title 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” states, 
in part, that measures shall be established for verifying or checking the adequacy of 
design, such as by the performance of design reviews, by the use of alternate or 
simplified calculational methods, or by the performance of a suitable testing program. 

Contrary to the above, as of November 11, 2015, the licensee failed to verify the 
adequacy of design.  Specifically, the licensee did not verify the adequacy of the CRID 
inverter design limits for voltage included in the associated surveillance procedure. 

The licensee is still evaluating its planned corrective actions.  However, the team 
determined that this issue does not present an immediate safety concern because the 
licensee established a compensatory action for operations to impose more restrictive 
voltage acceptance limits. 

Because this violation was of very low safety significance (Green), and was entered into 
the licensee’s CAP as AR 2015-14430 and AR 2015-14607, this violation is being 
treated as an NCV, consistent with Section 2.3.2 of the NRC Enforcement Policy.  
(NCV 05000315/2015008-02; 05000316/2015008-02, Failure to Verify the Acceptability 
of the Surveillance Acceptance Limits for CRID Inverter Operability) 
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(3) Failure to Verify Control Room Instrument Distribution Inverter Capability to Function 
During Fault Conditions 

Introduction:  The team identified a finding of very low safety significance (Green), and 
an associated NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure to verify the CRID inverter capability to interrupt faulted conditions on its output 
during postulated design basis events.  Specifically, the licensee did not ensure that the 
vital inverter was adequately protected from the effects of a fault occurring at the circuit 
non-safety related loads. 

Description:  The CRID bus provides power to both safety-related and nonsafety-related 
circuits.  Thus, the team noted that design basis event conditions, such as seismic and 
high energy line breaks (HELBs), could affect the nonsafety-related components that are 
fed by the vital inverters from the CRID panel safety-related circuit breakers causing 
faults.  However, the CRID fault analysis (i.e., PS-CRID-001, “CRID Fault Analysis (Final 
Design Report for RFC-1-2766)”) did not verify the capability of the vital inverters to 
remain functional during these design basis event initiated fault conditions, specifically 
when power for fault clearing from the standby Isolimiter power source is not available 
during a LOOP.  During interviews with licensee engineering personnel, the team 
discovered that the licensee had not verified the inverter design capability to interrupt 
faults at non-safety related circuits on the CRID bus to prevent current limiting conditions 
that could result in the loss of inverter output voltage.  Specifically, the licensee 
confirmed that they had not performed any evaluation or test to verify that the inverters 
had the capability to supply sufficient current for the safety-related CRID panel circuit 
breakers to operate and reliably interrupt faulted conditions on the non-safety related 
circuits.  Thus, the team was concerned because the inverter design had not been 
verified to be capable of interrupting faults on its output during postulated design basis 
conditions when the alternate Isolimiter power source to the CRID bus is not available, 
such as during a LOOP event before station auxiliary power is established by the EDGs. 

The licensee captured the team concerns in their CAP as AR 2015-14805 and 
AR 2015-14807.  The immediate corrective actions included an operability evaluation 
that reasonably determined the installed non-safety related circuit protective devices 
would be expected to operate and protect the vital inverter during fault clearing 
conditions on the non-safety-related loads powered by the inverter supplied CRID panel 
bus.  This determination was based on engineering judgment and considered design 
basis event conditions such as seismic, HELBs, DBAs, and fire.  The licensee’s 
proposed plan to restore compliance at the time of this inspection was to evaluate the 
potential non-conformance of the coordination of the CRID distribution breakers and 
fuses in the non-safety branches to assure that a fault on the non-safety equipment 
would clear in an appropriate amount of time and, thus, ensure that the safety-related 
CRID inverters would not be adversely affected during a LOOP. 

Analysis:  The team determined the failure to verify the CRID inverter capability to 
interrupt faulted conditions on its output during postulated design basis events was 
contrary to 10 CFR Part 50, Appendix B, Criterion III, and was a performance deficiency.  
The performance deficiency was determined to be more than minor because it was 
associated with the equipment performance attribute of the Mitigating System 
cornerstone, and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences.  Specifically, the failure to verify the CRID inverter 
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capability to interrupt faulted conditions on its output does not ensure that the inverter 
would be capable and available to provide power to the associated mitigating loads 
during postulated design basis events. 

The team determined the finding could be evaluated using the SDP in accordance with 
IMC 0609, “SDP,” Attachment 0609.04, “Phase 1 - Initial Screening and Characterization 
of Findings,” for the Mitigating Systems cornerstone.  Because the finding impacted the 
Mitigating Systems cornerstone, the team screened the finding through IMC 0609 
Appendix A, “The SDP for Findings At-Power,” issued on June 19, 2012, using Exhibit 2, 
“Mitigating Systems Screening Questions.”  The finding screened as of very low safety 
significance (Green) because it did not result in the loss of operability or functionality of 
mitigating systems.  Specifically, the licensee evaluated the condition for operability and 
reasonably determined that installed nonsafety-related circuit protective devices would 
be expected to operate and protect the vital inverter during fault clearing conditions on 
the nonsafety-related loads powered by the inverter supplied CRID panel bus. 

The team did not identify a cross-cutting aspect associated with this finding because it 
was not confirmed to reflect current performance due to the age of the performance 
deficiency.  Specifically, the original inverters were replaced with the currently installed 
inverters in 1984. 

Enforcement:  Title 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” states, 
in part, that measures shall be established for verifying or checking the adequacy of 
design, such as by the performance of design reviews, by the use of alternate or 
simplified calculational methods, or by the performance of a suitable testing program. 

Contrary to the above, as of November 13, 2015, the licensee failed to verify the 
adequacy of design.  Specifically, the licensee did not verify the vital inverter design was 
adequate to interrupt faulted conditions of nonsafety-related circuits on its output during 
postulated design basis events to ensure the inverters would remain functional during 
those events. 

The licensee is still evaluating its planned corrective actions.  However, the team 
determined that this issue does not present an immediate safety concern because the 
licensee performed an operability evaluation that reasonably determined the installed 
non-safety related circuit protective devices would be expected to operate and protect 
the vital inverter during fault clearing conditions on the non-safety related loads powered 
by the inverter supplied CRID panel bus. 

Because this violation was of very low safety significance (Green) and was entered into 
the licensee’s CAP as AR 2015-14805 and AR 2015-14807, this violation is being 
treated as a NCV, consistent with Section 2.3.2 of the NRC Enforcement Policy.  
(NCV 05000315/2015008-03; 05000316/2015008-03, Failure to Verify CRID Inverter 
Capability to Function During Fault Conditions) 

(4) Failure to Consider All Design Basis Component Cooling Water Passive Failures 

Introduction:  The team identified a finding of very low safety significance (Green), and 
an associated NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the failure to verify that the CCW design was capable of accepting a passive failure as 
described in the UFSAR.  Specifically, the passive failure definition described in the 
UFSAR was more limiting than the licensee postulated passive failure. 
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Description:  Revision 26 of UFSAR Section 6.1, “Application of ESF Design Criteria,” 
stated that, “An increase in the level of fluid in the auxiliary building sump and waste 
holdup tank area will serve as indication that a large passive failure has occurred in one 
of the safety systems.”  UFSAR Section 6.2.1, “Application of Plant Design Criteria,” 
stated that, “Each safety system shall be capable of accepting a passive failure, 
occurring anywhere within the system, without losing overall design function.”  UFSAR 
Section 6.1 identified CCW as one of the applicable safety systems.  Additionally, with 
respect to the CCW surge tank, UFSAR Section 9.5.3, “Components,” stated that, “The 
tank is internally divided (baffled) to form, in effect, two compartments.”  It explained that 
“This arrangement provides redundancy for a passive failure during recirculation phase 
following a LOCA [loss of coolant accident].” 

The licensee evaluated the CCW capability to accept a passive failure, in part, in 
Revision 0 of calculation MD-12-CCW-005-N, “Valve and Pump Leakage from the 
Miscellaneous Train of the CCW System.”  This calculation determined that the 
maximum postulated CCW passive failure flow rate was 11.3 gpm.  This determination 
was based on the stem leakage from the largest valve in the CCW miscellaneous 
service train, which was consistent with procedure PMI-7033, “Application and Use of 
Single Failure Criteria,” Attachment 1.  Specifically, it stated that, “Passive failures in 
fluid systems are limited to flow obstructions and leakage from major failures of pump 
seals or valve packings.”  It further stated that, “Rupture of a pressure boundary is not 
postulated.” 

However, the team noted that the postulated CCW passive failure described in the 
UFSAR was not limited to failures of pump seals or valve packings.  Specifically, UFSAR 
Section 6.2.3, “Design Evaluation,” defined passive failure as, “…a failure affecting a 
device involved with the transport of fluid which limits its effectiveness in carrying out its 
design function.”  It further stated that, “Most passive failures involve the development of 
abnormal leakage in valve stem packings, pump seals, etc., although passive failures 
concerned with abnormal flow restriction in lines are also considered.”  These UFSAR 
descriptions did not limit passive failures to failures of pump seals or valve packings as 
stated in procedure PMI-7033 and as assumed in calculation MD-12-CCW-005-N.  
In addition, UFSAR Table 9.5-4, “Component Cooling System Malfunction Analysis,” 
included a rupture of a CCW pump casing malfunction and a CCW heat exchanger tube 
or shell rupture malfunction.  Thus, the team was concerned because the licensee had 
not verified the CCW design was capable of accepting a passive failure as defined in the 
UFSAR. 

The licensee captured the team concerns in their CAP as AR 2015-15073.  The 
immediate corrective actions included an operability evaluation that reasonably 
determined the CCW remained operable because a historical review of CCW isolation 
valve leakage reasonably determined that actual leakage values would allow sufficient 
response time to provide system makeup to the unaffected redundant train.  In addition, 
during this inspection period, the licensee initiated actions to establish temporary 
procedures and pre-stage equipment to quickly provide system makeup from alternate 
sources.  The proposed plan to restore compliance at the time of this inspection was 
to reconcile the differences between the design basis and plant documentation 
(e.g., procedures and calculations). 
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Analysis:  The team determined the failure to verify that the CCW design was capable of 
accepting a passive failure as defined in the UFSAR was contrary to 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” and was a performance deficiency.  The 
performance deficiency was more than minor because it was associated with the design 
control attribute of the Mitigating Systems cornerstone, and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences.  Specifically, the failure to 
consider and appropriately evaluate the full range of design basis CCW passive failures 
did not ensure the CCW would be available to perform its mitigating function with a 
postulated design basis passive failure. 

The team determined the finding could be evaluated using the SDP in accordance with 
IMC 0609, “SDP,” Attachment 0609.04, “Phase 1 - Initial Screening and Characterization 
of Findings,” for the Mitigating Systems cornerstone.  Because the finding impacted the 
Mitigating Systems cornerstone, the team screened the finding through IMC 0609 
Appendix A, “The SDP for Findings At-Power,” issued on June 19, 2012, using Exhibit 2, 
“Mitigating Systems Screening Questions.”  The finding screened as of very low safety 
significance (Green) because it did not represent a loss of function, an actual loss of 
function of a single TS train or two separate TS safety systems, or an actual loss of 
function of one or more non-TS trains.  Specifically, the licensee performed a historical 
review of CCW isolation valve leakage and reasonably determined that actual leakage 
values would have reasonably allowed sufficient response time to provide system 
makeup to the unaffected redundant train.  In addition, the licensee performed a 
historical review of CCW passive failures and did not find an actual loss of function due 
to a passive failure. 

The team did not identify a cross-cutting aspect associated with this finding because it 
was an original design issue; therefore, it was not reflective of current performance. 

Enforcement:  Title 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” requires, 
in part, that the licensee provide for verifying or checking the adequacy of design, such 
as by the performance of design reviews, by the use of alternate or simplified 
calculational methods, or by the performance of a suitable testing program. 

Section 6.2.1 of the UFSAR, Revision 26, stated, “Each safety system shall be capable 
of accepting a passive failure, occurring anywhere within the system, without losing 
overall design function.”  This UFSAR section identifies CCW as one of the applicable 
safety systems.  Section 6.2.3 of the UFSAR defined passive failure as, “…a failure 
affecting a device involved with the transport of fluid which limits its effectiveness in 
carrying out its design function.” 

Contrary to the above, as of November 19, 2015, the licensee failed to verify the 
adequacy of design.  Specifically, the licensee did not verify that the CCW design was 
capable of accepting a passive failure, occurring anywhere within the system, affecting 
a device involved with the transport of fluid as described in UFSAR Section 6.2. 

The licensee is still evaluating its planned corrective actions.  However, the team 
determined that this issue does not present an immediate safety concern because the 
licensee performed an operability evaluation that reasonably determined CCW remained 
operable. 
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This violation is being treated as an NCV, consistent with Section 2.3.2 of the 
Enforcement Policy because it was of very low safety significance, and was entered 
into the licensee’s CAP as AR 2015-15073.  (NCV 05000315/2015008-04; 05000316/ 
2015008-04, Failure to Consider All Design Basis CCW Passive Failures) 

(5) Failure to Meet Applicable Inservice Inspection Requirements for All Component Cooling 
Water System Portions Within the American Society of Mechanical Engineers Code 
Class 3 Boundary 

Introduction:  The team identified a finding of very low safety significance (Green), and 
an associated NCV of 10 CFR 50.55a, “Codes and Standards,” for the failure to meet 
the ISI requirements for all CCW components within the ASME Code Class 3 boundary.  
Specifically, the licensee did not apply the applicable ISI requirements to all portions of 
the CCW system within the system ASME Code Class 3 boundary because this 
boundary was not appropriately established or justified. 

Description:  Revision 4 of DCC01.G03, “ISI Program Plan,” Section 1.3.7, stated that 
“ASME Section XI boundaries for ISI Class 2 and 3 systems are typically established per 
Regulatory Guide 1.26, footnote 4, which stipulates that boundaries include those 
portions of the system required to accomplish the specified safety function and the 
connecting piping up to and including the first valve that is either normally closed or 
capable of automatic closure when the safety function is required…”  However, the team 
noted that the CCW system ISI boundaries were not consistent with this guidance 
because they were not located at valves that were either normally closed or capable of 
automatic closure.  Specifically, the CCW system flow diagrams showed that various 
ASME Code Class 3 to non-class ISI boundaries were located at normally open manual 
isolation valves. 

The licensee documented their basis for deviating from this guidance in design input 
transmittal DIT-B-02870-00, dated April 13, 2004.  It stated that the CCW ISI boundaries 
were appropriate because operators would have sufficient time to locate and manually 
isolate a leak in the non-class portion of the CCW system.  However, the team 
determined that this basis was not justified because it was based on postulating small 
leaks in the non-class portion of the system.  The postulation of only small leaks in the 
non-class portion of the system was not adequate because the pressure boundary 
integrity of this system portion was not verified by ISI examinations. 

The licensee captured the team concerns in their CAP as AR 2015-15069.  The 
immediate corrective actions included an operability evaluation that reasonably 
determined the CCW remained operable because periodic system walkdowns by the 
system owner and shiftly rounds by operations had not identified significant CCW 
system leaks.  The proposed plan to restore compliance at the time of this inspection 
was to re-evaluate the ISI and IST classification of the CCW system miscellaneous 
services header to determine the appropriate method of establishing the boundaries, 
or to relocate the boundaries. 

Analysis:  The team determined the failure to meet the ISI requirements for all CCW 
components within the ASME Code Class 3 boundary was contrary to 10 CFR 
Part 50.55a, “Codes and Standards,” and was a performance deficiency.  The 
performance deficiency was more than minor because it was associated with the 
mitigating systems cornerstone attribute of design control and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of mitigating systems to 
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respond to initiating events to prevent undesirable consequences.  Specifically, the 
failure to meet the applicable ISI requirements for all CCW portions within the system 
ASME Code Class 3 boundary does not ensure the CCW reliability to perform its 
mitigating function. 

The team determined the finding could be evaluated using the SDP in accordance with 
IMC 0609, “SDP,” Attachment 0609.04, “Phase 1 - Initial Screening and Characterization 
of Findings,” for the Mitigating Systems cornerstone.  Because the finding impacted the 
Mitigating Systems cornerstone, the team screened the finding through IMC 0609 
Appendix A, “The SDP for Findings At-Power,” issued on June 19, 2012, using Exhibit 2, 
“Mitigating Systems Screening Questions.”  The finding screened as of very low safety 
significance (Green) because it did not result in the loss of operability or functionality of 
mitigating systems.  Specifically, the licensee performed a historical system health 
review and reasonably determined the CCW remained operable because periodic 
system walkdowns by the system owner and shiftly rounds by operations had not 
identified significant CCW system leaks. 

The team did not identify a cross-cutting aspect associated with this finding because it 
was not reflective of current performance.  Specifically, this finding was associated with 
the original ISI code classification, which occurred more than three years ago. 

Enforcement: Title 10 CFR Part 50.55a, “Codes and Standards,” requires, in part, that 
safety-related pressure vessels, piping, pumps and valves, and their supports must meet 
the requirements applicable to components which are classified as ASME Code Class 3. 

Contrary to the above, as of November 19, 2015, the licensee failed to meet the 
requirements applicable to components that are classified as ASME Code Class 3.  
Specifically, the licensee failed to meet the applicable ISI requirements for all CCW 
portions within the system ASME Code Class 3 boundary because the associated ISI 
boundaries were not appropriately established. 

The licensee is still evaluating its planned corrective actions.  However, the team 
determined that this issue does not present an immediate safety concern because the 
licensee performed an operability evaluation that reasonably determined the CCW 
remained operable. 

This violation is being treated as an NCV, consistent with Section 2.3.2 of the 
Enforcement Policy because it was of very low safety significance, and was entered 
into the licensee’s CAP as AR 2015-15069.  (NCV 05000315/2015008-05; 05000316/ 
2015008-05, Failure to Meet Applicable ISI Requirements for All CCW System Portions 
Within the ASME Code Class 3 Boundary) 

(6) Failure to Develop Procedures to Provide Emergency Diesel Generator Starting Air to 
Recover from a Station Blackout 

Introduction:  The team identified a finding of very low safety significance (Green), and 
an associated NCV of 10 CFR 50.63, “Loss of All Alternating Current Power,” for the 
failure to develop procedures to provide starting air to the EDGs to restore emergency 
AC power when recovering from an SBO.  Specifically, plant procedures did not ensure 
that there would be sufficient pressure in the EDG air receivers to start an EDG at the 
end of a 4-hour SBO coping period.  In addition, the licensee did not have another 
proceduralized method of starting an EDG after a 4-hour SBO event. 
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Description:  Revision 26 of UFSAR Section 8.7.2, “SBO Coping Analyses,” stated that, 
“The Cook Nuclear Plant [CNP] can sustain the SBO event for the coping duration of 4 
hours by utilizing the available structures, systems, and equipment.”  UFSAR Section 
8.7.3, “SBO Equipment List,” stated that, “The SBO event is assumed to end once AC 
power (onsite or offsite) is restored.”  The analyses credited the EDGs as the onsite AC 
power source.  UFSAR Section 8.4, “Emergency Power System,” stated that, “Energy for 
starting a diesel is derived from two air receivers...” 

However, the team noted that the licensee was not ensuring that the air receivers had 
sufficient energy to start an EDG at the end of the 4-hour SBO coping period because 
the only air receiver leak down rate testing established by the licensee allowed a leak 
down rate that would deplete the air receivers during this period.  Specifically, 
Attachments 10 and 11 of procedures 2-OHP-4030-232-027AB, “AB Diesel Generator 
Operability Test (Train B),” Revision 36, and 2-OHP-4030-232-027CD, “CD Diesel 
Generator Operability Test (Train A),” Revision 36, implemented the IST examinations of 
the Unit 2 starting air compressor outlet check valves and included an air receiver leak 
down rate acceptance criterion value of 0.5 pounds per square inch gauge (psig) per 
minute.  In response to the team questions, the licensee determined that there would not 
be sufficient air pressure if the check valves were leaking at this maximum allowable 
rate.  The applicable Unit 1 procedures were similar.  In addition, during interviews with 
licensee personnel, the team confirmed that there was no other proceduralized method 
of starting an EDG.  The team was concerned because the licensee had not ensured 
their capability to restore the onsite AC power source at the end of the 4-hour SBO 
coping period. 

The licensee captured the team concerns in their CAP as AR 2015-14802.  The 
immediate corrective actions included a functionality evaluation that reasonably 
determined the EDGs were functional for SBO recovery based on the most recent check 
valve leak rate test results.  In addition, the licensee established an air receiver leak 
down rate administrative limit of 0.1 psig per minute until the issue is resolved. 

In addition, the team noted that the licensee had a recent opportunity to identify this 
issue.  Specifically, the licensee reviewed a similar concern identified at a different 
station during self-assessment GT 2014-15953, “2015 CDBI [Component Design Basis 
Inspection] Self-Assessment,” dated September 25, 2015.  This self-assessment, which 
was intended to prepare for this DBI, stated, “The purpose of Attribute 3 was to review 
NRC CDBI findings at other utilities to determine if it is likely that the NRC inspection 
would result in the same finding at CNP.”  When reviewing a similar concern, the 
licensee concluded that, “This issue is not likely to occur at Cook.”  The licensee 
captured this missed-opportunity in their CAP as AR 2015-15095.   

Analysis:  The team determined the failure to develop procedures to provide starting air 
to the EDGs to restore emergency AC power when recovering from an SBO was 
contrary to 10 CFR 50.63, “Loss of All Alternating Current Power,” and was a 
performance deficiency.  The performance deficiency was more than minor because it 
was associated with the design control attribute of the Mitigating Systems cornerstone, 
and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable 
consequences.  Specifically, the failure to develop procedures to provide starting air to 
the EDGs at the end of the 4-hour SBO coping period does not ensure the EDGs would 
be available to restore emergency AC power during the SBO recovery period. 
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The team determined the finding could be evaluated using the SDP in accordance with 
IMC 0609, “SDP,” Attachment 0609.04, “Phase 1 - Initial Screening and Characterization 
of Findings,” for the Mitigating Systems cornerstone.  Because the finding impacted the 
Mitigating Systems cornerstone, the team attempted to screen the finding through 
IMC 0609 Appendix A, “The SDP for Findings At-Power,” issued on June 19, 2012, 
using Exhibit 2, “Mitigating Systems Screening Questions.”  However, the team was 
unable to evaluate this finding using IMC 0609 Appendix A because the associated past 
functionality evaluation was not available during this inspection period.  Nevertheless, 
the team noted that this finding would screen as of very low safety significance (Green) 
even it is assumed to result in the loss of functionality.  Specifically, a senior risk analyst 
performed a detailed risk evaluation using version 8.22 of the SPAR model for Donald C. 
Cook and Systems Analysis Programs for Hands-on Integrated Reliability Evaluations 
version 8.1.2 software to obtain a delta (Δ) core damage frequency (CDF).  The 
following assumptions were made in the analysis: 

• The exposure time was assumed to be 1 year, which is the maximum time 
allowed by the SDP.  

• For the degraded case: 

1. Basic Event EPS-XHE-XL-NR04B (Operator Fails to Recover Emergency 
Diesel in 4 Hours) in the Cook SPAR model was conservatively set to True 
(i.e., always Failed). 

2. Solving the SBO event trees, the CDF was 6.8E-8/yr. 

• For the base case: 

1. Nominal values were used for EDG recovery. 
2. Solving the SBO event trees, the CDF was 5.0E-8/yr. 

The ΔCDF is the difference between the CDF for the degraded case and the CDF for 
the base case or 1.8E-8/yr (i.e., ΔCDF = 6.8E-8/yr – 5.0E-8/yr = 1.8E-8/yr).  Thus, based 
on the detailed risk evaluation, the estimated change in core damage frequency from 
internal events is approximately 1.8E–8/yr, which represents a finding of very low safety 
significance (Green).   

The team determined that this finding had a cross cutting aspect in the area of 
problem identification and resolution because the licensee did not systematically and 
effectively evaluate relevant external operating experience.  Specifically, the licensee 
self-assessment, conducted in preparation to this inspection, reviewed a similar issue 
identified at a different station and incorrectly concluded that “This issue is not likely to 
occur at Cook.”  [P.5] 

Enforcement:  Title 10 CFR Part 50.63, “Loss of All AC Power,” requires, in part, that 
each light-water-cooled nuclear power plant licensed to operate under this part must be 
able to withstand for a specified duration and recover from an SBO. 

Section 8.7.2 of the UFSAR, Revision 26, stated that “CNP has adopted the AC 
independent approach for coping with an SBO event as delineated in Regulatory Guide 
(RG) 1.155.”  In RG 1.155, “SBO,” dated August 1988, Section 1.3, “Procedures for 
Restoring Emergency AC Power,” stated that, “Guidelines and procedures for actions to 
restore emergency AC power when the emergency AC power system is unavailable 
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should be integrated with plant specific technical guidelines and emergency operating 
procedures.”  In addition, UFSAR Section 8.7.3 stated that “The SBO event is assumed 
to end once AC power (onsite or offsite) is restored.” 

Contrary to the above, as of November 13, 2015, the licensee failed to be able to 
recover from an SBO.  Specifically, the licensee failed to integrate procedures for actions 
to restore emergency AC power with plant specific EOPs to recover from an SBO in that 
procedures were not established to restore the EDGs (i.e., the onsite AC power source) 
at the end of the SBO coping period when the associated air receivers were leaking at 
the maximum allowed leak down rate. 

The licensee is still evaluating its planned corrective actions.  However, the team 
determined that this issue does not present an immediate safety concern because the 
licensee established an air receiver leak down rate administrative limit that would 
reasonably preserve sufficient pressure for four hours until the issue is resolved. 

This violation is being treated as an NCV, consistent with Section 2.3.2 of the 
Enforcement Policy because it was of very low safety significance, and was entered 
into the licensee’s CAP as AR 2015-14802.  (NCV 05000315/2015008-06; 05000316/ 
2015008-06, Failure to Develop Procedures to Provide Starting Air to the EDGs to 
Recover From a SBO) 

.4 Operating Experience 

a. Inspection Scope 

The team reviewed three operating experience issues related to the selected 
components to assess the licensee evaluation and resolution of the associated generic 
concerns.  The operating experience issues listed below were reviewed as part of this 
inspection: 

• Part 21 No. 2013-41-00, “Inconsistency Between the Intended Design 
Functionality of the SHIELD Passive Thermal Shutdown Seal and that Observed 
During Post-Service Testing;” 

• IN 2010-23, “Malfunctions of EDG Speed Switch Circuits;” and 
• IN 2011-14, “CCW System Gas Accumulation and Other Performance Issues.” 

b. Findings 

No findings were identified. 

.5 Modifications 

a. Inspection Scope 

The team reviewed two permanent plant modifications associated with the selected 
risk-significant components to verify that the design bases, licensing bases, and 
performance capability of the components had not been degraded through modifications.  
The modifications listed below were reviewed as part of this inspection effort: 
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• 12-CMM-55024, “2-PP-50E Replace John Crane Shaft Seals with Flowserve 
Seals;” and 

• EC-0000053589, “2-PP-50W Replace Pump Rotor.” 

b. Findings 

No findings were identified. 

.6 Operating Procedure Accident Scenarios 

a. Inspection Scope 

The team performed a detailed review of the procedures listed below.  The procedures 
were chosen because they were associated with the loss of CCW scenario and other 
aspects of this inspection.  The procedures were compared to UFSAR, design 
assumptions, and training materials to assess for constancy.  The following operating 
procedures were reviewed in detail: 

• 2-OHP-4022-016-004, “Loss of CCW,” Revision 24; 
• 2-OHP-4022-016-001, “CCW Out-Leakage/Malfunction of the CCW System,” 

Revision 17; 
• 2-OHP-4022-016-003, “CCW In Leakage,” Revision 15; 
• 2-OHP-4024-204, “Surge Tank Alarm Response Procedure,” Revision 28; 
• 2-OHP-4025-LS-6, “Reactor Coolant System Make-up with Chemical and 

Volume Control System Cross-Tie,” Revision 7; and 
• 2-OHP-4021-018-008, “Operation of Refueling Water Storage Tank Support 

Systems,” Revision 20. 

For some of the procedures listed, time critical operator actions were reviewed for 
reasonableness.  This review included walkdowns of in-plant action with qualified 
equipment operators and the observation of licensed operator crews actions during the 
performance of loss of CCW scenarios on the station simulator to assess operator 
knowledge level, adequacy of procedures, availability of special equipment where 
required, and capability to perform time critical operator actions within the required time.  
In addition, the team evaluated operations interfaces with other departments.  The 
following operator actions were reviewed: 

• Chemical and Volume Control System Cross-tie (procedure 2-OHP-4022-016-
004, Attachment A); 

• CCW Cross-tie (procedure 2-OHP-4022-016-004, Attachment C); 
• Tripping RCPs upon a Loss of CCW (procedure 2-OHP-4022-016-004); and 
• Location/Isolation of CCW system leak (procedure 2-OHP-4022-016-001). 

b. Findings 

(1) Failure to Verify the Station’s Capability to Isolate Postulated CCW System Out-Leakage 

Introduction:  The team identified a finding of very low safety significance (Green), and 
an associated NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the failure to verify the CCW design capability to isolate a postulated CCW system
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out-leakage.  Specifically, the CCW isolation valves were not periodically leak tested, 
and the system design and plant procedures did not include safety-related and/or 
seismic-qualified makeup capabilities. 

Description:  Revision 26 of UFSAR Section 9.5, “CCW,” stated that, “If outleakage 
occurs anywhere in the component cooling system, including a non-seismic I component 
served by the miscellaneous service train, detection is accomplished by falling level in 
the surge tank.”  It also stated that, “The leaking portion of the system is then shut down 
and isolated and the backup train is put in operation.”  Additionally, with respect to the 
CCW surge tank, UFSAR Section 9.5.3, “Components,” stated that, “The tank is 
internally divided (baffled) to form, in effect, two compartments.”  It explained that 
“This arrangement provides redundancy for a passive failure during recirculation phase 
following a LOCA.” 

The licensee established Revision 17 of procedure 2-OHP-4022-016-001, “CCW 
Out-Leakage/Malfunction of the CCW System,” to provide operating instructions for a 
CCW out-leakage event.  It directed the operators to close the appropriate CCW system 
isolation valves and maintain surge tank level using the makeup system.  However, the 
team noted that the CCW system isolation valves were not periodically leak tested, the 
makeup system was not safety-related and seismic-qualified, and the procedure did not 
provide any alternative methods of providing CCW system makeup.  In addition, in 
response to the team questions, the licensee determined that the inventory below the 
CCW surge tank low-level alarm would support less than 2 hours of operation with an 
assumed 11.3 gpm system out-leakage.  As a result, the team was concerned because 
the current CCW system design and operating procedure did not ensure that the CCW 
system would be able to perform its mitigating function for the duration of a postulated 
design basis event with system out-leakage.  Specifically, if the leaking portion of the 
CCW system could not be completely isolated due to valve leakage and the non-safety 
related makeup system was not available, then the operators would not have any 
procedural directions for establishing alternative methods of providing CCW system 
makeup. 

The licensee captured the team concerns in their CAP as AR 2015-14961.  The 
immediate corrective actions included an operability evaluation that reasonably 
determined the CCW remained operable because past maintenance activities and CCW 
train isolation during recent outages reasonably demonstrated that the CCW system 
isolation valves do not leak significantly.  In addition, during this inspection period, the 
licensee initiated actions to establish temporary procedures and pre-stage equipment to 
quickly provide system makeup from alternate sources.  The proposed plan to restore 
compliance at the time of this inspection was to revise procedures and/or implement 
design changes to ensure a reliable source of CCW system makeup water. 

Analysis:  The team determined the failure to verify the CCW design capability to isolate 
a postulated CCW system out-leakage was contrary to 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” and was a performance deficiency.  The performance 
deficiency was more than minor because it was associated with the design control 
attribute of the Mitigating Systems cornerstone, and affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences.  Specifically, the failure to verify the CCW 



 

 26  

design capability to isolate a postulated system outflow does not ensure that the CCW 
system would be able to perform its mitigating function for the duration of a postulated 
design basis event with system out-leakage. 

The team determined the finding could be evaluated using the SDP in accordance with 
IMC 0609, “SDP,” Attachment 0609.04, “Initial Characterization of Findings.”  Because 
the finding impacted the Mitigating Systems and Barrier Integrity cornerstones, the team 
screened the finding through IMC 0609 Appendix A, “The SDP for Findings At-Power,” 
using Exhibit 2, “Mitigating Systems Screening Questions”.  The finding screened as of 
very low safety significance (Green) because it did not result in the loss of operability or 
functionality of mitigating systems.  Specifically, the licensee performed a historical 
review of isolation valve leakage and determined that actual leakage values would 
have reasonably allowed sufficient response time to provide system makeup. 

The team did not identify a cross-cutting aspect associated with this finding because it 
was not confirmed to reflect current performance due to the age of the performance 
deficiency.  Specifically, the associated evaluations were performed more than 3 years 
ago. 

Enforcement:  Title 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” requires, 
in part, that the licensee provide for verifying or checking the adequacy of design, such 
as by the performance of design reviews, by the use of alternate or simplified 
calculational methods, or by the performance of a suitable testing program. 

Section 9.5 of UFSAR, Revision 26, stated that “If outleakage occurs anywhere in 
the component cooling system, including a non-seismic I component served by the 
miscellaneous service train, detection is accomplished by falling level in the surge tank.”  
It also stated that, “The leaking portion of the system is then shut down and isolated and 
the backup train is put in operation.” 

Contrary to the above, as of November 17, 2015, the licensee failed to verify the 
adequacy of design.  Specifically, the licensee did not verify the CCW design was 
adequate to isolate a leaking portion of the system and put the backup train in 
operation when outleakage occurs anywhere in the system. 

The licensee is still evaluating its planned corrective actions.  However, the team 
determined that this issue does not present an immediate safety concern because the 
licensee reasonably determined the CCW system isolation valves were not leaking 
significantly, and initiated actions to establish temporary procedures and pre-stage 
equipment to quickly provide system makeup from alternate sources. 

This violation is being treated as an NCV, consistent with Section 2.3.2 of the 
Enforcement Policy because it was of very low safety significance and was entered 
into the licensee’s CAP as AR 2015-14961.  (NCV 05000315/2015008-07; 05000316/ 
2015008-07, Failure to Verify the Station’s Capability to Isolate Postulated CCW System 
Out-Leakage) 
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4. OTHER ACTIVITIES 

4OA2 Identification and Resolution of Problems 

.1 Review of Items Entered Into the CAP 

a. Inspection Scope 

The team reviewed a sample of the selected component problems identified by the 
licensee and entered into the CAP.  The team reviewed these issues to assess the 
licensee’s threshold for identifying issues and the effectiveness of corrective actions 
related to design issues.  In addition, corrective action documents written on issues 
identified during the inspection were reviewed to verify adequate problem identification 
and incorporation of the problem into the CAP.  The specific corrective action documents 
sampled and reviewed by the team are listed in the attachment to this report. 

The team also selected two issues identified during previous CDBIs to assess the 
licensee evaluation and resolution of the concerns.  The following issues were reviewed: 

• NCV 05000315/2007002-01, “Failure to Identify and Correct a Condition Adverse 
to Quality;” and 

• NCV 05000315/2007002-02; 05000316/2007002-02, “Failure to Correct 
Inadequate Safety Analysis Dose Calculations.” 

b. Findings 

No findings were identified. 

4OA6 Management Meetings 

.1 Exit Meeting Summary 

On November 20, 2015, the team presented the inspection results to Mr. S. Lies, 
Engineering Vice President, and other members of the licensee staff.  The licensee 
acknowledged the issues presented.  The team asked the licensee whether any 
materials examined during the inspection should be considered proprietary.  Several 
documents reviewed by the team were considered proprietary information and were 
either returned to the licensee or handled in accordance with NRC policy on proprietary 
information. 

ATTACHMENT:  SUPPLEMENTAL INFORMATION 

 



 

Attachment 

SUPPLEMENTAL INFORMATION 

KEY POINTS OF CONTACT 

Licensee 

L. Weber, Chief Nuclear Officer 
J. Gebbie, Site Vice President 
S. Lies, Engineering Vice President 
A. Garrett, Plant Engineering Director 
M. Scarpello, NRA Manager  
S. Partin, Plant Manager  
S. Mitchell, NRA Supervisor 
K. Baker, Design Engineering 
J. Nimtz, NRA 

U.S. Nuclear Regulatory Commission 

C. Lipa, Chief, Engineering Branch 2 
K. Riemer, Chief, Reactor Projects Branch 2 
N. Féliz Adorno, Senior Reactor Inspector 
J. Ellegood, Senior Resident Inspector 

LIST OF ITEMS OPENED, CLOSED, AND DISCUSSED 

Opened and Closed 

05000315/2015008-01; 
05000316/2015008-01 

NCV Failure to Ensure the Required Seven Day EDG Fuel Oil 
Storage (Section 1R21.3.b(1)) 

05000315/2015008-02; 
05000316/2015008-02 

NCV Failure to Verify the Acceptability of the Surveillance 
Acceptance Limits for CRID Inverter Operability 
(Section 1R21.3.b(2)) 

05000315/2015008-03; 
05000316/2015008-03 

NCV Failure to Verify CRID Inverter Capability to Function During 
Fault Conditions (Section 1R21.3.b(3)) 

05000315/2015008-04; 
05000316/2015008-04 

NCV Failure to Consider All Design Basis CCW Passive Failures 
(Section 1R21.3.b(4)) 

05000315/2015008-05; 
05000316/2015008-05 

NCV Failure to Meet Applicable ISI Requirements for All CCW 
System Portions Within the ASME Code Class 3 Boundary 
(Section 1R21.3.b(5)) 

05000315/2015008-06; 
05000316/2015008-06 

NCV Failure to Develop Procedures to Provide Starting Air to the 
EDGs to Recover From a SBO (Section 1R21.3.b(6)) 

05000315/2015008-07; 
05000316/2015008-07 

NCV Failure to Verify the Station’s Capability to Isolate Postulated 
CCW System Out-Leakage (Section 1R21.6.b(1)) 
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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 of 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. 

CALCULATIONS  
Number Description or Title Rev. 
MD-12-RWST-001-N Maximum Differential Pressure for RWST Vent Path 3 
1-2-O1-04 CALC1 Pump Minimum Operability Limits (MOL) and Measurement 

Uncertainty Calculation 
2 

1-2-UNC-090 CALC1 RCP Seal Injection Flow 0 
MD-02-ECCS-003-N DC Cook Unit 2 ECCS and CVCS Proto-Flow Model 6 
MD-02-ECCS-005-N Unit 2 ECCS Pumps NPSH Analysis 6 
MD-12-CNTMT-004-N Emergency Core Cooling System and Containment Spray 

System Performance Considering System and Component 
Wear Evaluated for the Resolution of GSI-191 

0 

MD-12-CVCS-061-N Cent Chg Pump Flow During Station Blackout via CVCS 
Crosstie 

0 

MD-12-ECCS-007-N Leakage Through a CCP Mini-Flow During Recirculation 
Phase of LOCA 

0 

MD-12-ECCS-016-N Cent Chg RHR Dead Heading and Emergency Boration 
Analysis 

1 

MD-12-MSC-076-N IST Program Pump Minimum Operability Limits (MOL) 2 
NSA-ECCS-001 ESF Leakage Back to the RWST 0 
MD-02-RH-037-N Torque and Thrust Setup Calc for IMO-910 and 911 4 
MD-12-CVCS-046-N EPRI PPM Evaluation of IMO-910 and IMO-911 2 
MD-12-ECCS-018-N Pressure Locking Analysis for IMO-910 and 911 0 
MD-12-MSC-033-N Pressure Locking Thermal Binding Evaluation for IMO-910 

and 911 
5 

MD-12-MSC-009-N Overview of the Basis for GL 89-10 Torque Thrust 
Requirements 

3 

MD-12-MSC-036-N MOV Parameter Calculation 5 
MD-12-RH-129-N Max Diff Press During Operation of Cent Chg Pump Suction 

Valves 
2 

SD-991028-001 Seismic Weak Link Thrust Calculation for IMO-910 and 911 5 
VDS-2-IMO-910 Control Switch Settings 3 
ES-ESFRT-001-QCN ESF Time Response Basis Specification 5 
2008-08883 GSI-191 Downstream Effects 0 
MD-12-CVCS-001-N CVCS Cross Tie Line Valves - Seismic Qualification & Design 

Report 
0 

MD-12-CVCS-044-N CVCS Cross-Tie Flow Capacity 1 
PMP-4075-TCA-001 Time Critical Action Validation and Verification 13 
PS-CRID-001 CRID Fault Analysis (Final Design Report for RFC-1-2766) 0 
2-E-N-ELCP-4KV-001 Unit 2 4kV/600V Load Control Calculation 12 
2-E-N-ELCP-600-003 600V Motor Control Center (MCC) Control Circuit Voltage 

Drop 
7 
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CALCULATIONS  
Number Description or Title Rev. 
2-E-N-PROT-BKR-007 Unit 2 600V Switchgear setting breakers 21A6, 21C9, 21D9, 

and 21D14 
5 

2-E-N-PROT-TOL-001 600V System Continuous Duty Safety Related Motor Thermal 
Overload (TOL) Heater Selection 

11 

SD-000-114-002 Emergency Diesel Generator Room Pressures and 
Temperatures Resulting from High Energy Line Breaks 
(HELB) Located in the Turbine Building 

0 

2-E-N-ELCP-250-006 250 VDC Battery 2CD System Analysis 13 
12-THP-6020-CHM-
307 

Emergency Diesel Fuel Oil 25 

MD-12-DG-004-N Diesel Fuel Oil Consumption Rate, Verification of DG Fuel Oil 
Storage and Day Tank Volumes, and Transfer Pump and 
Diesel Exhaust Line Sizing 

2 

1-E-N-ELCP-600-004 Motor Start Verification Under Degraded Voltage Condition 0 
ES-ESFTRT-0001-
QCN 

ESF Time Response Basis Specification 5 

MD-02-RH-037-N Torque and Thrust Setup Calculation for 2-IMO-910 and 
2-IMO-911 

4 

1-2-UNC-001-CALC1 600V Buses 11AB(21AD) and 11CD(21CD) Voltmeter 
Uncertainty 

1 

12-E-N-PROT-RLY-
001 

4kV Electrical Protection Coordination Study 3 

2-E-N-ELCP-120-002 120V AC Control Room Instrument Distribution (CRID) 
Loading and Voltage Drop Analysis – Unit 2 Calculation  

4 

1-E-N-DCP-4546-001 CRID Inverter Breaker Fuse Coordination 0 
PS-4KVP-001 4kV Safety Related Motors Relay Setting Calculation 1 
2-E-N-PROT-RLY-
002A 

4kV Safety Related Motors Phase Instantaneous Relay (PJC) 
Setting Calculation, Unit 2 

0 

PS-4KVP-010 ESS 4kV/600V Transformer Differential Settings 3 
PS-4KVP-003 PS-4KVP-003 Ground Relay Settings for 4-kV ESS and 4-kV 

BOP Buses 
0 

PS-4KVP-011 4-kV/600-volt Transformer Overload Relays 0 
MD-12-CCW-005-N Valve and Pump Seal Leakage from the Miscellaneous Train 

of the Component Cooling Water System 
0 

MD-12-DG-009-N Emergency Diesel Generator Starting Air Receiver Minimum 
Pressure, Compressor Reliability, and Test Acceptance 
Criteria for Air Receiver Operating Pressure Range of 213.5 to 
225 psig 

0 

ENSM970926QSL Pressure Gradient Following a Thermal Barrier Rupture 0 
2-EHP-4030-216-248 CCW Flow Balance  14 
MD-12-CCW-009-N Sizing of CCW Thermal Relief Valves for Thermal Barrier and 

Seal Water Heat Exchangers 
0 

MD-12-CCW-815-N Sizing of CCW Surge Tank and Surge Tank Vacuum Breaker 0 
1-2-UNC-036 CALC 1 Component Cooling Water (CCW) Surge Tank Level 1 
MD-12-CCW-081-N CCW Pump NPSH Analysis 0 
MD-12-DG-011-N Effect of EDG Frequency on Pump BHP 8 
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CALCULATIONS  
Number Description or Title Rev. 
MD-12-DG-003-N Capacity Requirement for Emergency Diesel Starting Air 

System 
0 

 

CORRECTIVE ACTION DOCUMENTS GENERATED DUE TO THE INSPECTION  
Number Description or Title Date 
AR 2015-14958 MD-02-RH-037-N Reference has not been Superseded 11/17/15 
AR 2015-14703 Revise 12-IHP-5030-EMP-014 11/12/15 
AR 2015-14704 Legacy Failure to Enter Test Eval into CAP 11/12/15 
AR 2015-14455 2015 CDBI Suggestion, Clarify MD-12-DG-004-N 11/06/15 
AR 2015-14979 2015 CDBI Frequency Related Valve Calc Updates 11/18/15 
AR 2015-15019 2015 CDBI FOST 7 day supply for EDG 11/18/15 
AR 2015-15052 Frequency Compensation for ESF Valve Stroke Times 11/19/15 
AR 2015-14430 2015 CDBI – Design Input Clarification in Calculation 11/05/15 
AR 2015-14607 Potentially Nonconservative Values Used in Surveillance 

Procedure 
11/10/15 

AR 2015-14805 Potential Unit 2 CRID II, Ckt 10 Safety-Related Load Impact 11/13/15 
AR 2015-14807 CRID Breaker/Fuse Coordination is Not Documented 11/13/15 
GT 2015-14439 Training Request Related Action Per PMP 2070 TRN 004 11/05/15 
AR 2015-14680 Develop WR for Fuse Information 11/11/15 
AR 2015-14681 2015 CDBI Identified 1-2-UNC-339 Calc 1 Needs to be 

Revised 
11/11/15 

AR 2015-14798 Evaluate the Waste Evaporator Seismic Classification 11/13/15 
AR 2015-14802 CDBI 2015 – EDG Air Receivers Surveillance Criteria 11/13/15 
AR 2015-14898 Inadequate Analysis for RCP Thermal Barrier HX Rupture 11/16/15 
AR 2015-14959 MD-02-RH-037-N Reference Has Been Superseded 11/17/15 
AR 2015-14961 Inability of CCW System to Supply Make Up 11/17/15 
AR 2015-15025 Opportunities to Improve 11/18/15 
AR 2015-15069 Inadequate Basis for CCW Misc. Header ISI Class Boundaries 11/19/15 
AR 2015-15073 Passive Failure Definition in Licensing and Design Bases 11/19/15 
AR 2015-15095 NRC Finding Identified as Cross Cutting Issue 11/19/15 
GT 2015-15214 EC-54633 Qual. Of Backup Air Bottles for Press. PORV 11/24/15 
AR 2015-15397 CDBI Identified Violations 11/30/15 
 

CORRECTIVE ACTION DOCUMENTS REVIEWED DURING THE INSPECTION 
Number Description or Title Date 
GT 2012-13869 IER Level 3, SBO and Loss of Shutdown Cooling 11/09/12 
AR 2015-4621 Non-Zero Leakage of 2-IMO-910/911 & 2-SI-185 04/02/15 
AR 2015-4994 2-CS-534 Shear Pin Broke 04/08/15 
AR 2012-3796 Leakage During Resting of 2-IMO-910, 911 and 2-SI-185 03/25/12 
AR 2015-7364 WO for Vendor Recommends to Improve 2CS-534 Reliability 06/02/15 
AR 2015-9163 Conflicting Design Docs Regarding ECCS Leakage Back to 

RWST 
07/15/15 

AR 2015-5783 Evaluate U2 West Charging Pump Performance 04/22/15 
AR 2015-9886 WO to Optimize Charging Configuration 07/30/15 
AR 2013-8869 2-IMO-910 has Dry white Boric acid <1tbs on valve stem 06/18/13 
AR 2015-9098 Unit 2 CD Battery Ground 07/14/15 
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CORRECTIVE ACTION DOCUMENTS REVIEWED DURING THE INSPECTION 
Number Description or Title Date 
GT 2010-11898 NRC IN 2010-23, Malfunctions of Emergency Diesel 

Generator 
11/04/10 

GT 00812491 CDBI Inspection Report Review 04/23/07 
AR 00809878 Potential Violation of 10CFR50.36(c)(2)(i) 03/01/07 
AR 00809805 Potential Criterion XVI Violation 03/01/07 
AR 00054714 Operating Experience has been provided to DC Cook to 06/05/01 
AR 00066348 1IMO911 could not be set within the prescribed thrust 05/02/02 
AR 00807044 Potentially Incorrect Acceptance Criteria 12/12/06 
AR 00026663 UFSAR Does Not Adequately Describe the Leakage/Rupture 

of Thermal Barrier 
10/07/99 

AR 00809145 Inadequate Calc Related to Offsite Dose from ECCS Leakage 2/16/07 
AR 00026004 No Bases Found Which Supports the 70 Gallon Fuel Oil Limit 09/29/99 
AR 00809806 Potential Criterion XVI Violation 03/01/07 
AR 00080605 Condition Report 0011222, Related to Contained verses 

Usable 
07/09/03 

GT 2011-8565 NRC IN 2011-14, Component Cooling Water Gas 
Accumulation  

07/26/11 

 

DRAWINGS 
Number Description or Title Rev. 
OP-2-5129-54 Flow Diagram CVCS-Reactor Letdown and Charging-Unit 2 54 
OP-2-5129A-41 Flow Diagram CVCS-Reactor Letdown and Charging-Unit 2 41 
OP-2-5142-52 Flow Diagram Emergency Core Cooling 52 
OP-2-5123A-19 Flow Diagram Sta. Drainage-Aux Bldg. - Unit 2 19 
OP-2-98044-53 4KV Diesel Generator 2CD A.C.B Elementary Diagram 53 
OP-2-12002-43 Main Auxiliary One-Line Diagram Bus “C” and “D” Engineered 

Safety System (Train A) 
43 

OP-2-98273-62 Chemical & Volume Control System Reactor Coolant Charging 
Elementary Diagram 

62 

OP-2-98271-21 Chemical & Volume Cont Sys Reactor Coolant Make Up 
Sheet No 1 Elementary Diagram 

21 

PS-2-94287-11 600VAC Aux Bus 21D MCC2-AM-D(ESS) Sheet 1 Wiring 
Diagram 

11 

OP-2-12031-27 MCC Aux One-Line 600V Bus 21C, 21D, Engineered Safety 
System (Train A) 

27 

OP-2-5151A-56 Flow Diagram Emergency Diesel Generator “AB” Unit No. 2 56 
OP-1-5151C-55 Flow Diagram Emergency Diesel Generator “CD” Unit #1 55 
OP-2-98013-34 Diesel Generator 2AB and Auxiliaries Elementary Diagram 34 
OP-2-98014-39 Diesel Generator 2CD and Auxiliaries Elementary Diagram 39 
PS-2-94201-16 600 VAC Aux Bus 21C MCC 2-ABD-C (ESS) Wiring Diagram 16 
PS-2-94207-18 600 VAC Aux Bus 21B MCC 2-ABD-B (ESS) Wiring Diagram 18 
OP-1-984051-18 Component Cooling System (West) Sh 2 of 3 Elementary 

Diagram 
18 

OP-1-98405-35 Component Cooling System (East) Sh 1 of 3 Elementary 
Diagram 

35 

OP-2-5135-37 Flow Diagram CCW Pumps and CCW Heat Exchangers 37 
PS-1-95221-13 Component Cooling Wiring Diagram Sh. 1 13 
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DRAWINGS 
Number Description or Title Rev. 
OP-2-12001 Main Auxiliary One-Line Diagram Bus “A” & “B” Engineered 

Safety System (Train “B”) 
47 

OP-2-12050 120V AC Control Room Instrument Distribution Cabinets 
“CRID I” thru “CRID IV” Engineered Safety System 

26 

OP-2-98081 120 V.A.C. Instrument Distribution Cab “CRID II” Elementary 
Diag Sh #1 

23 

OP-2-98082 120 V.A.C. Instrument Distribution Cab “CRID II” Elementary 
Diag Sh #2 

25 

2-AEP-I48843 CCW System Ingersoll-Rand Co. Pump Curve #48843 0 
RSC2-4070 Relay Diagram 4kV Bus T21A Component Cooling Water 

Pump “2W” Motor Protection 
3 

RSC2-4071 Relay Diagram 4kV Bus T21A Centrifugal Charging Pump 
“2W” Motor Protection 

4 

RSC2-4073 Relay Diagram 4kV Bus T21A Overload Protection 5 
011D28822 Outline 7.5 KVA Inverter 210-290VDC, 118 VAC, 1 phase, 

60HZ 
1 

OP-2-5135C-5 Flow Diagram CCW Misc. Services Auxiliary Building 5 
OP-2-5135D-8 Flow Diagram CCW Misc. Services Containment Loads 8 
OP-2-5135E-8 Flow Diagram CCW Misc. Services Penetration Cooling 8 
OP-2-5135F-0 Flow Diagram CCW Misc. Services Penetration Cooling 0 
OP-2-5135B-31 Flow Diagram CCW Misc. Services Auxiliary Building 31 
OP-2-5135A-41 Flow Diagram CCW Safety Related Loads 41 
OP-2-5135G-0 Flow Diagram CCW Misc. Services Penetration Cooling 0 
OP-2-5151B-68 Flow Diagram Emergency Diesel Generator “AB” Unit No. 2 68 
 

10 CFR 50.59 DOCUMENTS (SCREENINGS/SAFETY EVALUATIONS) 
Number  Description or Title Rev. 
2015-0372-00 Temporary excavation and backfilling of soil near 12-TK-47-

CD for inspection and re-coating of buried Fuel Oil piping (for 
less than 90 days) under WOTs 55419244-02 & 55459734-01 

0 

 

MISCELLANEOUS  

Number Description or Title Date or 
Rev. 

GT 2014-15953 2015 CDBI Self-Assessment 9/25/15 
DIT B-00661-00 Inservice Test Program Valve Stroke Time Assessment 1/21/00 
VTD-PACP-0028 Pacific Pumps Test Report for Charging Pumps 7/22/15 
DCC-QA-105-QCN Environmental Qualification Equipment (EQEL) and S/M/R 

Requirements 
13 

DIT-B-03143-10 IST Program Minimum Operability Limits (MOL) for the 4th 
10-year Interval IST Program 

1/9/14 

TDB Fig. 2-15.1 Safety Related Pump Inservice Test Hydraulic Reference 115 
VTD-WEST-0406 Westinghouse Data Sheet for Types AR and ARD Industrial 

Control Relays 
0 

VTD-ASEA-0140 ABB Power Distribution Installation/Maintenance Instructions 
for Low Voltage Air-Magnetic Power Circuit Breakers K-Line 
225A through 2000A 

2 
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MISCELLANEOUS  

Number Description or Title Date or 
Rev. 

VTD-ASEA-0028 ABB Power Distribution Low Voltage Drawout Switchgear 
Lifting Devices and Arrangements 

0 

VTD-ASEA-0027 ABB Power Distribution Operating Sequence for K4000 and 
Under Stored Energy Breakers 

1 

VTD-ASEA-0023 ABB Power Distribution Installation and Maintenance 
Instructions for Low Voltage Power Circuit Breakers 

0 

VTD-ASEA-0022 ABB Power Distribution Installation and Maintenance 
Instructions for Low Voltage AC Metal Enclosed Power 
Switchgear 

0 

Worthington Contract 
#1221 

Four (4) 3500 KW Diesel Engine Generator Units 05/22/69 

VTD-WEST-0008 Westinghouse Charging Pump Motor Specifications 1 
DB-12-120V 120V AC System Design Basis Document 3 
VTD-BROW-1101 Brown Boveri Installation/Maintenance Instructions and 

Renewal Parts for Dry Type Transformers, [Pub. #5.1.1.7C] 
0 

DIT-S-01028-00 Range of Allowable Indicated AC Output Voltage for CRID 
Inverters 

01/30/02 

DIT-B-02944-00 CRID Frequency Information 12/01/04 
GUIDE-D-E0017.1 American Electric Power Nuclear Generation Table E0017.1-

1: Power Cable Ampacities 
0 

DCC01.G03 ISI Program Plan 4 
 Fauske Associates: An Evaluation of Thermal Barrier Leakage 

Two Phase Effects 
11/18/15 

 Root Cause Analysis of AR 00809878 0 
ES-PIPE-1013-QCN Pipe Material Specification 5 
DB-12-CCW Component Cooling Water System Design Basis Document 10 
DB-12-EDG Emergency Diesel Generator Design Basis Document 7 
DB-12-EDGS Emergency Diesel Generator Support System Design Basis 

Document 
7 

DIT-B-02870-00 CCW System Miscellaneous Service Header Safety Class 
Boundary Design and Licensing Basis Evaluation 

04/13/04 

 

MODIFICATIONS  
Number  Description or Title Rev. 
12-CMM-55024 2-PP-50E Replace John Crane Shaft Seals with Flowserve 

Seals 
1 

EC-0000053589 2-PP-50W Replace Pump Rotor 0 
EC 53868 Installation of U2 Reactor Coolant Pump Generation III 

Passive Thermal Shutdown Seals 
1 

 

PROCEDURES  
Number Description or Title Rev. 
2-OHP-4021-018-008 Operation of the RWST Support Systems 20 
2-OHP-4022-016-001 CCW Out-Leakage/Malfunction of the CCW System, 17 
2-OHP-4022-016-003 CCW In-Leakage 15 
2-OHP-4022-016-004 Loss of Component Cooling Water 24 
2-OHP-4024-204 Surge Tank Alarm Response Procedure 28 
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PROCEDURES  
Number Description or Title Rev. 
2-OHP-4025-LS-6 RCS Makeup with CVCS Cross-Tie 7 
12-EHP-4075-TCA-
001 

Operator Time Critical Actions 8 

12-EHP-5030-001-008 Recirculation Loop Total Leak Rate 16 
12-OHP-4021-082-
012 

Locating 250 VDC Grounds 12 

12-IHP-5021-EMP-080 Eaton/Cutler-Hammer 4kV Circuit Breaker Maintenance 21 
12-IHP-6030-RLY-002 General Electric Type PJC11 Instantaneous Overcurrent 

Relay Calibration and Maintenance 
10 

2-OHP-4030-232-
217A 

DG2CD Load Sequencing & ESF Testing 46 

2-OHP-4024-204 Annunciate #204 Response: Essential Service Water and 
Component Cooling 

28 

2-OHP-4030-214-031 Operations Weekly Surveillance Checks 30 
12-IHP-6030-IMP-063 Control Room Instrumentation Distribution (CRID) 7.5kVA 

Static Inverter Transfer and Auto Retransfer Tests 
9 

12-IHP-6030-IMP-355 Check of Control Room Instrumentation Distribution (CRID) 
Power Supply Before Returning to Normal Power Source 

10 

2-OHP-4030-232-
027AB 

AB Diesel Generator Operability Test (Train B) 36 

2-OHP-4030-232-
027CD 

CD Diesel Generator Operability Test (Train A) 36 

 

SURVEILLANCES (COMPLETED) 
Number Description or Title Date 
WO55424091-01 AB1 and AB2 Battery Charger Surveillance 03/29/14 
WO55424091-02 AB1 and AB2 Battery Charger Surveillance 03/29/14 
WO55423113-01 CD1 and CD2 Battery Charger Surveillance 03/18/14 
WO55423113-02 CD1 and CD2 Battery Charger Surveillance 03/18/14 
2-OHP-4030-214-031 Operations Weekly Surveillance Checks 09/22/15 
2-OHP-4030-214-031 Operations Weekly Surveillance Checks 09/29/15 
2-OHP-4030-214-031 Operations Weekly Surveillance Checks 10/06/15 
2-OHP-4030-216-
020E 

East CCW Group A and Comprehensive Pump Tests and 
Quarterly Valve Tests 

02/26/14 

2-OHP-4030-216-
020E 

East CCW Group A and Comprehensive Pump Tests and 
Quarterly Valve Tests 

09/02/15 

2-OHP-4030-216-
020W 

West CCW Group A and Comprehensive Pump Tests and 
Quarterly Valve Tests 

01/15/14 

2-OHP-4030-216-
020W 

West CCW Group A and Comprehensive Pump Tests and 
Quarterly Valve Tests 

07/23/15 

 

TRAINING DOCUMENTS  
Number Description or Title Date 
 Scenario:  Leak on CCW Miscellaneous Header (Unit 1 and 

Unit 2) 
11/18/15 

 Scenario:  Loss of Component Cooling Water – Timing Critical 
Operator Actions (Unit 1 and Unit 2) 

11/05/15 
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WORK DOCUMENTS   
Number Description or Title Date 
55440405 2-OHP-4030-STP-045 Unit Cross Tie Surveillance 04/09/15 
55463637 2-OHP-4030-STP-045 Unit Cross Tie Surveillance PMT 04/10/15 
55401381 2-IMO-910-ACT Perform Diagnostic Test per 12-IHP-5030-

EMP-014 
04/16/12 

55406205 2-IMO-910 External MOV PM 09/04/13 
55343512  2-IMO-910 Full MOV PM 10/30/10 
55433409 2-EHP-218-001 RWST Isolation Valve Leak Test 04/02/15 
55439212 2-OHP-4030-232-217A DG2CD Load Sequencing & ESF Test  04/18/15 
55469766 2-OHP-4030-203-52W West Centrifugal Pump Operability 

Test 
04/23/15 

55435745 2-OHP-4030-208-008R Att. 7, Charging System Check Valve 
Test-Alternate and Comprehensive Pump Test 

04/14/15 

55435749 2-OHP-4030-208-053B ECCS Valve Operability Test-Train B 04/09/15 
55226367-01 2-MCAB, Inspect/Clean/Test 250V 06/04/13 
55236979-01 2-MCCD, 2-MDCD, & 2-TDCD Clean and Inspect 03/02/13 
55343512-01 Perform MOV Preventative Maintenance 04/15/10 
55406205-01 2-IMO-910 External PM 08/26/13 
55377284-01 2-T21A7, Calibrate Protective Relays, West Component 

Cooling Water Pump 
01/18/12 

55377298-01 Breaker 2-T21A8, Overcurrent Relays West Centrifugal 
Charging Pump 

01/19/12 

552555236-01 2-TR21A, Perform Thermography 04/06/07 
55236496-01 2-TR21A, Clean/Inspect/Test Bkr 2-T21A10 09/21/07 
55226416-01 Clean Xfmr 2-T21A 09/27/07 
55254644-01 Calibrate Protective Relays for Supply Transformer TR21A 10/13/10 
55254621-01 Calibrate Protective Relays for 600V Bus 21A Supply 

Transformer TR21A 
10/13/10 

55266488-01 2-87X-T21A, Trip Relay Test 03/30/12 
55373209-01 2-TR21A, Clean Transformer 03/30/12 
55255022-03 Clean Inspect Calibrate Meters on CRID-2-INV (IMP-355) 04/09/09 
55289914-03 2-CRID-2-INV, Upgrade Oscillator Board (IMP-355) 10/05/07 
55373958-03 MTI, 2-CRID-2-INV, Clean, Inspect (IMP-355) 04/08/12 
55226570-05 MTI, PMT for 2-CRID-2-INV Auto Retransfer 04/08/12 
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LIST OF ACRONYMS USED 

∆ Delta 
AC Alternating Current 
ADAMS Agencywide Document Access Management System 
AR Action Request 
ASME American Society of Mechanical Engineers 
CAP Corrective Action Program 
CCW Component Cooling Water 
CDBI Component Design Bases Inspection 
CDF Core Damage Frequency 
CFR Code of Federal Regulations 
CNP Cook Nuclear Plant 
CRID Control Room Instrumentation Distribution 
DBA Design Basis Accident 
DBI Design Basis Inspection 
EDG Emergency Diesel Generator 
EOP Emergency Operating Procedure 
ESF Engineered Safety Feature 
FOST Fuel Oil Storage Tank 
gpm Gallons per Minute 
HELB High Energy Line Break 
Hz Hertz 
IMC Inspection Manual Chapter 
IN Information Notice 
ISI Inservice Inspection 
IST Inservice Testing 
LCO Limiting Condition for Operation 
LERF Large Early Release Frequency 
LOCA Loss of Coolant Accident 
LOOP Loss of Offsite Power 
NCV Non-Cited Violation 
NPSH Net Positive Suction Head 
NRC U.S. Nuclear Regulatory Commission 
PARS Publicly Available Records System 
PRA Probabilistic Risk Assessment 
psig Pounds Per Square Inch Gauge 
RCP Reactor Coolant Pump 
RG Regulatory Guide 
SBO Station Blackout 
SDP Significance Determination Process 
SPAR  Standardized Plant Analysis Risk 
SR Surveillance Requirement 
TS Technical Specification 
UFSAR Updated Final Safety Analysis Report 
VAC Volts Alternating Current 



 

 

L. Weber -2- 

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/ 
 
 
Christine A. Lipa, Chief 
Engineering Branch 2 
Division of Reactor Safety 

Docket Nos. 50–315; 50–316 
License Nos. DPR–58; DPR–74 

Enclosure: 
IR 05000315/2015008; 05000316/2015008 

cc:  Distribution via LISTSERV® 
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Allan Barker 
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Linda Linn 
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