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Significance:  Sep 15, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an essential raw cooling water 
(ERCW) pump performance test was inadequately implemented, rendering an ERCW header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability evaluations and the lack of 
technical justification in two other operability evaluations, also performed in May 2001. The finding was of very low safety significance because, 
while it had the potential to result in continued operation with unrecognized inoperable or unavailable risk significant equipment, it did not result in 
an actual loss of safety function of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated 
that the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in Regulatory Guide 1.33 Revision 2, 
Appendix A, February 1978) for an inadequate maintenance instruction which resulted in a failure of the 1A-A emergency diesel generator (EDG) 
breaker on May 16, 2001. The finding was of very low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only 
one train of mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to promptly correct surveillance 
instructions to ensure that relays were reset to permit operation of exhaust fans required for long term operation of the emergency diesel 
generators. The finding was of very low safety significance because there had been no loss of the function of relays following identification that the 
instructions were inadequate and required correction. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires that in Mode 1, two trains of 
CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of CREVS were inoperable, and the actions required by TS 
3.7.10.F and TS 3.0.3 were not taken. When the licensee became aware of this conditions on May 26, they immediately entered TS 3.0.3, 
corrected the condition and exited the LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service during an EDG surveillance 
test, resulted in not considering the failure-to-start of the exhaust fans as an EDG functional failure or as EDG unavailability time. The risk was 
determined to be of very low safety significance because the EDG unavailability time was relatively short, not exceeding the Technical Specification 
allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure which rendered the 1B EDG 
inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection system relay was reset which defeated the automatic start 
feature of the diesel generator room ventilation fans. The risk was determined to be of very low safety significance because only the mitigating 
system cornerstone was affected and a single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the prevention of Asiatic clam 
infestations. Partial blockage of piping for containment spray and residual heat removal pump room coolers was discovered during licensee 
troubleshooting of a low flow condition. The finding had very low risk significance because licensee analysis showed that the coolers remained 
functional. 
Inspection Report# : 2000003(pdf)  
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Physical Protection 

Miscellaneous 

Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not 
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in 
protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The licensee's effectiveness at 
problem identification was evidenced by few deficiencies identified by external organizations, including the NRC, that had not been previously self 
identified. The licensee's operation of the facility and its material condition were indicative of effective self identification and correction of plant 
problems. Corrective actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was not 
timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, for the most part, thorough and 
self critical providing useful feedback to improve plant performance. Operating experience was effectively implemented. The inspection did not 
identify significant differences between the licensee's assessment of their overall condition of the corrective action program and the NRC's program 
assessment. A safety conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective new ice basket screws in 1995. 
The risk was determined to be of very low safety significance based on a technical significance review of the issue, as described in an NRC letter to 
the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring corrective action implementation 
for a 1995 problem evaluation report, involving the ice condenser system. Based on a technical significance review of the issue, as described in an 
NRC letter to the licensee, dated July 17, 2000, and because of the willful aspects of the issue, the violation was determined to be outside the NRC 
SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem 
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously 
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for 
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were found 
to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant personnel indicated that they felt free to 
input safety issues and conditions adverse to quality into the corrective action program. The findings of licensee audits and assessments were 
consistent with the team's observations. A safety conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  
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Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the prevention of Asiatic clam 
infestations. Partial blockage of piping for containment spray and residual heat removal pump room coolers was discovered during licensee 
troubleshooting of a low flow condition. The finding had very low risk significance because licensee analysis showed that the coolers remained 
functional. 
Inspection Report# : 2000003(pdf)  

Significance:  Sep 15, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an essential raw cooling water 
(ERCW) pump performance test was inadequately implemented, rendering an ERCW header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability evaluations and the lack of 
technical justification in two other operability evaluations, also performed in May 2001. The finding was of very low safety significance because, 
while it had the potential to result in continued operation with unrecognized inoperable or unavailable risk significant equipment, it did not result in 
an actual loss of safety function of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated 
that the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in Regulatory Guide 1.33 Revision 2, 
Appendix A, February 1978) for an inadequate maintenance instruction which resulted in a failure of the 1A-A emergency diesel generator (EDG) 
breaker on May 16, 2001. The finding was of very low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only 
one train of mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to promptly correct surveillance 
instructions to ensure that relays were reset to permit operation of exhaust fans required for long term operation of the emergency diesel 
generators. The finding was of very low safety significance because there had been no loss of the function of relays following identification that the 
instructions were inadequate and required correction. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires that in Mode 1, two trains of 
CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of CREVS were inoperable, and the actions required by TS 
3.7.10.F and TS 3.0.3 were not taken. When the licensee became aware of this conditions on May 26, they immediately entered TS 3.0.3, 
corrected the condition and exited the LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service during an EDG surveillance 
test, resulted in not considering the failure-to-start of the exhaust fans as an EDG functional failure or as EDG unavailability time. The risk was 
determined to be of very low safety significance because the EDG unavailability time was relatively short, not exceeding the Technical Specification 
allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure which rendered the 1B EDG 
inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection system relay was reset which defeated the automatic start 
feature of the diesel generator room ventilation fans. The risk was determined to be of very low safety significance because only the mitigating 
system cornerstone was affected and a single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  
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Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not 
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in 
protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The licensee's effectiveness at 
problem identification was evidenced by few deficiencies identified by external organizations, including the NRC, that had not been previously self 
identified. The licensee's operation of the facility and its material condition were indicative of effective self identification and correction of plant 
problems. Corrective actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was not 
timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, for the most part, thorough and 
self critical providing useful feedback to improve plant performance. Operating experience was effectively implemented. The inspection did not 
identify significant differences between the licensee's assessment of their overall condition of the corrective action program and the NRC's program 
assessment. A safety conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective new ice basket screws in 1995. 
The risk was determined to be of very low safety significance based on a technical significance review of the issue, as described in an NRC letter to 
the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring corrective action implementation 
for a 1995 problem evaluation report, involving the ice condenser system. Based on a technical significance review of the issue, as described in an 
NRC letter to the licensee, dated July 17, 2000, and because of the willful aspects of the issue, the violation was determined to be outside the NRC 
SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem 
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously 
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for 
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were found 
to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant personnel indicated that they felt free to 
input safety issues and conditions adverse to quality into the corrective action program. The findings of licensee audits and assessments were 
consistent with the team's observations. A safety conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  
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Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service during an EDG surveillance 
test, resulted in not considering the failure-to-start of the exhaust fans as an EDG functional failure or as EDG unavailability time. The risk was 
determined to be of very low safety significance because the EDG unavailability time was relatively short, not exceeding the Technical Specification 
allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure which rendered the 1B EDG 
inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection system relay was reset which defeated the automatic start 
feature of the diesel generator room ventilation fans. The risk was determined to be of very low safety significance because only the mitigating 
system cornerstone was affected and a single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the prevention of Asiatic clam 
infestations. Partial blockage of piping for containment spray and residual heat removal pump room coolers was discovered during licensee 
troubleshooting of a low flow condition. The finding had very low risk significance because licensee analysis showed that the coolers remained 
functional. 
Inspection Report# : 2000003(pdf)  

Significance:  Sep 15, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an essential raw cooling water 
(ERCW) pump performance test was inadequately implemented, rendering an ERCW header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
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The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability evaluations and the lack of 
technical justification in two other operability evaluations, also performed in May 2001. The finding was of very low safety significance because, 
while it had the potential to result in continued operation with unrecognized inoperable or unavailable risk significant equipment, it did not result in 
an actual loss of safety function of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated 
that the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in Regulatory Guide 1.33 Revision 2, 
Appendix A, February 1978) for an inadequate maintenance instruction which resulted in a failure of the 1A-A emergency diesel generator (EDG) 
breaker on May 16, 2001. The finding was of very low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only 
one train of mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to promptly correct surveillance 
instructions to ensure that relays were reset to permit operation of exhaust fans required for long term operation of the emergency diesel 
generators. The finding was of very low safety significance because there had been no loss of the function of relays following identification that the 
instructions were inadequate and required correction. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires that in Mode 1, two trains of 
CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of CREVS were inoperable, and the actions required by TS 
3.7.10.F and TS 3.0.3 were not taken. When the licensee became aware of this conditions on May 26, they immediately entered TS 3.0.3, 
corrected the condition and exited the LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  
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Physical Protection 

Miscellaneous 

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective new ice basket screws in 1995. 
The risk was determined to be of very low safety significance based on a technical significance review of the issue, as described in an NRC letter to 
the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring corrective action implementation 
for a 1995 problem evaluation report, involving the ice condenser system. Based on a technical significance review of the issue, as described in an 
NRC letter to the licensee, dated July 17, 2000, and because of the willful aspects of the issue, the violation was determined to be outside the NRC 
SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem 
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously 
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for 
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were found 
to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant personnel indicated that they felt free to 
input safety issues and conditions adverse to quality into the corrective action program. The findings of licensee audits and assessments were 
consistent with the team's observations. A safety conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  

Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not 
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in 
protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The licensee's effectiveness at 
problem identification was evidenced by few deficiencies identified by external organizations, including the NRC, that had not been previously self 
identified. The licensee's operation of the facility and its material condition were indicative of effective self identification and correction of plant 
problems. Corrective actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was not 
timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, for the most part, thorough and 
self critical providing useful feedback to improve plant performance. Operating experience was effectively implemented. The inspection did not 
identify significant differences between the licensee's assessment of their overall condition of the corrective action program and the NRC's program 
assessment. A safety conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  
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Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires that in Mode 1, two trains of 
CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of CREVS were inoperable, and the actions required by TS 
3.7.10.F and TS 3.0.3 were not taken. When the licensee became aware of this conditions on May 26, they immediately entered TS 3.0.3, 
corrected the condition and exited the LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service during an EDG surveillance 
test, resulted in not considering the failure-to-start of the exhaust fans as an EDG functional failure or as EDG unavailability time. The risk was 
determined to be of very low safety significance because the EDG unavailability time was relatively short, not exceeding the Technical Specification 
allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure which rendered the 1B EDG 
inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection system relay was reset which defeated the automatic start 
feature of the diesel generator room ventilation fans. The risk was determined to be of very low safety significance because only the mitigating 
system cornerstone was affected and a single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the prevention of Asiatic clam 
infestations. Partial blockage of piping for containment spray and residual heat removal pump room coolers was discovered during licensee 
troubleshooting of a low flow condition. The finding had very low risk significance because licensee analysis showed that the coolers remained 
functional. 
Inspection Report# : 2000003(pdf)  

Significance:  Sep 15, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an essential raw cooling water 
(ERCW) pump performance test was inadequately implemented, rendering an ERCW header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability evaluations and the lack of 
technical justification in two other operability evaluations, also performed in May 2001. The finding was of very low safety significance because, 
while it had the potential to result in continued operation with unrecognized inoperable or unavailable risk significant equipment, it did not result in 
an actual loss of safety function of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated 
that the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in Regulatory Guide 1.33 Revision 2, 
Appendix A, February 1978) for an inadequate maintenance instruction which resulted in a failure of the 1A-A emergency diesel generator (EDG) 
breaker on May 16, 2001. The finding was of very low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only 
one train of mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to promptly correct surveillance 
instructions to ensure that relays were reset to permit operation of exhaust fans required for long term operation of the emergency diesel 
generators. The finding was of very low safety significance because there had been no loss of the function of relays following identification that the 
instructions were inadequate and required correction. 
Inspection Report# : 2001006(pdf)  
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Physical Protection 

Miscellaneous 

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective new ice basket screws in 1995. 
The risk was determined to be of very low safety significance based on a technical significance review of the issue, as described in an NRC letter to 
the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring corrective action implementation 
for a 1995 problem evaluation report, involving the ice condenser system. Based on a technical significance review of the issue, as described in an 
NRC letter to the licensee, dated July 17, 2000, and because of the willful aspects of the issue, the violation was determined to be outside the NRC 
SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem 
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously 
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for 
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were found 
to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant personnel indicated that they felt free to 
input safety issues and conditions adverse to quality into the corrective action program. The findings of licensee audits and assessments were 
consistent with the team's observations. A safety conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  

Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not 
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in 
protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The licensee's effectiveness at 
problem identification was evidenced by few deficiencies identified by external organizations, including the NRC, that had not been previously self 
identified. The licensee's operation of the facility and its material condition were indicative of effective self identification and correction of plant 
problems. Corrective actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was not 
timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, for the most part, thorough and 
self critical providing useful feedback to improve plant performance. Operating experience was effectively implemented. The inspection did not 
identify significant differences between the licensee's assessment of their overall condition of the corrective action program and the NRC's program 
assessment. A safety conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  
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Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires that in Mode 1, two trains of 
CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of CREVS were inoperable, and the actions required by TS 
3.7.10.F and TS 3.0.3 were not taken. When the licensee became aware of this conditions on May 26, they immediately entered TS 3.0.3, 
corrected the condition and exited the LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service during an EDG surveillance 
test, resulted in not considering the failure-to-start of the exhaust fans as an EDG functional failure or as EDG unavailability time. The risk was 
determined to be of very low safety significance because the EDG unavailability time was relatively short, not exceeding the Technical Specification 
allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure which rendered the 1B EDG 
inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection system relay was reset which defeated the automatic start 
feature of the diesel generator room ventilation fans. The risk was determined to be of very low safety significance because only the mitigating 
system cornerstone was affected and a single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the prevention of Asiatic clam 
infestations. Partial blockage of piping for containment spray and residual heat removal pump room coolers was discovered during licensee 
troubleshooting of a low flow condition. The finding had very low risk significance because licensee analysis showed that the coolers remained 
functional. 
Inspection Report# : 2000003(pdf)  

Significance:  Sep 15, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an essential raw cooling water 
(ERCW) pump performance test was inadequately implemented, rendering an ERCW header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability evaluations and the lack of 
technical justification in two other operability evaluations, also performed in May 2001. The finding was of very low safety significance because, 
while it had the potential to result in continued operation with unrecognized inoperable or unavailable risk significant equipment, it did not result in 
an actual loss of safety function of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated 
that the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in Regulatory Guide 1.33 Revision 2, 
Appendix A, February 1978) for an inadequate maintenance instruction which resulted in a failure of the 1A-A emergency diesel generator (EDG) 
breaker on May 16, 2001. The finding was of very low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only 
one train of mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to promptly correct surveillance 
instructions to ensure that relays were reset to permit operation of exhaust fans required for long term operation of the emergency diesel 
generators. The finding was of very low safety significance because there had been no loss of the function of relays following identification that the 
instructions were inadequate and required correction. 
Inspection Report# : 2001006(pdf)  
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Physical Protection 

Miscellaneous 

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective new ice basket screws in 1995. 
The risk was determined to be of very low safety significance based on a technical significance review of the issue, as described in an NRC letter to 
the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring corrective action implementation 
for a 1995 problem evaluation report, involving the ice condenser system. Based on a technical significance review of the issue, as described in an 
NRC letter to the licensee, dated July 17, 2000, and because of the willful aspects of the issue, the violation was determined to be outside the NRC 
SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem 
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously 
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for 
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were found 
to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant personnel indicated that they felt free to 
input safety issues and conditions adverse to quality into the corrective action program. The findings of licensee audits and assessments were 
consistent with the team's observations. A safety conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  

Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not 
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in 
protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The licensee's effectiveness at 
problem identification was evidenced by few deficiencies identified by external organizations, including the NRC, that had not been previously self 
identified. The licensee's operation of the facility and its material condition were indicative of effective self identification and correction of plant 
problems. Corrective actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was not 
timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, for the most part, thorough and 
self critical providing useful feedback to improve plant performance. Operating experience was effectively implemented. The inspection did not 
identify significant differences between the licensee's assessment of their overall condition of the corrective action program and the NRC's program 
assessment. A safety conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  
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Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability evaluations and the lack of 
technical justification in two other operability evaluations, also performed in May 2001. The finding was of very low safety significance because, 
while it had the potential to result in continued operation with unrecognized inoperable or unavailable risk significant equipment, it did not result in 
an actual loss of safety function of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated 
that the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in Regulatory Guide 1.33 Revision 2, 
Appendix A, February 1978) for an inadequate maintenance instruction which resulted in a failure of the 1A-A emergency diesel generator (EDG) 
breaker on May 16, 2001. The finding was of very low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only 
one train of mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to promptly correct surveillance 
instructions to ensure that relays were reset to permit operation of exhaust fans required for long term operation of the emergency diesel 
generators. The finding was of very low safety significance because there had been no loss of the function of relays following identification that the 
instructions were inadequate and required correction. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires that in Mode 1, two trains of 
CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of CREVS were inoperable, and the actions required by TS 
3.7.10.F and TS 3.0.3 were not taken. When the licensee became aware of this conditions on May 26, they immediately entered TS 3.0.3, 
corrected the condition and exited the LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Sep 16, 2000 
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Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service during an EDG surveillance 
test, resulted in not considering the failure-to-start of the exhaust fans as an EDG functional failure or as EDG unavailability time. The risk was 
determined to be of very low safety significance because the EDG unavailability time was relatively short, not exceeding the Technical Specification 
allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure which rendered the 1B EDG 
inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection system relay was reset which defeated the automatic start 
feature of the diesel generator room ventilation fans. The risk was determined to be of very low safety significance because only the mitigating 
system cornerstone was affected and a single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 15, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an essential raw cooling water 
(ERCW) pump performance test was inadequately implemented, rendering an ERCW header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the prevention of Asiatic clam 
infestations. Partial blockage of piping for containment spray and residual heat removal pump room coolers was discovered during licensee 
troubleshooting of a low flow condition. The finding had very low risk significance because licensee analysis showed that the coolers remained 
functional. 
Inspection Report# : 2000003(pdf)  
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Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not 
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in 
protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The licensee's effectiveness at 
problem identification was evidenced by few deficiencies identified by external organizations, including the NRC, that had not been previously self 
identified. The licensee's operation of the facility and its material condition were indicative of effective self identification and correction of plant 
problems. Corrective actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was not 
timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, for the most part, thorough and 
self critical providing useful feedback to improve plant performance. Operating experience was effectively implemented. The inspection did not 
identify significant differences between the licensee's assessment of their overall condition of the corrective action program and the NRC's program 
assessment. A safety conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective new ice basket screws in 1995. 
The risk was determined to be of very low safety significance based on a technical significance review of the issue, as described in an NRC letter to 
the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring corrective action implementation 
for a 1995 problem evaluation report, involving the ice condenser system. Based on a technical significance review of the issue, as described in an 
NRC letter to the licensee, dated July 17, 2000, and because of the willful aspects of the issue, the violation was determined to be outside the NRC 
SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem 
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously 
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for 
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were found 
to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant personnel indicated that they felt free to 
input safety issues and conditions adverse to quality into the corrective action program. The findings of licensee audits and assessments were 
consistent with the team's observations. A safety conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  
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Significance:  Sep 15, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an essential raw cooling water 
(ERCW) pump performance test was inadequately implemented, rendering an ERCW header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability evaluations and the lack of 
technical justification in two other operability evaluations, also performed in May 2001. The finding was of very low safety significance because, 
while it had the potential to result in continued operation with unrecognized inoperable or unavailable risk significant equipment, it did not result in 
an actual loss of safety function of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated 
that the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in Regulatory Guide 1.33 Revision 2, 
Appendix A, February 1978) for an inadequate maintenance instruction which resulted in a failure of the 1A-A emergency diesel generator (EDG) 
breaker on May 16, 2001. The finding was of very low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only 
one train of mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to promptly correct surveillance 
instructions to ensure that relays were reset to permit operation of exhaust fans required for long term operation of the emergency diesel 
generators. The finding was of very low safety significance because there had been no loss of the function of relays following identification that the 
instructions were inadequate and required correction. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires that in Mode 1, two trains of 
CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of CREVS were inoperable, and the actions required by TS 
3.7.10.F and TS 3.0.3 were not taken. When the licensee became aware of this conditions on May 26, they immediately entered TS 3.0.3, 
corrected the condition and exited the LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service during an EDG surveillance 
test, resulted in not considering the failure-to-start of the exhaust fans as an EDG functional failure or as EDG unavailability time. The risk was 
determined to be of very low safety significance because the EDG unavailability time was relatively short, not exceeding the Technical Specification 
allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure which rendered the 1B EDG 
inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection system relay was reset which defeated the automatic start 
feature of the diesel generator room ventilation fans. The risk was determined to be of very low safety significance because only the mitigating 
system cornerstone was affected and a single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the prevention of Asiatic clam 
infestations. Partial blockage of piping for containment spray and residual heat removal pump room coolers was discovered during licensee 
troubleshooting of a low flow condition. The finding had very low risk significance because licensee analysis showed that the coolers remained 
functional. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 
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Public Radiation Safety 
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Physical Protection 

Miscellaneous 

Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not 
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in 
protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The licensee's effectiveness at 
problem identification was evidenced by few deficiencies identified by external organizations, including the NRC, that had not been previously self 
identified. The licensee's operation of the facility and its material condition were indicative of effective self identification and correction of plant 
problems. Corrective actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was not 
timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, for the most part, thorough and 
self critical providing useful feedback to improve plant performance. Operating experience was effectively implemented. The inspection did not 
identify significant differences between the licensee's assessment of their overall condition of the corrective action program and the NRC's program 
assessment. A safety conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective new ice basket screws in 1995. 
The risk was determined to be of very low safety significance based on a technical significance review of the issue, as described in an NRC letter to 
the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring corrective action implementation 
for a 1995 problem evaluation report, involving the ice condenser system. Based on a technical significance review of the issue, as described in an 
NRC letter to the licensee, dated July 17, 2000, and because of the willful aspects of the issue, the violation was determined to be outside the NRC 
SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem 
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously 
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for 
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were found 
to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant personnel indicated that they felt free to 
input safety issues and conditions adverse to quality into the corrective action program. The findings of licensee audits and assessments were 
consistent with the team's observations. A safety conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  
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Initiating Events 

Mitigating Systems 

Significance:  Sep 15, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an essential raw cooling water 
(ERCW) pump performance test was inadequately implemented, rendering an ERCW header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability evaluations and the lack of 
technical justification in two other operability evaluations, also performed in May 2001. The finding was of very low safety significance because, 
while it had the potential to result in continued operation with unrecognized inoperable or unavailable risk significant equipment, it did not result in 
an actual loss of safety function of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated 
that the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in Regulatory Guide 1.33 Revision 2, 
Appendix A, February 1978) for an inadequate maintenance instruction which resulted in a failure of the 1A-A emergency diesel generator (EDG) 
breaker on May 16, 2001. The finding was of very low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only 
one train of mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to promptly correct surveillance 
instructions to ensure that relays were reset to permit operation of exhaust fans required for long term operation of the emergency diesel 
generators. The finding was of very low safety significance because there had been no loss of the function of relays following identification that the 
instructions were inadequate and required correction. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires that in Mode 1, two trains of 
CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of CREVS were inoperable, and the actions required by TS 
3.7.10.F and TS 3.0.3 were not taken. When the licensee became aware of this conditions on May 26, they immediately entered TS 3.0.3, 
corrected the condition and exited the LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  
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Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service during an EDG surveillance 
test, resulted in not considering the failure-to-start of the exhaust fans as an EDG functional failure or as EDG unavailability time. The risk was 
determined to be of very low safety significance because the EDG unavailability time was relatively short, not exceeding the Technical Specification 
allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure which rendered the 1B EDG 
inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection system relay was reset which defeated the automatic start 
feature of the diesel generator room ventilation fans. The risk was determined to be of very low safety significance because only the mitigating 
system cornerstone was affected and a single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the prevention of Asiatic clam 
infestations. Partial blockage of piping for containment spray and residual heat removal pump room coolers was discovered during licensee 
troubleshooting of a low flow condition. The finding had very low risk significance because licensee analysis showed that the coolers remained 
functional. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
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activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not 
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in 
protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The licensee's effectiveness at 
problem identification was evidenced by few deficiencies identified by external organizations, including the NRC, that had not been previously self 
identified. The licensee's operation of the facility and its material condition were indicative of effective self identification and correction of plant 
problems. Corrective actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was not 
timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, for the most part, thorough and 
self critical providing useful feedback to improve plant performance. Operating experience was effectively implemented. The inspection did not 
identify significant differences between the licensee's assessment of their overall condition of the corrective action program and the NRC's program 
assessment. A safety conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective new ice basket screws in 1995. 
The risk was determined to be of very low safety significance based on a technical significance review of the issue, as described in an NRC letter to 
the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring corrective action implementation 
for a 1995 problem evaluation report, involving the ice condenser system. Based on a technical significance review of the issue, as described in an 
NRC letter to the licensee, dated July 17, 2000, and because of the willful aspects of the issue, the violation was determined to be outside the NRC 
SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem 
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously 
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for 
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were found 
to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant personnel indicated that they felt free to 
input safety issues and conditions adverse to quality into the corrective action program. The findings of licensee audits and assessments were 
consistent with the team's observations. A safety conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  
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Initiating Events 

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILED TO FOLLOW INSTRUCTIONS FOR IMPLEMENTING DCN 50844-A 
The licensee identified a non-cited violation of 10 CFR Appendix B, Criterion V, on December 19, 2001, for failure to follow 
instructions for implementing DCN 50844-A. This resulted in a reactor trip due to an AMSAC actuation.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EXCEEDED OVERTIME GUIDELINES FOR UNIT STAFF WITHOUT ADVANCE AUTHORIZATION 
The licensee identified a non-cited violation of Technical Specification 5.2.2 Unit Staff, on March 5 and 14, 2002, for exceeded 
overtime guidelines without advance authorization for personnel performing safety-related functions.  
Inspection Report# : 2001005(pdf)  

Significance:  Jun 15, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY PERFORM A POST MAINTENANCE TEST 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to perform a post-maintenance 
test (visual leak checks of flanged connections) at the required system conditions for a reactor coolant pump seal replacement. This 
finding was of very low safety significance because all mitigation systems were available and another inspection, unrelated to the 
required post-maintenance test, visually checked the flanged connections at the required system conditions prior to starting up the 
reactor.  
Inspection Report# : 2002002(pdf)  

Mitigating Systems 

Significance:  Sep 15, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an essential raw 
cooling water (ERCW) pump performance test was inadequately implemented, rendering an ERCW header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability evaluations and 
the lack of technical justification in two other operability evaluations, also performed in May 2001. The finding was of very low safety 
significance because, while it had the potential to result in continued operation with unrecognized inoperable or unavailable risk 
significant equipment, it did not result in an actual loss of safety function of a system. There were no compliance issues associated 
with this finding since the final evaluations demonstrated that the components were operable. 
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Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in Regulatory Guide 
1.33 Revision 2, Appendix A, February 1978) for an inadequate maintenance instruction which resulted in a failure of the 1A-A 
emergency diesel generator (EDG) breaker on May 16, 2001. The finding was of very low safety significance because, while it 
caused unplanned unavailability of the 1A-A EDG, only one train of mitigating equipment was affected and the Technical 
Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to promptly correct 
surveillance instructions to ensure that relays were reset to permit operation of exhaust fans required for long term operation of the 
emergency diesel generators. The finding was of very low safety significance because there had been no loss of the function of 
relays following identification that the instructions were inadequate and required correction. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 15, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL TRANSIENT COMBUSTIBLES 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to follow procedures for storing 
drums of lubricating oil against a Thermo-lag protected conduit containing control cables necessary for establishing shutdown 
cooling using the residual heat removal system. A transient combustible evaluation specified that the oil was not to be place under 
Thermo-lag protected cables. This finding was of very low safety significance because fire detection and suppression systems in the 
room were not degraded, fire brigade performance has been effective, and manual actions could be performed in a physically 
independent area to restore the shutdown cooling function. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IMPLEMENT PERIODIC FLOW MONITORING PROGRAM FOR SAFETY-RELATED PUMP ROOM 
COOLERS 
The licensee identified a non-cited violation of 10CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to implement a 
periodic flow monitoring program for safety-related pump room coolers. License determined in June 2000, that a flow monitoring 
program was need because of degraded cooling water flow to safety-related equipment room coolers. In October 2001, inadequate 
cooling water flow to the 1B RHR pump room cooler was identified during an outage. Licensee's corrective actions were not prompt 
in that as of December 2001, a periodic flow monitoring program had not been implemented.  
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IMPLEMENT SURVEILANCE INSTRUCTION WHEN SUCTION VALVES TO A RUNNING RHR WERE ISOLATED 
The licensee identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to adequately implement a 
Surveillance Instruction when all suction sources to a running RHR pump were isolated on two occasions, during the performance of 
RHR Hot and Cold Leg Injection Check Valve Testing. 
Inspection Report# : 2002002(pdf)  
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Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PLACE ENGINEERED SAFETY FEATURE ACTUATION SYSTEM (ESFAS) CHANNEL IN TRIP POSITION 
The licensee identified a non-cited violation of Technical Specification 3.3.2, Condition D, ESFAS Instrumentation, for failure to place 
an inoperable channel, (Loop 4 main steam header pressure) in the "Trip" position within six hours or be in Mode 3 (hot standby ) 
within 12 hours. Loop 4 main steam header pressure channel was determined to be inoperable for 14 hours and 40 minutes without 
being placed in the "Trip" position. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO POST A ROVING FIRE WATCH AT INTAKE PUMP STRUCTURE 
The licensee identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to implement Fire Protection 
Plan to post a roving fire watch when a fire barrier is inoperable. On May 2002, fire doors at the intake pumping station that seperate 
emergency raw cooling water strainer rooms were found open and a roving fire watch had not been posted. 
Inspection Report# : 2002002(pdf)  

Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires that in Mode 1, 
two trains of CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of CREVS were inoperable, and 
the actions required by TS 3.7.10.F and TS 3.0.3 were not taken. When the licensee became aware of this conditions on May 26, 
they immediately entered TS 3.0.3, corrected the condition and exited the LCO. This licensee identified finding was determined to be 
of very low safety significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service during an EDG 
surveillance test, resulted in not considering the failure-to-start of the exhaust fans as an EDG functional failure or as EDG 
unavailability time. The risk was determined to be of very low safety significance because the EDG unavailability time was relatively 
short, not exceeding the Technical Specification allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure which rendered 
the 1B EDG inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection system relay was reset which 
defeated the automatic start feature of the diesel generator room ventilation fans. The risk was determined to be of very low safety 
significance because only the mitigating system cornerstone was affected and a single emergency AC train was unavailable for less 
than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM INFESTATION 
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A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the prevention of 
Asiatic clam infestations. Partial blockage of piping for containment spray and residual heat removal pump room coolers was 
discovered during licensee troubleshooting of a low flow condition. The finding had very low risk significance because licensee 
analysis showed that the coolers remained functional. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PERSONNEL ENTRY INTO A HIGH RADIATION AREA 
The licensee identified a non-cited violation of Technical Specifications 5.11.1b and 5.11.1d, for failure to meet requirements for 
entry into a high radiation area in that an individual entered without signing in on a radiation work permit and with an inoperable 
radiation monitoring device.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 01, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS 
The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.22106 and 10 CFR 50.9 for failure to maintain accurate 
records of doses received by all individuals for whom monitoring was required. This finding was not processed under the Reactor 
Oversight Process and was characterized as a severity level IV violation consistant with Supplement VII of the Enforcement Policy 
because it involved the accuracy of required records. 
Inspection Report# : 2002005(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to 
corporate activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in 
that the licensee did not select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at 
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least in part, to his engagement in protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an 
Order was issued sustaining the violation and imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the 
Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The licensee's 
effectiveness at problem identification was evidenced by few deficiencies identified by external organizations, including the NRC, 
that had not been previously self identified. The licensee's operation of the facility and its material condition were indicative of 
effective self identification and correction of plant problems. Corrective actions were effective and were generally timely. Licensee's 
response to a previously identified non-cited violation was not timely but this performance issue was of very low safety significance. 
Audits and self-assessments were effective, for the most part, thorough and self critical providing useful feedback to improve plant 
performance. Operating experience was effectively implemented. The inspection did not identify significant differences between the 
licensee's assessment of their overall condition of the corrective action program and the NRC's program assessment. A safety 
conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective new ice basket 
screws in 1995. The risk was determined to be of very low safety significance based on a technical significance review of the issue, 
as described in an NRC letter to the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring corrective action 
implementation for a 1995 problem evaluation report, involving the ice condenser system. Based on a technical significance review 
of the issue, as described in an NRC letter to the licensee, dated July 17, 2000, and because of the willful aspects of the issue, the 
violation was determined to be outside the NRC SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness 
at problem identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that 
had not been previously identified by the licensee. The licensee appropriately evaluated individual problems based on risk 
significance when establishing schedules for implementing corrective actions. Corrective actions were generally implemented in a 
timely manner. Licensee audits and assessments were found to be effective with an improving trend noted in the quality of problem 
reporting. The interviews of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into 
the corrective action program. The findings of licensee audits and assessments were consistent with the team's observations. A 
safety conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  

Last modified : July 22, 2002 
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Watts Bar 1 

Initiating Events 

Significance:  Jun 15, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY PERFORM A POST MAINTENANCE TEST 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to perform a 
post-maintenance test (visual leak checks of flanged connections) at the required system conditions for a reactor 
coolant pump seal replacement. This finding was of very low safety significance because all mitigation systems were 
available and another inspection, unrelated to the required post-maintenance test, visually checked the flanged 
connections at the required system conditions prior to starting up the reactor.  
Inspection Report# : 2002002(pdf)  

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILED TO FOLLOW INSTRUCTIONS FOR IMPLEMENTING DCN 50844-A 
The licensee identified a non-cited violation of 10 CFR Appendix B, Criterion V, on December 19, 2001, for failure to 
follow instructions for implementing DCN 50844-A. This resulted in a reactor trip due to an AMSAC actuation.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EXCEEDED OVERTIME GUIDELINES FOR UNIT STAFF WITHOUT ADVANCE AUTHORIZATION 
The licensee identified a non-cited violation of Technical Specification 5.2.2 Unit Staff, on March 5 and 14, 2002, for 
exceeded overtime guidelines without advance authorization for personnel performing safety-related functions.  
Inspection Report# : 2001005(pdf)  

Mitigating Systems 

Significance:  Jun 15, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL TRANSIENT COMBUSTIBLES 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to follow 
procedures for storing drums of lubricating oil against a Thermo-lag protected conduit containing control cables 
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necessary for establishing shutdown cooling using the residual heat removal system. A transient combustible evaluation 
specified that the oil was not to be place under Thermo-lag protected cables. This finding was of very low safety 
significance because fire detection and suppression systems in the room were not degraded, fire brigade performance 
has been effective, and manual actions could be performed in a physically independent area to restore the shutdown 
cooling function. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IMPLEMENT COOLING WATER FLOW MONITORING PROGRAM FOR 
SAFETY-RELATED PUMP ROOM COOLERS 
The licensee identified a non-cited violation of 10CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to 
implement a periodic flow monitoring program for safety-related pump room coolers. License determined in June 
2000, that a flow monitoring program was need because of degraded cooling water flow to safety-related equipment 
room coolers. In October 2001, inadequate cooling water flow to the 1B RHR pump room cooler was identified during 
an outage. Licensee's corrective actions were not prompt in that as of December 2001, a periodic flow monitoring 
program had not been implemented.  
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IMPLEMENT SURVEILANCE INSTRUCTION WHEN SUCTION SOURCES TO A 
RUNNING RHR WERE ISOLATED 
The licensee identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to adequately 
implement a Surveillance Instruction when all suction sources to a running RHR pump were isolated on two occasions, 
during the performance of RHR Hot and Cold Leg Injection Check Valve Testing. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PLACE ENGINEERED SAFETY FEATURE ACTUATION SYSTEM (ESFAS) CHANNEL IN 
TRIP POSITION 
The licensee identified a non-cited violation of Technical Specification 3.3.2, Condition D, ESFAS Instrumentation, for 
failure to place an inoperable channel, (Loop 4 main steam header pressure) in the "Trip" position within six hours or 
be in Mode 3 (hot standby ) within 12 hours. Loop 4 main steam header pressure channel was determined to be 
inoperable for 14 hours and 40 minutes without being placed in the "Trip" position. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO POST A ROVING FIRE WATCH AT INTAKE PUMP STRUCTURE 
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The licensee identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to implement Fire 
Protection Plan to post a roving fire watch when a fire barrier is inoperable. On May 2002, fire doors at the intake 
pumping station that seperate emergency raw cooling water strainer rooms were found open and a roving fire watch 
had not been posted. 
Inspection Report# : 2002002(pdf)  

Significance:  Sep 15, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an 
essential raw cooling water (ERCW) pump performance test was inadequately implemented, rendering an ERCW 
header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability 
evaluations and the lack of technical justification in two other operability evaluations, also performed in May 2001. 
The finding was of very low safety significance because, while it had the potential to result in continued operation with 
unrecognized inoperable or unavailable risk significant equipment, it did not result in an actual loss of safety function 
of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated that 
the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in 
Regulatory Guide 1.33 Revision 2, Appendix A, February 1978) for an inadequate maintenance instruction which 
resulted in a failure of the 1A-A emergency diesel generator (EDG) breaker on May 16, 2001. The finding was of very 
low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only one train of 
mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to 
promptly correct surveillance instructions to ensure that relays were reset to permit operation of exhaust fans required 
for long term operation of the emergency diesel generators. The finding was of very low safety significance because 
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there had been no loss of the function of relays following identification that the instructions were inadequate and 
required correction. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires 
that in Mode 1, two trains of CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of 
CREVS were inoperable, and the actions required by TS 3.7.10.F and TS 3.0.3 were not taken. When the licensee 
became aware of this conditions on May 26, they immediately entered TS 3.0.3, corrected the condition and exited the 
LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service 
during an EDG surveillance test, resulted in not considering the failure-to-start of the exhaust fans as an EDG 
functional failure or as EDG unavailability time. The risk was determined to be of very low safety significance because 
the EDG unavailability time was relatively short, not exceeding the Technical Specification allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure 
which rendered the 1B EDG inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection 
system relay was reset which defeated the automatic start feature of the diesel generator room ventilation fans. The risk 
was determined to be of very low safety significance because only the mitigating system cornerstone was affected and a 
single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM 
INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the 
prevention of Asiatic clam infestations. Partial blockage of piping for containment spray and residual heat removal 
pump room coolers was discovered during licensee troubleshooting of a low flow condition. The finding had very low 
risk significance because licensee analysis showed that the coolers remained functional. 
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Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PERSONNEL ENTRY INTO A HIGH RADIATION AREA 
The licensee identified a non-cited violation of Technical Specifications 5.11.1b and 5.11.1d, for failure to meet 
requirements for entry into a high radiation area in that an individual entered without signing in on a radiation work 
permit and with an inoperable radiation monitoring device.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 01, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS 
The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.22106 and 10 CFR 50.9 for failure to 
maintain accurate records of doses received by all individuals for whom monitoring was required. This finding was not 
processed under the Reactor Oversight Process and was characterized as a severity level IV violation consistant with 
Supplement VII of the Enforcement Policy because it involved the accuracy of required records. 
Inspection Report# : 2002005(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 
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Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The 
violation related to corporate activities and involved employment discrimination contrary to the requirements of 10 
CFR 50.7, "Employee Protection," in that the licensee did not select a former employee to a competitive position in the 
corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 
2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the 
civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The 
licensee's effectiveness at problem identification was evidenced by few deficiencies identified by external 
organizations, including the NRC, that had not been previously self identified. The licensee's operation of the facility 
and its material condition were indicative of effective self identification and correction of plant problems. Corrective 
actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was 
not timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, 
for the most part, thorough and self critical providing useful feedback to improve plant performance. Operating 
experience was effectively implemented. The inspection did not identify significant differences between the licensee's 
assessment of their overall condition of the corrective action program and the NRC's program assessment. A safety 
conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective 
new ice basket screws in 1995. The risk was determined to be of very low safety significance based on a technical 
significance review of the issue, as described in an NRC letter to the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER 
WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring 
corrective action implementation for a 1995 problem evaluation report, involving the ice condenser system. Based on a 
technical significance review of the issue, as described in an NRC letter to the licensee, dated July 17, 2000, and 
because of the willful aspects of the issue, the violation was determined to be outside the NRC SDP process. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
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Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's 
effectiveness at problem identification was evident by the relatively few deficiencies identified by external 
organizations, including the NRC, that had not been previously identified by the licensee. The licensee appropriately 
evaluated individual problems based on risk significance when establishing schedules for implementing corrective 
actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were 
found to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the corrective action 
program. The findings of licensee audits and assessments were consistent with the team's observations. A safety 
conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  

Last modified : August 29, 2002 
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Watts Bar 1 

Initiating Events 

Significance:  Sep 14, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
AUTO TURBINE/REACTOR TRIP - MAIN TRANSFORMER PROTECTION CIRCUIT GROUND DUE TO 
INADEQUATE CABLE SPLICE  
A self-revealing, finding was identified for inadequate work controls for an electrical splice associated with a main 
generator C-phase current transformer. The finding was of very low safety significance because, although it caused a 
reactor trip, it did not increase the likelihood of a primary or secondary system loss of coolant accident initiator, did not 
contribute to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase the 
likelihood of a fire or internal/external flood. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 14, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY IMPLEMENT A RISK MANAGEMENT ACTION 
A self-revealing, non-cited violation of 10 CFR 50.65 (a) (4) was identified for inadequate implementation of a risk 
management action to protect vital DC busses during maintenance on a 6.9 KV shutdown boardroom chiller. The 
finding was of very low safety significance because, although it increased the likelihood of a reactor trip, it did not 
increase the likelihood of a primary or secondary system loss of coolant accident initiator, did not contribute to a 
combination of a reactor trip and loss of mitigation equipment functions, and did not increase the likelihood of a fire or 
internal/external flood 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 15, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY PERFORM A POST MAINTENANCE TEST 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to perform a 
post-maintenance test (visual leak checks of flanged connections) at the required system conditions for a reactor 
coolant pump seal replacement. This finding was of very low safety significance because all mitigation systems were 
available and another inspection, unrelated to the required post-maintenance test, visually checked the flanged 
connections at the required system conditions prior to starting up the reactor.  
Inspection Report# : 2002002(pdf)  

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILED TO FOLLOW INSTRUCTIONS FOR IMPLEMENTING DCN 50844-A 
The licensee identified a non-cited violation of 10 CFR Appendix B, Criterion V, on December 19, 2001, for failure to 
follow instructions for implementing DCN 50844-A. This resulted in a reactor trip due to an AMSAC actuation.  
Inspection Report# : 2001005(pdf)  
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Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EXCEEDED OVERTIME GUIDELINES FOR UNIT STAFF WITHOUT ADVANCE AUTHORIZATION 
The licensee identified a non-cited violation of Technical Specification 5.2.2 Unit Staff, on March 5 and 14, 2002, for 
exceeded overtime guidelines without advance authorization for personnel performing safety-related functions.  
Inspection Report# : 2001005(pdf)  

Mitigating Systems 

Significance:  Jun 15, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL TRANSIENT COMBUSTIBLES 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to follow 
procedures for storing drums of lubricating oil against a Thermo-lag protected conduit containing control cables 
necessary for establishing shutdown cooling using the residual heat removal system. A transient combustible evaluation 
specified that the oil was not to be place under Thermo-lag protected cables. This finding was of very low safety 
significance because fire detection and suppression systems in the room were not degraded, fire brigade performance 
has been effective, and manual actions could be performed in a physically independent area to restore the shutdown 
cooling function. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IMPLEMENT COOLING WATER FLOW MONITORING PROGRAM FOR 
SAFETY-RELATED PUMP ROOM COOLERS 
The licensee identified a non-cited violation of 10CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to 
implement a periodic flow monitoring program for safety-related pump room coolers. License determined in June 
2000, that a flow monitoring program was need because of degraded cooling water flow to safety-related equipment 
room coolers. In October 2001, inadequate cooling water flow to the 1B RHR pump room cooler was identified during 
an outage. Licensee's corrective actions were not prompt in that as of December 2001, a periodic flow monitoring 
program had not been implemented.  
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IMPLEMENT SURVEILANCE INSTRUCTION WHEN SUCTION SOURCES TO A 
RUNNING RHR WERE ISOLATED 
The licensee identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to adequately 
implement a Surveillance Instruction when all suction sources to a running RHR pump were isolated on two occasions, 
during the performance of RHR Hot and Cold Leg Injection Check Valve Testing. 
Inspection Report# : 2002002(pdf)  
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Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PLACE ENGINEERED SAFETY FEATURE ACTUATION SYSTEM (ESFAS) CHANNEL IN 
TRIP POSITION 
The licensee identified a non-cited violation of Technical Specification 3.3.2, Condition D, ESFAS Instrumentation, for 
failure to place an inoperable channel, (Loop 4 main steam header pressure) in the "Trip" position within six hours or 
be in Mode 3 (hot standby ) within 12 hours. Loop 4 main steam header pressure channel was determined to be 
inoperable for 14 hours and 40 minutes without being placed in the "Trip" position. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO POST A ROVING FIRE WATCH AT INTAKE PUMP STRUCTURE 
The licensee identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to implement Fire 
Protection Plan to post a roving fire watch when a fire barrier is inoperable. On May 2002, fire doors at the intake 
pumping station that seperate emergency raw cooling water strainer rooms were found open and a roving fire watch 
had not been posted. 
Inspection Report# : 2002002(pdf)  

Significance:  Sep 15, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Essential Raw Cooling Water Pump A-A Performance Test Inadequately Implemented 
The licensee identified a non-cited violation of Technical Specification 5.7.1 (Procedures). On July 13, 2001, an 
essential raw cooling water (ERCW) pump performance test was inadequately implemented, rendering an ERCW 
header inoperable. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE OPERABILITY EVALUATIONS 
The inspectors identified a finding for the untimely performance in May 2001, of two degraded-condition operability 
evaluations and the lack of technical justification in two other operability evaluations, also performed in May 2001. 
The finding was of very low safety significance because, while it had the potential to result in continued operation with 
unrecognized inoperable or unavailable risk significant equipment, it did not result in an actual loss of safety function 
of a system. There were no compliance issues associated with this finding since the final evaluations demonstrated that 
the components were operable. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE MAINTENANCE INSTRUCTION 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1.a, (recommended procedures in 
Regulatory Guide 1.33 Revision 2, Appendix A, February 1978) for an inadequate maintenance instruction which 
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resulted in a failure of the 1A-A emergency diesel generator (EDG) breaker on May 16, 2001. The finding was of very 
low safety significance because, while it caused unplanned unavailability of the 1A-A EDG, only one train of 
mitigating equipment was affected and the Technical Specifications allowed outage time was not exceeded. 
Inspection Report# : 2001002(pdf)  

Significance:  Apr 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT SURVEILLANCE INSTRUCTIONS 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for a failure to 
promptly correct surveillance instructions to ensure that relays were reset to permit operation of exhaust fans required 
for long term operation of the emergency diesel generators. The finding was of very low safety significance because 
there had been no loss of the function of relays following identification that the instructions were inadequate and 
required correction. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 16, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
BOTH TRAINS OF CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) INOPERABLE 
A non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.10, which requires 
that in Mode 1, two trains of CREVS shall be operable was identified. Between May 25 and 26, 2000, both trains of 
CREVS were inoperable, and the actions required by TS 3.7.10.F and TS 3.0.3 were not taken. When the licensee 
became aware of this conditions on May 26, they immediately entered TS 3.0.3, corrected the condition and exited the 
LCO. This licensee identified finding was determined to be of very low safety significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: FIN Finding 
LICENSEE EVENT REVIEW OF IB EDG BEING OUT-OF-SERVICE 
A licensee review of an event involving exhaust fans for an emergency diesel generator (EDG) found out-of-service 
during an EDG surveillance test, resulted in not considering the failure-to-start of the exhaust fans as an EDG 
functional failure or as EDG unavailability time. The risk was determined to be of very low safety significance because 
the EDG unavailability time was relatively short, not exceeding the Technical Specification allowed outage time. 
Inspection Report# : 2000004(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE FIRE DETECTION SURVEILLANCE INSTRUCTION 
A non-cited violation of Technical Specification (TS) 5.7.1 was identified for an inadequate surveillance procedure 
which rendered the 1B EDG inoperable for 25 hours. The surveillance procedure failed to ensure that a fire detection 
system relay was reset which defeated the automatic start feature of the diesel generator room ventilation fans. The risk 
was determined to be of very low safety significance because only the mitigating system cornerstone was affected and a 
single emergency AC train was unavailable for less than the TS-allowed outage time. 
Inspection Report# : 2000004(pdf)  

Page 4 of 73Q/2002 Inspection Findings - Watts Bar 1 



Significance:  Jun 17, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE CHEMISTRY CONTROLS TO PREVENT ASIATIC CLAM 
INFESTATION 
A violation of Technical Specification 5.7.1.1 was identified for an inadequate chemistry procedure utilized for the 
prevention of Asiatic clam infestations. Partial blockage of piping for containment spray and residual heat removal 
pump room coolers was discovered during licensee troubleshooting of a low flow condition. The finding had very low 
risk significance because licensee analysis showed that the coolers remained functional. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PERSONNEL ENTRY INTO A HIGH RADIATION AREA 
The licensee identified a non-cited violation of Technical Specifications 5.11.1b and 5.11.1d, for failure to meet 
requirements for entry into a high radiation area in that an individual entered without signing in on a radiation work 
permit and with an inoperable radiation monitoring device.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 01, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS 
The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.22106 and 10 CFR 50.9 for failure to 
maintain accurate records of doses received by all individuals for whom monitoring was required. This finding was not 
processed under the Reactor Oversight Process and was characterized as a severity level IV violation consistant with 
Supplement VII of the Enforcement Policy because it involved the accuracy of required records. 
Inspection Report# : 2002005(pdf)  

Public Radiation Safety 
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Physical Protection 

Miscellaneous 
Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The 
violation related to corporate activities and involved employment discrimination contrary to the requirements of 10 
CFR 50.7, "Employee Protection," in that the licensee did not select a former employee to a competitive position in the 
corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 
2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the 
civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Apr 27, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying plant deficiencies and placing them in their corrective action program. The 
licensee's effectiveness at problem identification was evidenced by few deficiencies identified by external 
organizations, including the NRC, that had not been previously self identified. The licensee's operation of the facility 
and its material condition were indicative of effective self identification and correction of plant problems. Corrective 
actions were effective and were generally timely. Licensee's response to a previously identified non-cited violation was 
not timely but this performance issue was of very low safety significance. Audits and self-assessments were effective, 
for the most part, thorough and self critical providing useful feedback to improve plant performance. Operating 
experience was effectively implemented. The inspection did not identify significant differences between the licensee's 
assessment of their overall condition of the corrective action program and the NRC's program assessment. A safety 
conscious work environment was evident. 
Inspection Report# : 2001006(pdf)  

Significance:  Sep 16, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE POTENTIAL DEFECTIVE ICE BASKET SCREWS IN 1995 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was identified for not evaluating potentially defective 
new ice basket screws in 1995. The risk was determined to be of very low safety significance based on a technical 
significance review of the issue, as described in an NRC letter to the licensee, dated July 17, 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Sep 16, 2000 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADEQUATELY MONITOR CORRECTIVE ACTION IMPLEMENTATION FOR PER 
WBPER950246 
A Severity Level IV violation of 10 CFR 50, Appendix B, Criterion V was identified for not adequately monitoring 
corrective action implementation for a 1995 problem evaluation report, involving the ice condenser system. Based on a 
technical significance review of the issue, as described in an NRC letter to the licensee, dated July 17, 2000, and 
because of the willful aspects of the issue, the violation was determined to be outside the NRC SDP process.
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Inspection Report# : 2000004(pdf)  

Significance: N/A Jul 28, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's 
effectiveness at problem identification was evident by the relatively few deficiencies identified by external 
organizations, including the NRC, that had not been previously identified by the licensee. The licensee appropriately 
evaluated individual problems based on risk significance when establishing schedules for implementing corrective 
actions. Corrective actions were generally implemented in a timely manner. Licensee audits and assessments were 
found to be effective with an improving trend noted in the quality of problem reporting. The interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the corrective action 
program. The findings of licensee audits and assessments were consistent with the team's observations. A safety 
conscious work environment was evident.  
Inspection Report# : 2000007(pdf)  

Last modified : December 02, 2002 
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Watts Bar 1 

Initiating Events 

Significance:  Dec 21, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Conditions of License. 
Green. A grading error on a comprehensive licensed operator requalification biennial written examination allowed two failed licensed operators 
to receive passing scores and return to shift without remediation. A non-cited violation (NCV) of 10 CFR 50.54(i) was identified. This finding 
is greater than minor because it allowed two failed licensee operators to return to shift without remediation. The finding was of very low safety 
significance, as determined by the Operator Requalification Human Performance SDP, Manual Chapter 0609, Appendix I.  
Inspection Report# : 2002004(pdf)  

Significance:  Sep 14, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
AUTO TURBINE/REACTOR TRIP - MAIN TRANSFORMER PROTECTION CIRCUIT GROUND DUE TO INADEQUATE 
CABLE SPLICE  
A self-revealing, finding was identified for inadequate work controls for an electrical splice associated with a main generator C-phase current 
transformer. The finding was of very low safety significance because, although it caused a reactor trip, it did not increase the likelihood of a 
primary or secondary system loss of coolant accident initiator, did not contribute to a combination of a reactor trip and loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or internal/external flood. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 14, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY IMPLEMENT A RISK MANAGEMENT ACTION 
A self-revealing, non-cited violation of 10 CFR 50.65 (a) (4) was identified for inadequate implementation of a risk management action to 
protect vital DC busses during maintenance on a 6.9 KV shutdown boardroom chiller. The finding was of very low safety significance because, 
although it increased the likelihood of a reactor trip, it did not increase the likelihood of a primary or secondary system loss of coolant accident 
initiator, did not contribute to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase the likelihood of 
a fire or internal/external flood 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 15, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY PERFORM A POST MAINTENANCE TEST 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to perform a post-maintenance test 
(visual leak checks of flanged connections) at the required system conditions for a reactor coolant pump seal replacement. This finding was of 
very low safety significance because all mitigation systems were available and another inspection, unrelated to the required post-maintenance 
test, visually checked the flanged connections at the required system conditions prior to starting up the reactor.  
Inspection Report# : 2002002(pdf)  

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILED TO FOLLOW INSTRUCTIONS FOR IMPLEMENTING DCN 50844-A 
The licensee identified a non-cited violation of 10 CFR Appendix B, Criterion V, on December 19, 2001, for failure to follow instructions for 
implementing DCN 50844-A. This resulted in a reactor trip due to an AMSAC actuation. 
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Inspection Report# : 2001005(pdf)  

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EXCEEDED OVERTIME GUIDELINES FOR UNIT STAFF WITHOUT ADVANCE AUTHORIZATION 
The licensee identified a non-cited violation of Technical Specification 5.2.2 Unit Staff, on March 5 and 14, 2002, for exceeded overtime 
guidelines without advance authorization for personnel performing safety-related functions.  
Inspection Report# : 2001005(pdf)  

Mitigating Systems 

Significance:  Jun 15, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL TRANSIENT COMBUSTIBLES 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to follow procedures for storing drums 
of lubricating oil against a Thermo-lag protected conduit containing control cables necessary for establishing shutdown cooling using the 
residual heat removal system. A transient combustible evaluation specified that the oil was not to be place under Thermo-lag protected cables. 
This finding was of very low safety significance because fire detection and suppression systems in the room were not degraded, fire brigade 
performance has been effective, and manual actions could be performed in a physically independent area to restore the shutdown cooling 
function. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IMPLEMENT COOLING WATER FLOW MONITORING PROGRAM FOR SAFETY-RELATED 
PUMP ROOM COOLERS 
The licensee identified a non-cited violation of 10CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to implement a periodic 
flow monitoring program for safety-related pump room coolers. License determined in June 2000, that a flow monitoring program was need 
because of degraded cooling water flow to safety-related equipment room coolers. In October 2001, inadequate cooling water flow to the 1B 
RHR pump room cooler was identified during an outage. Licensee's corrective actions were not prompt in that as of December 2001, a periodic 
flow monitoring program had not been implemented.  
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IMPLEMENT SURVEILANCE INSTRUCTION WHEN SUCTION SOURCES TO A RUNNING RHR WERE 
ISOLATED 
The licensee identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to adequately implement a Surveillance 
Instruction when all suction sources to a running RHR pump were isolated on two occasions, during the performance of RHR Hot and Cold 
Leg Injection Check Valve Testing. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PLACE ENGINEERED SAFETY FEATURE ACTUATION SYSTEM (ESFAS) CHANNEL IN TRIP POSITION 
The licensee identified a non-cited violation of Technical Specification 3.3.2, Condition D, ESFAS Instrumentation, for failure to place an 
inoperable channel, (Loop 4 main steam header pressure) in the "Trip" position within six hours or be in Mode 3 (hot standby ) within 12 
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hours. Loop 4 main steam header pressure channel was determined to be inoperable for 14 hours and 40 minutes without being placed in the 
"Trip" position. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 15, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO POST A ROVING FIRE WATCH AT INTAKE PUMP STRUCTURE 
The licensee identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to implement Fire Protection Plan to post a 
roving fire watch when a fire barrier is inoperable. On May 2002, fire doors at the intake pumping station that seperate emergency raw cooling 
water strainer rooms were found open and a roving fire watch had not been posted. 
Inspection Report# : 2002002(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PERSONNEL ENTRY INTO A HIGH RADIATION AREA 
The licensee identified a non-cited violation of Technical Specifications 5.11.1b and 5.11.1d, for failure to meet requirements for entry into a 
high radiation area in that an individual entered without signing in on a radiation work permit and with an inoperable radiation monitoring 
device.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 01, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS 
The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.22106 and 10 CFR 50.9 for failure to maintain accurate records of 
doses received by all individuals for whom monitoring was required. This finding was not processed under the Reactor Oversight Process and 
was characterized as a severity level IV violation consistant with Supplement VII of the Enforcement Policy because it involved the accuracy 
of required records. 
Inspection Report# : 2002005(pdf)  

Public Radiation Safety 

Physical Protection 
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Miscellaneous 
Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did 
not select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement 
in protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : March 25, 2003 

Page 4 of 44Q/2002 Inspection Findings - Watts Bar 1 



Watts Bar 1 
1Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 21, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Conditions of License. 
Green. A grading error on a comprehensive licensed operator requalification biennial written examination allowed two 
failed licensed operators to receive passing scores and return to shift without remediation. A non-cited violation (NCV) 
of 10 CFR 50.54(i) was identified. This finding is greater than minor because it allowed two failed licensee operators to 
return to shift without remediation. The finding was of very low safety significance, as determined by the Operator 
Requalification Human Performance SDP, Manual Chapter 0609, Appendix I.  
Inspection Report# : 2002004(pdf)  

Significance:  Sep 14, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
AUTO TURBINE/REACTOR TRIP - MAIN TRANSFORMER PROTECTION CIRCUIT GROUND DUE TO 
INADEQUATE CABLE SPLICE  
A self-revealing, finding was identified for inadequate work controls for an electrical splice associated with a main 
generator C-phase current transformer. The finding was of very low safety significance because, although it caused a 
reactor trip, it did not increase the likelihood of a primary or secondary system loss of coolant accident initiator, did not 
contribute to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase the 
likelihood of a fire or internal/external flood. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 14, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY IMPLEMENT A RISK MANAGEMENT ACTION 
A self-revealing, non-cited violation of 10 CFR 50.65 (a) (4) was identified for inadequate implementation of a risk 
management action to protect vital DC busses during maintenance on a 6.9 KV shutdown boardroom chiller. The 
finding was of very low safety significance because, although it increased the likelihood of a reactor trip, it did not 
increase the likelihood of a primary or secondary system loss of coolant accident initiator, did not contribute to a 
combination of a reactor trip and loss of mitigation equipment functions, and did not increase the likelihood of a fire or 
internal/external flood 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 15, 2002 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY PERFORM A POST MAINTENANCE TEST 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to perform a 
post-maintenance test (visual leak checks of flanged connections) at the required system conditions for a reactor 
coolant pump seal replacement. This finding was of very low safety significance because all mitigation systems were 
available and another inspection, unrelated to the required post-maintenance test, visually checked the flanged 
connections at the required system conditions prior to starting up the reactor.  
Inspection Report# : 2002002(pdf)  

Mitigating Systems 

Significance:  Jun 15, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL TRANSIENT COMBUSTIBLES 
The inspectors identified a non-cited violation of Technical Specification 5.7.1, Procedures, for failure to follow 
procedures for storing drums of lubricating oil against a Thermo-lag protected conduit containing control cables 
necessary for establishing shutdown cooling using the residual heat removal system. A transient combustible evaluation 
specified that the oil was not to be place under Thermo-lag protected cables. This finding was of very low safety 
significance because fire detection and suppression systems in the room were not degraded, fire brigade performance 
has been effective, and manual actions could be performed in a physically independent area to restore the shutdown 
cooling function. 
Inspection Report# : 2002002(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Miscellaneous 
Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The 
violation related to corporate activities and involved employment discrimination contrary to the requirements of 10 
CFR 50.7, "Employee Protection," in that the licensee did not select a former employee to a competitive position in the 
corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 
2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the 
civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : May 30, 2003 
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Watts Bar 1 
2Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Define the Root of the Weld or Root Pass in G-29 General Welding Procedure 
Specification. 
Green. A licensee welding procedure was determined to be inadequate because it defined the root pass of a weld as up 
to two layers, while applicable codes and standards defined a pass as a single layer. This allowed the licensee to 
perform Liquid Penetrant (PT) examinations on the second layer of welds instead of the first layer or root of the weld. 
This practice could mask defects existing in the root pass or root of the weld. An inspector-identified, non-cited 
violation of 10 CFR 50, Appendix B, Criteria IX, Control of Special Processes, was identified. This finding is greater 
than minor because it affected the objective of the Initiating Events cornerstone. Failure to perform a PT on the root 
pass of certain welds could allow weld defects in the root pass to remain undetected. Undetected defects could develop 
into cracks or other problems later and impact component or system safety. The issue was determined to be of very low 
safety significance based upon no actual failure of welds. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Preventative Maintenance of C-phase Main Transformer Potential Device. 
Green. A self-revealing finding was identified for inadequate preventive maintenance (PM) work instructions for an 
electrical connection associated with the potential device on the C-phase main transformer. Problems with the PM 
caused a ground fault which resulted in a reactor trip. This self-revealing finding is greater than minor because it 
resulted in a perturbation in plant stability by causing a reactor trip. The finding was of very low safety significance 
because, although it caused a reactor trip, it did not increase the likelihood of a primary or secondary system loss of 
coolant accident (LOCA) initiator, did not contribute to a combination of a reactor trip and loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or internal/external flood. The finding was not a 
violation of regulatory requirements because it occurred on nonsafety-related secondary plant equipment.  
Inspection Report# : 2003002(pdf)  

Significance:  Dec 21, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Conditions of License. 
Green. A grading error on a comprehensive licensed operator requalification biennial written examination allowed two 
failed licensed operators to receive passing scores and return to shift without remediation. A non-cited violation (NCV) 
of 10 CFR 50.54(i) was identified. This finding is greater than minor because it allowed two failed licensee operators to 
return to shift without remediation. The finding was of very low safety significance, as determined by the Operator 
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Requalification Human Performance SDP, Manual Chapter 0609, Appendix I.  
Inspection Report# : 2002004(pdf)  

Significance:  Sep 14, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
AUTO TURBINE/REACTOR TRIP - MAIN TRANSFORMER PROTECTION CIRCUIT GROUND DUE TO 
INADEQUATE CABLE SPLICE  
A self-revealing, finding was identified for inadequate work controls for an electrical splice associated with a main 
generator C-phase current transformer. The finding was of very low safety significance because, although it caused a 
reactor trip, it did not increase the likelihood of a primary or secondary system loss of coolant accident initiator, did not 
contribute to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase the 
likelihood of a fire or internal/external flood. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 14, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY IMPLEMENT A RISK MANAGEMENT ACTION 
A self-revealing, non-cited violation of 10 CFR 50.65 (a) (4) was identified for inadequate implementation of a risk 
management action to protect vital DC busses during maintenance on a 6.9 KV shutdown boardroom chiller. The 
finding was of very low safety significance because, although it increased the likelihood of a reactor trip, it did not 
increase the likelihood of a primary or secondary system loss of coolant accident initiator, did not contribute to a 
combination of a reactor trip and loss of mitigation equipment functions, and did not increase the likelihood of a fire or 
internal/external flood 
Inspection Report# : 2002003(pdf)  

Mitigating Systems 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Perform a Post-Maintenance Test  
Green. The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1, Procedures, which requires 
that written procedures be implemented covering programs such as TS 5.7.2.11, In-service Testing Program. Standard 
Programs and Processes (SPP)-6.3, Pre-/Post-Maintenance Testing (PMT), specifies the process for an adequate PMT 
and references the inservice testing program. Contrary to this, the procedure used to rebuild the component cooling 
system thermal barrier booster pump (TBBP) 1A did not specify the required inservice flow test prior to returning the 
pump to service. The licensee consequently failed to specify and perform a required flow test PMT prior to returning 
the pump to service. The finding is more than minor in that it affects the mitigating systems cornerstone objective and 
the attribute of protection against the external factor of fire (the pump is credited for response). In addition, a 
continuation of similar deficient PMTs on this component would become a more significant safety concern in that the 
absence of a PMT flow test would not allow the detection of an internal pump problem. The finding is of very low 
safety significance based on the low fire ignition frequencies in the areas that require use of TBBP 1A, the availability 
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of TBBP 1B, and the short duration of time between the return to service of the pump and subsequent completion of a 
successful flow test. 
Inspection Report# : 2003003(pdf)  

Significance:  May 02, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective action for a previous NCV. 
Green. The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for a 
failure to correct problems in the post maintenance test program that had resulted in a previous non-cited violation. 
Corrective actions for the previous violation called for lessons learned to be issued so that specific test conditions 
would be used on work orders. However, in April 2003, the licensee used non-specific conditions, such as, normal 
operating temperature and pressure, in the work order for testing a diesel generator jacket water temperature switch. 
The technician subsequently did the test without waiting for the jacket water to fully warm to operating temperature. 
The team also identified numerous similar examples in other work orders. This finding is greater than minor because, if 
left uncorrected, it would at some time result in more significant occurrences of testing under incorrect conditions. The 
finding was of very low safety significance because the diesel jacket water testing was later successfully done at the 
correct conditions and the other work orders did not actually test under incorrect conditions.  
Inspection Report# : 2003008(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: SL-II Jun 16, 2001 
Identified By: NRC 
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Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The 
violation related to corporate activities and involved employment discrimination contrary to the requirements of 10 
CFR 50.7, "Employee Protection," in that the licensee did not select a former employee to a competitive position in the 
corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 
2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the 
civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : September 04, 2003 
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Watts Bar 1 
3Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Define the Root of the Weld or Root Pass in G-29 General Welding Procedure 
Specification. 
Green. A licensee welding procedure was determined to be inadequate because it defined the root pass of a weld as up 
to two layers, while applicable codes and standards defined a pass as a single layer. This allowed the licensee to 
perform Liquid Penetrant (PT) examinations on the second layer of welds instead of the first layer or root of the weld. 
This practice could mask defects existing in the root pass or root of the weld.  
 
An inspector-identified, non-cited violation of 10 CFR 50, Appendix B, Criteria IX, Control of Special Processes, was 
identified. This finding is greater than minor because it affected the objective of the Initiating Events cornerstone. 
Failure to perform a PT on the root pass of certain welds could allow weld defects in the root pass to remain 
undetected. Undetected defects could develop into cracks or other problems later and impact component or system 
safety. The issue was determined to be of very low safety significance based upon no actual failure of welds. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Preventative Maintenance of C-phase Main Transformer Potential Device. 
Green. A self-revealing finding was identified for inadequate preventive maintenance (PM) work instructions for an 
electrical connection associated with the potential device on the C-phase main transformer. Problems with the PM 
caused a ground fault which resulted in a reactor trip.  
 
This self-revealing finding is greater than minor because it resulted in a perturbation in plant stability by causing a 
reactor trip. The finding was of very low safety significance because, although it caused a reactor trip, it did not 
increase the likelihood of a primary or secondary system loss of coolant accident (LOCA) initiator, did not contribute 
to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase the likelihood of a 
fire or internal/external flood. The finding was not a violation of regulatory requirements because it occurred on 
nonsafety-related secondary plant equipment.  
 
Inspection Report# : 2003002(pdf)  

Significance:  Dec 21, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Conditions of License. 
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Green. A grading error on a comprehensive licensed operator requalification biennial written examination allowed two 
failed licensed operators to receive passing scores and return to shift without remediation.  
 
A non-cited violation (NCV) of 10 CFR 50.54(i) was identified. This finding is greater than minor because it allowed 
two failed licensee operators to return to shift without remediation. The finding was of very low safety significance, as 
determined by the Operator Requalification Human Performance SDP, Manual Chapter 0609, Appendix I.  
 
Inspection Report# : 2002004(pdf)  

Mitigating Systems 

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure to Implement Contingency Actions 
The use of a non-quality procedure, TI-124, with a note to implement required contingency actions for a Unit 1 diesel 
generator planned outage of greater than 72 hours resulted in a failure to adequately implement the contingency actions. 
 
 
The inspectors identified a NCV of 10 CFR, Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings. 
The finding is more than minor in that, if left uncorrected, it would become a more significant safety concern. The 
inspectors referred to MC 0609, Significance Determination Process (SDP), Appendix A, and determined the finding 
was of very low safety significance. 
Inspection Report# : 2003004(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for ESF Testing 
The 18-Month Loss of Offsite Power with Safety Injection Test of DG 1A-A, was not accomplished in accordance with 
procedure 0-SI-82-3. Consequently, the unit experienced an interruption of core cooling which resulted in the Loop 4 
hot leg temperature increasing approximately 17 degrees Fahrenheit over a period of approximately 10 minutes.  
 
The inspectors identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Section V, Instructions, 
Procedures, and Drawings. The finding is more than minor in that it affects the mitigating systems cornerstone 
objective and degrades the attribute of protection against loss of coolant for the core. The finding is of very low safety 
significance based on the low duration during which the flow was lost and the small increase in hot leg temperature 
during that period. 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Perform a Post-Maintenance Test 

Page 2 of 43Q/2003 Inspection Findings - Watts Bar 1

01/12/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\WB1\wb1_pim.html



Green. The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1, Procedures, which requires 
that written procedures be implemented covering programs such as TS 5.7.2.11, In-service Testing Program. Standard 
Programs and Processes (SPP)-6.3, Pre-/Post-Maintenance Testing (PMT), specifies the process for an adequate PMT 
and references the inservice testing program. Contrary to this, the procedure used to rebuild the component cooling 
system thermal barrier booster pump (TBBP) 1A did not specify the required inservice flow test prior to returning the 
pump to service. The licensee consequently failed to specify and perform a required flow test PMT prior to returning 
the pump to service.  
 
The finding is more than minor in that it affects the mitigating systems cornerstone objective and the attribute of 
protection against the external factor of fire (the pump is credited for response). In addition, a continuation of similar 
deficient PMTs on this component would become a more significant safety concern in that the absence of a PMT flow 
test would not allow the detection of an internal pump problem. The finding is of very low safety significance based on 
the low fire ignition frequencies in the areas that require use of TBBP 1A, the availability of TBBP 1B, and the short 
duration of time between the return to service of the pump and subsequent completion of a successful flow test. 
Inspection Report# : 2003003(pdf)  

Significance:  May 02, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective action for a previous NCV. 
Green. The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for a 
failure to correct problems in the post maintenance test program that had resulted in a previous non-cited violation. 
Corrective actions for the previous violation called for lessons learned to be issued so that specific test conditions 
would be used on work orders. However, in April 2003, the licensee used non-specific conditions, such as, normal 
operating temperature and pressure, in the work order for testing a diesel generator jacket water temperature switch. 
The technician subsequently did the test without waiting for the jacket water to fully warm to operating temperature. 
The team also identified numerous similar examples in other work orders.  
 
This finding is greater than minor because, if left uncorrected, it would at some time result in more significant 
occurrences of testing under incorrect conditions. The finding was of very low safety significance because the diesel 
jacket water testing was later successfully done at the correct conditions and the other work orders did not actually test 
under incorrect conditions.  
 
Inspection Report# : 2003008(pdf)  

Barrier Integrity 

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure and Failure to Follow Procedure for Control of Containment Penetrations 
Technical Instruction (TI)-68.002, Containment Penetrations and Closure Control, was implemented as a contingency 
action during periods of elevated risk for the containment barrier during refueling outages. However, TI-68.002 was 
inadequately implemented in that Appendix B forms for containment penetration breaches had insufficient information 
to perform an evaluation for approval or were not appropriately handled per procedure.  
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The inspectors identified a NCV of Technical Specifications (TS) 5.7.1 which requires that written procedures be 
implemented and maintained covering the applicable procedures recommended in Regulatory Guide 1.33, Revision 2. 
The finding is more than minor in that, if left uncorrected, a more significant safety concern involving degraded control 
of containment closure and consequential loss of the containment barrier could occur. The finding is of very low safety 
significance in that subsequent evaluation of penetration closure locations either determined that containment 
penetrations could be closed within the required time or were approved by the responsible operations personnel and 
documented as required. 
Inspection Report# : 2003004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The 
violation related to corporate activities and involved employment discrimination contrary to the requirements of 10 
CFR 50.7, "Employee Protection," in that the licensee did not select a former employee to a competitive position in the 
corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 
2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the 
civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : December 01, 2003 
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Watts Bar 1 
4Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Define the Root of the Weld or Root Pass in G-29 General Welding Procedure 
Specification. 
Green. A licensee welding procedure was determined to be inadequate because it defined the root pass of a weld as up 
to two layers, while applicable codes and standards defined a pass as a single layer. This allowed the licensee to 
perform Liquid Penetrant (PT) examinations on the second layer of welds instead of the first layer or root of the weld. 
This practice could mask defects existing in the root pass or root of the weld.  
 
An inspector-identified, non-cited violation of 10 CFR 50, Appendix B, Criteria IX, Control of Special Processes, was 
identified. This finding is greater than minor because it affected the objective of the Initiating Events cornerstone. 
Failure to perform a PT on the root pass of certain welds could allow weld defects in the root pass to remain 
undetected. Undetected defects could develop into cracks or other problems later and impact component or system 
safety. The issue was determined to be of very low safety significance based upon no actual failure of welds. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Preventative Maintenance of C-phase Main Transformer Potential Device. 
Green. A self-revealing finding was identified for inadequate preventive maintenance (PM) work instructions for an 
electrical connection associated with the potential device on the C-phase main transformer. Problems with the PM 
caused a ground fault which resulted in a reactor trip.  
 
This self-revealing finding is greater than minor because it resulted in a perturbation in plant stability by causing a 
reactor trip. The finding was of very low safety significance because, although it caused a reactor trip, it did not 
increase the likelihood of a primary or secondary system loss of coolant accident (LOCA) initiator, did not contribute 
to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase the likelihood of a 
fire or internal/external flood. The finding was not a violation of regulatory requirements because it occurred on 
nonsafety-related secondary plant equipment.  
 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 
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Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Evaluation Results in Exceeding the OR Time Limit for Returning Electric Driven Fire 
Pumps to Operable Status 
The inspectors identified that the Fire Protection Report Operating Requirement (OR) bases were incorrectly 
interpreted to allow the electric-driven fire pumps (EDFPs) to be considered operable with the automatic start circuit 
disabled. As a result, the licensee failed to return the EDFPs to an operable status within the time specified by the FPR. 
 
This finding is a more than minor non-cited violation of OR 14.2.3 because it affected the mitigating systems 
cornerstone by degrading fire suppression equipment capability. The EDFPs would have to be manually started by the 
control room operators to respond to a fire. The finding is of very low safety significance (Green) because the diesel-
driven fire pump was available, the fire detection system was not degraded, and fire brigade performance has been 
effective. In addition, the main control room operators were aware that the automatic start feature was disabled and the 
EDFPs could be manually started from the main control room. The cause of the finding is related to the cross-cutting 
element of human performance. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Seal Not Installed in a Cable Conduit Penetrating a Fire Barrier 
The inspectors identified that a seal was not installed in a conduit penetrating a fire barrier in the Fifth Vital Battery 
Room.  
 
This finding is a non-cited violation of Fire Protection Report Operating Requirement 14.2.8. It is more than minor 
because it affected the mitigating system cornerstone by adversely impacting the capability of the wall to provide the 
required fire resistance. It was of very low safety significance (Green) because the Fifth Vital Battery was not 
continuously used, the fire detection and suppression systems were not degraded and fire brigade performance has been 
effective. 
Inspection Report# : 2003005(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure to Implement Contingency Actions 
The use of a non-quality procedure, TI-124, with a note to implement required contingency actions for a Unit 1 diesel 
generator planned outage of greater than 72 hours resulted in a failure to adequately implement the contingency actions. 
 
 
The inspectors identified a NCV of 10 CFR, Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings. 
The finding is more than minor in that, if left uncorrected, it would become a more significant safety concern. The 
inspectors referred to MC 0609, Significance Determination Process (SDP), Appendix A, and determined the finding 
was of very low safety significance. 
Inspection Report# : 2003004(pdf)  
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Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for ESF Testing 
The 18-Month Loss of Offsite Power with Safety Injection Test of DG 1A-A, was not accomplished in accordance with 
procedure 0-SI-82-3. Consequently, the unit experienced an interruption of core cooling which resulted in the Loop 4 
hot leg temperature increasing approximately 17 degrees Fahrenheit over a period of approximately 10 minutes.  
 
The inspectors identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Section V, Instructions, 
Procedures, and Drawings. The finding is more than minor in that it affects the mitigating systems cornerstone 
objective and degrades the attribute of protection against loss of coolant for the core. The finding is of very low safety 
significance based on the low duration during which the flow was lost and the small increase in hot leg temperature 
during that period. 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Perform a Post-Maintenance Test  
Green. The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1, Procedures, which requires 
that written procedures be implemented covering programs such as TS 5.7.2.11, In-service Testing Program. Standard 
Programs and Processes (SPP)-6.3, Pre-/Post-Maintenance Testing (PMT), specifies the process for an adequate PMT 
and references the inservice testing program. Contrary to this, the procedure used to rebuild the component cooling 
system thermal barrier booster pump (TBBP) 1A did not specify the required inservice flow test prior to returning the 
pump to service. The licensee consequently failed to specify and perform a required flow test PMT prior to returning 
the pump to service.  
 
The finding is more than minor in that it affects the mitigating systems cornerstone objective and the attribute of 
protection against the external factor of fire (the pump is credited for response). In addition, a continuation of similar 
deficient PMTs on this component would become a more significant safety concern in that the absence of a PMT flow 
test would not allow the detection of an internal pump problem. The finding is of very low safety significance based on 
the low fire ignition frequencies in the areas that require use of TBBP 1A, the availability of TBBP 1B, and the short 
duration of time between the return to service of the pump and subsequent completion of a successful flow test. 
Inspection Report# : 2003003(pdf)  

Significance:  May 02, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective action for a previous NCV. 
Green. The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for a 
failure to correct problems in the post maintenance test program that had resulted in a previous non-cited violation. 
Corrective actions for the previous violation called for lessons learned to be issued so that specific test conditions 
would be used on work orders. However, in April 2003, the licensee used non-specific conditions, such as, normal 
operating temperature and pressure, in the work order for testing a diesel generator jacket water temperature switch. 
The technician subsequently did the test without waiting for the jacket water to fully warm to operating temperature. 
The team also identified numerous similar examples in other work orders.  
 

Page 3 of 54Q/2003 Inspection Findings - Watts Bar 1

04/22/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\WB1\wb1_pim.html



This finding is greater than minor because, if left uncorrected, it would at some time result in more significant 
occurrences of testing under incorrect conditions. The finding was of very low safety significance because the diesel 
jacket water testing was later successfully done at the correct conditions and the other work orders did not actually test 
under incorrect conditions.  
 
Inspection Report# : 2003008(pdf)  

Barrier Integrity 

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Meet TS 3.0.4 Requirements for an Inoperable 1B-B Containment Spray System 
The licensee changed plant modes from Mode 5 to Mode 1 with the 1B-B containment spray (CS) pump inoperable, 
contrary to Technical Specification (TS) requirements.  
 
This finding was a self-revealing non-cited violation for failing to comply with the requirements of Technical 
Specification 3.0.4. It is more than minor because it the 1B-B CS pump would not have started if called upon to fulfill 
it's safety functions. The finding therefore affected the mitigating system and barrier integrity cornerstones. This 
finding was of very low safety significance (Green) because the opposite train CS pump was available and operator 
action to rack in the breaker could be credited. Additionally, because the net change in core damage frequency was low, 
the Large Early Release of Fission Products (LERF) change was of very low safety significance. The cause of the 
finding is related to the cross-cutting element of human performance. 
Inspection Report# : 2003005(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure and Failure to Follow Procedure for Control of Containment Penetrations 
Technical Instruction (TI)-68.002, Containment Penetrations and Closure Control, was implemented as a contingency 
action during periods of elevated risk for the containment barrier during refueling outages. However, TI-68.002 was 
inadequately implemented in that Appendix B forms for containment penetration breaches had insufficient information 
to perform an evaluation for approval or were not appropriately handled per procedure.  
 
The inspectors identified a NCV of Technical Specifications (TS) 5.7.1 which requires that written procedures be 
implemented and maintained covering the applicable procedures recommended in Regulatory Guide 1.33, Revision 2. 
The finding is more than minor in that, if left uncorrected, a more significant safety concern involving degraded control 
of containment closure and consequential loss of the containment barrier could occur. The finding is of very low safety 
significance in that subsequent evaluation of penetration closure locations either determined that containment 
penetrations could be closed within the required time or were approved by the responsible operations personnel and 
documented as required. 
Inspection Report# : 2003004(pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A May 02, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification & Resolution (PI&R) Inspection Results 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively 
entering them into their corrective action program. After review of numerous items and several tracking databases, the 
team was only able to identify a few deficiencies that had not been previously self-identified. The team also determined 
that the licensee was generally prioritizing and evaluating issues properly. The team concluded, however, that the 
licensee's selection of the proper corrective actions to fix problems and the follow-through on those actions could be 
improved. The team found several performance deficiencies in this area. Except for one finding associated with the 
failure to correct problems in the post-maintenance testing program, the licensee was generally providing effective 
corrective actions. On the basis of interviews conducted during this inspection, workers at the site felt free to put safety 
findings into the corrective action program. 
Inspection Report# : 2003008(pdf)  

Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The 
violation related to corporate activities and involved employment discrimination contrary to the requirements of 10 
CFR 50.7, "Employee Protection," in that the licensee did not select a former employee to a competitive position in the 
corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 
2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the 
civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : March 02, 2004 
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Watts Bar 1 
1Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 27, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Reactor Protection System Testing 
Green. Licensee technicians failed to follow a reactor protection system surveillance instruction and caused a reactor trip.  
 
This finding was a self-revealing non-cited violation of Technical Specifications (TS) 5.7.1. This finding was more than minor because it 
affected the initiating events cornerstone by causing a reactor trip. It was of very low safety significance because it did not contribute to the 
likelihood of a primary or secondary system loss of coolant accident (LOCA) initiator, did not contribute to a loss of mitigation equipment 
functions, and did not increase the likelihood of a fire or internal/external flood. The cause of the finding is related to the cross-cutting element 
of human performance. 
Inspection Report# : 2004002(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Define the Root of the Weld or Root Pass in G-29 General Welding Procedure Specification. 
Green. A licensee welding procedure was determined to be inadequate because it defined the root pass of a weld as up to two layers, while 
applicable codes and standards defined a pass as a single layer. This allowed the licensee to perform Liquid Penetrant (PT) examinations on the 
second layer of welds instead of the first layer or root of the weld. This practice could mask defects existing in the root pass or root of the weld. 
 
 
An inspector-identified, non-cited violation of 10 CFR 50, Appendix B, Criteria IX, Control of Special Processes, was identified. This finding 
is greater than minor because it affected the objective of the Initiating Events cornerstone. Failure to perform a PT on the root pass of certain 
welds could allow weld defects in the root pass to remain undetected. Undetected defects could develop into cracks or other problems later and 
impact component or system safety. The issue was determined to be of very low safety significance based upon no actual failure of welds. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Preventative Maintenance of C-phase Main Transformer Potential Device. 
Green. A self-revealing finding was identified for inadequate preventive maintenance (PM) work instructions for an electrical connection 
associated with the potential device on the C-phase main transformer. Problems with the PM caused a ground fault which resulted in a reactor 
trip.  
 
This self-revealing finding is greater than minor because it resulted in a perturbation in plant stability by causing a reactor trip. The finding was 
of very low safety significance because, although it caused a reactor trip, it did not increase the likelihood of a primary or secondary system 
loss of coolant accident (LOCA) initiator, did not contribute to a combination of a reactor trip and loss of mitigation equipment functions, and 
did not increase the likelihood of a fire or internal/external flood. The finding was not a violation of regulatory requirements because it 
occurred on nonsafety-related secondary plant equipment.  
 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 
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Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Instruction Resulting in Gas Accumulation in ECCS Piping 
Green. The inspectors identified an inadequate procedure involving the control of emergency core cooling system (ECCS) venting. The 
performance deficiency resulted in an unexpected accumulation of gas in the RHR system  
 
This finding was a non-cited violation of TS Surveillance Requirement (SR) 3.5.2.3. It is more than minor because it degraded the residual heat 
removal injection function of the mitigating system cornerstone by allowing a significant accumulation of gas in the injection lines. This 
finding is of very low safety significance because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual loss 
of safety function, and was not potentially risk-significant due to external events.  
 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Control ECCS Venting 
 
Green. The inspectors identified that the licensee's corrective actions for previous venting ECCS problems were inadequate.  
 
This finding is a non-cited violation of 10 CFR, Part 50, Appendix B, Criterion XVI, Corrective Action. This finding is more than minor 
because it affected the mitigating system cornerstone. A resultant accumulation of gas adversely impacted the capability of the B safety 
injection pump to perform its accident mitigation function. This finding is of very low safety significance because it did not result in an actual 
loss of safety function, and was not potentially risk-significant due to external events. The cause of the finding is related to the cross-cutting 
element of problem identification and resolution. 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Evaluation Results in Exceeding the OR Time Limit for Returning Electric Driven Fire Pumps to Operable 
Status 
The inspectors identified that the Fire Protection Report Operating Requirement (OR) bases were incorrectly interpreted to allow the electric-
driven fire pumps (EDFPs) to be considered operable with the automatic start circuit disabled. As a result, the licensee failed to return the 
EDFPs to an operable status within the time specified by the FPR.  
 
This finding is a more than minor non-cited violation of OR 14.2.3 because it affected the mitigating systems cornerstone by degrading fire 
suppression equipment capability. The EDFPs would have to be manually started by the control room operators to respond to a fire. The 
finding is of very low safety significance (Green) because the diesel-driven fire pump was available, the fire detection system was not 
degraded, and fire brigade performance has been effective. In addition, the main control room operators were aware that the automatic start 
feature was disabled and the EDFPs could be manually started from the main control room. The cause of the finding is related to the cross-
cutting element of human performance. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Seal Not Installed in a Cable Conduit Penetrating a Fire Barrier 
The inspectors identified that a seal was not installed in a conduit penetrating a fire barrier in the Fifth Vital Battery Room.  
 
This finding is a non-cited violation of Fire Protection Report Operating Requirement 14.2.8. It is more than minor because it affected the 
mitigating system cornerstone by adversely impacting the capability of the wall to provide the required fire resistance. It was of very low safety 
significance (Green) because the Fifth Vital Battery was not continuously used, the fire detection and suppression systems were not degraded 
and fire brigade performance has been effective. 
Inspection Report# : 2003005(pdf)  
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Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure to Implement Contingency Actions 
The use of a non-quality procedure, TI-124, with a note to implement required contingency actions for a Unit 1 diesel generator planned outage 
of greater than 72 hours resulted in a failure to adequately implement the contingency actions.  
 
The inspectors identified a NCV of 10 CFR, Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings. The finding is more 
than minor in that, if left uncorrected, it would become a more significant safety concern. The inspectors referred to MC 0609, Significance 
Determination Process (SDP), Appendix A, and determined the finding was of very low safety significance. 
Inspection Report# : 2003004(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for ESF Testing 
The 18-Month Loss of Offsite Power with Safety Injection Test of DG 1A-A, was not accomplished in accordance with procedure 0-SI-82-3. 
Consequently, the unit experienced an interruption of core cooling which resulted in the Loop 4 hot leg temperature increasing approximately 
17 degrees Fahrenheit over a period of approximately 10 minutes.  
 
The inspectors identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Section V, Instructions, Procedures, and Drawings. The 
finding is more than minor in that it affects the mitigating systems cornerstone objective and degrades the attribute of protection against loss of 
coolant for the core. The finding is of very low safety significance based on the low duration during which the flow was lost and the small 
increase in hot leg temperature during that period. 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Perform a Post-Maintenance Test  
Green. The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1, Procedures, which requires that written procedures 
be implemented covering programs such as TS 5.7.2.11, In-service Testing Program. Standard Programs and Processes (SPP)-6.3, Pre-/Post-
Maintenance Testing (PMT), specifies the process for an adequate PMT and references the inservice testing program. Contrary to this, the 
procedure used to rebuild the component cooling system thermal barrier booster pump (TBBP) 1A did not specify the required inservice flow 
test prior to returning the pump to service. The licensee consequently failed to specify and perform a required flow test PMT prior to returning 
the pump to service.  
 
The finding is more than minor in that it affects the mitigating systems cornerstone objective and the attribute of protection against the external 
factor of fire (the pump is credited for response). In addition, a continuation of similar deficient PMTs on this component would become a 
more significant safety concern in that the absence of a PMT flow test would not allow the detection of an internal pump problem. The finding 
is of very low safety significance based on the low fire ignition frequencies in the areas that require use of TBBP 1A, the availability of TBBP 
1B, and the short duration of time between the return to service of the pump and subsequent completion of a successful flow test. 
Inspection Report# : 2003003(pdf)  

Significance:  May 02, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective action for a previous NCV. 
Green. The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for a failure to correct problems 
in the post maintenance test program that had resulted in a previous non-cited violation. Corrective actions for the previous violation called for 
lessons learned to be issued so that specific test conditions would be used on work orders. However, in April 2003, the licensee used non-
specific conditions, such as, normal operating temperature and pressure, in the work order for testing a diesel generator jacket water 
temperature switch. The technician subsequently did the test without waiting for the jacket water to fully warm to operating temperature. The 
team also identified numerous similar examples in other work orders.  
 
This finding is greater than minor because, if left uncorrected, it would at some time result in more significant occurrences of testing under 
incorrect conditions. The finding was of very low safety significance because the diesel jacket water testing was later successfully done at the 
correct conditions and the other work orders did not actually test under incorrect conditions.  
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Inspection Report# : 2003008(pdf)  

Barrier Integrity 

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Meet TS 3.0.4 Requirements for an Inoperable 1B-B Containment Spray System 
The licensee changed plant modes from Mode 5 to Mode 1 with the 1B-B containment spray (CS) pump inoperable, contrary to Technical 
Specification (TS) requirements.  
 
This finding was a self-revealing non-cited violation for failing to comply with the requirements of Technical Specification 3.0.4. It is more 
than minor because it the 1B-B CS pump would not have started if called upon to fulfill it's safety functions. The finding therefore affected the 
mitigating system and barrier integrity cornerstones. This finding was of very low safety significance (Green) because the opposite train CS 
pump was available and operator action to rack in the breaker could be credited. Additionally, because the net change in core damage 
frequency was low, the Large Early Release of Fission Products (LERF) change was of very low safety significance. The cause of the finding is 
related to the cross-cutting element of human performance. 
Inspection Report# : 2003005(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure and Failure to Follow Procedure for Control of Containment Penetrations 
Technical Instruction (TI)-68.002, Containment Penetrations and Closure Control, was implemented as a contingency action during periods of 
elevated risk for the containment barrier during refueling outages. However, TI-68.002 was inadequately implemented in that Appendix B 
forms for containment penetration breaches had insufficient information to perform an evaluation for approval or were not appropriately 
handled per procedure.  
 
The inspectors identified a NCV of Technical Specifications (TS) 5.7.1 which requires that written procedures be implemented and maintained 
covering the applicable procedures recommended in Regulatory Guide 1.33, Revision 2. The finding is more than minor in that, if left 
uncorrected, a more significant safety concern involving degraded control of containment closure and consequential loss of the containment 
barrier could occur. The finding is of very low safety significance in that subsequent evaluation of penetration closure locations either 
determined that containment penetrations could be closed within the required time or were approved by the responsible operations personnel 
and documented as required. 
Inspection Report# : 2003004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Miscellaneous 
Significance: N/A May 02, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification & Resolution (PI&R) Inspection Results 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively entering them into their 
corrective action program. After review of numerous items and several tracking databases, the team was only able to identify a few deficiencies 
that had not been previously self-identified. The team also determined that the licensee was generally prioritizing and evaluating issues 
properly. The team concluded, however, that the licensee's selection of the proper corrective actions to fix problems and the follow-through on 
those actions could be improved. The team found several performance deficiencies in this area. Except for one finding associated with the 
failure to correct problems in the post-maintenance testing program, the licensee was generally providing effective corrective actions. On the 
basis of interviews conducted during this inspection, workers at the site felt free to put safety findings into the corrective action program. 
Inspection Report# : 2003008(pdf)  

Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did 
not select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement 
in protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : May 05, 2004 
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Watts Bar 1 
2Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 27, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Reactor Protection System Testing 
Licensee technicians failed to follow a reactor protection system surveillance instruction and caused a reactor trip.  
 
This finding was a self-revealing non-cited violation of Technical Specifications (TS) 5.7.1. This finding was more than minor because it affected the 
initiating events cornerstone by causing a reactor trip. It was of very low safety significance because it did not contribute to the likelihood of a primary 
or secondary system loss of coolant accident (LOCA) initiator, did not contribute to a loss of mitigation equipment functions, and did not increase the 
likelihood of a fire or internal/external flood. The cause of the finding is related to the cross-cutting element of human performance. 
Inspection Report# : 2004002(pdf)  

Mitigating Systems 

Significance:  Apr 16, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation Process for Design Changes Which Could Affect Safe Shutdown in the Event of a Fire.  
A non-cited violation (NCV) of Operating License Condition 2.F was identified for inadequate implementation of the approved fire protection program 
(FPP). Specifically, the licensee's process for evaluating the impact of design changes on the FPP (in this case a change to local manual operator actions) 
was not adequate to ensure that the change would not adversely affect the ability to achieve and maintain safe shutdown in the event of a fire. Upon 
identification, the licensee entered this issue into its corrective action program.  
 
The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the reactor safety mitigating 
systems cornerstone objective. This finding was determined to be of very low safety significance because the local manual operator action which 
prompted this violation was considered within the capability of the operator to perform and could be reasonably accomplished within the 15-minute time 
specified in the Fire Protection Report. This determination was based on inspector walkdowns. 
Inspection Report# : 2004006(pdf)  

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Instruction Resulting in Gas Accumulation in ECCS Piping 
The inspectors identified an inadequate procedure involving the control of emergency core cooling system (ECCS) venting. The performance deficiency 
resulted in an unexpected accumulation of gas in the RHR system.  
 
This finding was a non-cited violation of TS Surveillance Requirement (SR) 3.5.2.3. It is more than minor because it degraded the residual heat removal 
injection function of the mitigating system cornerstone by allowing a significant accumulation of gas in the injection lines. This finding is of very low 
safety significance because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual loss of safety function, and was not 
potentially risk-significant due to external events. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Control ECCS Venting 
The inspectors identified that the licensee's corrective actions for previous venting ECCS problems were inadequate.  
 
This finding is a non-cited violation of 10 CFR, Part 50, Appendix B, Criterion XVI, Corrective Action. This finding is more than minor because it 
affected the mitigating system cornerstone. A resultant accumulation of gas adversely impacted the capability of the B safety injection pump to perform 
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its accident mitigation function. This finding is of very low safety significance because it did not result in an actual loss of safety function, and was not 
potentially risk-significant due to external events. The cause of the finding is related to the cross-cutting element of problem identification and 
resolution. 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Evaluation Results in Exceeding the OR Time Limit for Returning Electric Driven Fire Pumps to Operable Status 
The inspectors identified that the Fire Protection Report Operating Requirement (OR) bases were incorrectly interpreted to allow the electric-driven fire 
pumps (EDFPs) to be considered operable with the automatic start circuit disabled. As a result, the licensee failed to return the EDFPs to an operable 
status within the time specified by the FPR.  
 
This finding is a more than minor non-cited violation of OR 14.2.3 because it affected the mitigating systems cornerstone by degrading fire suppression 
equipment capability. The EDFPs would have to be manually started by the control room operators to respond to a fire. The finding is of very low safety 
significance (Green) because the diesel-driven fire pump was available, the fire detection system was not degraded, and fire brigade performance has 
been effective. In addition, the main control room operators were aware that the automatic start feature was disabled and the EDFPs could be manually 
started from the main control room. The cause of the finding is related to the cross-cutting element of human performance. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Seal Not Installed in a Cable Conduit Penetrating a Fire Barrier 
The inspectors identified that a seal was not installed in a conduit penetrating a fire barrier in the Fifth Vital Battery Room.  
 
This finding is a non-cited violation of Fire Protection Report Operating Requirement 14.2.8. It is more than minor because it affected the mitigating 
system cornerstone by adversely impacting the capability of the wall to provide the required fire resistance. It was of very low safety significance 
(Green) because the Fifth Vital Battery was not continuously used, the fire detection and suppression systems were not degraded and fire brigade 
performance has been effective. 
Inspection Report# : 2003005(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure to Implement Contingency Actions 
The use of a non-quality procedure, TI-124, with a note to implement required contingency actions for a Unit 1 diesel generator planned outage of 
greater than 72 hours resulted in a failure to adequately implement the contingency actions.  
 
The inspectors identified a NCV of 10 CFR, Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings. The finding is more than minor 
in that, if left uncorrected, it would become a more significant safety concern. The inspectors referred to MC 0609, Significance Determination Process 
(SDP), Appendix A, and determined the finding was of very low safety significance. 
Inspection Report# : 2003004(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for ESF Testing 
The 18-Month Loss of Offsite Power with Safety Injection Test of DG 1A-A, was not accomplished in accordance with procedure 0-SI-82-3. 
Consequently, the unit experienced an interruption of core cooling which resulted in the Loop 4 hot leg temperature increasing approximately 17 
degrees Fahrenheit over a period of approximately 10 minutes.  
 
The inspectors identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Section V, Instructions, Procedures, and Drawings. The finding 
is more than minor in that it affects the mitigating systems cornerstone objective and degrades the attribute of protection against loss of coolant for the 
core. The finding is of very low safety significance based on the low duration during which the flow was lost and the small increase in hot leg 
temperature during that period. 
Inspection Report# : 2003004(pdf)  

Barrier Integrity 
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Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Meet TS 3.0.4 Requirements for an Inoperable 1B-B Containment Spray System 
The licensee changed plant modes from Mode 5 to Mode 1 with the 1B-B containment spray (CS) pump inoperable, contrary to Technical Specification 
(TS) requirements.  
 
This finding was a self-revealing non-cited violation for failing to comply with the requirements of Technical Specification 3.0.4. It is more than minor 
because it the 1B-B CS pump would not have started if called upon to fulfill it's safety functions. The finding therefore affected the mitigating system 
and barrier integrity cornerstones. This finding was of very low safety significance (Green) because the opposite train CS pump was available and 
operator action to rack in the breaker could be credited. Additionally, because the net change in core damage frequency was low, the Large Early 
Release of Fission Products (LERF) change was of very low safety significance. The cause of the finding is related to the cross-cutting element of 
human performance. 
Inspection Report# : 2003005(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure and Failure to Follow Procedure for Control of Containment Penetrations 
Technical Instruction (TI)-68.002, Containment Penetrations and Closure Control, was implemented as a contingency action during periods of elevated 
risk for the containment barrier during refueling outages. However, TI-68.002 was inadequately implemented in that Appendix B forms for containment 
penetration breaches had insufficient information to perform an evaluation for approval or were not appropriately handled per procedure.  
 
The inspectors identified a NCV of Technical Specifications (TS) 5.7.1 which requires that written procedures be implemented and maintained covering 
the applicable procedures recommended in Regulatory Guide 1.33, Revision 2. The finding is more than minor in that, if left uncorrected, a more 
significant safety concern involving degraded control of containment closure and consequential loss of the containment barrier could occur. The finding 
is of very low safety significance in that subsequent evaluation of penetration closure locations either determined that containment penetrations could be 
closed within the required time or were approved by the responsible operations personnel and documented as required. 
Inspection Report# : 2003004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate activities 
and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a 
former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected 
activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil 
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penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : September 08, 2004 
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Watts Bar 1 
3Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 27, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Reactor Protection System Testing 
Licensee technicians failed to follow a reactor protection system surveillance instruction and caused a reactor trip.  
 
This finding was a self-revealing non-cited violation of Technical Specifications (TS) 5.7.1. This finding was more than minor because it 
affected the initiating events cornerstone by causing a reactor trip. It was of very low safety significance because it did not contribute to the 
likelihood of a primary or secondary system loss of coolant accident (LOCA) initiator, did not contribute to a loss of mitigation equipment 
functions, and did not increase the likelihood of a fire or internal/external flood. The cause of the finding is related to the cross-cutting element 
of human performance. 
Inspection Report# : 2004002(pdf)  

Mitigating Systems 

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Unsatisfactory Performance of a Fire Brigade Crew 
The inspectors identified a non-cited violation of Section 9.1 of the Watts Bar Fire Protection Report because the licensee's assessment of a fire 
brigade drill was inadequate. Fire brigade performance deficiencies were not accurately characterized and drill performance was incorrectly 
deemed satisfactory, therefore not requiring the scheduling of additional training.  
 
This finding is more than minor because it had a high negative impact or degradation on the ability of the fire brigade to effectively carry out its 
manual fire fighting control and suppression function. This finding was of very low safety significance because the observed crew was only 
one of four crews of the site fire brigade team, and that the overall condition of the fire detection and suppression systems had been 
satisfactory. The cause of the finding is related to the cross-cutting element of problem identification and resolution. 
Inspection Report# : 2004004(pdf)  

Significance:  Apr 16, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation Process for Design Changes Which Could Affect Safe Shutdown in the Event of a Fire.  
A non-cited violation (NCV) of Operating License Condition 2.F was identified for inadequate implementation of the approved fire protection 
program (FPP). Specifically, the licensee's process for evaluating the impact of design changes on the FPP (in this case a change to local 
manual operator actions) was not adequate to ensure that the change would not adversely affect the ability to achieve and maintain safe 
shutdown in the event of a fire. Upon identification, the licensee entered this issue into its corrective action program.  
 
The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the reactor safety 
mitigating systems cornerstone objective. This finding was determined to be of very low safety significance because the local manual operator 
action which prompted this violation was considered within the capability of the operator to perform and could be reasonably accomplished 
within the 15-minute time specified in the Fire Protection Report. This determination was based on inspector walkdowns. 
Inspection Report# : 2004006(pdf)  

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Instruction Resulting in Gas Accumulation in ECCS Piping 
The inspectors identified an inadequate procedure involving the control of emergency core cooling system (ECCS) venting. The performance 
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deficiency resulted in an unexpected accumulation of gas in the RHR system.  
 
This finding was a non-cited violation of TS Surveillance Requirement (SR) 3.5.2.3. It is more than minor because it degraded the residual heat 
removal injection function of the mitigating system cornerstone by allowing a significant accumulation of gas in the injection lines. This 
finding is of very low safety significance because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual loss 
of safety function, and was not potentially risk-significant due to external events. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Control ECCS Venting 
The inspectors identified that the licensee's corrective actions for previous venting ECCS problems were inadequate.  
 
This finding is a non-cited violation of 10 CFR, Part 50, Appendix B, Criterion XVI, Corrective Action. This finding is more than minor 
because it affected the mitigating system cornerstone. A resultant accumulation of gas adversely impacted the capability of the B safety 
injection pump to perform its accident mitigation function. This finding is of very low safety significance because it did not result in an actual 
loss of safety function, and was not potentially risk-significant due to external events. The cause of the finding is related to the cross-cutting 
element of problem identification and resolution. 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Evaluation Results in Exceeding the OR Time Limit for Returning Electric Driven Fire Pumps to Operable 
Status 
The inspectors identified that the Fire Protection Report Operating Requirement (OR) bases were incorrectly interpreted to allow the electric-
driven fire pumps (EDFPs) to be considered operable with the automatic start circuit disabled. As a result, the licensee failed to return the 
EDFPs to an operable status within the time specified by the FPR.  
 
This finding is a more than minor non-cited violation of OR 14.2.3 because it affected the mitigating systems cornerstone by degrading fire 
suppression equipment capability. The EDFPs would have to be manually started by the control room operators to respond to a fire. The 
finding is of very low safety significance (Green) because the diesel-driven fire pump was available, the fire detection system was not 
degraded, and fire brigade performance has been effective. In addition, the main control room operators were aware that the automatic start 
feature was disabled and the EDFPs could be manually started from the main control room. The cause of the finding is related to the cross-
cutting element of human performance. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Seal Not Installed in a Cable Conduit Penetrating a Fire Barrier 
The inspectors identified that a seal was not installed in a conduit penetrating a fire barrier in the Fifth Vital Battery Room.  
 
This finding is a non-cited violation of Fire Protection Report Operating Requirement 14.2.8. It is more than minor because it affected the 
mitigating system cornerstone by adversely impacting the capability of the wall to provide the required fire resistance. It was of very low safety 
significance (Green) because the Fifth Vital Battery was not continuously used, the fire detection and suppression systems were not degraded 
and fire brigade performance has been effective. 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Adequate Oversight During Rod Drop Event 
A self-revealing non-cited violation of Technical Specification 5.7.1, which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for authorities and responsibilities for 
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safe operation and shutdown of the plant, was identified because shift management failed to maintain an appropriate level of oversight during a 
rod drop event. Shift management became overly involved with stabilizing the secondary transient and did not maintain a broad perspective. 
This resulted in a 3½-minute delay in tripping the reactor due to multiple dropped control rods.  
 
This finding is more than minor because it affected the human performance attribute of the barrier integrity cornerstone. Shift management's 
failure to maintain a broad perspective and becoming involved in the stabilization of the secondary system resulted in a delay in manually 
tripping the reactor, which could affect the fuel cladding barrier. This finding is of very low safety significance because it affected only the 
barrier integrity cornerstone. The cause of the finding is related to the cross-cutting element of human performance. 
Inspection Report# : 2004004(pdf)  

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Meet TS 3.0.4 Requirements for an Inoperable 1B-B Containment Spray System 
The licensee changed plant modes from Mode 5 to Mode 1 with the 1B-B containment spray (CS) pump inoperable, contrary to Technical 
Specification (TS) requirements.  
 
This finding was a self-revealing non-cited violation for failing to comply with the requirements of Technical Specification 3.0.4. It is more 
than minor because it the 1B-B CS pump would not have started if called upon to fulfill it's safety functions. The finding therefore affected the 
mitigating system and barrier integrity cornerstones. This finding was of very low safety significance (Green) because the opposite train CS 
pump was available and operator action to rack in the breaker could be credited. Additionally, because the net change in core damage 
frequency was low, the Large Early Release of Fission Products (LERF) change was of very low safety significance. The cause of the finding is 
related to the cross-cutting element of human performance. 
Inspection Report# : 2003005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: SL-II Jun 16, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with a proposed civil penalty was issued to the licensee. The violation related to corporate 
activities and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did 
not select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement 
in protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and 
imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : December 29, 2004 
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Watts Bar 1 
4Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 27, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Reactor Protection System Testing 
Licensee technicians failed to follow a reactor protection system surveillance instruction and caused a reactor trip.  
 
This finding was a self-revealing non-cited violation of Technical Specifications (TS) 5.7.1. This finding was more than minor because it 
affected the initiating events cornerstone by causing a reactor trip. It was of very low safety significance because it did not contribute to the 
likelihood of a primary or secondary system loss of coolant accident (LOCA) initiator, did not contribute to a loss of mitigation equipment 
functions, and did not increase the likelihood of a fire or internal/external flood. The cause of the finding is related to the cross-cutting element 
of human performance. 
Inspection Report# : 2004002(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate Information to the NRC which Impacted a Licensing Decision. 
The inspectors identified a non-cited Severity Level IV violation (NCV) of 10 CFR 50.9 for failure to provide complete and accurate 
information for one licensed operator on his initial license application. The applicant did not meet the American Nuclear Standards 
Institute /American Nuclear Society (ANSI/ANS) 3.4, 1983, standard for visual acuity without corrective lenses and had a pre-existing medical 
condition, both of which required a license restriction. The licensee submitted his NRC Form 396, Certification of Medical Examination by 
Facility Licensee, along with supplemental medical information, without recommending these restrictions. The NRC imposed a no-solo 
restriction on the operator's license after reviewing the supplemental information. The failure to certify the need for corrective lenses resulted in 
an incorrect licensing action by the NRC because a license was issued without a restriction to wear corrective lenses.  
 
Because this issue affected the NRC's ability to perform its regulatory function, it was evaluated using the traditional enforcement process. This 
finding is of very low safety significance because there was no evidence that the operator endangered plant operations as a result of impaired 
visual acuity while performing licensed duties since the original issuance of his license. However, the regulatory significance was important 
because the incorrect information was provided under sworn statement to the NRC and impacted a licensing decision for the individual. The 
facility licensee took prompt corrective action and submitted NRC Form 396 requesting to have the operator's license amended with the 
appropriate restriction. This issue is documented in the facility licensee's corrective action program as Problem Evaluation Report (PER) 
72386. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Surveillance of Remote Shutdown System Instrumentation. 
The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1, which requires that written procedures be implemented 
covering the activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for surveillances. The 
surveillance procedure for remote shutdown system instrumentation was inadequate because it failed to give guidance for determining 
instrument operability when an instrument was at the top of scale and at the maximum allowed channel deviation. The performance deficiency 
resulted in an unexpected TS Limiting Condition for Operation entry.  
 
This finding is greater than minor because it affects the ability of the licensee to monitor the status of the reactor following a control room 
evacuation and is associated with the Mitigating Systems cornerstone and the respective attribute of procedure quality. This finding is of very 
low safety significance because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual loss of safety 
function, and is not potentially risk-significant due to external events. A contributing cause of the finding is related to the cross-cutting element 
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of human performance.  
 
Inspection Report# : 2004005(pdf)  

Significance: TBD Dec 31, 2004 
Identified By: NRC 
Item Type: AV Apparent Violation 
Inadequate Corrective Action to Identify and Correct Silt Blockage of ERCW Piping. 
The inspectors identified an apparent violation of 10 CFR 50, Appendix B, Criterion XVI, having a potential safety significance greater than 
very low safety significance. The licensee's corrective actions for occurrences of silt blockage in essential raw cooling water (ERCW) lines 
were inadequate and resulted in not promptly identifying and correcting a complete blockage in the backup cooling water line to a high head 
injection pump. In addition, the inspectors identified that the licensee's corrective actions for the blockage of the backup cooling water line 
were inadequate.  
 
This finding is unresolved pending completion of a significance determination. The finding is more than minor because it adversely affected 
the Mitigating System and Barrier Integrity cornerstones by causing a loss of high head injection and reactor coolant pump seal cooling during 
a loss of component cooling system (CCS) event. The finding was determined to have potential safety significance greater than very low safety 
significance because of the importance of the backup ERCW cooling to the 1A-A centrifugal charging pump (CCP) during a loss of CCS event 
and the low probability of operator action successfully restoring the backup cooling water. The cause of the finding is related to the cross-
cutting element of problem identification and resolution. 
Inspection Report# : 2004005(pdf)  

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Unsatisfactory Performance of a Fire Brigade Crew 
The inspectors identified a non-cited violation of Section 9.1 of the Watts Bar Fire Protection Report because the licensee's assessment of a fire 
brigade drill was inadequate. Fire brigade performance deficiencies were not accurately characterized and drill performance was incorrectly 
deemed satisfactory, therefore not requiring the scheduling of additional training.  
 
This finding is more than minor because it had a high negative impact or degradation on the ability of the fire brigade to effectively carry out its 
manual fire fighting control and suppression function. This finding was of very low safety significance because the observed crew was only 
one of four crews of the site fire brigade team, and that the overall condition of the fire detection and suppression systems had been 
satisfactory. The cause of the finding is related to the cross-cutting element of problem identification and resolution. 
Inspection Report# : 2004004(pdf)  

Significance:  Apr 16, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation Process for Design Changes Which Could Affect Safe Shutdown in the Event of a Fire.  
A non-cited violation (NCV) of Operating License Condition 2.F was identified for inadequate implementation of the approved fire protection 
program (FPP). Specifically, the licensee's process for evaluating the impact of design changes on the FPP (in this case a change to local 
manual operator actions) was not adequate to ensure that the change would not adversely affect the ability to achieve and maintain safe 
shutdown in the event of a fire. Upon identification, the licensee entered this issue into its corrective action program.  
 
The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the reactor safety 
mitigating systems cornerstone objective. This finding was determined to be of very low safety significance because the local manual operator 
action which prompted this violation was considered within the capability of the operator to perform and could be reasonably accomplished 
within the 15-minute time specified in the Fire Protection Report. This determination was based on inspector walkdowns. 
Inspection Report# : 2004006(pdf)  

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Instruction Resulting in Gas Accumulation in ECCS Piping 
The inspectors identified an inadequate procedure involving the control of emergency core cooling system (ECCS) venting. The performance 
deficiency resulted in an unexpected accumulation of gas in the RHR system.  
 
This finding was a non-cited violation of TS Surveillance Requirement (SR) 3.5.2.3. It is more than minor because it degraded the residual heat 
removal injection function of the mitigating system cornerstone by allowing a significant accumulation of gas in the injection lines. This 
finding is of very low safety significance because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual loss 
of safety function, and was not potentially risk-significant due to external events. 
Inspection Report# : 2004002(pdf)  
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Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Control ECCS Venting 
The inspectors identified that the licensee's corrective actions for previous venting ECCS problems were inadequate.  
 
This finding is a non-cited violation of 10 CFR, Part 50, Appendix B, Criterion XVI, Corrective Action. This finding is more than minor 
because it affected the mitigating system cornerstone. A resultant accumulation of gas adversely impacted the capability of the B safety 
injection pump to perform its accident mitigation function. This finding is of very low safety significance because it did not result in an actual 
loss of safety function, and was not potentially risk-significant due to external events. The cause of the finding is related to the cross-cutting 
element of problem identification and resolution. 
Inspection Report# : 2004002(pdf)  

Barrier Integrity 

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Adequate Oversight During Rod Drop Event 
A self-revealing non-cited violation of Technical Specification 5.7.1, which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for authorities and responsibilities for 
safe operation and shutdown of the plant, was identified because shift management failed to maintain an appropriate level of oversight during a 
rod drop event. Shift management became overly involved with stabilizing the secondary transient and did not maintain a broad perspective. 
This resulted in a 3½-minute delay in tripping the reactor due to multiple dropped control rods.  
 
This finding is more than minor because it affected the human performance attribute of the barrier integrity cornerstone. Shift management's 
failure to maintain a broad perspective and becoming involved in the stabilization of the secondary system resulted in a delay in manually 
tripping the reactor, which could affect the fuel cladding barrier. This finding is of very low safety significance because it affected only the 
barrier integrity cornerstone. The cause of the finding is related to the cross-cutting element of human performance. 
Inspection Report# : 2004004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : March 09, 2005 
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Watts Bar 1 
1Q/2005 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DG Fans Removed From Service and Tech Spec SR 3.8.1.1 Not Performed 
Green. The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.1 when the 1A-A Diesel Generator (DG) was 
inoperable due to both ventilation exhaust fans being out of service. Surveillance Requirement 3.8.1.1 was not performed as required within 
one hour. A senior reactor operator issued a hold order which tagged out the exhaust fans and did not recognize that this action made the DG 
inoperable.  
 
The finding is more than minor because it affected the availability attribute of the Mitigating System Cornerstone. The DG would have started 
and run but manual action would have been required to shut a breaker to provide power to one of the fans for continued operation. The finding 
was of very low safety significance (Green) because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual 
loss of safety function for a single train greater than its TS allowed outage time, and was not potentially risk-significant due to possible external 
events. The cause of this finding impacts the human performance cross-cutting area. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate PMT for RHR Pump Seal 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1, which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for maintenance. The procedure and work 
order for post-maintenance testing (PMT) for a residual heat removal (RHR) pump seal replacement were not followed. The PMT was 
performed at 215 pounds per square inch gauge (psig) instead of the specified 275-300 psig but was signed as complete and acceptable.  
 
The finding is more than minor because it impacted the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences to the reactor core and the associated cornerstone 
attribute of human performance. A failure to perform the PMT as specified had a credible impact on reactor safety because the 1A RHR pump 
mechanical seal subsequently failed. The finding was of very low safety significance (Green) because it only affected one train of RHR and the 
steam generators (SGs) were available for heat removal. The cause of the finding impacts the cross-cutting area of human performance. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish a Contingency Plan for an Orange Risk Condition Involving Electrical Power 
Green. The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires that the licensee assess and manage the increase in 
risk that may result from the proposed maintenance activities. The licensee did not establish a pre-approved contingency plan for an Orange 
risk condition involving electrical power as required by procedure Standard Programs and Processes (SPP)-7.2, Outage Management.  
 
The licensee's failure to establish a contingency plan for a high risk condition is more than minor because it impacted the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences to the reactor core and the associated cornerstone attribute of human performance. The finding did not increase the likelihood of 
a loss of offsite power or degrade the licensee's ability to cope with a loss of offsite power, resulting in the characterization of very low safety 
significance (Green). The cause of the finding, failure to implement outage procedural requirements, impacts the cross-cutting area of human 
performance. 
Inspection Report# : 2005002(pdf)  
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Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate Information to the NRC which Impacted a Licensing Decision. 
The inspectors identified a non-cited Severity Level IV violation (NCV) of 10 CFR 50.9 for failure to provide complete and accurate 
information for one licensed operator on his initial license application. The applicant did not meet the American Nuclear Standards 
Institute /American Nuclear Society (ANSI/ANS) 3.4, 1983, standard for visual acuity without corrective lenses and had a pre-existing medical 
condition, both of which required a license restriction. The licensee submitted his NRC Form 396, Certification of Medical Examination by 
Facility Licensee, along with supplemental medical information, without recommending these restrictions. The NRC imposed a no-solo 
restriction on the operator's license after reviewing the supplemental information. The failure to certify the need for corrective lenses resulted in 
an incorrect licensing action by the NRC because a license was issued without a restriction to wear corrective lenses.  
 
Because this issue affected the NRC's ability to perform its regulatory function, it was evaluated using the traditional enforcement process. This 
finding is of very low safety significance because there was no evidence that the operator endangered plant operations as a result of impaired 
visual acuity while performing licensed duties since the original issuance of his license. However, the regulatory significance was important 
because the incorrect information was provided under sworn statement to the NRC and impacted a licensing decision for the individual. The 
facility licensee took prompt corrective action and submitted NRC Form 396 requesting to have the operator's license amended with the 
appropriate restriction. This issue is documented in the facility licensee's corrective action program as Problem Evaluation Report (PER) 
72386. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Surveillance of Remote Shutdown System Instrumentation. 
The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1, which requires that written procedures be implemented 
covering the activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for surveillances. The 
surveillance procedure for remote shutdown system instrumentation was inadequate because it failed to give guidance for determining 
instrument operability when an instrument was at the top of scale and at the maximum allowed channel deviation. The performance deficiency 
resulted in an unexpected TS Limiting Condition for Operation entry.  
 
This finding is greater than minor because it affects the ability of the licensee to monitor the status of the reactor following a control room 
evacuation and is associated with the Mitigating Systems cornerstone and the respective attribute of procedure quality. This finding is of very 
low safety significance because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual loss of safety 
function, and is not potentially risk-significant due to external events. A contributing cause of the finding is related to the cross-cutting element 
of human performance.  
 
Inspection Report# : 2004005(pdf)  

Significance:  Nov 22, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Action to Identify and Correct Silt Blockage of ERCW Piping 
10 CFR Part 50, Appendix B, Criterion XVI, Corrective Actions, requires in part that measures shall be established to assure that conditions 
adverse to quality, such as failures and malfunctions, are promptly identified and corrected.  
Contrary to the above, from July 10, 2003, through November 22, 2004, the licensee failed to promptly identify and correct conditions adverse 
to quality. Specifically, Tennessee Valley Authority's (TVA) actions in response to previous silt blockage problems in essential raw cooling 
water (ERCW) cooling lines did not constitute adequate corrective action to identify and correct a complete silt blockage of the 1A-A 
centrifugal charging pump (CCP) backup cooling line from the ERCW system. In addition, on December 8, 2004, TVA's corrective actions for 
the blockage of the ERCW line to the 1A-A CCP failed to include efforts to determine if there were other ERCW lines requiring more frequent 
monitoring that were not included in licensee Technical Instructions 67.003 and 67.004, Component Flow Blockage Testing Utilizing 
Ultrasonics Essential Raw Cooling Water - (Train A and B). 
Inspection Report# : 2004005(pdf)  
Inspection Report# : 2005007(pdf)  
Inspection Report# : 2005008(pdf)  

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Unsatisfactory Performance of a Fire Brigade Crew 
The inspectors identified a non-cited violation of Section 9.1 of the Watts Bar Fire Protection Report because the licensee's assessment of a fire 
brigade drill was inadequate. Fire brigade performance deficiencies were not accurately characterized and drill performance was incorrectly 
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deemed satisfactory, therefore not requiring the scheduling of additional training.  
 
This finding is more than minor because it had a high negative impact or degradation on the ability of the fire brigade to effectively carry out its 
manual fire fighting control and suppression function. This finding was of very low safety significance because the observed crew was only 
one of four crews of the site fire brigade team, and that the overall condition of the fire detection and suppression systems had been 
satisfactory. The cause of the finding is related to the cross-cutting element of problem identification and resolution. 
Inspection Report# : 2004004(pdf)  

Significance:  Apr 16, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation Process for Design Changes Which Could Affect Safe Shutdown in the Event of a Fire.  
A non-cited violation (NCV) of Operating License Condition 2.F was identified for inadequate implementation of the approved fire protection 
program (FPP). Specifically, the licensee's process for evaluating the impact of design changes on the FPP (in this case a change to local 
manual operator actions) was not adequate to ensure that the change would not adversely affect the ability to achieve and maintain safe 
shutdown in the event of a fire. Upon identification, the licensee entered this issue into its corrective action program.  
 
The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the reactor safety 
mitigating systems cornerstone objective. This finding was determined to be of very low safety significance because the local manual operator 
action which prompted this violation was considered within the capability of the operator to perform and could be reasonably accomplished 
within the 15-minute time specified in the Fire Protection Report. This determination was based on inspector walkdowns. 
Inspection Report# : 2004006(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures which Impacted TS Requirements of the Pressurizer PORV. 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1 which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for maintenance. The licensee failed to 
follow procedures for work control which resulted in de-tensioning the pressurizer PORV mounting nuts when it was a designated operable 
vent path per TS.  
 
This finding had a credible impact on safety involving the challenge of RCS integrity by the performance of work on the pressurizer PORVs. 
The finding was more than minor because it impacted the Barrier Integrity Cornerstone objective to provide reasonable assurance that the RCS 
physical design barrier protects the public from radionuclide releases caused by accidents or events and the associated cornerstone attributes of 
human performance. The licensee had the functional ability to establish an alternate core cooling path in the event of a loss of RHR based on 
the licensee's conclusion that the venting capability of the detensioned PORVs was still functionally available. This resulted in the 
characterization of Green (very low safety significance). The cause of the finding impacts the cross-cutting area of human performance. 
Inspection Report# : 2005002(pdf)  

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Adequate Oversight During Rod Drop Event 
A self-revealing non-cited violation of Technical Specification 5.7.1, which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for authorities and responsibilities for 
safe operation and shutdown of the plant, was identified because shift management failed to maintain an appropriate level of oversight during a 
rod drop event. Shift management became overly involved with stabilizing the secondary transient and did not maintain a broad perspective. 
This resulted in a 3½-minute delay in tripping the reactor due to multiple dropped control rods.  
 
This finding is more than minor because it affected the human performance attribute of the barrier integrity cornerstone. Shift management's 
failure to maintain a broad perspective and becoming involved in the stabilization of the secondary system resulted in a delay in manually 
tripping the reactor, which could affect the fuel cladding barrier. This finding is of very low safety significance because it affected only the 
barrier integrity cornerstone. The cause of the finding is related to the cross-cutting element of human performance. 
Inspection Report# : 2004004(pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Radioactive Material Movement Created an Unposted and Unbarricaded High Radiation Area 
Green. A self-revealing non-cited violation of TS 5.11.1 was identified for an un-posted high radiation area. The high radiation area was 
created when lower containment coordinators sent contaminated trash out of lower containment to upper containment without properly 
notifying the radcon radwaste technician.  
 
The finding was more than minor because it was associated with the Occupational Radiation Safety Cornerstone and affected the cornerstone 
objective of ensuring adequate protection of worker health and safety from exposure to radiation from radioactive material. The uncontrolled 
high radiation area created the potential for unplanned and unintended dose to individuals working in the proximity of the trash. The finding 
was of very low safety significance because the dose rates were not sufficient to produce a substantial potential for an exposure in excess of 
regulatory limits. This finding impacts the cross-cutting aspect of human performance. 
Inspection Report# : 2005002(pdf)  

Public Radiation Safety 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Effluent Sample Line Losses for the Auxiliary Building Ventilation Monitor (0-RE-90-101) Compensatory 
Sampling Skid 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1 for failure to implement effluent monitoring quality assurance design 
guidance used to demonstrate representative sampling for the Auxiliary Building Ventilation Monitor (0-RE-90-101) compensatory sampler. 
This issue was initially identified as an Unresolved Item following an inspection in December 2004.  
 
This finding is more than minor because it is associated with the program and process attribute of the Public Radiation Safety Cornerstone and 
affects the cornerstone objective to assure adequate protection of public health and safety from exposure to radioactive materials released into 
the public domain as a result of routine civilian nuclear reactor operation. The failure to conduct appropriate evaluations to assure 
representative sample collection from the U1 plant ventilation exhaust streams using the compensatory sampling configuration could result in 
inaccurate measurement of airborne particulate radionuclides in effluent samples and inaccurate dose estimates to members of the public. This 
finding was evaluated using the Public Radiation Safety SDP and is of very low safety significance (Green) because the licensee's ability to 
assess offsite dose was not impaired and doses to the public were below 10 CFR 50, Appendix I, and 10 CFR 20.1301 limits. 
Inspection Report# : 2005002(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Mar 04, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively entering them into their 
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corrective action program. The team made several observations on the licensee's new eCAP computer system that the licensee is assessing. 
Some aspects of using it were cumbersome and it limited access to all licensee staff members and the ability to initiate anonymous concerns. 
The team also determined that the licensee was prioritizing and evaluating issues properly. The team identified several examples where 
corrective actions did not appear appropriate or were not completely carried out. The team concluded, however, that several of these were 
documentation problems. Overall, the licensee was generally providing effective corrective actions.  
 
On the basis of interviews conducted during this inspection, workers at the site felt free to put safety concerns into the corrective action 
program. The inspectors concluded that the employee Concerns Resolution program was functioning as intended.  
 
Inspection Report# : 2005006(pdf)  

Last modified : June 17, 2005 
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Watts Bar 1 
2Q/2005 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DG Fans Removed From Service and Tech Spec SR 3.8.1.1 Not Performed 
Green. The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.1 when the 1A-A Diesel Generator (DG) was 
inoperable due to both ventilation exhaust fans being out of service. Surveillance Requirement 3.8.1.1 was not performed as required within 
one hour. A senior reactor operator issued a hold order which tagged out the exhaust fans and did not recognize that this action made the DG 
inoperable.  
 
The finding is more than minor because it affected the availability attribute of the Mitigating System Cornerstone. The DG would have started 
and run but manual action would have been required to shut a breaker to provide power to one of the fans for continued operation. The finding 
was of very low safety significance (Green) because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual 
loss of safety function for a single train greater than its TS allowed outage time, and was not potentially risk-significant due to possible external 
events. The cause of this finding impacts the human performance cross-cutting area. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate PMT for RHR Pump Seal 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1, which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for maintenance. The procedure and work 
order for post-maintenance testing (PMT) for a residual heat removal (RHR) pump seal replacement were not followed. The PMT was 
performed at 215 pounds per square inch gauge (psig) instead of the specified 275-300 psig but was signed as complete and acceptable.  
 
The finding is more than minor because it impacted the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences to the reactor core and the associated cornerstone 
attribute of human performance. A failure to perform the PMT as specified had a credible impact on reactor safety because the 1A RHR pump 
mechanical seal subsequently failed. The finding was of very low safety significance (Green) because it only affected one train of RHR and the 
steam generators (SGs) were available for heat removal. The cause of the finding impacts the cross-cutting area of human performance. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish a Contingency Plan for an Orange Risk Condition Involving Electrical Power 
Green. The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires that the licensee assess and manage the increase in 
risk that may result from the proposed maintenance activities. The licensee did not establish a pre-approved contingency plan for an Orange 
risk condition involving electrical power as required by procedure Standard Programs and Processes (SPP)-7.2, Outage Management.  
 
The licensee's failure to establish a contingency plan for a high risk condition is more than minor because it impacted the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences to the reactor core and the associated cornerstone attribute of human performance. The finding did not increase the likelihood of 
a loss of offsite power or degrade the licensee's ability to cope with a loss of offsite power, resulting in the characterization of very low safety 
significance (Green). The cause of the finding, failure to implement outage procedural requirements, impacts the cross-cutting area of human 
performance. 
Inspection Report# : 2005002(pdf)  
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Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate Information to the NRC which Impacted a Licensing Decision. 
The inspectors identified a non-cited Severity Level IV violation (NCV) of 10 CFR 50.9 for failure to provide complete and accurate 
information for one licensed operator on his initial license application. The applicant did not meet the American Nuclear Standards 
Institute /American Nuclear Society (ANSI/ANS) 3.4, 1983, standard for visual acuity without corrective lenses and had a pre-existing medical 
condition, both of which required a license restriction. The licensee submitted his NRC Form 396, Certification of Medical Examination by 
Facility Licensee, along with supplemental medical information, without recommending these restrictions. The NRC imposed a no-solo 
restriction on the operator's license after reviewing the supplemental information. The failure to certify the need for corrective lenses resulted in 
an incorrect licensing action by the NRC because a license was issued without a restriction to wear corrective lenses.  
 
Because this issue affected the NRC's ability to perform its regulatory function, it was evaluated using the traditional enforcement process. This 
finding is of very low safety significance because there was no evidence that the operator endangered plant operations as a result of impaired 
visual acuity while performing licensed duties since the original issuance of his license. However, the regulatory significance was important 
because the incorrect information was provided under sworn statement to the NRC and impacted a licensing decision for the individual. The 
facility licensee took prompt corrective action and submitted NRC Form 396 requesting to have the operator's license amended with the 
appropriate restriction. This issue is documented in the facility licensee's corrective action program as Problem Evaluation Report (PER) 
72386. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Surveillance of Remote Shutdown System Instrumentation. 
The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1, which requires that written procedures be implemented 
covering the activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for surveillances. The 
surveillance procedure for remote shutdown system instrumentation was inadequate because it failed to give guidance for determining 
instrument operability when an instrument was at the top of scale and at the maximum allowed channel deviation. The performance deficiency 
resulted in an unexpected TS Limiting Condition for Operation entry.  
 
This finding is greater than minor because it affects the ability of the licensee to monitor the status of the reactor following a control room 
evacuation and is associated with the Mitigating Systems cornerstone and the respective attribute of procedure quality. This finding is of very 
low safety significance because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual loss of safety 
function, and is not potentially risk-significant due to external events. A contributing cause of the finding is related to the cross-cutting element 
of human performance.  
 
Inspection Report# : 2004005(pdf)  

Significance:  Nov 22, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Action to Identify and Correct Silt Blockage of ERCW Piping 
10 CFR Part 50, Appendix B, Criterion XVI, Corrective Actions, requires in part that measures shall be established to assure that conditions 
adverse to quality, such as failures and malfunctions, are promptly identified and corrected.  
Contrary to the above, from July 10, 2003, through November 22, 2004, the licensee failed to promptly identify and correct conditions adverse 
to quality. Specifically, Tennessee Valley Authority's (TVA) actions in response to previous silt blockage problems in essential raw cooling 
water (ERCW) cooling lines did not constitute adequate corrective action to identify and correct a complete silt blockage of the 1A-A 
centrifugal charging pump (CCP) backup cooling line from the ERCW system. In addition, on December 8, 2004, TVA's corrective actions for 
the blockage of the ERCW line to the 1A-A CCP failed to include efforts to determine if there were other ERCW lines requiring more frequent 
monitoring that were not included in licensee Technical Instructions 67.003 and 67.004, Component Flow Blockage Testing Utilizing 
Ultrasonics Essential Raw Cooling Water - (Train A and B).  
An Assessment Follow-Up Letter was issued on May 11, 2005, which scheduled a Supplemental Inspection and was be documented as 
Inspection Report 05000390/2005011. The supplemental inspection was completed July 15, 2005 and the report issued August 10, 2005. The 
supplemental inspection assessed TVA's evaluation and corrective actions and concluded that the licensee's problem identification and root 
cause analysis was acceptable. The licensee determined that the root causes of the event were attributable to less than adequate sensitivity to 
silt, failure to use a systematic process for non-design engineering output products, and the lack of a systematic program and capability for 
flushing. The completed and proposed corrective actions, including actions to prevent recurrence, have adequately addressed the results of the 
root cause evaluation. Given the licensee's acceptable performance in addressing the silting problems, the White finding associated with this 
issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during future routine 
inspections. 
Inspection Report# : 2004005(pdf)  
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Inspection Report# : 2005007(pdf)  
Inspection Report# : 2005008(pdf)  
Inspection Report# : 2005011(pdf)  

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Unsatisfactory Performance of a Fire Brigade Crew 
The inspectors identified a non-cited violation of Section 9.1 of the Watts Bar Fire Protection Report because the licensee's assessment of a fire 
brigade drill was inadequate. Fire brigade performance deficiencies were not accurately characterized and drill performance was incorrectly 
deemed satisfactory, therefore not requiring the scheduling of additional training.  
 
This finding is more than minor because it had a high negative impact or degradation on the ability of the fire brigade to effectively carry out its 
manual fire fighting control and suppression function. This finding was of very low safety significance because the observed crew was only 
one of four crews of the site fire brigade team, and that the overall condition of the fire detection and suppression systems had been 
satisfactory. The cause of the finding is related to the cross-cutting element of problem identification and resolution. 
Inspection Report# : 2004004(pdf)  

Barrier Integrity 

Significance: TBD Jun 30, 2005 
Identified By: NRC 
Item Type: AV Apparent Violation 
Inadequate Procedures for Containment Closure 
The inspectors identified an apparent violation of Technical Specification 5.7.1.1, having a potential safety significance greater than very low 
safety significance. The licensee's procedure for containment closure during loss of shutdown cooling events could have resulted in not being 
able to restore containment availability due to the use of a seal which was not rated for containment pressure.  
 
This finding is an apparent violation pending completion of a significance determination. The finding is more than minor because it affected the 
configuration control attribute of the Barrier Integrity Cornerstone for the reactor containment. The cause of this finding impacts the human 
performance cross-cutting area. 
Inspection Report# : 2005003(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures which Impacted TS Requirements of the Pressurizer PORV. 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1 which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for maintenance. The licensee failed to 
follow procedures for work control which resulted in de-tensioning the pressurizer PORV mounting nuts when it was a designated operable 
vent path per TS.  
 
This finding had a credible impact on safety involving the challenge of RCS integrity by the performance of work on the pressurizer PORVs. 
The finding was more than minor because it impacted the Barrier Integrity Cornerstone objective to provide reasonable assurance that the RCS 
physical design barrier protects the public from radionuclide releases caused by accidents or events and the associated cornerstone attributes of 
human performance. The licensee had the functional ability to establish an alternate core cooling path in the event of a loss of RHR based on 
the licensee's conclusion that the venting capability of the detensioned PORVs was still functionally available. This resulted in the 
characterization of Green (very low safety significance). The cause of the finding impacts the cross-cutting area of human performance. 
Inspection Report# : 2005002(pdf)  

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Adequate Oversight During Rod Drop Event 
A self-revealing non-cited violation of Technical Specification 5.7.1, which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for authorities and responsibilities for 
safe operation and shutdown of the plant, was identified because shift management failed to maintain an appropriate level of oversight during a 
rod drop event. Shift management became overly involved with stabilizing the secondary transient and did not maintain a broad perspective. 
This resulted in a 3½-minute delay in tripping the reactor due to multiple dropped control rods. 
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This finding is more than minor because it affected the human performance attribute of the barrier integrity cornerstone. Shift management's 
failure to maintain a broad perspective and becoming involved in the stabilization of the secondary system resulted in a delay in manually 
tripping the reactor, which could affect the fuel cladding barrier. This finding is of very low safety significance because it affected only the 
barrier integrity cornerstone. The cause of the finding is related to the cross-cutting element of human performance. 
Inspection Report# : 2004004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Radioactive Material Movement Created an Unposted and Unbarricaded High Radiation Area 
Green. A self-revealing non-cited violation of TS 5.11.1 was identified for an un-posted high radiation area. The high radiation area was 
created when lower containment coordinators sent contaminated trash out of lower containment to upper containment without properly 
notifying the radcon radwaste technician.  
 
The finding was more than minor because it was associated with the Occupational Radiation Safety Cornerstone and affected the cornerstone 
objective of ensuring adequate protection of worker health and safety from exposure to radiation from radioactive material. The uncontrolled 
high radiation area created the potential for unplanned and unintended dose to individuals working in the proximity of the trash. The finding 
was of very low safety significance because the dose rates were not sufficient to produce a substantial potential for an exposure in excess of 
regulatory limits. This finding impacts the cross-cutting aspect of human performance. 
Inspection Report# : 2005002(pdf)  

Public Radiation Safety 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Effluent Sample Line Losses for the Auxiliary Building Ventilation Monitor (0-RE-90-101) Compensatory 
Sampling Skid 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1 for failure to implement effluent monitoring quality assurance design 
guidance used to demonstrate representative sampling for the Auxiliary Building Ventilation Monitor (0-RE-90-101) compensatory sampler. 
This issue was initially identified as an Unresolved Item following an inspection in December 2004.  
 
This finding is more than minor because it is associated with the program and process attribute of the Public Radiation Safety Cornerstone and 
affects the cornerstone objective to assure adequate protection of public health and safety from exposure to radioactive materials released into 
the public domain as a result of routine civilian nuclear reactor operation. The failure to conduct appropriate evaluations to assure 
representative sample collection from the U1 plant ventilation exhaust streams using the compensatory sampling configuration could result in 
inaccurate measurement of airborne particulate radionuclides in effluent samples and inaccurate dose estimates to members of the public. This 
finding was evaluated using the Public Radiation Safety SDP and is of very low safety significance (Green) because the licensee's ability to 
assess offsite dose was not impaired and doses to the public were below 10 CFR 50, Appendix I, and 10 CFR 20.1301 limits. 
Inspection Report# : 2005002(pdf)  

Physical Protection 

Physical Protection information not publicly available. 
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Miscellaneous 

Significance: N/A Mar 04, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively entering them into their 
corrective action program. The team made several observations on the licensee's new eCAP computer system that the licensee is assessing. 
Some aspects of using it were cumbersome and it limited access to all licensee staff members and the ability to initiate anonymous concerns. 
The team also determined that the licensee was prioritizing and evaluating issues properly. The team identified several examples where 
corrective actions did not appear appropriate or were not completely carried out. The team concluded, however, that several of these were 
documentation problems. Overall, the licensee was generally providing effective corrective actions.  
 
On the basis of interviews conducted during this inspection, workers at the site felt free to put safety concerns into the corrective action 
program. The inspectors concluded that the employee Concerns Resolution program was functioning as intended.  
 
Inspection Report# : 2005006(pdf)  

Last modified : August 24, 2005 
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Watts Bar 1 
3Q/2005 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DG Fans Removed From Service and Tech Spec SR 3.8.1.1 Not Performed 
Green. The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.1 when the 1A-A Diesel Generator (DG) was 
inoperable due to both ventilation exhaust fans being out of service. Surveillance Requirement 3.8.1.1 was not performed as required within 
one hour. A senior reactor operator issued a hold order which tagged out the exhaust fans and did not recognize that this action made the DG 
inoperable.  
 
The finding is more than minor because it affected the availability attribute of the Mitigating System Cornerstone. The DG would have started 
and run but manual action would have been required to shut a breaker to provide power to one of the fans for continued operation. The finding 
was of very low safety significance (Green) because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual 
loss of safety function for a single train greater than its TS allowed outage time, and was not potentially risk-significant due to possible external 
events. The cause of this finding impacts the human performance cross-cutting area. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate PMT for RHR Pump Seal 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1, which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for maintenance. The procedure and work 
order for post-maintenance testing (PMT) for a residual heat removal (RHR) pump seal replacement were not followed. The PMT was 
performed at 215 pounds per square inch gauge (psig) instead of the specified 275-300 psig but was signed as complete and acceptable.  
 
The finding is more than minor because it impacted the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences to the reactor core and the associated cornerstone 
attribute of human performance. A failure to perform the PMT as specified had a credible impact on reactor safety because the 1A RHR pump 
mechanical seal subsequently failed. The finding was of very low safety significance (Green) because it only affected one train of RHR and the 
steam generators (SGs) were available for heat removal. The cause of the finding impacts the cross-cutting area of human performance. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish a Contingency Plan for an Orange Risk Condition Involving Electrical Power 
Green. The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires that the licensee assess and manage the increase in 
risk that may result from the proposed maintenance activities. The licensee did not establish a pre-approved contingency plan for an Orange 
risk condition involving electrical power as required by procedure Standard Programs and Processes (SPP)-7.2, Outage Management.  
 
The licensee's failure to establish a contingency plan for a high risk condition is more than minor because it impacted the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences to the reactor core and the associated cornerstone attribute of human performance. The finding did not increase the likelihood of 
a loss of offsite power or degrade the licensee's ability to cope with a loss of offsite power, resulting in the characterization of very low safety 
significance (Green). The cause of the finding, failure to implement outage procedural requirements, impacts the cross-cutting area of human 
performance. 
Inspection Report# : 2005002(pdf)  
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Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate Information to the NRC which Impacted a Licensing Decision. 
The inspectors identified a non-cited Severity Level IV violation (NCV) of 10 CFR 50.9 for failure to provide complete and accurate 
information for one licensed operator on his initial license application. The applicant did not meet the American Nuclear Standards 
Institute /American Nuclear Society (ANSI/ANS) 3.4, 1983, standard for visual acuity without corrective lenses and had a pre-existing medical 
condition, both of which required a license restriction. The licensee submitted his NRC Form 396, Certification of Medical Examination by 
Facility Licensee, along with supplemental medical information, without recommending these restrictions. The NRC imposed a no-solo 
restriction on the operator's license after reviewing the supplemental information. The failure to certify the need for corrective lenses resulted in 
an incorrect licensing action by the NRC because a license was issued without a restriction to wear corrective lenses.  
 
Because this issue affected the NRC's ability to perform its regulatory function, it was evaluated using the traditional enforcement process. This 
finding is of very low safety significance because there was no evidence that the operator endangered plant operations as a result of impaired 
visual acuity while performing licensed duties since the original issuance of his license. However, the regulatory significance was important 
because the incorrect information was provided under sworn statement to the NRC and impacted a licensing decision for the individual. The 
facility licensee took prompt corrective action and submitted NRC Form 396 requesting to have the operator's license amended with the 
appropriate restriction. This issue is documented in the facility licensee's corrective action program as Problem Evaluation Report (PER) 
72386. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Surveillance of Remote Shutdown System Instrumentation. 
The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1, which requires that written procedures be implemented 
covering the activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for surveillances. The 
surveillance procedure for remote shutdown system instrumentation was inadequate because it failed to give guidance for determining 
instrument operability when an instrument was at the top of scale and at the maximum allowed channel deviation. The performance deficiency 
resulted in an unexpected TS Limiting Condition for Operation entry.  
 
This finding is greater than minor because it affects the ability of the licensee to monitor the status of the reactor following a control room 
evacuation and is associated with the Mitigating Systems cornerstone and the respective attribute of procedure quality. This finding is of very 
low safety significance because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual loss of safety 
function, and is not potentially risk-significant due to external events. A contributing cause of the finding is related to the cross-cutting element 
of human performance.  
 
Inspection Report# : 2004005(pdf)  

Significance:  Nov 22, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Action to Identify and Correct Silt Blockage of ERCW Piping 
On November 22, 2004, the 1A-A Centrifugal Charging Pump (CCP) backup cooling line from the essential raw water cooling (ERCW) 
system was found completely blocked with silt and had to be cleared mechanically. ERCW cooling via this line supplies the 1A-A CCP, which 
is the only high head pump provided with a backup source of raw cooling water. A Problem Evaluation Report (PER) was initiated, but was 
assigned the lowest significance level and closed based on the corrective actions which cleared the line and some planned corrective actions to 
verify that it remained clear again in six months. In early 2004, Watts Bar had begun to experience silt buildup and some blockages in ERCW 
lines. In each case, the blockages were determined not to affect operability because the lines were only partially blocked or the blockage 
cleared when flow was initiated through the line. Licensee corrective actions for the previous instances included clearing the blockage and 
assessing each incident separately. As a result, the frequency of monitoring the ERCW line to the 1A-A CCP was unchanged at once every 18 
months. The NRC identified and determined that TVA's actions in response to the previous silt blockage problems did not constitute adequate 
corrective action to preclude silt blockage of the ERCW line to the 1A-A CCP.  
 
10 CFR Part 50, Appendix B, Criterion XVI, Corrective Actions, requires in part that measures shall be established to assure that conditions 
adverse to quality, such as failures and malfunctions, are promptly identified and corrected. Contrary to the above, from July 10, 2003, through 
November 22, 2004, the licensee failed to promptly identify and correct conditions adverse to quality. Specifically, Tennessee Valley 
Authority's (TVA) actions in response to previous silt blockage problems in essential raw cooling water (ERCW) cooling lines did not 
constitute adequate corrective action to identify and correct a complete silt blockage of the 1A-A centrifugal charging pump (CCP) backup 
cooling line from the ERCW system. In addition, on December 8, 2004, TVA's corrective actions for the blockage of the ERCW line to the 1A-
A CCP failed to include efforts to determine if there were other ERCW lines requiring more frequent monitoring that were not included in 
licensee Technical Instructions 67.003 and 67.004, Component Flow Blockage Testing Utilizing Ultrasonics Essential Raw Cooling Water - 
(Train A and B). NRC has concluded that the inspection finding is appropriately characterized as White (i.e., an issue with low to moderate 
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safety significance which may require additional NRC inspections) in the Mitigating Systems cornerstone.  
 
An Assessment Follow-Up Letter was issued on May 11, 2005, which scheduled a Supplemental Inspection and was documented as Inspection 
Report 05000390/2005011. The supplemental inspection was completed July 15, 2005 and the report issued August 10, 2005. The 
supplemental inspection assessed TVA's evaluation and corrective actions and concluded that the licensee's problem identification and root 
cause analysis was acceptable. The licensee determined that the root causes of the event were attributable to less than adequate sensitivity to 
silt, failure to use a systematic process for non-design engineering output products, and the lack of a systematic program and capability for 
flushing. The completed and proposed corrective actions, including actions to prevent recurrence, have adequately addressed the results of the 
root cause evaluation. Given the licensee's acceptable performance in addressing the silting problems, the White finding associated with this 
issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during future routine 
inspections. 
Inspection Report# : 2004005(pdf)  
Inspection Report# : 2005007(pdf)  
Inspection Report# : 2005008(pdf)  
Inspection Report# : 2005011(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Containment Closure 
The inspectors identified a violation of Technical Specification 5.7.1.1 for an inadequate procedure for containment closure. The licensee's 
procedure for containment closure during loss of shutdown cooling events could have resulted in not being able to restore containment 
availability. This was due to the use of a temporary foam seal, which was not rated for containment pressure, and due to the procedures 
allowing up to four hours to install blind flanges.  
 
This finding is more than minor because it affected the configuration control attribute of the Barrier Integrity Cornerstone for the reactor 
containment. The temporary penetration seals relied upon for containment closure were not leak tight and would fail if the containment 
pressurized. This finding was of very low safety significance because the time duration with the reactor coolant system depressurized and 
vented with the vessel head on, one charging pump and two safety injection pumps was short, and all four diesel generators (DGs) were 
available, and the Unit 2 DGs can backfeed the Unit 1 shutdown boards. The finding was entered into the licensee corrective action program as 
problem evaluation report (PER) 79310. The cause of this finding (inadequate technical evaluations) impacts the human performance cross-
cutting area. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures which Impacted TS Requirements of the Pressurizer PORV. 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1 which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for maintenance. The licensee failed to 
follow procedures for work control which resulted in de-tensioning the pressurizer PORV mounting nuts when it was a designated operable 
vent path per TS.  
 
This finding had a credible impact on safety involving the challenge of RCS integrity by the performance of work on the pressurizer PORVs. 
The finding was more than minor because it impacted the Barrier Integrity Cornerstone objective to provide reasonable assurance that the RCS 
physical design barrier protects the public from radionuclide releases caused by accidents or events and the associated cornerstone attributes of 
human performance. The licensee had the functional ability to establish an alternate core cooling path in the event of a loss of RHR based on 
the licensee's conclusion that the venting capability of the detensioned PORVs was still functionally available. This resulted in the 
characterization of Green (very low safety significance). The cause of the finding impacts the cross-cutting area of human performance. 
Inspection Report# : 2005002(pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Radioactive Material Movement Created an Unposted and Unbarricaded High Radiation Area 
Green. A self-revealing non-cited violation of TS 5.11.1 was identified for an un-posted high radiation area. The high radiation area was 
created when lower containment coordinators sent contaminated trash out of lower containment to upper containment without properly 
notifying the radcon radwaste technician.  
 
The finding was more than minor because it was associated with the Occupational Radiation Safety Cornerstone and affected the cornerstone 
objective of ensuring adequate protection of worker health and safety from exposure to radiation from radioactive material. The uncontrolled 
high radiation area created the potential for unplanned and unintended dose to individuals working in the proximity of the trash. The finding 
was of very low safety significance because the dose rates were not sufficient to produce a substantial potential for an exposure in excess of 
regulatory limits. This finding impacts the cross-cutting aspect of human performance. 
Inspection Report# : 2005002(pdf)  

Public Radiation Safety 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Effluent Sample Line Losses for the Auxiliary Building Ventilation Monitor (0-RE-90-101) Compensatory 
Sampling Skid 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1 for failure to implement effluent monitoring quality assurance design 
guidance used to demonstrate representative sampling for the Auxiliary Building Ventilation Monitor (0-RE-90-101) compensatory sampler. 
This issue was initially identified as an Unresolved Item following an inspection in December 2004.  
 
This finding is more than minor because it is associated with the program and process attribute of the Public Radiation Safety Cornerstone and 
affects the cornerstone objective to assure adequate protection of public health and safety from exposure to radioactive materials released into 
the public domain as a result of routine civilian nuclear reactor operation. The failure to conduct appropriate evaluations to assure 
representative sample collection from the U1 plant ventilation exhaust streams using the compensatory sampling configuration could result in 
inaccurate measurement of airborne particulate radionuclides in effluent samples and inaccurate dose estimates to members of the public. This 
finding was evaluated using the Public Radiation Safety SDP and is of very low safety significance (Green) because the licensee's ability to 
assess offsite dose was not impaired and doses to the public were below 10 CFR 50, Appendix I, and 10 CFR 20.1301 limits. 
Inspection Report# : 2005002(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Mar 04, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively entering them into their 
corrective action program. The team made several observations on the licensee's new eCAP computer system that the licensee is assessing. 
Some aspects of using it were cumbersome and it limited access to all licensee staff members and the ability to initiate anonymous concerns. 
The team also determined that the licensee was prioritizing and evaluating issues properly. The team identified several examples where 
corrective actions did not appear appropriate or were not completely carried out. The team concluded, however, that several of these were 
documentation problems. Overall, the licensee was generally providing effective corrective actions.  
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On the basis of interviews conducted during this inspection, workers at the site felt free to put safety concerns into the corrective action 
program. The inspectors concluded that the employee Concerns Resolution program was functioning as intended.  
 
Inspection Report# : 2005006(pdf)  

Last modified : November 30, 2005 
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Watts Bar 1 
4Q/2005 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take adequate corrective action to correct TDAFW jet plug leaks. 
Green. The inspectors identified a non-cited violation (NCV) for the failure to comply with 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action, in that turbine-driven auxiliary feedwater (TDAFW) turbine casing jet plug leaks identified on June 3, 2004, were not corrected which 
resulted in the TDAFW pump being declared inoperable on May 17, 2005, while performing steam leak repairs. This finding affected the 
Problem Identification and Resolution Cross-Cutting Area.  
 
This finding was considered more than minor because it is associated with the equipment performance attribute of the Mitigating Systems 
Cornerstone to ensure the availability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
failure to repair turbine jet plug steam leaks during the refueling outage resulted in unnecessary unavailability of the TDAFW pump during 
power operations. The finding was determined to be of very low safety significance because the motor-driven auxiliary feedwater (MDAFW) 
pumps were available and the TDAFW pump was out of service for less than its Technical Specification allowed outage time. 
Inspection Report# : 2005005(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DG Fans Removed From Service and Tech Spec SR 3.8.1.1 Not Performed 
Green. The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.1 when the 1A-A Diesel Generator (DG) was 
inoperable due to both ventilation exhaust fans being out of service. Surveillance Requirement 3.8.1.1 was not performed as required within 
one hour. A senior reactor operator issued a hold order which tagged out the exhaust fans and did not recognize that this action made the DG 
inoperable.  
 
The finding is more than minor because it affected the availability attribute of the Mitigating System Cornerstone. The DG would have started 
and run but manual action would have been required to shut a breaker to provide power to one of the fans for continued operation. The finding 
was of very low safety significance (Green) because it did not result in a loss of function per Generic Letter 91-18, did not represent an actual 
loss of safety function for a single train greater than its TS allowed outage time, and was not potentially risk-significant due to possible external 
events. The cause of this finding impacts the human performance cross-cutting area. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate PMT for RHR Pump Seal 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1, which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for maintenance. The procedure and work 
order for post-maintenance testing (PMT) for a residual heat removal (RHR) pump seal replacement were not followed. The PMT was 
performed at 215 pounds per square inch gauge (psig) instead of the specified 275-300 psig but was signed as complete and acceptable.  
 
The finding is more than minor because it impacted the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences to the reactor core and the associated cornerstone 
attribute of human performance. A failure to perform the PMT as specified had a credible impact on reactor safety because the 1A RHR pump 
mechanical seal subsequently failed. The finding was of very low safety significance (Green) because it only affected one train of RHR and the 
steam generators (SGs) were available for heat removal. The cause of the finding impacts the cross-cutting area of human performance. 
Inspection Report# : 2005002(pdf)  
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Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish a Contingency Plan for an Orange Risk Condition Involving Electrical Power 
Green. The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires that the licensee assess and manage the increase in 
risk that may result from the proposed maintenance activities. The licensee did not establish a pre-approved contingency plan for an Orange 
risk condition involving electrical power as required by procedure Standard Programs and Processes (SPP)-7.2, Outage Management.  
 
The licensee's failure to establish a contingency plan for a high risk condition is more than minor because it impacted the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences to the reactor core and the associated cornerstone attribute of human performance. The finding did not increase the likelihood of 
a loss of offsite power or degrade the licensee's ability to cope with a loss of offsite power, resulting in the characterization of very low safety 
significance (Green). The cause of the finding, failure to implement outage procedural requirements, impacts the cross-cutting area of human 
performance. 
Inspection Report# : 2005002(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Containment Closure 
The inspectors identified a violation of Technical Specification 5.7.1.1 for an inadequate procedure for containment closure. The licensee's 
procedure for containment closure during loss of shutdown cooling events could have resulted in not being able to restore containment 
availability. This was due to the use of a temporary foam seal, which was not rated for containment pressure, and due to the procedures 
allowing up to four hours to install blind flanges.  
 
This finding is more than minor because it affected the configuration control attribute of the Barrier Integrity Cornerstone for the reactor 
containment. The temporary penetration seals relied upon for containment closure were not leak tight and would fail if the containment 
pressurized. This finding was of very low safety significance because the time duration with the reactor coolant system depressurized and 
vented with the vessel head on, one charging pump and two safety injection pumps was short, and all four diesel generators (DGs) were 
available, and the Unit 2 DGs can backfeed the Unit 1 shutdown boards. The finding was entered into the licensee corrective action program as 
problem evaluation report (PER) 79310. The cause of this finding (inadequate technical evaluations) impacts the human performance cross-
cutting area. 
Inspection Report# : 2005004(pdf)  

Significance: TBD Sep 15, 2005 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Implement and Maintain Shutdown Procedures which Resulted in Pressurizer PORV Actuations 
On February 22, 2005, licensee staff made inappropriate operational decisions during the transition to solid plant operations to return a 
charging control valve to service following a design change and before all post-maintenance testing (PMT) was complete. As a result of the 
erratic control provided by the valve, operators failed to adequately implement procedures for solid plant operations, as required by the Watts 
Bar Technical Specifications, which resulted in multiple actuations of the pressurizer PORVs in low temperature over pressure (LTOP) mode. 
This event challenged the reactor coolant system (RCS) integrity by pressurizer power-operated relief valve (PORV) actuations and challenged 
RCS inventory control by the loss of RCS coolant via the open PORVs.  
 
Inspection Report# : 2005013(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures which Impacted TS Requirements of the Pressurizer PORV. 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1 which requires that written procedures be implemented covering the 
activities in the applicable procedures recommended by Regulatory Guide 1.33, including procedures for maintenance. The licensee failed to 
follow procedures for work control which resulted in de-tensioning the pressurizer PORV mounting nuts when it was a designated operable 
vent path per TS.  
 
This finding had a credible impact on safety involving the challenge of RCS integrity by the performance of work on the pressurizer PORVs. 
The finding was more than minor because it impacted the Barrier Integrity Cornerstone objective to provide reasonable assurance that the RCS 
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physical design barrier protects the public from radionuclide releases caused by accidents or events and the associated cornerstone attributes of 
human performance. The licensee had the functional ability to establish an alternate core cooling path in the event of a loss of RHR based on 
the licensee's conclusion that the venting capability of the detensioned PORVs was still functionally available. This resulted in the 
characterization of Green (very low safety significance). The cause of the finding impacts the cross-cutting area of human performance. 
Inspection Report# : 2005002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Radioactive Material Movement Created an Unposted and Unbarricaded High Radiation Area 
Green. A self-revealing non-cited violation of TS 5.11.1 was identified for an un-posted high radiation area. The high radiation area was 
created when lower containment coordinators sent contaminated trash out of lower containment to upper containment without properly 
notifying the radcon radwaste technician.  
 
The finding was more than minor because it was associated with the Occupational Radiation Safety Cornerstone and affected the cornerstone 
objective of ensuring adequate protection of worker health and safety from exposure to radiation from radioactive material. The uncontrolled 
high radiation area created the potential for unplanned and unintended dose to individuals working in the proximity of the trash. The finding 
was of very low safety significance because the dose rates were not sufficient to produce a substantial potential for an exposure in excess of 
regulatory limits. This finding impacts the cross-cutting aspect of human performance. 
Inspection Report# : 2005002(pdf)  

Public Radiation Safety 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Effluent Sample Line Losses for the Auxiliary Building Ventilation Monitor (0-RE-90-101) Compensatory 
Sampling Skid 
Green. The inspectors identified a non-cited violation of TS 5.7.1.1 for failure to implement effluent monitoring quality assurance design 
guidance used to demonstrate representative sampling for the Auxiliary Building Ventilation Monitor (0-RE-90-101) compensatory sampler. 
This issue was initially identified as an Unresolved Item following an inspection in December 2004.  
 
This finding is more than minor because it is associated with the program and process attribute of the Public Radiation Safety Cornerstone and 
affects the cornerstone objective to assure adequate protection of public health and safety from exposure to radioactive materials released into 
the public domain as a result of routine civilian nuclear reactor operation. The failure to conduct appropriate evaluations to assure 
representative sample collection from the U1 plant ventilation exhaust streams using the compensatory sampling configuration could result in 
inaccurate measurement of airborne particulate radionuclides in effluent samples and inaccurate dose estimates to members of the public. This 
finding was evaluated using the Public Radiation Safety SDP and is of very low safety significance (Green) because the licensee's ability to 
assess offsite dose was not impaired and doses to the public were below 10 CFR 50, Appendix I, and 10 CFR 20.1301 limits. 
Inspection Report# : 2005002(pdf)  

Physical Protection 

Physical Protection information not publicly available. 
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Miscellaneous 

Significance: N/A Mar 04, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively entering them into their 
corrective action program. The team made several observations on the licensee's new eCAP computer system that the licensee is assessing. 
Some aspects of using it were cumbersome and it limited access to all licensee staff members and the ability to initiate anonymous concerns. 
The team also determined that the licensee was prioritizing and evaluating issues properly. The team identified several examples where 
corrective actions did not appear appropriate or were not completely carried out. The team concluded, however, that several of these were 
documentation problems. Overall, the licensee was generally providing effective corrective actions.  
 
On the basis of interviews conducted during this inspection, workers at the site felt free to put safety concerns into the corrective action 
program. The inspectors concluded that the employee Concerns Resolution program was functioning as intended.  
 
Inspection Report# : 2005006(pdf)  

Last modified : March 03, 2006 
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Watts Bar 1 
1Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take adequate corrective action to correct TDAFW jet plug leaks. 
Green. The inspectors identified a non-cited violation (NCV) for the failure to comply with 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action, in that turbine-driven auxiliary feedwater (TDAFW) turbine casing jet plug leaks identified on June 3, 2004, were not corrected which 
resulted in the TDAFW pump being declared inoperable on May 17, 2005, while performing steam leak repairs. This finding affected the 
Problem Identification and Resolution Cross-Cutting Area.  
 
This finding was considered more than minor because it is associated with the equipment performance attribute of the Mitigating Systems 
Cornerstone to ensure the availability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
failure to repair turbine jet plug steam leaks during the refueling outage resulted in unnecessary unavailability of the TDAFW pump during 
power operations. The finding was determined to be of very low safety significance because the motor-driven auxiliary feedwater (MDAFW) 
pumps were available and the TDAFW pump was out of service for less than its Technical Specification allowed outage time. 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Containment Closure 
The inspectors identified a violation of Technical Specification 5.7.1.1 for an inadequate procedure for containment closure. The licensee's 
procedure for containment closure during loss of shutdown cooling events could have resulted in not being able to restore containment 
availability. This was due to the use of a temporary foam seal, which was not rated for containment pressure, and due to the procedures 
allowing up to four hours to install blind flanges.  
 
This finding is more than minor because it affected the configuration control attribute of the Barrier Integrity Cornerstone for the reactor 
containment. The temporary penetration seals relied upon for containment closure were not leak tight and would fail if the containment 
pressurized. This finding was of very low safety significance because the time duration with the reactor coolant system depressurized and 
vented with the vessel head on, one charging pump and two safety injection pumps was short, and all four diesel generators (DGs) were 
available, and the Unit 2 DGs can backfeed the Unit 1 shutdown boards. The finding was entered into the licensee corrective action program as 
problem evaluation report (PER) 79310. The cause of this finding (inadequate technical evaluations) impacts the human performance cross-
cutting area. 
Inspection Report# : 2005004(pdf)  

Significance: TBD Sep 15, 2005 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Implement and Maintain Shutdown Procedures which Resulted in Pressurizer PORV Actuations 
On February 22, 2005, licensee staff made inappropriate operational decisions during the transition to solid plant operations to return a 
charging control valve to service following a design change and before all post-maintenance testing (PMT) was complete. As a result of the 
erratic control provided by the valve, operators failed to adequately implement procedures for solid plant operations, as required by the Watts 
Bar Technical Specifications, which resulted in multiple actuations of the pressurizer PORVs in low temperature over pressure (LTOP) mode. 
This event challenged the reactor coolant system (RCS) integrity by pressurizer power-operated relief valve (PORV) actuations and challenged 
RCS inventory control by the loss of RCS coolant via the open PORVs. 
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Inspection Report# : 2005013(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : May 25, 2006 
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Watts Bar 1 
2Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take adequate corrective action to correct TDAFW jet plug leaks. 
Green. The inspectors identified a non-cited violation (NCV) for the failure to comply with 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action, in that turbine-driven auxiliary feedwater (TDAFW) turbine casing jet plug leaks identified on June 3, 2004, were not corrected which 
resulted in the TDAFW pump being declared inoperable on May 17, 2005, while performing steam leak repairs. This finding affected the Problem 
Identification and Resolution Cross-Cutting Area.  
 
This finding was considered more than minor because it is associated with the equipment performance attribute of the Mitigating Systems 
Cornerstone to ensure the availability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
failure to repair turbine jet plug steam leaks during the refueling outage resulted in unnecessary unavailability of the TDAFW pump during power 
operations. The finding was determined to be of very low safety significance because the motor-driven auxiliary feedwater (MDAFW) pumps were 
available and the TDAFW pump was out of service for less than its Technical Specification allowed outage time. 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Containment Closure 
The inspectors identified a violation of Technical Specification 5.7.1.1 for an inadequate procedure for containment closure. The licensee's 
procedure for containment closure during loss of shutdown cooling events could have resulted in not being able to restore containment availability. 
This was due to the use of a temporary foam seal, which was not rated for containment pressure, and due to the procedures allowing up to four 
hours to install blind flanges.  
 
This finding is more than minor because it affected the configuration control attribute of the Barrier Integrity Cornerstone for the reactor 
containment. The temporary penetration seals relied upon for containment closure were not leak tight and would fail if the containment pressurized. 
This finding was of very low safety significance because the time duration with the reactor coolant system depressurized and vented with the vessel 
head on, one charging pump and two safety injection pumps was short, and all four diesel generators (DGs) were available, and the Unit 2 DGs can 
backfeed the Unit 1 shutdown boards. The finding was entered into the licensee corrective action program as problem evaluation report (PER) 
79310. The cause of this finding (inadequate technical evaluations) impacts the human performance cross-cutting area. 
Inspection Report# : 2005004(pdf)  

Significance:  Sep 15, 2005 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Implement and Maintain Shutdown Procedures which Resulted in Pressurizer PORV Actuations 
On February 22, 2005, licensee staff made inappropriate operational decisions during the transition to solid plant operations to return a charging 
control valve to service following a design change and before all post-maintenance testing (PMT) was complete. As a result of the erratic control 
provided by the valve, operators failed to adequately implement procedures for solid plant operations, as required by the Watts Bar Technical 
Specifications, which resulted in multiple actuations of the pressurizer PORVs in low temperature over pressure (LTOP) mode. This event 
challenged the reactor coolant system (RCS) integrity by pressurizer power-operated relief valve (PORV) actuations and challenged RCS inventory 
control by the loss of RCS coolant via the open PORVs.  
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The finding was characterized as WHITE in the NRC Final Significance Determination letter (IR 05000390/2006007), dated April 7, 2006. The 
violation was identified as VIO 05000390/2006007-01, White Finding - Failure to Implement Shutdown Procedures which Resulted in Pressurizer 
PORV Actuations. A supplemental inspection in accordance with Inspection Procedure 95001 will be conducted.  
 
This supplemental inspection was performed by the NRC to assess Tennessee Valley Authority’s evaluation and corrective actions associated with a 
White finding related to the failure to implement shutdown procedures which resulted in multiple actuations of pressurizer PORVs. The 
performance issue for the finding was previously characterized as having low to moderate risk significance (White) in the NRC Final Significance 
Determination letter (IR 05000390/2006007), dated April 7, 2006.  
 
A supplemental inspection was performed and documented in Inspection Report 05000390/2006010. During this supplemental inspection, which 
was performed in accordance with Inspection Procedure 95001, “Inspection for One or Two White Inputs In a Strategic Performance Area,” the 
NRC concluded that the licensee’s problem identification and root cause analysis was acceptable. The licensee determined that the root cause of the 
event was attributable to personnel lack of sensitivity to and failure to recognize the hazards associated with the approach to solid water operations. 
Further contributing to this event were the failure to correct a long standing equipment performance problem and operating under plant conditions 
that exacerbated the effects of that equipment performance problem. The completed and proposed corrective actions, including actions to prevent 
recurrence, have adequately addressed the results of the root cause evaluation. 
Inspection Report# : 2005013(pdf)  
Inspection Report# : 2006003(pdf)  
Inspection Report# : 2006007(pdf)  

Emergency Preparedness 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification Required Actions for Two Inoperable Containment High Range Radiation Monitors 
An NRC-identified non-cited violation of Technical Specification 3.3.3, “Post Accident Monitoring (PAM) Instrumentation,” was identified for 
failure to take the required actions when the containment high range radiation monitors were not restored to operable status within the allowed 
outage time. The licensee has entered this violation into their corrective action program for resolution.  
 
The finding is more than minor because it is associated with the facilities and equipment attribute of the Emergency Preparedness Cornerstone and 
affects the cornerstone objective planning standard of 10 CFR 50.47(b)(8). The finding is of very low safety significance because the performance 
deficiency was a failure to comply with a non-risk significant planning standard and no planning standard function failure occurred. The cause of 
the finding is related to the cross-cutting element of problem identification and resolution, in that, the licensee failed to adequately evaluate the 
condition for impact on equipment operability. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform air quality test for compressors used to supply emergency preparedness SCBA breathing air tanks 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(8) was identified for the failure to maintain respiratory protection equipment required 
for emergency response activities. Specifically, from October 2004 through April 2006, the licensee failed to conducted semiannual breathing air 
quality surveillances for the Service Building high pressure compressor used to fill self-contained breathing air tanks maintained to support 
emergency preparedness activities.  
 
This finding is greater than minor because it is associated with the response organization performance attribute of the Emergency Preparedness 
Cornerstone and adversely affects the cornerstone objective of ensuring the licensee is capable of implementing adequate measures to protect the 
health and safety of the public in the event of a radiological emergency. Failure to maintain respiratory protective equipment for emergency 
response personnel could result in the impairment of individuals performing their specified emergency response functions. This finding was 
evaluated using the Emergency Preparedness Significance Determination Process and was determined to be of very low safety significance because 
there were no maintenance activities for the compressor system during the subject period that could potentially affect air quality, and subsequent 
breathing air test results conducted in April 2006 met Grade D air standards. The licensee has entered this finding in its corrective action program as 
Problem Evaluation Report Number 100604 and is evaluating corrective action to be taken. 
Inspection Report# : 2006003(pdf)  

Occupational Radiation Safety 
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Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish controls in such a way as does not prevent individuals from exiting a high radiation area 
A self-revealing non-cited violation of 10 CFR 20.1601(d) was reviewed by the inspectors for failure to establish controls in a way that does not 
prevent individuals from exiting a high radiation area. This event involved workers being locked inside the containment.  
 
The finding is greater than minor because it is associated with the program and process attribute of the Occupational Radiation Safety Cornerstone 
and adversely affects the cornerstone objective of ensuring the adequate protection of the worker health and safety from exposure to radiation from 
radioactive material during routine civilian nuclear reactor operation. Failure to maintain a means of egress from a posted high radiation area could 
result in radiation exposures that are only limited by the actual dose rates and the period of time that the individuals remain in the area. This finding 
was evaluated using the Occupational Radiation Safety Significance Determination Process and was determined to be of very low safety 
significance because the individuals were able to wait in a relatively low dose waiting area and the period in which they were locked in was 
relatively short (25 minutes). The licensee has entered this finding in its corrective action program as Problem Evaluation Report Number 96865 
and has established corrective actions which should reduce the likelihood of reoccurrence. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to use procedural controls to control occupational exposure 
A self-revealing non-cited violation of 10 CFR 20.1101(b) was reviewed by the inspectors for failure to use, to the extent practical, procedural and 
engineering controls based on sound radiation protection principles to achieve occupational doses that are as low as reasonably achievable. The 
Radiation Work Permit (RWP) used for setting the reactor head was not revised to reflect a change in work scope and radiological conditions. The 
workers were allowed to exceed their electronic dosimeters dose and dose rate alarm settings which resulted actual dose received greatly exceeding 
RWP allowances.  
 
This finding is more than minor because it is associated with the program and process attribute of the Occupational Radiation Safety Cornerstone 
and adversely affects the cornerstone objective of ensuring the adequate protection of the worker health and safety from exposure to radiation from 
radioactive material during routine civilian nuclear reactor operation. The failure by radiation protection personnel to properly evaluate the change 
in work scope and conditions and to follow established procedural requirements resulted in three individuals exceeding RWP dose limits. This 
finding was evaluated using the Occupational Radiation Safety Significance Determination Process and was determined to be of very low safety 
significance because the individuals did not exceed regulatory dose limits and the licensee’s three year rolling average for occupational exposure is 
less than 135 rem. The licensee has entered this finding in its corrective action program as Problem Evaluation Report Numbers 90814, 91648, and 
92759 and has implemented corrective actions. The cause of the finding is related to the cross-cutting element of human performance, in that, 
individuals were allowed to continue working with dosimeters in alarm and outside RWP requirements for exposure control. 
Inspection Report# : 2006003(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : August 25, 2006 
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Watts Bar 1 
3Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take adequate corrective action to correct TDAFW jet plug leaks. 
Green. The inspectors identified a non-cited violation (NCV) for the failure to comply with 10 CFR 50 Appendix B, 
Criterion XVI, Corrective Action, in that turbine-driven auxiliary feedwater (TDAFW) turbine casing jet plug leaks 
identified on June 3, 2004, were not corrected which resulted in the TDAFW pump being declared inoperable on May 17, 
2005, while performing steam leak repairs. This finding affected the Problem Identification and Resolution Cross-Cutting 
Area.  
 
This finding was considered more than minor because it is associated with the equipment performance attribute of the 
Mitigating Systems Cornerstone to ensure the availability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). The failure to repair turbine jet plug steam leaks during the refueling outage resulted in 
unnecessary unavailability of the TDAFW pump during power operations. The finding was determined to be of very low 
safety significance because the motor-driven auxiliary feedwater (MDAFW) pumps were available and the TDAFW pump 
was out of service for less than its Technical Specification allowed outage time. 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification Required Actions for Two Inoperable Containment High Range 
Radiation Monitors 
An NRC-identified non-cited violation of Technical Specification 3.3.3, “Post Accident Monitoring (PAM) 
Instrumentation,” was identified for failure to take the required actions when the containment high range radiation monitors 
were not restored to operable status within the allowed outage time. The licensee has entered this violation into their 
corrective action program for resolution.  
 
The finding is more than minor because it is associated with the facilities and equipment attribute of the Emergency 
Preparedness Cornerstone and affects the cornerstone objective planning standard of 10 CFR 50.47(b)(8). The finding is of 
very low safety significance because the performance deficiency was a failure to comply with a non-risk significant 
planning standard and no planning standard function failure occurred. The cause of the finding is related to the cross-
cutting element of problem identification and resolution, in that, the licensee failed to adequately evaluate the condition for 
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impact on equipment operability. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform air quality test for compressors used to supply emergency preparedness SCBA breathing air 
tanks 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(8) was identified for the failure to maintain respiratory 
protection equipment required for emergency response activities. Specifically, from October 2004 through April 2006, the 
licensee failed to conducted semiannual breathing air quality surveillances for the Service Building high pressure 
compressor used to fill self-contained breathing air tanks maintained to support emergency preparedness activities.  
 
This finding is greater than minor because it is associated with the response organization performance attribute of the 
Emergency Preparedness Cornerstone and adversely affects the cornerstone objective of ensuring the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological emergency. 
Failure to maintain respiratory protective equipment for emergency response personnel could result in the impairment of 
individuals performing their specified emergency response functions. This finding was evaluated using the Emergency 
Preparedness Significance Determination Process and was determined to be of very low safety significance because there 
were no maintenance activities for the compressor system during the subject period that could potentially affect air quality, 
and subsequent breathing air test results conducted in April 2006 met Grade D air standards. The licensee has entered this 
finding in its corrective action program as Problem Evaluation Report Number 100604 and is evaluating corrective action 
to be taken. 
Inspection Report# : 2006003(pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish controls in such a way as does not prevent individuals from exiting a high radiation area 
A self-revealing non-cited violation of 10 CFR 20.1601(d) was reviewed by the inspectors for failure to establish controls 
in a way that does not prevent individuals from exiting a high radiation area. This event involved workers being locked 
inside the containment.  
 
The finding is greater than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety Cornerstone and adversely affects the cornerstone objective of ensuring the adequate protection of the 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. Failure to maintain a means of egress from a posted high radiation area could result in radiation exposures that 
are only limited by the actual dose rates and the period of time that the individuals remain in the area. This finding was 
evaluated using the Occupational Radiation Safety Significance Determination Process and was determined to be of very 
low safety significance because the individuals were able to wait in a relatively low dose waiting area and the period in 
which they were locked in was relatively short (25 minutes). The licensee has entered this finding in its corrective action 
program as Problem Evaluation Report Number 96865 and has established corrective actions which should reduce the 
likelihood of reoccurrence. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to use procedural controls to control occupational exposure
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A self-revealing non-cited violation of 10 CFR 20.1101(b) was reviewed by the inspectors for failure to use, to the extent 
practical, procedural and engineering controls based on sound radiation protection principles to achieve occupational doses 
that are as low as reasonably achievable. The Radiation Work Permit (RWP) used for setting the reactor head was not 
revised to reflect a change in work scope and radiological conditions. The workers were allowed to exceed their electronic 
dosimeters dose and dose rate alarm settings which resulted actual dose received greatly exceeding RWP allowances.  
 
This finding is more than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety Cornerstone and adversely affects the cornerstone objective of ensuring the adequate protection of the 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The failure by radiation protection personnel to properly evaluate the change in work scope and conditions and 
to follow established procedural requirements resulted in three individuals exceeding RWP dose limits. This finding was 
evaluated using the Occupational Radiation Safety Significance Determination Process and was determined to be of very 
low safety significance because the individuals did not exceed regulatory dose limits and the licensee’s three year rolling 
average for occupational exposure is less than 135 rem. The licensee has entered this finding in its corrective action 
program as Problem Evaluation Report Numbers 90814, 91648, and 92759 and has implemented corrective actions. The 
cause of the finding is related to the cross-cutting element of human performance, in that, individuals were allowed to 
continue working with dosimeters in alarm and outside RWP requirements for exposure control. 
Inspection Report# : 2006003(pdf)  

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : December 21, 2006 
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Watts Bar 1 
4Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Header Inoperable Due to Failure to Follow Procedure 
The inspectors identified a non-cirted violation of the Fire Protection Report Operating Requirement which requires that 
fire watches be established when portions of the fire protection system are disabled. As a result of improper procedure 
implementation, the diesel generator building corridor automatic sprinkler system was isolated for approximately five days 
without the required fire watches being established. The licensee promptly restored the system to operable status and 
entered the problem into their corrective action program.  
 
The finding is more than minor because it is associated with the protection against external factors attribute of the 
Mitigating Systems Cornerstone and adversely affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events, such as fires. This finding is of very low safety significance because 
of the low number of potential fire ignition sources in the affected areas and also because of the duration that the sprinkler 
system was isolated. This finding has a cross-cutting aspect in the area of human performance because test personnel did 
not follow established test procedures. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Preventive Maintenance 
The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1 for failing to follow procedures while 
performing maintenance on an essential raw cooling water valve which supports the A-train electric boardroom (EBR) 
chiller. This deficiency rendered the A-train EBR chiller inoperable. The licensee entered the deficiency into their 
corrective action program for resolution.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating Systems 
Cornerstone in that it affected the availability of the A train EBR chiller. This finding was determined to be of very low 
safety significance because there was no design or qualification deficiency, no loss of system safety function, no actual loss 
of safety function, and the finding was not potentially risk significant due to external events. This finding is associated with 
the cross-cutting area of human performance because maintenance personnel did not follow an established maintenance 
procedure. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Crediting of Operator Restoration Actions Causes Inadequate Risk Assessment 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(4) for failure to perform an adequate risk assessment for 
maintenance and testing activities affecting the emergency gas treatment system (EGTS) and auxiliary building gas 
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treatment system (ABGTS). The licensee inappropriately credited EGTS as being available when restoration actions for 
EGTS were not contained in a written procedure or work order. This resulted in the licensee being in a Yellow risk 
condition requiring risk management actions. The licensee entered the deficiency into their corrective action program for 
resolution.  
 
This finding is more than minor per MC 0609 Appendix E, example 7.e, because the licensee failed to perform an adequate 
risk assessment prior to conducting online maintenance. When correctly assessed, the risk would have put the plant into a 
higher risk category and require risk management actions. The licensee’s risk assessment inappropriately credited EGTS 
restoration actions which were not proceduralized. The finding is of very low safety significance because the incremental 
large early release probability deficit was less than 1 E-7. The cause of this finding affected the cross-cutting aspect of 
human performance because the licensee did not appropriately plan work activities using risk insights by depending on 
restoration actions that were not proceduralized to reduce risk. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have an AFW Autostart Signal on Loss of All MFW Pumps During Plant Startup 
The inspectors identified a non-cited violation of Technical Specifications (TS) 3.0.4 for entering Modes 1 and 2 with the 
automatic auxiliary feedwater start signal for a loss of normal feedwater (TS 3.3.2.6.e) inoperable. The licensee 
inappropriately concluded this function was operable when a turbine-driven main feedwater pump trip bus was energized 
even though the pump was not running and supplying feedwater to the steam generators.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone and affected the 
cornerstone objective of ensuring that the operability, availability, reliability, or function of systems that respond to 
initiating events to prevent undesirable consequences is maintained. The licensee entered Modes 1 and 2 and operated up to 
18% power without an auxiliary feedwater start signal for a loss of main feedwater when the stand-by main feedwater 
pump was the sole source of feedwater. Using MC 0609, Appendix A, the finding was determined to be of very low safety 
significance because the finding did not represent a loss of system safety function, did not represent actual loss of safety 
function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk significant due to 
a seismic, flooding, or severe weather initiating event. 
Inspection Report# : 2006004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification Required Actions for Two Inoperable Containment High Range 
Radiation Monitors 
An NRC-identified non-cited violation of Technical Specification 3.3.3, “Post Accident Monitoring (PAM) 
Instrumentation,” was identified for failure to take the required actions when the containment high range radiation monitors 
were not restored to operable status within the allowed outage time. The licensee has entered this violation into their 
corrective action program for resolution.  
 
The finding is more than minor because it is associated with the facilities and equipment attribute of the Emergency 
Preparedness Cornerstone and affects the cornerstone objective planning standard of 10 CFR 50.47(b)(8). The finding is of 
very low safety significance because the performance deficiency was a failure to comply with a non-risk significant 
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planning standard and no planning standard function failure occurred. The cause of the finding is related to the cross-
cutting element of problem identification and resolution, in that, the licensee failed to adequately evaluate the condition for 
impact on equipment operability. 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform air quality test for compressors used to supply emergency preparedness SCBA breathing air 
tanks 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(8) was identified for the failure to maintain respiratory 
protection equipment required for emergency response activities. Specifically, from October 2004 through April 2006, the 
licensee failed to conducted semiannual breathing air quality surveillances for the Service Building high pressure 
compressor used to fill self-contained breathing air tanks maintained to support emergency preparedness activities.  
 
This finding is greater than minor because it is associated with the response organization performance attribute of the 
Emergency Preparedness Cornerstone and adversely affects the cornerstone objective of ensuring the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological emergency. 
Failure to maintain respiratory protective equipment for emergency response personnel could result in the impairment of 
individuals performing their specified emergency response functions. This finding was evaluated using the Emergency 
Preparedness Significance Determination Process and was determined to be of very low safety significance because there 
were no maintenance activities for the compressor system during the subject period that could potentially affect air quality, 
and subsequent breathing air test results conducted in April 2006 met Grade D air standards. The licensee has entered this 
finding in its corrective action program as Problem Evaluation Report Number 100604 and is evaluating corrective action 
to be taken. 
Inspection Report# : 2006003 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish controls in such a way as does not prevent individuals from exiting a high radiation area 
A self-revealing non-cited violation of 10 CFR 20.1601(d) was reviewed by the inspectors for failure to establish controls 
in a way that does not prevent individuals from exiting a high radiation area. This event involved workers being locked 
inside the containment.  
 
The finding is greater than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety Cornerstone and adversely affects the cornerstone objective of ensuring the adequate protection of the 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. Failure to maintain a means of egress from a posted high radiation area could result in radiation exposures that 
are only limited by the actual dose rates and the period of time that the individuals remain in the area. This finding was 
evaluated using the Occupational Radiation Safety Significance Determination Process and was determined to be of very 
low safety significance because the individuals were able to wait in a relatively low dose waiting area and the period in 
which they were locked in was relatively short (25 minutes). The licensee has entered this finding in its corrective action 
program as Problem Evaluation Report Number 96865 and has established corrective actions which should reduce the 
likelihood of reoccurrence. 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
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Item Type: NCV NonCited Violation 
Failure to use procedural controls to control occupational exposure 
A self-revealing non-cited violation of 10 CFR 20.1101(b) was reviewed by the inspectors for failure to use, to the extent 
practical, procedural and engineering controls based on sound radiation protection principles to achieve occupational doses 
that are as low as reasonably achievable. The Radiation Work Permit (RWP) used for setting the reactor head was not 
revised to reflect a change in work scope and radiological conditions. The workers were allowed to exceed their electronic 
dosimeters dose and dose rate alarm settings which resulted actual dose received greatly exceeding RWP allowances.  
 
This finding is more than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety Cornerstone and adversely affects the cornerstone objective of ensuring the adequate protection of the 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The failure by radiation protection personnel to properly evaluate the change in work scope and conditions and 
to follow established procedural requirements resulted in three individuals exceeding RWP dose limits. This finding was 
evaluated using the Occupational Radiation Safety Significance Determination Process and was determined to be of very 
low safety significance because the individuals did not exceed regulatory dose limits and the licensee’s three year rolling 
average for occupational exposure is less than 135 rem. The licensee has entered this finding in its corrective action 
program as Problem Evaluation Report Numbers 90814, 91648, and 92759 and has implemented corrective actions. The 
cause of the finding is related to the cross-cutting element of human performance, in that, individuals were allowed to 
continue working with dosimeters in alarm and outside RWP requirements for exposure control. 
Inspection Report# : 2006003 (pdf)  

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : March 01, 2007 
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Watts Bar 1 
1Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct an Identified Equipment Malfunction 
A finding of very low safety significance and an associated non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, 
Corrective Action, was identified by the inspectors. The licensee failed to investigate and correct, in a timely manner, an 
interlock failure associated with the containment sump to B-train containment spray pump suction flow control valve’s 
control circuit. As a result, the B-train containment spray pump was inoperable in excess of the time limits prescribed by 
the associated Technical Specification Limiting Condition for Operation. The licensee entered the issue into their corrective 
action program and repaired the control circuit interlock.  
 
The finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective of ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be of very 
low safety significance because the containment spray system’s mitigating system function was available from the A-train 
and the finding was not a contributor to large early release frequency. The cause of the finding is related to the thorough 
evaluation of identified problems aspect of the problem identification and resolution cross-cutting area, in that, the licensee 
failed to properly classify, prioritize, and evaluate the condition for impact on equipment operability. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 16, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of Technical Specification 5.7.1 for TVA’s failure to develop a procedure that will provide tornado 
depressurization protection of the DGB 
The team identified a [Green non-cited] violation of Technical Specification 5.7.1 associated with failure to develop a 
procedure that will provide tornado depressurization protection of the emergency diesel generator building. The finding 
involves a tornado in which the Emergency Diesel Generator ventilation system would not be properly aligned to prevent 
inoperability of the Diesel Generators. Abnormal Operating Instruction - 8 does not provide guidance on how to provide 
pressure equalization for mitigating atmospheric depressurization associated with tornadic conditions during weather when 
temperatures are below 68 degrees Fahrenheit.  
 
[This finding was more than minor because it is associated with the Mitigating Systems Cornerstone attribute of Procedure 
Quality. It impacted the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond 
to initiating events. A Significant Determination Process Phase 3 analysis determined that the finding was of very low 
safety significance primarily due to the low likelihood of an onsite tornado.] 
Inspection Report# : 2007006 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Header Inoperable Due to Failure to Follow Procedure



The inspectors identified a non-cirted violation of the Fire Protection Report Operating Requirement which requires that 
fire watches be established when portions of the fire protection system are disabled. As a result of improper procedure 
implementation, the diesel generator building corridor automatic sprinkler system was isolated for approximately five days 
without the required fire watches being established. The licensee promptly restored the system to operable status and 
entered the problem into their corrective action program.  
 
The finding is more than minor because it is associated with the protection against external factors attribute of the 
Mitigating Systems Cornerstone and adversely affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events, such as fires. This finding is of very low safety significance because 
of the low number of potential fire ignition sources in the affected areas and also because of the duration that the sprinkler 
system was isolated. This finding has a cross-cutting aspect in the area of human performance because test personnel did 
not follow established test procedures. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Preventive Maintenance 
The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1 for failing to follow procedures while 
performing maintenance on an essential raw cooling water valve which supports the A-train electric boardroom (EBR) 
chiller. This deficiency rendered the A-train EBR chiller inoperable. The licensee entered the deficiency into their 
corrective action program for resolution.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating Systems 
Cornerstone in that it affected the availability of the A train EBR chiller. This finding was determined to be of very low 
safety significance because there was no design or qualification deficiency, no loss of system safety function, no actual loss 
of safety function, and the finding was not potentially risk significant due to external events. This finding is associated with 
the cross-cutting area of human performance because maintenance personnel did not follow an established maintenance 
procedure. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Crediting of Operator Restoration Actions Causes Inadequate Risk Assessment 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(4) for failure to perform an adequate risk assessment for 
maintenance and testing activities affecting the emergency gas treatment system (EGTS) and auxiliary building gas 
treatment system (ABGTS). The licensee inappropriately credited EGTS as being available when restoration actions for 
EGTS were not contained in a written procedure or work order. This resulted in the licensee being in a Yellow risk 
condition requiring risk management actions. The licensee entered the deficiency into their corrective action program for 
resolution.  
 
This finding is more than minor per MC 0609 Appendix E, example 7.e, because the licensee failed to perform an adequate 
risk assessment prior to conducting online maintenance. When correctly assessed, the risk would have put the plant into a 
higher risk category and require risk management actions. The licensee’s risk assessment inappropriately credited EGTS 
restoration actions which were not proceduralized. The finding is of very low safety significance because the incremental 
large early release probability deficit was less than 1 E-7. The cause of this finding affected the cross-cutting aspect of 
human performance because the licensee did not appropriately plan work activities using risk insights by depending on 
restoration actions that were not proceduralized to reduce risk. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have an AFW Autostart Signal on Loss of All MFW Pumps During Plant Startup 



The inspectors identified a non-cited violation of Technical Specifications (TS) 3.0.4 for entering Modes 1 and 2 with the 
automatic auxiliary feedwater start signal for a loss of normal feedwater (TS 3.3.2.6.e) inoperable. The licensee 
inappropriately concluded this function was operable when a turbine-driven main feedwater pump trip bus was energized 
even though the pump was not running and supplying feedwater to the steam generators.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone and affected the 
cornerstone objective of ensuring that the operability, availability, reliability, or function of systems that respond to 
initiating events to prevent undesirable consequences is maintained. The licensee entered Modes 1 and 2 and operated up to 
18% power without an auxiliary feedwater start signal for a loss of main feedwater when the stand-by main feedwater 
pump was the sole source of feedwater. Using MC 0609, Appendix A, the finding was determined to be of very low safety 
significance because the finding did not represent a loss of system safety function, did not represent actual loss of safety 
function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk significant due 
to a seismic, flooding, or severe weather initiating event. 
Inspection Report# : 2006004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification Required Actions for Two Inoperable Containment High Range 
Radiation Monitors 
An NRC-identified non-cited violation of Technical Specification 3.3.3, “Post Accident Monitoring (PAM) 
Instrumentation,” was identified for failure to take the required actions when the containment high range radiation monitors 
were not restored to operable status within the allowed outage time. The licensee has entered this violation into their 
corrective action program for resolution.  
 
The finding is more than minor because it is associated with the facilities and equipment attribute of the Emergency 
Preparedness Cornerstone and affects the cornerstone objective planning standard of 10 CFR 50.47(b)(8). The finding is of 
very low safety significance because the performance deficiency was a failure to comply with a non-risk significant 
planning standard and no planning standard function failure occurred. The cause of the finding is related to the cross-
cutting element of problem identification and resolution, in that, the licensee failed to adequately evaluate the condition for 
impact on equipment operability. 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform air quality test for compressors used to supply emergency preparedness SCBA breathing air 
tanks 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(8) was identified for the failure to maintain respiratory 
protection equipment required for emergency response activities. Specifically, from October 2004 through April 2006, the 
licensee failed to conducted semiannual breathing air quality surveillances for the Service Building high pressure 
compressor used to fill self-contained breathing air tanks maintained to support emergency preparedness activities.  
 
This finding is greater than minor because it is associated with the response organization performance attribute of the 
Emergency Preparedness Cornerstone and adversely affects the cornerstone objective of ensuring the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological emergency. 
Failure to maintain respiratory protective equipment for emergency response personnel could result in the impairment of 



individuals performing their specified emergency response functions. This finding was evaluated using the Emergency 
Preparedness Significance Determination Process and was determined to be of very low safety significance because there 
were no maintenance activities for the compressor system during the subject period that could potentially affect air quality, 
and subsequent breathing air test results conducted in April 2006 met Grade D air standards. The licensee has entered this 
finding in its corrective action program as Problem Evaluation Report Number 100604 and is evaluating corrective action 
to be taken. 
Inspection Report# : 2006003 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish controls in such a way as does not prevent individuals from exiting a high radiation area 
A self-revealing non-cited violation of 10 CFR 20.1601(d) was reviewed by the inspectors for failure to establish controls 
in a way that does not prevent individuals from exiting a high radiation area. This event involved workers being locked 
inside the containment.  
 
The finding is greater than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety Cornerstone and adversely affects the cornerstone objective of ensuring the adequate protection of the 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. Failure to maintain a means of egress from a posted high radiation area could result in radiation exposures that 
are only limited by the actual dose rates and the period of time that the individuals remain in the area. This finding was 
evaluated using the Occupational Radiation Safety Significance Determination Process and was determined to be of very 
low safety significance because the individuals were able to wait in a relatively low dose waiting area and the period in 
which they were locked in was relatively short (25 minutes). The licensee has entered this finding in its corrective action 
program as Problem Evaluation Report Number 96865 and has established corrective actions which should reduce the 
likelihood of reoccurrence. 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to use procedural controls to control occupational exposure 
A self-revealing non-cited violation of 10 CFR 20.1101(b) was reviewed by the inspectors for failure to use, to the extent 
practical, procedural and engineering controls based on sound radiation protection principles to achieve occupational doses 
that are as low as reasonably achievable. The Radiation Work Permit (RWP) used for setting the reactor head was not 
revised to reflect a change in work scope and radiological conditions. The workers were allowed to exceed their electronic 
dosimeters dose and dose rate alarm settings which resulted actual dose received greatly exceeding RWP allowances.  
 
This finding is more than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety Cornerstone and adversely affects the cornerstone objective of ensuring the adequate protection of the 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The failure by radiation protection personnel to properly evaluate the change in work scope and conditions and 
to follow established procedural requirements resulted in three individuals exceeding RWP dose limits. This finding was 
evaluated using the Occupational Radiation Safety Significance Determination Process and was determined to be of very 
low safety significance because the individuals did not exceed regulatory dose limits and the licensee’s three year rolling 
average for occupational exposure is less than 135 rem. The licensee has entered this finding in its corrective action 
program as Problem Evaluation Report Numbers 90814, 91648, and 92759 and has implemented corrective actions. The 
cause of the finding is related to the cross-cutting element of human performance, in that, individuals were allowed to 
continue working with dosimeters in alarm and outside RWP requirements for exposure control. 
Inspection Report# : 2006003 (pdf)  



Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
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2Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Risk Assessment for Work In Progress (Section 1R13)  
Green. The inspectors identified a finding associated with 10 CFR 50.65 (a)(4), Requirements for Monitoring the 
Effectiveness of Maintenance at Nuclear Power Plants, for the licensee's failure to perform an adequate risk 
assessment which resulted in an underestimation of the risk associated with performing a planned maintenance 
activity on the 1B residual heat removal pump. The licensee entered the issue into their corrective action program for 
resolution as Problem Evaluation Report (PER) 124269.  
 
The finding is more than minor because, when assessed correctly, the planned maintenance would put the plant into a 
higher licensee-established risk category. The inspectors determined that the finding was of very low safety 
significance because of the duration of the inadequate risk assessment. The inspectors concluded the cause of the 
finding had no definitive cross-cutting aspect that was reflective of current licensee performance. (Section 1R13) 
Inspection Report# : 2007003 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct an Identified Equipment Malfunction 
A finding of very low safety significance and an associated non-cited violation of 10 CFR 50, Appendix B, Criterion 
XVI, Corrective Action, was identified by the inspectors. The licensee failed to investigate and correct, in a timely 
manner, an interlock failure associated with the containment sump to B-train containment spray pump suction flow 
control valve’s control circuit. As a result, the B-train containment spray pump was inoperable in excess of the time 
limits prescribed by the associated Technical Specification Limiting Condition for Operation. The licensee entered the 
issue into their corrective action program and repaired the control circuit interlock.  
 
The finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance because the containment spray system’s mitigating system function 
was available from the A-train and the finding was not a contributor to large early release frequency. The cause of the 
finding is related to the thorough evaluation of identified problems aspect of the problem identification and resolution 
cross-cutting area, in that, the licensee failed to properly classify, prioritize, and evaluate the condition for impact on 
equipment operability. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 16, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of Technical Specification 5.7.1 for TVA’s failure to develop a procedure that will provide tornado 
depressurization protection of the DGB 



The team identified a [Green non-cited] violation of Technical Specification 5.7.1 associated with failure to develop a 
procedure that will provide tornado depressurization protection of the emergency diesel generator building. The 
finding involves a tornado in which the Emergency Diesel Generator ventilation system would not be properly aligned 
to prevent inoperability of the Diesel Generators. Abnormal Operating Instruction - 8 does not provide guidance on 
how to provide pressure equalization for mitigating atmospheric depressurization associated with tornadic conditions 
during weather when temperatures are below 68 degrees Fahrenheit.  
 
[This finding was more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
Procedure Quality. It impacted the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events. A Significant Determination Process Phase 3 analysis determined that the 
finding was of very low safety significance primarily due to the low likelihood of an onsite tornado.] 
Inspection Report# : 2007006 (pdf)  

Significance:  Oct 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Header Inoperable Due to Failure to Follow Procedure 
The inspectors identified a non-cirted violation of the Fire Protection Report Operating Requirement which requires 
that fire watches be established when portions of the fire protection system are disabled. As a result of improper 
procedure implementation, the diesel generator building corridor automatic sprinkler system was isolated for 
approximately five days without the required fire watches being established. The licensee promptly restored the 
system to operable status and entered the problem into their corrective action program.  
 
The finding is more than minor because it is associated with the protection against external factors attribute of the 
Mitigating Systems Cornerstone and adversely affects the cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events, such as fires. This finding is of very low safety significance 
because of the low number of potential fire ignition sources in the affected areas and also because of the duration that 
the sprinkler system was isolated. This finding has a cross-cutting aspect in the area of human performance because 
test personnel did not follow established test procedures. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Preventive Maintenance 
The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1 for failing to follow procedures 
while performing maintenance on an essential raw cooling water valve which supports the A-train electric boardroom 
(EBR) chiller. This deficiency rendered the A-train EBR chiller inoperable. The licensee entered the deficiency into 
their corrective action program for resolution.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone in that it affected the availability of the A train EBR chiller. This finding was determined to be 
of very low safety significance because there was no design or qualification deficiency, no loss of system safety 
function, no actual loss of safety function, and the finding was not potentially risk significant due to external events. 
This finding is associated with the cross-cutting area of human performance because maintenance personnel did not 
follow an established maintenance procedure. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Crediting of Operator Restoration Actions Causes Inadequate Risk Assessment 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(4) for failure to perform an adequate risk 
assessment for maintenance and testing activities affecting the emergency gas treatment system (EGTS) and auxiliary 
building gas treatment system (ABGTS). The licensee inappropriately credited EGTS as being available when 



restoration actions for EGTS were not contained in a written procedure or work order. This resulted in the licensee 
being in a Yellow risk condition requiring risk management actions. The licensee entered the deficiency into their 
corrective action program for resolution.  
 
This finding is more than minor per MC 0609 Appendix E, example 7.e, because the licensee failed to perform an 
adequate risk assessment prior to conducting online maintenance. When correctly assessed, the risk would have put 
the plant into a higher risk category and require risk management actions. The licensee’s risk assessment 
inappropriately credited EGTS restoration actions which were not proceduralized. The finding is of very low safety 
significance because the incremental large early release probability deficit was less than 1 E-7. The cause of this 
finding affected the cross-cutting aspect of human performance because the licensee did not appropriately plan work 
activities using risk insights by depending on restoration actions that were not proceduralized to reduce risk. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have an AFW Autostart Signal on Loss of All MFW Pumps During Plant Startup 
The inspectors identified a non-cited violation of Technical Specifications (TS) 3.0.4 for entering Modes 1 and 2 with 
the automatic auxiliary feedwater start signal for a loss of normal feedwater (TS 3.3.2.6.e) inoperable. The licensee 
inappropriately concluded this function was operable when a turbine-driven main feedwater pump trip bus was 
energized even though the pump was not running and supplying feedwater to the steam generators.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone and affected the 
cornerstone objective of ensuring that the operability, availability, reliability, or function of systems that respond to 
initiating events to prevent undesirable consequences is maintained. The licensee entered Modes 1 and 2 and operated 
up to 18% power without an auxiliary feedwater start signal for a loss of main feedwater when the stand-by main 
feedwater pump was the sole source of feedwater. Using MC 0609, Appendix A, the finding was determined to be of 
very low safety significance because the finding did not represent a loss of system safety function, did not represent 
actual loss of safety function of a single train for greater than its TS allowed outage time, and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
Inspection Report# : 2006004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 



provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Last modified : August 24, 2007 



Watts Bar 1 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct an Identified Procedural Deficiency Prior to Subsequent Maintenance 
Green. The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 
CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified. The licensee failed to correct, in a timely 
manner, a procedural deficiency associated with the setup of HFA relays. As a result, the B-train safety injection 
pump (SIP) was inoperable in excess of the time limits prescribed by the associated technical specification limiting 
condition for operation. The licensee has entered the issue into their corrective action program and revised the 
associated maintenance procedure.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance because of the duration that the B Train SIP was unavailable and the 
availability of the A Train SIP. The finding directly involved the cross-cutting area of Problem Identification and 
Resolution under the appropriate and timely corrective actions aspect of the Corrective Action Program component; in 
that, prior to subsequent maintenance on safety-related equipment, the licensee failed to revise a maintenance 
instruction that had been previously determined to be inadequate (P.1(d)). (Section 1R12) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct the Failure of Safety Injection Relief Valves to Reseat after Actuation 
Green. The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 
CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified. The licensee failed to identify incorrect as-
found nozzle ring settings on safety injection relief valves. The as-found settings were significantly incorrect as to 
effect the proper reseat pressure for the relief valves. The licensee has identified a long-standing condition of safety 
injection relief valves failing to reseat while the Safety Injection Pumps (SIPs) are running. Failure of the relief valves 
to reseat has required the licensee to reduce the assumed margin in the peak cladding temperature by 120° Fahrenheit. 
The licensee has entered the failure to identify nozzle ring configuration control into the corrective action program for 
resolution.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events and, if left uncorrected, could have a more significant impact on 
core peak cladding temperature. The inspectors evaluated this finding using IMC 0609, Appendix A, and determined 
it to be of very low safety significance (Green). The finding directly involved the cross-cutting area of Problem 
Identification and Resolution under the implementation and institutionalizing of Operating Experience aspect of the 
Operating Experience component; in that, the licensee failed to properly implement and institutionalize operating 
experience through changes to station procedures (P.2(b)).(Section 4OA2.3)  
 



Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Risk Assessment for Work In Progress (Section 1R13)  
Green. The inspectors identified a finding associated with 10 CFR 50.65 (a)(4), Requirements for Monitoring the 
Effectiveness of Maintenance at Nuclear Power Plants, for the licensee's failure to perform an adequate risk 
assessment which resulted in an underestimation of the risk associated with performing a planned maintenance 
activity on the 1B residual heat removal pump. The licensee entered the issue into their corrective action program for 
resolution as Problem Evaluation Report (PER) 124269.  
 
The finding is more than minor because, when assessed correctly, the planned maintenance would put the plant into a 
higher licensee-established risk category. The inspectors determined that the finding was of very low safety 
significance because of the duration of the inadequate risk assessment. The inspectors concluded the cause of the 
finding had no definitive cross-cutting aspect that was reflective of current licensee performance. (Section 1R13) 
Inspection Report# : 2007003 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct an Identified Equipment Malfunction 
A finding of very low safety significance and an associated non-cited violation of 10 CFR 50, Appendix B, Criterion 
XVI, Corrective Action, was identified by the inspectors. The licensee failed to investigate and correct, in a timely 
manner, an interlock failure associated with the containment sump to B-train containment spray pump suction flow 
control valve’s control circuit. As a result, the B-train containment spray pump was inoperable in excess of the time 
limits prescribed by the associated Technical Specification Limiting Condition for Operation. The licensee entered the 
issue into their corrective action program and repaired the control circuit interlock.  
 
The finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance because the containment spray system’s mitigating system function 
was available from the A-train and the finding was not a contributor to large early release frequency. The cause of the 
finding is related to the thorough evaluation of identified problems aspect of the problem identification and resolution 
cross-cutting area, in that, the licensee failed to properly classify, prioritize, and evaluate the condition for impact on 
equipment operability. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 16, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of Technical Specification 5.7.1 for TVA’s failure to develop a procedure that will provide tornado 
depressurization protection of the DGB 
The team identified a [Green non-cited] violation of Technical Specification 5.7.1 associated with failure to develop a 
procedure that will provide tornado depressurization protection of the emergency diesel generator building. The 
finding involves a tornado in which the Emergency Diesel Generator ventilation system would not be properly aligned 
to prevent inoperability of the Diesel Generators. Abnormal Operating Instruction - 8 does not provide guidance on 
how to provide pressure equalization for mitigating atmospheric depressurization associated with tornadic conditions 
during weather when temperatures are below 68 degrees Fahrenheit.  
 
[This finding was more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
Procedure Quality. It impacted the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events. A Significant Determination Process Phase 3 analysis determined that the 
finding was of very low safety significance primarily due to the low likelihood of an onsite tornado.]



Inspection Report# : 2007006 (pdf)  

Significance:  Oct 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Header Inoperable Due to Failure to Follow Procedure 
The inspectors identified a non-cirted violation of the Fire Protection Report Operating Requirement which requires 
that fire watches be established when portions of the fire protection system are disabled. As a result of improper 
procedure implementation, the diesel generator building corridor automatic sprinkler system was isolated for 
approximately five days without the required fire watches being established. The licensee promptly restored the 
system to operable status and entered the problem into their corrective action program.  
 
The finding is more than minor because it is associated with the protection against external factors attribute of the 
Mitigating Systems Cornerstone and adversely affects the cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events, such as fires. This finding is of very low safety significance 
because of the low number of potential fire ignition sources in the affected areas and also because of the duration that 
the sprinkler system was isolated. This finding has a cross-cutting aspect in the area of human performance because 
test personnel did not follow established test procedures. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Preventive Maintenance 
The inspectors identified a non-cited violation of Technical Specification (TS) 5.7.1 for failing to follow procedures 
while performing maintenance on an essential raw cooling water valve which supports the A-train electric boardroom 
(EBR) chiller. This deficiency rendered the A-train EBR chiller inoperable. The licensee entered the deficiency into 
their corrective action program for resolution.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone in that it affected the availability of the A train EBR chiller. This finding was determined to be 
of very low safety significance because there was no design or qualification deficiency, no loss of system safety 
function, no actual loss of safety function, and the finding was not potentially risk significant due to external events. 
This finding is associated with the cross-cutting area of human performance because maintenance personnel did not 
follow an established maintenance procedure. 
Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Crediting of Operator Restoration Actions Causes Inadequate Risk Assessment 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(4) for failure to perform an adequate risk 
assessment for maintenance and testing activities affecting the emergency gas treatment system (EGTS) and auxiliary 
building gas treatment system (ABGTS). The licensee inappropriately credited EGTS as being available when 
restoration actions for EGTS were not contained in a written procedure or work order. This resulted in the licensee 
being in a Yellow risk condition requiring risk management actions. The licensee entered the deficiency into their 
corrective action program for resolution.  
 
This finding is more than minor per MC 0609 Appendix E, example 7.e, because the licensee failed to perform an 
adequate risk assessment prior to conducting online maintenance. When correctly assessed, the risk would have put 
the plant into a higher risk category and require risk management actions. The licensee’s risk assessment 
inappropriately credited EGTS restoration actions which were not proceduralized. The finding is of very low safety 
significance because the incremental large early release probability deficit was less than 1 E-7. The cause of this 
finding affected the cross-cutting aspect of human performance because the licensee did not appropriately plan work 
activities using risk insights by depending on restoration actions that were not proceduralized to reduce risk.



Inspection Report# : 2006004 (pdf)  

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have an AFW Autostart Signal on Loss of All MFW Pumps During Plant Startup 
The inspectors identified a non-cited violation of Technical Specifications (TS) 3.0.4 for entering Modes 1 and 2 with 
the automatic auxiliary feedwater start signal for a loss of normal feedwater (TS 3.3.2.6.e) inoperable. The licensee 
inappropriately concluded this function was operable when a turbine-driven main feedwater pump trip bus was 
energized even though the pump was not running and supplying feedwater to the steam generators.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone and affected the 
cornerstone objective of ensuring that the operability, availability, reliability, or function of systems that respond to 
initiating events to prevent undesirable consequences is maintained. The licensee entered Modes 1 and 2 and operated 
up to 18% power without an auxiliary feedwater start signal for a loss of main feedwater when the stand-by main 
feedwater pump was the sole source of feedwater. Using MC 0609, Appendix A, the finding was determined to be of 
very low safety significance because the finding did not represent a loss of system safety function, did not represent 
actual loss of safety function of a single train for greater than its TS allowed outage time, and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
Inspection Report# : 2006004 (pdf)  

Barrier Integrity 

Emergency Preparedness 
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Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Last modified : December 07, 2007 



Watts Bar 1 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct an Identified Procedural Deficiency Prior to Subsequent Maintenance 
Green. The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 
CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified. The licensee failed to correct, in a timely 
manner, a procedural deficiency associated with the setup of HFA relays. As a result, the B-train safety injection 
pump (SIP) was inoperable in excess of the time limits prescribed by the associated technical specification limiting 
condition for operation. The licensee has entered the issue into their corrective action program and revised the 
associated maintenance procedure.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance because of the duration that the B Train SIP was unavailable and the 
availability of the A Train SIP. The finding directly involved the cross-cutting area of Problem Identification and 
Resolution under the appropriate and timely corrective actions aspect of the Corrective Action Program component; in 
that, prior to subsequent maintenance on safety-related equipment, the licensee failed to revise a maintenance 
instruction that had been previously determined to be inadequate (P.1(d)). (Section 1R12) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct the Failure of Safety Injection Relief Valves to Reseat after Actuation 
Green. The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 
CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified. The licensee failed to identify incorrect as-
found nozzle ring settings on safety injection relief valves. The as-found settings were significantly incorrect as to 
effect the proper reseat pressure for the relief valves. The licensee has identified a long-standing condition of safety 
injection relief valves failing to reseat while the Safety Injection Pumps (SIPs) are running. Failure of the relief valves 
to reseat has required the licensee to reduce the assumed margin in the peak cladding temperature by 120° Fahrenheit. 
The licensee has entered the failure to identify nozzle ring configuration control into the corrective action program for 
resolution.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events and, if left uncorrected, could have a more significant impact on 
core peak cladding temperature. The inspectors evaluated this finding using IMC 0609, Appendix A, and determined 
it to be of very low safety significance (Green). The finding directly involved the cross-cutting area of Problem 
Identification and Resolution under the implementation and institutionalizing of Operating Experience aspect of the 
Operating Experience component; in that, the licensee failed to properly implement and institutionalize operating 
experience through changes to station procedures (P.2(b)).(Section 4OA2.3)  
 



Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Risk Assessment for Work In Progress (Section 1R13)  
Green. The inspectors identified a finding associated with 10 CFR 50.65 (a)(4), Requirements for Monitoring the 
Effectiveness of Maintenance at Nuclear Power Plants, for the licensee's failure to perform an adequate risk 
assessment which resulted in an underestimation of the risk associated with performing a planned maintenance 
activity on the 1B residual heat removal pump. The licensee entered the issue into their corrective action program for 
resolution as Problem Evaluation Report (PER) 124269.  
 
The finding is more than minor because, when assessed correctly, the planned maintenance would put the plant into a 
higher licensee-established risk category. The inspectors determined that the finding was of very low safety 
significance because of the duration of the inadequate risk assessment. The inspectors concluded the cause of the 
finding had no definitive cross-cutting aspect that was reflective of current licensee performance. (Section 1R13) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Safe Shutdown Procedure for Portions of FA 8 Not Consistent With Underlying Analysis 
The team identified a non-cited violation of Technical Specification 5.7.1, Procedures, in that post-fire safe shutdown 
procedure AOI-30.2, Revision 23, was not consistent with the underlying circuit analysis for a portion of Fire Area 8. 
 
The finding is more than minor because it is associated with the reactor safety, mitigating systems, cornerstone 
attribute of protection against external factors (i.e. fire) and it affects the objective of ensuring reliability and 
capability of systems that respond to initiating events. The finding was of very low safety significance due to the low 
likelihood of fires which could cause the type of cable damage that would challenge the procedure weaknesses. The 
licensee took immediate corrective action and initiated additional longer term corrective actions. 
Inspection Report# : 2007007 (pdf)  

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Feeder Cables for Vital Inverter not Protected with One-Hour Fire Barrier 
The team identified a non-cited violation of Unit 1 License Condition 2F and 10 CFR 50, Appendix R, Section 
III.G.2, for not enclosing vital inverter power supply cables in Fire Area 20 in a one-hour fire barrier.  
 
The finding is more than minor because it is associated with the reactor safety, mitigating systems, cornerstone 
attribute of protection against external factors (i.e. fire) and it affects the objective of ensuring reliability and 
capability of systems that respond to initiating events. The finding was of very low significance because it was a 
minor degradation of the safe shutdown capability and mitigating systems were not affected. The licensee took 
immediate compensatory measures and initiated permanent corrective actions. 
Inspection Report# : 2007007 (pdf)  

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Emergency Light at Location of Local Operator Action Important to Safe Shutdown 
The team identified a non-cited violation of Unit 1 License Condition 2F and 10 CFR 50, Appendix R, Section III J, 
for not providing an emergency light to illuminate the interior of a panel in which a local operator action to pull fuses 
was directed by the post-fire shutdown procedure for a fire in Fire Area 48.  
 



 
The finding is more than minor because it is associated with the reactor safety, mitigating systems, cornerstone 
attribute of protection against external factors (i.e. fire) and it affects the objective of ensuring reliability and 
capability of systems that respond to initiating events. The finding was of very low significance because it was a 
minor degradation of the safe shutdown capability. The licensee took immediate compensatory measures and initiated 
installation of an emergency light at the problem location 
Inspection Report# : 2007007 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct an Identified Equipment Malfunction 
A finding of very low safety significance and an associated non-cited violation of 10 CFR 50, Appendix B, Criterion 
XVI, Corrective Action, was identified by the inspectors. The licensee failed to investigate and correct, in a timely 
manner, an interlock failure associated with the containment sump to B-train containment spray pump suction flow 
control valve’s control circuit. As a result, the B-train containment spray pump was inoperable in excess of the time 
limits prescribed by the associated Technical Specification Limiting Condition for Operation. The licensee entered the 
issue into their corrective action program and repaired the control circuit interlock.  
 
The finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance because the containment spray system’s mitigating system function 
was available from the A-train and the finding was not a contributor to large early release frequency. The cause of the 
finding is related to the thorough evaluation of identified problems aspect of the problem identification and resolution 
cross-cutting area, in that, the licensee failed to properly classify, prioritize, and evaluate the condition for impact on 
equipment operability. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 16, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of Technical Specification 5.7.1 for TVA’s failure to develop a procedure that will provide tornado 
depressurization protection of the DGB 
The team identified a [Green non-cited] violation of Technical Specification 5.7.1 associated with failure to develop a 
procedure that will provide tornado depressurization protection of the emergency diesel generator building. The 
finding involves a tornado in which the Emergency Diesel Generator ventilation system would not be properly aligned 
to prevent inoperability of the Diesel Generators. Abnormal Operating Instruction - 8 does not provide guidance on 
how to provide pressure equalization for mitigating atmospheric depressurization associated with tornadic conditions 
during weather when temperatures are below 68 degrees Fahrenheit.  
 
[This finding was more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
Procedure Quality. It impacted the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events. A Significant Determination Process Phase 3 analysis determined that the 
finding was of very low safety significance primarily due to the low likelihood of an onsite tornado.] 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Significance: N/A Sep 14, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively 
entering them into their corrective action program. The team also determined that the licensee was prioritizing and 
evaluating issues properly. Overall, the licensee was generally providing effective corrective actions.  
 
On the basis of interviews conducted during this inspection, the team determined that workers at the site felt free to 
enter safety concerns into the corrective action program. The inspectors concluded that the employee Concerns 
Resolution program was functioning as intended. 
Inspection Report# : 2007008 (pdf)  

Last modified : February 04, 2008 



Watts Bar 1 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Resulted in Inadequate Control of Materials Brought into Containment 
Green. The inspectors identified a NCV of Technical Specification (T.S.) 5.7.1 for failure to properly implement 
procedural requirements and engineering controls for materials brought into containment while the plant was at 
power. The procedural violation resulted in temporary equipment/material left in containment with 
incorrect/incomplete documentation. The licensee entered these issues into the corrective action program (CAP) and 
either removed or properly evaluated the materials left in containment.  
 
This finding is more than minor because it was associated with the Mitigating Systems Cornerstone attribute of 
equipment performance, specifically reliability, and adversely affected the cornerstone objective. The finding is of 
very low safety significance because no equipment was rendered inoperable. The finding directly involved the cross 
cutting area of human performance under the procedural compliance aspect of the work practices component, in that, 
the procedural requirements of the licensee’s procedure for containment access were not met and equipment/material 
left in containment was not properly analyzed and documented. (H.4 (b)) (Section 4OA2)  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Reactivate RO/SRO Licenses in Accordance with Procedure OPDP-1, “Conduct of 
Operations” 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1(a) for the procedure adherence to 
OPDP-1, “Conduct of Operations,” and 10 CFR 55, Part 55.53 f(2), Conditions of Licenses, which resulted in two 
licensee employees failing to properly reactivate reactor operator/senior reactor operator licenses. The licensee entered 
the procedure adherence issues into their corrective action program for resolution.  
 
This finding is more than minor because it affected the human performance attribute of the Mitigating System 
Cornerstone to ensure that licensed operators are available, reliable, and capable to respond to initiating events in 
order to prevent undesirable consequences. The inspectors evaluated this finding using IMC 0609, Appendix I, and 
determined the finding to be of very low safety significance. The finding is directly related to the cross-cutting area of 
human performance under the aspect of procedural compliance and personnel following procedures (H.4(b)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Protection Program Did Not Demonstrate Eight-Hour Emergency Light Unit Battery Capacity 
The Triennial Fire Inspection Team identified a non-cited violation of Unit 1 License Condition 2F and 10 CFR 50, 
Appendix R, Section III.J, Emergency Lighting, for having a fire protection program which failed to demonstrate that 
the emergency lighting units had eight-hour capacity. 



 
This finding is more than minor because it is associated with the reactor safety attribute of the Mitigating Systems 
Cornerstone for protection against external factors (i.e., fire) and it affects the objective of ensuring reliability and 
capability of systems that respond to initiating events. The finding was of very low safety significance because safe 
shutdown would likely have been achieved with nearly the same level of effectiveness and reliability as it would have 
been had the degradation not been present. Prompt corrective action taken by the licensee was to replace the affected 
emergency light batteries. The finding had no cross-cutting aspects. 
Inspection Report# : 2007005 (pdf)  

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct an Identified Procedural Deficiency Prior to Subsequent Maintenance 
Green. The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 
CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified. The licensee failed to correct, in a timely 
manner, a procedural deficiency associated with the setup of HFA relays. As a result, the B-train safety injection 
pump (SIP) was inoperable in excess of the time limits prescribed by the associated technical specification limiting 
condition for operation. The licensee has entered the issue into their corrective action program and revised the 
associated maintenance procedure.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance because of the duration that the B Train SIP was unavailable and the 
availability of the A Train SIP. The finding directly involved the cross-cutting area of Problem Identification and 
Resolution under the appropriate and timely corrective actions aspect of the Corrective Action Program component; in 
that, prior to subsequent maintenance on safety-related equipment, the licensee failed to revise a maintenance 
instruction that had been previously determined to be inadequate (P.1(d)). (Section 1R12) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct the Failure of Safety Injection Relief Valves to Reseat after Actuation 
Green. The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 
CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified. The licensee failed to identify incorrect as-
found nozzle ring settings on safety injection relief valves. The as-found settings were significantly incorrect as to 
effect the proper reseat pressure for the relief valves. The licensee has identified a long-standing condition of safety 
injection relief valves failing to reseat while the Safety Injection Pumps (SIPs) are running. Failure of the relief valves 
to reseat has required the licensee to reduce the assumed margin in the peak cladding temperature by 120° Fahrenheit. 
The licensee has entered the failure to identify nozzle ring configuration control into the corrective action program for 
resolution.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events and, if left uncorrected, could have a more significant impact on 
core peak cladding temperature. The inspectors evaluated this finding using IMC 0609, Appendix A, and determined 
it to be of very low safety significance (Green). The finding directly involved the cross-cutting area of Problem 
Identification and Resolution under the implementation and institutionalizing of Operating Experience aspect of the 
Operating Experience component; in that, the licensee failed to properly implement and institutionalize operating 
experience through changes to station procedures (P.2(b)).(Section 4OA2.3)  
 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 



Item Type: FIN Finding 
Inadequate Risk Assessment for Work In Progress (Section 1R13)  
Green. The inspectors identified a finding associated with 10 CFR 50.65 (a)(4), Requirements for Monitoring the 
Effectiveness of Maintenance at Nuclear Power Plants, for the licensee's failure to perform an adequate risk 
assessment which resulted in an underestimation of the risk associated with performing a planned maintenance 
activity on the 1B residual heat removal pump. The licensee entered the issue into their corrective action program for 
resolution as Problem Evaluation Report (PER) 124269.  
 
The finding is more than minor because, when assessed correctly, the planned maintenance would put the plant into a 
higher licensee-established risk category. The inspectors determined that the finding was of very low safety 
significance because of the duration of the inadequate risk assessment. The inspectors concluded the cause of the 
finding had no definitive cross-cutting aspect that was reflective of current licensee performance. (Section 1R13) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Safe Shutdown Procedure for Portions of FA 8 Not Consistent With Underlying Analysis 
The team identified a non-cited violation of Technical Specification 5.7.1, Procedures, in that post-fire safe shutdown 
procedure AOI-30.2, Revision 23, was not consistent with the underlying circuit analysis for a portion of Fire Area 8. 
 
The finding is more than minor because it is associated with the reactor safety, mitigating systems, cornerstone 
attribute of protection against external factors (i.e. fire) and it affects the objective of ensuring reliability and 
capability of systems that respond to initiating events. The finding was of very low safety significance due to the low 
likelihood of fires which could cause the type of cable damage that would challenge the procedure weaknesses. The 
licensee took immediate corrective action and initiated additional longer term corrective actions. 
Inspection Report# : 2007007 (pdf)  

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Feeder Cables for Vital Inverter not Protected with One-Hour Fire Barrier 
The team identified a non-cited violation of Unit 1 License Condition 2F and 10 CFR 50, Appendix R, Section 
III.G.2, for not enclosing vital inverter power supply cables in Fire Area 20 in a one-hour fire barrier.  
 
The finding is more than minor because it is associated with the reactor safety, mitigating systems, cornerstone 
attribute of protection against external factors (i.e. fire) and it affects the objective of ensuring reliability and 
capability of systems that respond to initiating events. The finding was of very low significance because it was a 
minor degradation of the safe shutdown capability and mitigating systems were not affected. The licensee took 
immediate compensatory measures and initiated permanent corrective actions. 
Inspection Report# : 2007007 (pdf)  

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Emergency Light at Location of Local Operator Action Important to Safe Shutdown 
The team identified a non-cited violation of Unit 1 License Condition 2F and 10 CFR 50, Appendix R, Section III J, 
for not providing an emergency light to illuminate the interior of a panel in which a local operator action to pull fuses 
was directed by the post-fire shutdown procedure for a fire in Fire Area 48.  
 
 
The finding is more than minor because it is associated with the reactor safety, mitigating systems, cornerstone 
attribute of protection against external factors (i.e. fire) and it affects the objective of ensuring reliability and 
capability of systems that respond to initiating events. The finding was of very low significance because it was a 
minor degradation of the safe shutdown capability. The licensee took immediate compensatory measures and initiated 
installation of an emergency light at the problem location



Inspection Report# : 2007007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Properly Prepare a Radioactive Material Package for Shipment 
Green. A self-revealing NCV of 10 CFR 71.5 was identified for failure to properly package radiological material such 
that, under conditions normally incident to transportation, the radiation levels at the external surface of the package 
would not exceed applicable Department of Transportation (DOT) limits. When the shipment of equipment arrived at 
a processing facility on March 3, 2008, the contact radiation dose rate measurement in a small area on the bottom of 
the external surface of one of the packages was 340 mrem/hr, which was in excess of the 200 mrem/hr limit. 
Subsequent measurements by the licensee determined the dose rate to be 400 mrem/hr. This finding was entered into 
the licensee’s corrective action program as Problem Evaluation Report (PER) 139447.  
 
This finding is more than minor because it is associated with the plant facilities/ equipment and instrument attribute of 
the Public Radiation Safety Cornerstone and adversely affected the cornerstone objective, in that the improper 
transportation packaging resulted in a shipping container with external dose rates exceeding regulatory requirements. 
Using the Public Radiation Significance Determination Process, the finding was determined to be of very low safety 
significance because the area on the package with the elevated radiation level was inaccessible to the public and the 
radiation level did not exceed two times the DOT limit. This finding was reviewed for cross-cutting aspects and none 
were identified. (Section 2PS2)  
 
Inspection Report# : 2008002 (pdf)  

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Significance: N/A Sep 14, 2007 
Identified By: NRC 
Item Type: FIN Finding 



Problem Identification and Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively 
entering them into their corrective action program. The team also determined that the licensee was prioritizing and 
evaluating issues properly. Overall, the licensee was generally providing effective corrective actions.  
 
On the basis of interviews conducted during this inspection, the team determined that workers at the site felt free to 
enter safety concerns into the corrective action program. The inspectors concluded that the employee Concerns 
Resolution program was functioning as intended. 
Inspection Report# : 2007008 (pdf)  

Last modified : June 05, 2008 



Watts Bar 1 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Plant Startup with Inoperable AFW Automatic Start on Trip of All MFW Pumps 
A Green, NRC-identified non-cited violation of Technical Specification (TS) 3.0.4.a was identified for entering 
Modes 2 and 1 without an operable channel of auxiliary feedwater automatic start on a trip of all main feedwater 
pumps as required by TS 3.3.2. The licensee defeated this channel by introducing a signal that artificially indicated 
that a main feedwater pump was operating. This practice existed since initial plant startup. The licensee entered this 
issue into their corrective action program as Problem Evaluation Report 147351.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone and affected the 
cornerstone objective of ensuring the availability of systems that respond to initiating events. Using IMC 0609, 
Appendix 0609.04, the finding was determined to be of very low safety significance because the finding did not 
represent an actual loss of safety function of a single train for greater than its TS allowed outage time since other 
initiation signals were available to automatically start the auxiliary feedwater pumps if needed. The cause of the 
finding was directly related to the Implementation of Corrective Actions aspect in the Problem Identification and 
Resolution cross-cutting area, in that, the licensee failed to take appropriate corrective action in a timely manner to 
address the non-cited violation issued in NRC Inspection Report 05000390/2006004 associated with making plant 
mode changes with the auxiliary feedwater automatic start function trip of all main feedwater pumps inoperable (P.1
(d)).  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.3.2 to Have Two Trains of Automatic Actuation Logic and 
Actuation Relays for Safety Injection and Feedwater Isolation Operable 
A Green, self-revealing non-cited violation of Technical Specification 3.3.2 was identified for failure to have two 
trains of safety injection (SI) automatic actuation logic and two trains of feedwater isolation actuation logic operable 
while in Mode 3. Upon the removal of temporary jumpers, the relay which blocks the actuation circuitry from 
performing their function was not reset. This condition existed until approximately 12 hours later when the licensee 
reset the relay by closing the reactor trip breakers. The licensee entered this event into their corrective action program 
as Problem Evaluation Report 140641.  
 
This finding is more than minor because it affected the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events and adversely affected the 
cornerstone’s equipment performance attribute for availability and reliability. A Phase 2 evaluation in accordance 
with IMC 609, Significance Determination Process, determined the finding to be of very low safety significance 
(Green) because of the low decay heat at the end of a refueling outage; the time for operators to take recovery actions; 
and due to the plant conditions, only the containment high pressure SI actuation portion of the automatic SI actuation 
logic was affected. The cause of the finding was directly related to the documentation, procedures and component 
labeling cross-cutting aspect in the resources component of the Human Performance cross-cutting area, in that, the 
instructions used by personnel to remove the temporary jumpers failed to provide necessary steps to ensure the 



actuation logics were returned to an operable status (H.2(c)). 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Resulted in Inadequate Control of Materials Brought into Containment 
Green. The inspectors identified a NCV of Technical Specification (T.S.) 5.7.1 for failure to properly implement 
procedural requirements and engineering controls for materials brought into containment while the plant was at 
power. The procedural violation resulted in temporary equipment/material left in containment with 
incorrect/incomplete documentation. The licensee entered these issues into the corrective action program (CAP) and 
either removed or properly evaluated the materials left in containment.  
 
This finding is more than minor because it was associated with the Mitigating Systems Cornerstone attribute of 
equipment performance, specifically reliability, and adversely affected the cornerstone objective. The finding is of 
very low safety significance because no equipment was rendered inoperable. The finding directly involved the cross 
cutting area of human performance under the procedural compliance aspect of the work practices component, in that, 
the procedural requirements of the licensee’s procedure for containment access were not met and equipment/material 
left in containment was not properly analyzed and documented. (H.4 (b)) (Section 4OA2)  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Reactivate RO/SRO Licenses in Accordance with Procedure OPDP-1, “Conduct of 
Operations” 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1(a) for the procedure adherence to 
OPDP-1, “Conduct of Operations,” and 10 CFR 55, Part 55.53 f(2), Conditions of Licenses, which resulted in two 
licensee employees failing to properly reactivate reactor operator/senior reactor operator licenses. The licensee entered 
the procedure adherence issues into their corrective action program for resolution.  
 
This finding is more than minor because it affected the human performance attribute of the Mitigating System 
Cornerstone to ensure that licensed operators are available, reliable, and capable to respond to initiating events in 
order to prevent undesirable consequences. The inspectors evaluated this finding using IMC 0609, Appendix I, and 
determined the finding to be of very low safety significance. The finding is directly related to the cross-cutting area of 
human performance under the aspect of procedural compliance and personnel following procedures (H.4(b)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Protection Program Did Not Demonstrate Eight-Hour Emergency Light Unit Battery Capacity 
The Triennial Fire Inspection Team identified a non-cited violation of Unit 1 License Condition 2F and 10 CFR 50, 
Appendix R, Section III.J, Emergency Lighting, for having a fire protection program which failed to demonstrate that 
the emergency lighting units had eight-hour capacity.  
 
This finding is more than minor because it is associated with the reactor safety attribute of the Mitigating Systems 
Cornerstone for protection against external factors (i.e., fire) and it affects the objective of ensuring reliability and 
capability of systems that respond to initiating events. The finding was of very low safety significance because safe 
shutdown would likely have been achieved with nearly the same level of effectiveness and reliability as it would have 
been had the degradation not been present. Prompt corrective action taken by the licensee was to replace the affected 
emergency light batteries. The finding had no cross-cutting aspects. 
Inspection Report# : 2007005 (pdf)  



Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct an Identified Procedural Deficiency Prior to Subsequent Maintenance 
Green. The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 
CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified. The licensee failed to correct, in a timely 
manner, a procedural deficiency associated with the setup of HFA relays. As a result, the B-train safety injection 
pump (SIP) was inoperable in excess of the time limits prescribed by the associated technical specification limiting 
condition for operation. The licensee has entered the issue into their corrective action program and revised the 
associated maintenance procedure.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance because of the duration that the B Train SIP was unavailable and the 
availability of the A Train SIP. The finding directly involved the cross-cutting area of Problem Identification and 
Resolution under the appropriate and timely corrective actions aspect of the Corrective Action Program component; in 
that, prior to subsequent maintenance on safety-related equipment, the licensee failed to revise a maintenance 
instruction that had been previously determined to be inadequate (P.1(d)). (Section 1R12) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct the Failure of Safety Injection Relief Valves to Reseat after Actuation 
Green. The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 
CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified. The licensee failed to identify incorrect as-
found nozzle ring settings on safety injection relief valves. The as-found settings were significantly incorrect as to 
effect the proper reseat pressure for the relief valves. The licensee has identified a long-standing condition of safety 
injection relief valves failing to reseat while the Safety Injection Pumps (SIPs) are running. Failure of the relief valves 
to reseat has required the licensee to reduce the assumed margin in the peak cladding temperature by 120° Fahrenheit. 
The licensee has entered the failure to identify nozzle ring configuration control into the corrective action program for 
resolution.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events and, if left uncorrected, could have a more significant impact on 
core peak cladding temperature. The inspectors evaluated this finding using IMC 0609, Appendix A, and determined 
it to be of very low safety significance (Green). The finding directly involved the cross-cutting area of Problem 
Identification and Resolution under the implementation and institutionalizing of Operating Experience aspect of the 
Operating Experience component; in that, the licensee failed to properly implement and institutionalize operating 
experience through changes to station procedures (P.2(b)).(Section 4OA2.3)  
 
Inspection Report# : 2007004 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Properly Prepare a Radioactive Material Package for Shipment 
Green. A self-revealing NCV of 10 CFR 71.5 was identified for failure to properly package radiological material such 
that, under conditions normally incident to transportation, the radiation levels at the external surface of the package 
would not exceed applicable Department of Transportation (DOT) limits. When the shipment of equipment arrived at 
a processing facility on March 3, 2008, the contact radiation dose rate measurement in a small area on the bottom of 
the external surface of one of the packages was 340 mrem/hr, which was in excess of the 200 mrem/hr limit. 
Subsequent measurements by the licensee determined the dose rate to be 400 mrem/hr. This finding was entered into 
the licensee’s corrective action program as Problem Evaluation Report (PER) 139447.  
 
This finding is more than minor because it is associated with the plant facilities/ equipment and instrument attribute of 
the Public Radiation Safety Cornerstone and adversely affected the cornerstone objective, in that the improper 
transportation packaging resulted in a shipping container with external dose rates exceeding regulatory requirements. 
Using the Public Radiation Significance Determination Process, the finding was determined to be of very low safety 
significance because the area on the package with the elevated radiation level was inaccessible to the public and the 
radiation level did not exceed two times the DOT limit. This finding was reviewed for cross-cutting aspects and none 
were identified. (Section 2PS2)  
 
Inspection Report# : 2008002 (pdf)  

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Significance: N/A Sep 14, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively 
entering them into their corrective action program. The team also determined that the licensee was prioritizing and 
evaluating issues properly. Overall, the licensee was generally providing effective corrective actions.  
 
On the basis of interviews conducted during this inspection, the team determined that workers at the site felt free to 
enter safety concerns into the corrective action program. The inspectors concluded that the employee Concerns 
Resolution program was functioning as intended. 
Inspection Report# : 2007008 (pdf)  

Last modified : August 29, 2008 



Watts Bar 1 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 14, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Installation of Different RHR Flow Limiters Than Prescribed by Procedure  
A Green, NRC-identified, non-cited violation of 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified for installing flow limiting devices, on A-train residual heat removal (RHR) system valves, which were not equivalent to those 
described in operating procedures. The devices were installed at reduced reactor coolant system (RCS) inventory to prevent pump cavitation 
in the event of a loss of control air during upcoming mid-loop operation. The nonconforming device caused the RHR heat exchanger outlet 
valve not to fully return to its desired throttled position after verification that the flow limiting devices would limit flow within specified 
values. The licensee entered this issue into their corrective action program (CAP) as problem evaluation report (PER) 140284.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the Initiating Events Cornerstone and 
adversely affected the cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical safety 
functions during shutdown. The finding was evaluated by a Phase 2 analysis in accordance with the Significance Determination Process as 
specified by Manual Chapter 0609, Appendix G, Checklist 3 (one train of decay heat removal was degraded). The Phase 2 analysis 
characterized the finding as of very low safety significance (Green) because of the slow RCS heatup rate due to the low decay heat after being 
shutdown for 32 days and the ease of recovery from the condition. The cause of the finding was directly related to the corrective action 
program issue identification aspect of the cross-cutting area of Problem Identification and Resolution, in that, the licensee failed to identify 
the discrepancy in form, fit, and manner in which the function was accomplished between the flow limiting devices that were specified in 
licensee procedures and those that were actually installed (P.1(a)). (Section 4OA3.2)  
 
Inspection Report# : 2008004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Plant Startup with Inoperable AFW Automatic Start on Trip of All MFW Pumps 
A Green, NRC-identified non-cited violation of Technical Specification (TS) 3.0.4.a was identified for entering Modes 2 and 1 without an 
operable channel of auxiliary feedwater automatic start on a trip of all main feedwater pumps as required by TS 3.3.2. The licensee defeated 
this channel by introducing a signal that artificially indicated that a main feedwater pump was operating. This practice existed since initial 
plant startup. The licensee entered this issue into their corrective action program as Problem Evaluation Report 147351.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone and affected the cornerstone objective of 
ensuring the availability of systems that respond to initiating events. Using IMC 0609, Appendix 0609.04, the finding was determined to be of 
very low safety significance because the finding did not represent an actual loss of safety function of a single train for greater than its TS 
allowed outage time since other initiation signals were available to automatically start the auxiliary feedwater pumps if needed. The cause of 
the finding was directly related to the Implementation of Corrective Actions aspect in the Problem Identification and Resolution cross-cutting 
area, in that, the licensee failed to take appropriate corrective action in a timely manner to address the non-cited violation issued in NRC 
Inspection Report 05000390/2006004 associated with making plant mode changes with the auxiliary feedwater automatic start function trip of 
all main feedwater pumps inoperable (P.1(d)).  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.3.2 to Have Two Trains of Automatic Actuation Logic and Actuation Relays for 
Safety Injection and Feedwater Isolation Operable 



A Green, self-revealing non-cited violation of Technical Specification 3.3.2 was identified for failure to have two trains of safety injection 
(SI) automatic actuation logic and two trains of feedwater isolation actuation logic operable while in Mode 3. Upon the removal of temporary 
jumpers, the relay which blocks the actuation circuitry from performing their function was not reset. This condition existed until 
approximately 12 hours later when the licensee reset the relay by closing the reactor trip breakers. The licensee entered this event into their 
corrective action program as Problem Evaluation Report 140641.  
 
This finding is more than minor because it affected the Mitigating Systems Cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events and adversely affected the cornerstone’s equipment performance attribute for 
availability and reliability. A Phase 2 evaluation in accordance with IMC 609, Significance Determination Process, determined the finding to 
be of very low safety significance (Green) because of the low decay heat at the end of a refueling outage; the time for operators to take 
recovery actions; and due to the plant conditions, only the containment high pressure SI actuation portion of the automatic SI actuation logic 
was affected. The cause of the finding was directly related to the documentation, procedures and component labeling cross-cutting aspect in 
the resources component of the Human Performance cross-cutting area, in that, the instructions used by personnel to remove the temporary 
jumpers failed to provide necessary steps to ensure the actuation logics were returned to an operable status (H.2(c)). 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Resulted in Inadequate Control of Materials Brought into Containment 
Green. The inspectors identified a NCV of Technical Specification (T.S.) 5.7.1 for failure to properly implement procedural requirements and 
engineering controls for materials brought into containment while the plant was at power. The procedural violation resulted in temporary 
equipment/material left in containment with incorrect/incomplete documentation. The licensee entered these issues into the corrective action 
program (CAP) and either removed or properly evaluated the materials left in containment.  
 
This finding is more than minor because it was associated with the Mitigating Systems Cornerstone attribute of equipment performance, 
specifically reliability, and adversely affected the cornerstone objective. The finding is of very low safety significance because no equipment 
was rendered inoperable. The finding directly involved the cross cutting area of human performance under the procedural compliance aspect 
of the work practices component, in that, the procedural requirements of the licensee’s procedure for containment access were not met and 
equipment/material left in containment was not properly analyzed and documented. (H.4 (b)) (Section 4OA2)  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Reactivate RO/SRO Licenses in Accordance with Procedure OPDP-1, “Conduct of Operations” 
The inspectors identified a non-cited violation of Technical Specification 5.7.1.1(a) for the procedure adherence to OPDP-1, “Conduct of 
Operations,” and 10 CFR 55, Part 55.53 f(2), Conditions of Licenses, which resulted in two licensee employees failing to properly reactivate 
reactor operator/senior reactor operator licenses. The licensee entered the procedure adherence issues into their corrective action program for 
resolution.  
 
This finding is more than minor because it affected the human performance attribute of the Mitigating System Cornerstone to ensure that 
licensed operators are available, reliable, and capable to respond to initiating events in order to prevent undesirable consequences. The 
inspectors evaluated this finding using IMC 0609, Appendix I, and determined the finding to be of very low safety significance. The finding 
is directly related to the cross-cutting area of human performance under the aspect of procedural compliance and personnel following 
procedures (H.4(b)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Protection Program Did Not Demonstrate Eight-Hour Emergency Light Unit Battery Capacity 
The Triennial Fire Inspection Team identified a non-cited violation of Unit 1 License Condition 2F and 10 CFR 50, Appendix R, Section III.J, 
Emergency Lighting, for having a fire protection program which failed to demonstrate that the emergency lighting units had eight-hour 
capacity.  
 
This finding is more than minor because it is associated with the reactor safety attribute of the Mitigating Systems Cornerstone for protection 
against external factors (i.e., fire) and it affects the objective of ensuring reliability and capability of systems that respond to initiating events. 
The finding was of very low safety significance because safe shutdown would likely have been achieved with nearly the same level of 
effectiveness and reliability as it would have been had the degradation not been present. Prompt corrective action taken by the licensee was to 
replace the affected emergency light batteries. The finding had no cross-cutting aspects. 
Inspection Report# : 2007005 (pdf)  



Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Properly Prepare a Radioactive Material Package for Shipment 
Green. A self-revealing NCV of 10 CFR 71.5 was identified for failure to properly package radiological material such that, under conditions 
normally incident to transportation, the radiation levels at the external surface of the package would not exceed applicable Department of 
Transportation (DOT) limits. When the shipment of equipment arrived at a processing facility on March 3, 2008, the contact radiation dose 
rate measurement in a small area on the bottom of the external surface of one of the packages was 340 mrem/hr, which was in excess of the 
200 mrem/hr limit. Subsequent measurements by the licensee determined the dose rate to be 400 mrem/hr. This finding was entered into the 
licensee’s corrective action program as Problem Evaluation Report (PER) 139447.  
 
This finding is more than minor because it is associated with the plant facilities/ equipment and instrument attribute of the Public Radiation 
Safety Cornerstone and adversely affected the cornerstone objective, in that the improper transportation packaging resulted in a shipping 
container with external dose rates exceeding regulatory requirements. Using the Public Radiation Significance Determination Process, the 
finding was determined to be of very low safety significance because the area on the package with the elevated radiation level was 
inaccessible to the public and the radiation level did not exceed two times the DOT limit. This finding was reviewed for cross-cutting aspects 
and none were identified. (Section 2PS2)  
 
Inspection Report# : 2008002 (pdf)  

Physical Protection 

Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings pertaining to security 
cornerstone will not be publicly available to ensure that potentially useful information is not provided to a possible adversary. Therefore, the 
cover letters to security inspection reports may be viewed. 

Miscellaneous 

Last modified : November 26, 2008 



Watts Bar 1 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Design Parameters into Plant Setpoint Document for the Containment Particulate 
Radiation Monitor 
The NRC identified a Green, non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure 
to translate revised design parameters into the setpoint and scaling document for the lower containment particulate 
radiation monitor. As a result, the radiation monitor was inoperable, due to incorrect alarm setpoints, for longer than 
the Technical Specification allowed out of service time. The licensee corrected the radiation monitor alarm setpoint 
and initiated entered the issue into their corrective action program as Problem Evaluation Report 154635.  
 
The inspectors concluded that the finding was more than minor because the radiation monitor inoperability resulted in 
potential impact on reactor safety and adversely affected the availability and reliability of the equipment performance 
attribute of the Initiating Events Cornerstone. This finding was evaluated using the Significance Determination 
Process Phase 1 screening criteria and was determined to be of very low safety significance because other methods of 
reactor coolant system leak detection were available. The finding directly involved the cross-cutting area of Problem 
Identification and Resolution under the thorough evaluation of identified problems aspect of the corrective action 
program component, in that, the licensee failed to properly evaluate the radiation monitor’s as-found alarm setpoint, 
which was substantially different than the specified setpoint, prior to resetting the alarm setpoint to the larger value 
(P.1.c). 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
jPerforming Non-Authorized Activities on Exciter Field Breaker Results In Reactor Trip 
A Green self-revealing finding was identified for the failure to obtain authorization prior to opening the main 
generator exciter field breaker compartment and operating the de-latching bar. The licensee’s procedures for 
controlling sensitive plant equipment specified that personnel obtain the Unit Supervisor’s authorization prior to 
beginning work on sensitive equipment. Operating the de-latching bar resulted in the exciter field breaker opening 
which resulted in the turbine generator and the reactor tripping. The licensee entered this issue into their corrective 
action program as Problem Evaluation Report 152955.  
 
The finding was more than minor because it was associated with the Human Performance attribute of the Initiating 
Events Cornerstone and adversely affected the cornerstone objective to limit the likelihood of those events that upset 
plant stability and challenge critical safety functions during at-power operations. This finding was evaluated using the 
Significance Determination Process Phase 1 screening criteria and was determined to be of very low safety 
significance because the finding did not contribute to both a reactor trip and the likelihood of mitigation equipment or 
functions not being available. The cause of the finding was directly related to the human performance and error 
prevention aspect of the cross-cutting area of Human Performance, in that, personnel failed to use the self-checking 
technique to stop and consider their actions for two minutes prior to proceeding with an activity (H.4.a).  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Mar 14, 2008 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Installation of Different RHR Flow Limiters Than Prescribed by Procedure  
A Green, NRC-identified, non-cited violation of 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” was identified for installing flow limiting devices, on A-train residual heat removal (RHR) system valves, 
which were not equivalent to those described in operating procedures. The devices were installed at reduced reactor 
coolant system (RCS) inventory to prevent pump cavitation in the event of a loss of control air during upcoming mid-
loop operation. The nonconforming device caused the RHR heat exchanger outlet valve not to fully return to its 
desired throttled position after verification that the flow limiting devices would limit flow within specified values. The 
licensee entered this issue into their corrective action program (CAP) as problem evaluation report (PER) 140284.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the Initiating 
Events Cornerstone and adversely affected the cornerstone objective to limit the likelihood of those events that upset 
plant stability and challenge critical safety functions during shutdown. The finding was evaluated by a Phase 2 
analysis in accordance with the Significance Determination Process as specified by Manual Chapter 0609, Appendix 
G, Checklist 3 (one train of decay heat removal was degraded). The Phase 2 analysis characterized the finding as of 
very low safety significance (Green) because of the slow RCS heatup rate due to the low decay heat after being 
shutdown for 32 days and the ease of recovery from the condition. The cause of the finding was directly related to the 
corrective action program issue identification aspect of the cross-cutting area of Problem Identification and 
Resolution, in that, the licensee failed to identify the discrepancy in form, fit, and manner in which the function was 
accomplished between the flow limiting devices that were specified in licensee procedures and those that were 
actually installed (P.1(a)). (Section 4OA3.2)  
 
Inspection Report# : 2008004 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure toTranslate ERCW Pump Coupling Material Change into Procedures 
A Green self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion III, Design Control, was identified for 
the failure to adequately translate material specifications into procedures. As a result, the B-A essential raw cooling 
water (ERCW) pump coupling failed due to an improper material being used. The licensee entered this issue into their 
corrective action program as Problem Evaluation Report 148716.  
 
This finding is more than minor because it affects the plant modifications area of the design control attribute of the 
Mitigating Systems Cornerstone objective of reliability and availability, and if left uncorrected, it would result failure 
of other ERCW pumps. This finding was evaluated using the Significance Determination Phase 1 screening criteria 
and was determined to be of very low safety significance because the finding did not represent an actual loss of safety 
function of a single train of equipment for greater that its Technical Specification allowed outage time.  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Carbon Dioxide System in Fire Area 48 Failed to Meet Design Criterion 
The NRC identified a Green, non-cited violation of Unit 1 Operating License Condition 2.F for not having a carbon 
dioxide (CO2) suppression system for the Unit 1 auxiliary instrumentation room with the capability to maintain the 
design basis gas concentration of 50 percent in portions of the room for 15 minutes. The licensee entered the problem 
into their corrective action program. 



 
The finding is more than minor because it affects the Mitigating Systems cornerstone objective of ensuring reliability 
and capability of systems that respond to initiating events and the cornerstone attribute of protection against external 
factors, i.e. fire. The finding was determined to be of very low safety significance by a Significance Determination 
Process Phase 1 evaluation. Test records indicated a 50 percent CO2 concentration for 15 minutes in the lower half of 
the room and a 45 percent concentration for 15 minutes at three quarters of room height. This concentration was an 
acceptable amount to extinguish the most likely fire in this portion of the room.  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Plant Startup with Inoperable AFW Automatic Start on Trip of All MFW Pumps 
A Green, NRC-identified non-cited violation of Technical Specification (TS) 3.0.4.a was identified for entering 
Modes 2 and 1 without an operable channel of auxiliary feedwater automatic start on a trip of all main feedwater 
pumps as required by TS 3.3.2. The licensee defeated this channel by introducing a signal that artificially indicated 
that a main feedwater pump was operating. This practice existed since initial plant startup. The licensee entered this 
issue into their corrective action program as Problem Evaluation Report 147351.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone and affected the 
cornerstone objective of ensuring the availability of systems that respond to initiating events. Using IMC 0609, 
Appendix 0609.04, the finding was determined to be of very low safety significance because the finding did not 
represent an actual loss of safety function of a single train for greater than its TS allowed outage time since other 
initiation signals were available to automatically start the auxiliary feedwater pumps if needed. The cause of the 
finding was directly related to the Implementation of Corrective Actions aspect in the Problem Identification and 
Resolution cross-cutting area, in that, the licensee failed to take appropriate corrective action in a timely manner to 
address the non-cited violation issued in NRC Inspection Report 05000390/2006004 associated with making plant 
mode changes with the auxiliary feedwater automatic start function trip of all main feedwater pumps inoperable (P.1
(d)).  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.3.2 to Have Two Trains of Automatic Actuation Logic and 
Actuation Relays for Safety Injection and Feedwater Isolation Operable 
A Green, self-revealing non-cited violation of Technical Specification 3.3.2 was identified for failure to have two 
trains of safety injection (SI) automatic actuation logic and two trains of feedwater isolation actuation logic operable 
while in Mode 3. Upon the removal of temporary jumpers, the relay which blocks the actuation circuitry from 
performing their function was not reset. This condition existed until approximately 12 hours later when the licensee 
reset the relay by closing the reactor trip breakers. The licensee entered this event into their corrective action program 
as Problem Evaluation Report 140641.  
 
This finding is more than minor because it affected the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events and adversely affected the 
cornerstone’s equipment performance attribute for availability and reliability. A Phase 2 evaluation in accordance 
with IMC 609, Significance Determination Process, determined the finding to be of very low safety significance 
(Green) because of the low decay heat at the end of a refueling outage; the time for operators to take recovery actions; 
and due to the plant conditions, only the containment high pressure SI actuation portion of the automatic SI actuation 
logic was affected. The cause of the finding was directly related to the documentation, procedures and component 
labeling cross-cutting aspect in the resources component of the Human Performance cross-cutting area, in that, the 
instructions used by personnel to remove the temporary jumpers failed to provide necessary steps to ensure the 



actuation logics were returned to an operable status (H.2(c)). 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Resulted in Inadequate Control of Materials Brought into Containment 
Green. The inspectors identified a NCV of Technical Specification (T.S.) 5.7.1 for failure to properly implement 
procedural requirements and engineering controls for materials brought into containment while the plant was at 
power. The procedural violation resulted in temporary equipment/material left in containment with 
incorrect/incomplete documentation. The licensee entered these issues into the corrective action program (CAP) and 
either removed or properly evaluated the materials left in containment.  
 
This finding is more than minor because it was associated with the Mitigating Systems Cornerstone attribute of 
equipment performance, specifically reliability, and adversely affected the cornerstone objective. The finding is of 
very low safety significance because no equipment was rendered inoperable. The finding directly involved the cross 
cutting area of human performance under the procedural compliance aspect of the work practices component, in that, 
the procedural requirements of the licensee’s procedure for containment access were not met and equipment/material 
left in containment was not properly analyzed and documented. (H.4 (b)) (Section 4OA2)  
 
Inspection Report# : 2008002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Properly Prepare a Radioactive Material Package for Shipment 
Green. A self-revealing NCV of 10 CFR 71.5 was identified for failure to properly package radiological material such 
that, under conditions normally incident to transportation, the radiation levels at the external surface of the package 
would not exceed applicable Department of Transportation (DOT) limits. When the shipment of equipment arrived at 
a processing facility on March 3, 2008, the contact radiation dose rate measurement in a small area on the bottom of 
the external surface of one of the packages was 340 mrem/hr, which was in excess of the 200 mrem/hr limit. 
Subsequent measurements by the licensee determined the dose rate to be 400 mrem/hr. This finding was entered into 
the licensee’s corrective action program as Problem Evaluation Report (PER) 139447.  
 
This finding is more than minor because it is associated with the plant facilities/ equipment and instrument attribute of 
the Public Radiation Safety Cornerstone and adversely affected the cornerstone objective, in that the improper 



transportation packaging resulted in a shipping container with external dose rates exceeding regulatory requirements. 
Using the Public Radiation Significance Determination Process, the finding was determined to be of very low safety 
significance because the area on the package with the elevated radiation level was inaccessible to the public and the 
radiation level did not exceed two times the DOT limit. This finding was reviewed for cross-cutting aspects and none 
were identified. (Section 2PS2)  
 
Inspection Report# : 2008002 (pdf)  

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Last modified : April 07, 2009 



Watts Bar 1 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Design Parameters into Plant Setpoint Document for the Containment Particulate 
Radiation Monitor 
The NRC identified a Green, non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure 
to translate revised design parameters into the setpoint and scaling document for the lower containment particulate 
radiation monitor. As a result, the radiation monitor was inoperable, due to incorrect alarm setpoints, for longer than 
the Technical Specification allowed out of service time. The licensee corrected the radiation monitor alarm setpoint 
and initiated entered the issue into their corrective action program as Problem Evaluation Report 154635.  
 
The inspectors concluded that the finding was more than minor because the radiation monitor inoperability resulted in 
potential impact on reactor safety and adversely affected the availability and reliability of the equipment performance 
attribute of the Initiating Events Cornerstone. This finding was evaluated using the Significance Determination 
Process Phase 1 screening criteria and was determined to be of very low safety significance because other methods of 
reactor coolant system leak detection were available. The finding directly involved the cross-cutting area of Problem 
Identification and Resolution under the thorough evaluation of identified problems aspect of the corrective action 
program component, in that, the licensee failed to properly evaluate the radiation monitor’s as-found alarm setpoint, 
which was substantially different than the specified setpoint, prior to resetting the alarm setpoint to the larger value 
(P.1.c). 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
jPerforming Non-Authorized Activities on Exciter Field Breaker Results In Reactor Trip 
A Green self-revealing finding was identified for the failure to obtain authorization prior to opening the main 
generator exciter field breaker compartment and operating the de-latching bar. The licensee’s procedures for 
controlling sensitive plant equipment specified that personnel obtain the Unit Supervisor’s authorization prior to 
beginning work on sensitive equipment. Operating the de-latching bar resulted in the exciter field breaker opening 
which resulted in the turbine generator and the reactor tripping. The licensee entered this issue into their corrective 
action program as Problem Evaluation Report 152955.  
 
The finding was more than minor because it was associated with the Human Performance attribute of the Initiating 
Events Cornerstone and adversely affected the cornerstone objective to limit the likelihood of those events that upset 
plant stability and challenge critical safety functions during at-power operations. This finding was evaluated using the 
Significance Determination Process Phase 1 screening criteria and was determined to be of very low safety 
significance because the finding did not contribute to both a reactor trip and the likelihood of mitigation equipment or 
functions not being available. The cause of the finding was directly related to the human performance and error 
prevention aspect of the cross-cutting area of Human Performance, in that, personnel failed to use the self-checking 
technique to stop and consider their actions for two minutes prior to proceeding with an activity (H.4.a).  
 
Inspection Report# : 2008005 (pdf)  



Mitigating Systems 

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure toTranslate ERCW Pump Coupling Material Change into Procedures 
A Green self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion III, Design Control, was identified for 
the failure to adequately translate material specifications into procedures. As a result, the B-A essential raw cooling 
water (ERCW) pump coupling failed due to an improper material being used. The licensee entered this issue into their 
corrective action program as Problem Evaluation Report 148716.  
 
This finding is more than minor because it affects the plant modifications area of the design control attribute of the 
Mitigating Systems Cornerstone objective of reliability and availability, and if left uncorrected, it would result failure 
of other ERCW pumps. This finding was evaluated using the Significance Determination Phase 1 screening criteria 
and was determined to be of very low safety significance because the finding did not represent an actual loss of safety 
function of a single train of equipment for greater that its Technical Specification allowed outage time.  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Carbon Dioxide System in Fire Area 48 Failed to Meet Design Criterion 
The NRC identified a Green, non-cited violation of Unit 1 Operating License Condition 2.F for not having a carbon 
dioxide (CO2) suppression system for the Unit 1 auxiliary instrumentation room with the capability to maintain the 
design basis gas concentration of 50 percent in portions of the room for 15 minutes. The licensee entered the problem 
into their corrective action program.  
 
The finding is more than minor because it affects the Mitigating Systems cornerstone objective of ensuring reliability 
and capability of systems that respond to initiating events and the cornerstone attribute of protection against external 
factors, i.e. fire. The finding was determined to be of very low safety significance by a Significance Determination 
Process Phase 1 evaluation. Test records indicated a 50 percent CO2 concentration for 15 minutes in the lower half of 
the room and a 45 percent concentration for 15 minutes at three quarters of room height. This concentration was an 
acceptable amount to extinguish the most likely fire in this portion of the room.  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Plant Startup with Inoperable AFW Automatic Start on Trip of All MFW Pumps 
A Green, NRC-identified non-cited violation of Technical Specification (TS) 3.0.4.a was identified for entering 
Modes 2 and 1 without an operable channel of auxiliary feedwater automatic start on a trip of all main feedwater 
pumps as required by TS 3.3.2. The licensee defeated this channel by introducing a signal that artificially indicated 
that a main feedwater pump was operating. This practice existed since initial plant startup. The licensee entered this 
issue into their corrective action program as Problem Evaluation Report 147351.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone and affected the 
cornerstone objective of ensuring the availability of systems that respond to initiating events. Using IMC 0609, 
Appendix 0609.04, the finding was determined to be of very low safety significance because the finding did not 
represent an actual loss of safety function of a single train for greater than its TS allowed outage time since other 
initiation signals were available to automatically start the auxiliary feedwater pumps if needed. The cause of the 
finding was directly related to the Implementation of Corrective Actions aspect in the Problem Identification and 



Resolution cross-cutting area, in that, the licensee failed to take appropriate corrective action in a timely manner to 
address the non-cited violation issued in NRC Inspection Report 05000390/2006004 associated with making plant 
mode changes with the auxiliary feedwater automatic start function trip of all main feedwater pumps inoperable (P.1
(d)).  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.3.2 to Have Two Trains of Automatic Actuation Logic and 
Actuation Relays for Safety Injection and Feedwater Isolation Operable 
A Green, self-revealing non-cited violation of Technical Specification 3.3.2 was identified for failure to have two 
trains of safety injection (SI) automatic actuation logic and two trains of feedwater isolation actuation logic operable 
while in Mode 3. Upon the removal of temporary jumpers, the relay which blocks the actuation circuitry from 
performing their function was not reset. This condition existed until approximately 12 hours later when the licensee 
reset the relay by closing the reactor trip breakers. The licensee entered this event into their corrective action program 
as Problem Evaluation Report 140641.  
 
This finding is more than minor because it affected the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events and adversely affected the 
cornerstone’s equipment performance attribute for availability and reliability. A Phase 2 evaluation in accordance 
with IMC 609, Significance Determination Process, determined the finding to be of very low safety significance 
(Green) because of the low decay heat at the end of a refueling outage; the time for operators to take recovery actions; 
and due to the plant conditions, only the containment high pressure SI actuation portion of the automatic SI actuation 
logic was affected. The cause of the finding was directly related to the documentation, procedures and component 
labeling cross-cutting aspect in the resources component of the Human Performance cross-cutting area, in that, the 
instructions used by personnel to remove the temporary jumpers failed to provide necessary steps to ensure the 
actuation logics were returned to an operable status (H.2(c)). 
Inspection Report# : 2008003 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 



provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Last modified : May 28, 2009 



Watts Bar 1 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Design Parameters into Plant Setpoint Document for the Containment Particulate 
Radiation Monitor 
The NRC identified a Green, non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure 
to translate revised design parameters into the setpoint and scaling document for the lower containment particulate 
radiation monitor. As a result, the radiation monitor was inoperable, due to incorrect alarm setpoints, for longer than 
the Technical Specification allowed out of service time. The licensee corrected the radiation monitor alarm setpoint 
and initiated entered the issue into their corrective action program as Problem Evaluation Report 154635.  
 
The inspectors concluded that the finding was more than minor because the radiation monitor inoperability resulted in 
potential impact on reactor safety and adversely affected the availability and reliability of the equipment performance 
attribute of the Initiating Events Cornerstone. This finding was evaluated using the Significance Determination 
Process Phase 1 screening criteria and was determined to be of very low safety significance because other methods of 
reactor coolant system leak detection were available. The finding directly involved the cross-cutting area of Problem 
Identification and Resolution under the thorough evaluation of identified problems aspect of the corrective action 
program component, in that, the licensee failed to properly evaluate the radiation monitor’s as-found alarm setpoint, 
which was substantially different than the specified setpoint, prior to resetting the alarm setpoint to the larger value 
(P.1.c). 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
jPerforming Non-Authorized Activities on Exciter Field Breaker Results In Reactor Trip 
A Green self-revealing finding was identified for the failure to obtain authorization prior to opening the main 
generator exciter field breaker compartment and operating the de-latching bar. The licensee’s procedures for 
controlling sensitive plant equipment specified that personnel obtain the Unit Supervisor’s authorization prior to 
beginning work on sensitive equipment. Operating the de-latching bar resulted in the exciter field breaker opening 
which resulted in the turbine generator and the reactor tripping. The licensee entered this issue into their corrective 
action program as Problem Evaluation Report 152955.  
 
The finding was more than minor because it was associated with the Human Performance attribute of the Initiating 
Events Cornerstone and adversely affected the cornerstone objective to limit the likelihood of those events that upset 
plant stability and challenge critical safety functions during at-power operations. This finding was evaluated using the 
Significance Determination Process Phase 1 screening criteria and was determined to be of very low safety 
significance because the finding did not contribute to both a reactor trip and the likelihood of mitigation equipment or 
functions not being available. The cause of the finding was directly related to the human performance and error 
prevention aspect of the cross-cutting area of Human Performance, in that, personnel failed to use the self-checking 
technique to stop and consider their actions for two minutes prior to proceeding with an activity (H.4.a).  
 
Inspection Report# : 2008005 (pdf)  



Mitigating Systems 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to impliment proc. to maintain design of intake pumping station missile shield 
10 CFR 50 Appendix B, Criterion V states, in part, that activities affecting quality shall be prescribed by documented 
instructions or procedures of a type appropriate to the circumstances and shall be accomplished in accordance with 
these instructions or procedures. Contrary to the above, on April 16 and 30, 2009, the NRC identified that the licensee 
failed to accomplish documented instructions contained in work order 08-818588-000 to ensure that the design of the 
safety-related IPS missile shield was maintained. Because this finding was of very low safety significance and has 
been entered into the corrective action program as PERs 168839 and 170028, this violation is characterized as an 
NCV, consistent with Section VI.A of the NRC Enforcement Policy: NCV 05000390/2009003-01, Failure to 
Adequately Implement Procedures to Maintain the Design of the Intake Pumping Station Missile Shield. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 26, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
failure to promptly correct a condition adverse to quality --- A shutdown boardroom chiller  
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI was identified for 
failure to take timely and effective corrective action to maintain the capillary line to the Essential Raw Cooling Water 
(ERCW) condenser water temperature control valve (1-TCV-67-158) filled with  
water to ensure operability of the ‘A’ Shutdown Boardroom chiller. The licensee vented the line, returning the chiller 
to service, and entered the issue into their CAP.  
The finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability of the ‘A’ Shutdown boardroom chiller, which is a system that responds to initiating events. It is also 
associated with the cornerstone attribute of equipment availability and reliability. This finding was assessed using the 
Phase 1 screening worksheet of the SDP and determined to be of very low safety significance (Green) because it did 
not result in an actual loss of safety function of a single train for greater than the Technical Specification (TS) allowed 
outage time and was not potentially risk-significant due to external events. This finding has a cross-cutting aspect in 
the Work Control component of the Human Performance area (H.3(b)), because the licensee failed to properly 
prioritize the compensatory maintenance activities to support safety system operability of an operable but degraded 
system. (Section 
Inspection Report# : 2009006 (pdf)  

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure toTranslate ERCW Pump Coupling Material Change into Procedures 
A Green self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion III, Design Control, was identified for 
the failure to adequately translate material specifications into procedures. As a result, the B-A essential raw cooling 
water (ERCW) pump coupling failed due to an improper material being used. The licensee entered this issue into their 
corrective action program as Problem Evaluation Report 148716.  
 
This finding is more than minor because it affects the plant modifications area of the design control attribute of the 
Mitigating Systems Cornerstone objective of reliability and availability, and if left uncorrected, it would result failure 
of other ERCW pumps. This finding was evaluated using the Significance Determination Phase 1 screening criteria 
and was determined to be of very low safety significance because the finding did not represent an actual loss of safety 
function of a single train of equipment for greater that its Technical Specification allowed outage time.  
 
Inspection Report# : 2008005 (pdf)  



Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Carbon Dioxide System in Fire Area 48 Failed to Meet Design Criterion 
The NRC identified a Green, non-cited violation of Unit 1 Operating License Condition 2.F for not having a carbon 
dioxide (CO2) suppression system for the Unit 1 auxiliary instrumentation room with the capability to maintain the 
design basis gas concentration of 50 percent in portions of the room for 15 minutes. The licensee entered the problem 
into their corrective action program.  
 
The finding is more than minor because it affects the Mitigating Systems cornerstone objective of ensuring reliability 
and capability of systems that respond to initiating events and the cornerstone attribute of protection against external 
factors, i.e. fire. The finding was determined to be of very low safety significance by a Significance Determination 
Process Phase 1 evaluation. Test records indicated a 50 percent CO2 concentration for 15 minutes in the lower half of 
the room and a 45 percent concentration for 15 minutes at three quarters of room height. This concentration was an 
acceptable amount to extinguish the most likely fire in this portion of the room.  
 
Inspection Report# : 2008005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 26, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
failure to follow plant proceedures for cancelling preventative maintenance 
Green. A self-revealing NCV of Technical Specification 5.7.1 was identified for the licensee’s failure to follow plant 
procedures which resulted in the failure of the Unit 1 Shield Building Vent Radiation Monitor System, an effluent 
radiation monitor.  
 
The inspectors determined the licensee’s failure to follow site procedures for PM cancellation was a performance 
deficiency and a finding. The inspectors reviewed Inspection Manual Chapter (IMC) 0612 and determined that the 
finding is more than minor because the finding is associated with the plant facilities/equipment and instrumentation 
attribute (reliability of process radiation monitors) of the radiation safety cornerstone (public radiation safety) and 
adversely affected the cornerstone objective of ensuring adequate protection of public health and safety from exposure 
to radioactive materials released into the public domain as a result of routine civilian use. The finding was assessed 
using the IMC 0609, Appendix D, Public Radiation SDP, and because there was no failure to implement the effluent 
program, the finding was determined to be of very low safety significance (Green). No cross-cutting aspect was 
assigned to this finding because the direct cause was not considered indicative of current performance. (Section 
4OA2.a.3.ii)  



 
Inspection Report# : 2009006 (pdf)  

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Last modified : August 31, 2009 



Watts Bar 1 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Design Parameters into Plant Setpoint Document for the Containment Particulate 
Radiation Monitor 
The NRC identified a Green, non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure 
to translate revised design parameters into the setpoint and scaling document for the lower containment particulate 
radiation monitor. As a result, the radiation monitor was inoperable, due to incorrect alarm setpoints, for longer than 
the Technical Specification allowed out of service time. The licensee corrected the radiation monitor alarm setpoint 
and initiated entered the issue into their corrective action program as Problem Evaluation Report 154635.  
 
The inspectors concluded that the finding was more than minor because the radiation monitor inoperability resulted in 
potential impact on reactor safety and adversely affected the availability and reliability of the equipment performance 
attribute of the Initiating Events Cornerstone. This finding was evaluated using the Significance Determination 
Process Phase 1 screening criteria and was determined to be of very low safety significance because other methods of 
reactor coolant system leak detection were available. The finding directly involved the cross-cutting area of Problem 
Identification and Resolution under the thorough evaluation of identified problems aspect of the corrective action 
program component, in that, the licensee failed to properly evaluate the radiation monitor’s as-found alarm setpoint, 
which was substantially different than the specified setpoint, prior to resetting the alarm setpoint to the larger value 
(P.1.c). 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
jPerforming Non-Authorized Activities on Exciter Field Breaker Results In Reactor Trip 
A Green self-revealing finding was identified for the failure to obtain authorization prior to opening the main 
generator exciter field breaker compartment and operating the de-latching bar. The licensee’s procedures for 
controlling sensitive plant equipment specified that personnel obtain the Unit Supervisor’s authorization prior to 
beginning work on sensitive equipment. Operating the de-latching bar resulted in the exciter field breaker opening 
which resulted in the turbine generator and the reactor tripping. The licensee entered this issue into their corrective 
action program as Problem Evaluation Report 152955.  
 
The finding was more than minor because it was associated with the Human Performance attribute of the Initiating 
Events Cornerstone and adversely affected the cornerstone objective to limit the likelihood of those events that upset 
plant stability and challenge critical safety functions during at-power operations. This finding was evaluated using the 
Significance Determination Process Phase 1 screening criteria and was determined to be of very low safety 
significance because the finding did not contribute to both a reactor trip and the likelihood of mitigation equipment or 
functions not being available. The cause of the finding was directly related to the human performance and error 
prevention aspect of the cross-cutting area of Human Performance, in that, personnel failed to use the self-checking 
technique to stop and consider their actions for two minutes prior to proceeding with an activity (H.4.a).  
 
Inspection Report# : 2008005 (pdf)  



Mitigating Systems 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to impliment proc. to maintain design of intake pumping station missile shield 
10 CFR 50 Appendix B, Criterion V states, in part, that activities affecting quality shall be prescribed by documented 
instructions or procedures of a type appropriate to the circumstances and shall be accomplished in accordance with 
these instructions or procedures. Contrary to the above, on April 16 and 30, 2009, the NRC identified that the licensee 
failed to accomplish documented instructions contained in work order 08-818588-000 to ensure that the design of the 
safety-related IPS missile shield was maintained. Because this finding was of very low safety significance and has 
been entered into the corrective action program as PERs 168839 and 170028, this violation is characterized as an 
NCV, consistent with Section VI.A of the NRC Enforcement Policy: NCV 05000390/2009003-01, Failure to 
Adequately Implement Procedures to Maintain the Design of the Intake Pumping Station Missile Shield. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 26, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
failure to promptly correct a condition adverse to quality --- A shutdown boardroom chiller  
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI was identified for 
failure to take timely and effective corrective action to maintain the capillary line to the Essential Raw Cooling Water 
(ERCW) condenser water temperature control valve (1-TCV-67-158) filled with  
water to ensure operability of the ‘A’ Shutdown Boardroom chiller. The licensee vented the line, returning the chiller 
to service, and entered the issue into their CAP.  
The finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability of the ‘A’ Shutdown boardroom chiller, which is a system that responds to initiating events. It is also 
associated with the cornerstone attribute of equipment availability and reliability. This finding was assessed using the 
Phase 1 screening worksheet of the SDP and determined to be of very low safety significance (Green) because it did 
not result in an actual loss of safety function of a single train for greater than the Technical Specification (TS) allowed 
outage time and was not potentially risk-significant due to external events. This finding has a cross-cutting aspect in 
the Work Control component of the Human Performance area (H.3(b)), because the licensee failed to properly 
prioritize the compensatory maintenance activities to support safety system operability of an operable but degraded 
system. (Section 
Inspection Report# : 2009006 (pdf)  

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure toTranslate ERCW Pump Coupling Material Change into Procedures 
A Green self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion III, Design Control, was identified for 
the failure to adequately translate material specifications into procedures. As a result, the B-A essential raw cooling 
water (ERCW) pump coupling failed due to an improper material being used. The licensee entered this issue into their 
corrective action program as Problem Evaluation Report 148716.  
 
This finding is more than minor because it affects the plant modifications area of the design control attribute of the 
Mitigating Systems Cornerstone objective of reliability and availability, and if left uncorrected, it would result failure 
of other ERCW pumps. This finding was evaluated using the Significance Determination Phase 1 screening criteria 
and was determined to be of very low safety significance because the finding did not represent an actual loss of safety 
function of a single train of equipment for greater that its Technical Specification allowed outage time.  
 
Inspection Report# : 2008005 (pdf)  



Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Carbon Dioxide System in Fire Area 48 Failed to Meet Design Criterion 
The NRC identified a Green, non-cited violation of Unit 1 Operating License Condition 2.F for not having a carbon 
dioxide (CO2) suppression system for the Unit 1 auxiliary instrumentation room with the capability to maintain the 
design basis gas concentration of 50 percent in portions of the room for 15 minutes. The licensee entered the problem 
into their corrective action program.  
 
The finding is more than minor because it affects the Mitigating Systems cornerstone objective of ensuring reliability 
and capability of systems that respond to initiating events and the cornerstone attribute of protection against external 
factors, i.e. fire. The finding was determined to be of very low safety significance by a Significance Determination 
Process Phase 1 evaluation. Test records indicated a 50 percent CO2 concentration for 15 minutes in the lower half of 
the room and a 45 percent concentration for 15 minutes at three quarters of room height. This concentration was an 
acceptable amount to extinguish the most likely fire in this portion of the room.  
 
Inspection Report# : 2008005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to incorporate existing design criteria into temporary secondary containment boundary doors 
A self-revealing, non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion III, Design Control, was identified 
for failure to correctly translate the personal access door design basis into the specifications for the temporary ABSCE 
boundary doors installed to facilitate Unit 2 construction. As a result, the ABSCE boundary was disabled when the 
temporary doors (R002 and R003) failed during auxiliary building ventilation changes on May 27, 2009. The licensee 
entered the issue into the corrective action program as PER 172301, made door repairs to re-establish the ABSCE 
boundary, and took interim actions to minimize differential pressure across the temporary doors during auxiliary 
building ventilation changes.  
The licensee’s failure to utilize existing design criteria for doors R002 and R003 was a performance deficiency. The 
inspectors reviewed Inspection Manual Chapter (IMC) 0612 and determined that the finding was more than minor 
because, if left uncorrected, it would have the potential to lead to a more significant safety concern, specifically for 
loss of the secondary containment boundary. Additionally, the finding was associated with the design control attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers, such as the secondary containment boundary, protect the public from radionuclide 
releases caused by accidents or events. Using the phase I screening worksheet of IMC 0609, the inspectors determined 
that the finding was of very low safety significance (Green) because it only represented a degradation of the 
radiological barrier function provided for the auxiliary building. The cause of the finding had a cross-cutting aspect in 
the area of human performance associated with the resources component. It was directly related to maintaining long 
term plant safety by maintenance of the design margins aspect of the resources component [H.2(a)]. Specifically, the 
licensee did not utilize the existing design criteria for auxiliary building doors designated as air locks. (Section 
4OA3.1.b.1) 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate corrective actions to preclude additional temporary secondary containment boundary doors failure
A self-revealing NCV of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, was identified for the licensee’s 
failure take prompt corrective actions to preclude repetition of the failure of the temporary auxiliary building 



secondary containment envelope (ABSCE) boundary doors installed to facilitate Unit 2 construction. Following the 
previous failure of temporary ABSCE boundary doors R002 and R003 during auxiliary building ventilation changes, 
the licensee initiated PER 172301 to determine the cause of the door failure. In accordance with licensee procedure 
PIDP-4, Corrective Action Program Screening and Oversight, PER levels are assigned based on the consequences of 
the identified condition and also on the frequency or probability of issue occurrence. Based on the condition 
classification guidance in Appendix A of PIDP-4, the door failures were considered by the licensee to be a Significant 
Condition Adverse to Quality (SCAQ), which required the associated PER to be designated as an A-level PER. 
Accordingly, PER 172301 was assigned as an A-level (highest category) requiring a root cause analysis and corrective 
actions to prevent recurrence. Corrective actions to prevent recurrence developed by the root cause team were not 
incorporated into plant procedures, and as a result, temporary doors (R002 and R003) failed during auxiliary building 
ventilation changes on June 27, 2009. The licensee entered the issue into the corrective action program as PER 
175160, made door repairs to re-establish the ABSCE boundary, and shut the Unit 2 reactor building access doors to 
provide an additional ventilation barrier.  
 
The licensee’s failure to take corrective actions to preclude the temporary door failure repetition was a performance 
deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left 
uncorrected, it would have the potential to lead to a more significant safety concern, specifically for loss of the 
secondary containment boundary. Additionally, the finding was associated with the design control attribute of the 
Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance that 
physical design barriers, such as the secondary containment boundary, protect the public from radionuclide releases 
caused by accidents or events. Using the phase I screening worksheet of IMC 0609, the inspectors determined that the 
finding was of very low safety significance (Green) because it only represented a degradation of the radiological 
barrier function provided for the auxiliary building. The cause of the finding had a cross-cutting aspect in the area of 
problem identification and resolution associated with the corrective action program component. It was directly related 
to the licensee thoroughly evaluating problems such that resolutions address the problem’s causes. [P.1(c)]. 
Specifically, during the investigation of the May 27, 2009, ABSCE door failures, the licensee failed to address the 
inadequate design of temporary doors R002 and R003. (Section 4OA3.1.b.2)  
 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 26, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
failure to follow plant proceedures for cancelling preventative maintenance 
Green. A self-revealing NCV of Technical Specification 5.7.1 was identified for the licensee’s failure to follow plant 
procedures which resulted in the failure of the Unit 1 Shield Building Vent Radiation Monitor System, an effluent 
radiation monitor.  
 
The inspectors determined the licensee’s failure to follow site procedures for PM cancellation was a performance 
deficiency and a finding. The inspectors reviewed Inspection Manual Chapter (IMC) 0612 and determined that the 
finding is more than minor because the finding is associated with the plant facilities/equipment and instrumentation 
attribute (reliability of process radiation monitors) of the radiation safety cornerstone (public radiation safety) and 
adversely affected the cornerstone objective of ensuring adequate protection of public health and safety from exposure 



to radioactive materials released into the public domain as a result of routine civilian use. The finding was assessed 
using the IMC 0609, Appendix D, Public Radiation SDP, and because there was no failure to implement the effluent 
program, the finding was determined to be of very low safety significance (Green). No cross-cutting aspect was 
assigned to this finding because the direct cause was not considered indicative of current performance. (Section 
4OA2.a.3.ii)  
 
Inspection Report# : 2009006 (pdf)  

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Significance: N/A Jun 26, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Watts Bar PI&R Summary 
The team concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
Generally, the threshold for initiating problem evaluation reports (PERs) was appropriately low, as evidenced by the 
types of problems identified and large number of PERs entered annually into the Corrective Action Program (CAP). 
Employees were encouraged by management to initiate PERs. However, the team determined that recently there have 
been some conditions adverse to quality identified by the resident inspectors that were not appropriately entered into 
the CAP.  
 
Generally, prioritization and evaluation of issues were consistent with the licensee’s CAP guidance, formal root cause 
evaluations for significant problems were adequate, and corrective actions specified for problems were acceptable. 
Overall, corrective actions developed and implemented for issues were generally timely, effective, and commensurate 
with the safety significance of the issues.  
 
The team determined that, overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, and plant operations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns.  
 
Inspection Report# : 2009006 (pdf)  

Last modified : December 10, 2009 



Watts Bar 1 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Analysis for Failed Auxiliary Charging Pumps 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.55a(f)(4) for 
the licensee’s failure to meet in-service test requirements for the 1B auxiliary charging pump. Between December 
2008 and December 2009, licensee personnel tested the pump and determined that it was in the required action range. 
The licensee failed to either declare the pump inoperable until corrected or perform an analysis in accordance with 
program requirements. As part of their corrective action, the licensee performed an analysis of the pump, revised test 
procedures, and entered the issue into the corrective action program (CAP) as PER 211724.  
 
This finding was more than minor because if left uncorrected it has the potential to become a more significant safety 
concern. Specifically, the failure to adhere to equipment testing requirements could have allowed the loss of 
functional capability of the auxiliary charging pumps to exist without detection until the pumps were  
required to perform their designed safety function. The inspectors determined that the finding was of very low safety 
significance because the functional capability of the auxiliary charging pumps (ACPs) was not lost. The finding 
directly involved the cross-cutting area human performance under the supervisory and management oversight of work 
activities component, in that, the failures of the ACPs were left unresolved for an extended period of time over a 
number of failed tests. (H.4(c)). 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to impliment proc. to maintain design of intake pumping station missile shield 
10 CFR 50 Appendix B, Criterion V states, in part, that activities affecting quality shall be prescribed by documented 
instructions or procedures of a type appropriate to the circumstances and shall be accomplished in accordance with 
these instructions or procedures. Contrary to the above, on April 16 and 30, 2009, the NRC identified that the licensee 
failed to accomplish documented instructions contained in work order 08-818588-000 to ensure that the design of the 
safety-related IPS missile shield was maintained. Because this finding was of very low safety significance and has 
been entered into the corrective action program as PERs 168839 and 170028, this violation is characterized as an 
NCV, consistent with Section VI.A of the NRC Enforcement Policy: NCV 05000390/2009003-01, Failure to 
Adequately Implement Procedures to Maintain the Design of the Intake Pumping Station Missile Shield. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 26, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
failure to promptly correct a condition adverse to quality --- A shutdown boardroom chiller  
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI was identified for 
failure to take timely and effective corrective action to maintain the capillary line to the Essential Raw Cooling Water 



(ERCW) condenser water temperature control valve (1-TCV-67-158) filled with 
water to ensure operability of the ‘A’ Shutdown Boardroom chiller. The licensee vented the line, returning the chiller 
to service, and entered the issue into their CAP.  
The finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability of the ‘A’ Shutdown boardroom chiller, which is a system that responds to initiating events. It is also 
associated with the cornerstone attribute of equipment availability and reliability. This finding was assessed using the 
Phase 1 screening worksheet of the SDP and determined to be of very low safety significance (Green) because it did 
not result in an actual loss of safety function of a single train for greater than the Technical Specification (TS) allowed 
outage time and was not potentially risk-significant due to external events. This finding has a cross-cutting aspect in 
the Work Control component of the Human Performance area (H.3(b)), because the licensee failed to properly 
prioritize the compensatory maintenance activities to support safety system operability of an operable but degraded 
system. (Section 
Inspection Report# : 2009006 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to incorporate existing design criteria into temporary secondary containment boundary doors 
A self-revealing, non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion III, Design Control, was identified 
for failure to correctly translate the personal access door design basis into the specifications for the temporary ABSCE 
boundary doors installed to facilitate Unit 2 construction. As a result, the ABSCE boundary was disabled when the 
temporary doors (R002 and R003) failed during auxiliary building ventilation changes on May 27, 2009. The licensee 
entered the issue into the corrective action program as PER 172301, made door repairs to re-establish the ABSCE 
boundary, and took interim actions to minimize differential pressure across the temporary doors during auxiliary 
building ventilation changes.  
The licensee’s failure to utilize existing design criteria for doors R002 and R003 was a performance deficiency. The 
inspectors reviewed Inspection Manual Chapter (IMC) 0612 and determined that the finding was more than minor 
because, if left uncorrected, it would have the potential to lead to a more significant safety concern, specifically for 
loss of the secondary containment boundary. Additionally, the finding was associated with the design control attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers, such as the secondary containment boundary, protect the public from radionuclide 
releases caused by accidents or events. Using the phase I screening worksheet of IMC 0609, the inspectors determined 
that the finding was of very low safety significance (Green) because it only represented a degradation of the 
radiological barrier function provided for the auxiliary building. The cause of the finding had a cross-cutting aspect in 
the area of human performance associated with the resources component. It was directly related to maintaining long 
term plant safety by maintenance of the design margins aspect of the resources component [H.2(a)]. Specifically, the 
licensee did not utilize the existing design criteria for auxiliary building doors designated as air locks. (Section 
4OA3.1.b.1) 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate corrective actions to preclude additional temporary secondary containment boundary doors failure
A self-revealing NCV of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, was identified for the licensee’s 
failure take prompt corrective actions to preclude repetition of the failure of the temporary auxiliary building 
secondary containment envelope (ABSCE) boundary doors installed to facilitate Unit 2 construction. Following the 
previous failure of temporary ABSCE boundary doors R002 and R003 during auxiliary building ventilation changes, 
the licensee initiated PER 172301 to determine the cause of the door failure. In accordance with licensee procedure 
PIDP-4, Corrective Action Program Screening and Oversight, PER levels are assigned based on the consequences of 
the identified condition and also on the frequency or probability of issue occurrence. Based on the condition 



classification guidance in Appendix A of PIDP-4, the door failures were considered by the licensee to be a Significant 
Condition Adverse to Quality (SCAQ), which required the associated PER to be designated as an A-level PER. 
Accordingly, PER 172301 was assigned as an A-level (highest category) requiring a root cause analysis and corrective 
actions to prevent recurrence. Corrective actions to prevent recurrence developed by the root cause team were not 
incorporated into plant procedures, and as a result, temporary doors (R002 and R003) failed during auxiliary building 
ventilation changes on June 27, 2009. The licensee entered the issue into the corrective action program as PER 
175160, made door repairs to re-establish the ABSCE boundary, and shut the Unit 2 reactor building access doors to 
provide an additional ventilation barrier.  
 
The licensee’s failure to take corrective actions to preclude the temporary door failure repetition was a performance 
deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left 
uncorrected, it would have the potential to lead to a more significant safety concern, specifically for loss of the 
secondary containment boundary. Additionally, the finding was associated with the design control attribute of the 
Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance that 
physical design barriers, such as the secondary containment boundary, protect the public from radionuclide releases 
caused by accidents or events. Using the phase I screening worksheet of IMC 0609, the inspectors determined that the 
finding was of very low safety significance (Green) because it only represented a degradation of the radiological 
barrier function provided for the auxiliary building. The cause of the finding had a cross-cutting aspect in the area of 
problem identification and resolution associated with the corrective action program component. It was directly related 
to the licensee thoroughly evaluating problems such that resolutions address the problem’s causes. [P.1(c)]. 
Specifically, during the investigation of the May 27, 2009, ABSCE door failures, the licensee failed to address the 
inadequate design of temporary doors R002 and R003. (Section 4OA3.1.b.2)  
 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 26, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
failure to follow plant proceedures for cancelling preventative maintenance 
Green. A self-revealing NCV of Technical Specification 5.7.1 was identified for the licensee’s failure to follow plant 
procedures which resulted in the failure of the Unit 1 Shield Building Vent Radiation Monitor System, an effluent 
radiation monitor.  
 
The inspectors determined the licensee’s failure to follow site procedures for PM cancellation was a performance 
deficiency and a finding. The inspectors reviewed Inspection Manual Chapter (IMC) 0612 and determined that the 
finding is more than minor because the finding is associated with the plant facilities/equipment and instrumentation 
attribute (reliability of process radiation monitors) of the radiation safety cornerstone (public radiation safety) and 
adversely affected the cornerstone objective of ensuring adequate protection of public health and safety from exposure 
to radioactive materials released into the public domain as a result of routine civilian use. The finding was assessed 
using the IMC 0609, Appendix D, Public Radiation SDP, and because there was no failure to implement the effluent 
program, the finding was determined to be of very low safety significance (Green). No cross-cutting aspect was 
assigned to this finding because the direct cause was not considered indicative of current performance. (Section 
4OA2.a.3.ii)  



 
Inspection Report# : 2009006 (pdf)  

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Significance: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Update the UFSAR for the Removal of the Additional Diesel Generator Unit. 
The inspectors identified an NCV of 10 CFR 50.71(e) for failure to adequately update the Updated Final Safety 
Analysis Report (UFSAR) to reflect that the additional diesel generator unit (ADGU) was never completed and made 
available for use as described in the UFSAR. The licensee entered these issues into the CAP as PER 175830. This 
finding was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. The inspectors used the NRC Enforcement Policy, Supplement I, to determine that the 
issue was more than minor because including references of incomplete equipment in the  
UFSAR would have a material impact on licensed activities associated with the onsite emergency AC power 
distribution system. This issue was considered a SL-IV violation because the inaccurate information was not used to 
make any change to the facility. No cross-cutting aspect was identified 
Inspection Report# : 2009005 (pdf)  

Significance: N/A Jun 26, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Watts Bar PI&R Summary 
The team concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
Generally, the threshold for initiating problem evaluation reports (PERs) was appropriately low, as evidenced by the 
types of problems identified and large number of PERs entered annually into the Corrective Action Program (CAP). 
Employees were encouraged by management to initiate PERs. However, the team determined that recently there have 
been some conditions adverse to quality identified by the resident inspectors that were not appropriately entered into 
the CAP.  
 
Generally, prioritization and evaluation of issues were consistent with the licensee’s CAP guidance, formal root cause 
evaluations for significant problems were adequate, and corrective actions specified for problems were acceptable. 
Overall, corrective actions developed and implemented for issues were generally timely, effective, and commensurate 
with the safety significance of the issues.  
 
The team determined that, overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, and plant operations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns.  
 
Inspection Report# : 2009006 (pdf)  



Last modified : March 01, 2010 



Watts Bar 1 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assure that test requirements were satisfied following a design change 
The inspectors identified a violation of very low safety significance and an associated non-cited violation of 10 CFR 
50 Appendix B Criterion XI, Test Control, for the licensee’s failure to assure that test requirements were satisfied 
following a design change affecting the unit 2 channel III (2-III) safety-related vital AC board. As a result, the 2-III 
vital AC board was returned to service with post modification test (PMT) acceptance criteria not being met; leaving a 
non-conforming transfer switch on the 2-III vital AC board. The licensee entered this issue into the corrective action 
program as PER 215224.  
 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because the finding would 
have the potential to lead to a more significant safety concern if left uncorrected, in that, failing to ensure that PMT 
acceptance criteria are met could allow risk significant equipment to unknowingly be returned to service in a degraded 
condition. This finding was evaluated using the significance determination phase 1 screening criteria and was 
determined to be of very low safety significance because the finding did not represent an actual loss of safety function 
of a single train of equipment for greater than its technical specification allowed outage time. The cause of the finding 
had a cross-cutting aspect in the area of human performance associated with the work control component. It was 
directly related to the licensee appropriately coordinating work activities by incorporating actions to address the 
impact of changes to the work scope on the plant [H.3(b)]. Specifically, when faced with an unexpected failure of the 
PMTI as written, the licensee failed to restore the 2-III transfer switch to its design basis condition following 
maintenance. As a result, a non-conforming switch, revealed during design change testing, was placed into service. 
(Section 1R19)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish adequate instructions or procedure for determining vital inverter frequency 
A self-revealing, non-cited violation (NCV) of TS 5.7.1, Procedures, was identified for the licensee’s failure to 
properly implement SPP-2.2, Standard Programs and Processes Administration of Site Technical Procedures. 
Specifically, while performing vital inverter frequency verifications required by TS surveillance 3.8.7.1, the licensee 
failed to take the actions specified in SPP 2.2 to implement a  
procedure change or write a new procedure when the surveillance could not be performed as written. As a result, the 
output of the unit 2 channel II safety-related vital inverter was short-circuited when improperly selected test 
equipment was connected across the inverter’s installed frequency meter. The short circuit condition damaged a power 
diode in the inverter circuit and caused annunciator fuses and the 600 amp inverter power fuse to blow. The inverter 
automatically transferred to its nonbattery-backed bypass supply. The licensee entered the issue into the corrective 
action program as PER 212143.  
 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because the finding would 



have the potential to lead to a more significant safety concern if the licensee’s failure to work within the established 
work control process was left uncorrected. The finding was evaluated using the significance determination phase 1 
screening criteria and was determined to be of very low safety significance because the finding did not represent an 
actual loss of safety function of a single train of equipment for greater than its TS-allowed outage time. The cause of 
the finding had a cross-cutting aspect in the area of human performance associated with the decision-making 
component. It was directly related to licensee making safety-significant or risk-significant decisions using a 
systematic process, especially when faced with uncertain or unexpected plant conditions, to ensure safety is 
maintained [H.1(a)]. Specifically, when it was determined the surveillance instruction could not be performed as 
written, the licensee did not use the established work control or procedure change processes in support of making the 
decision to substitute use of M&TE for the failed frequency meter. (Section 4OA2.2)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Analysis for Failed Auxiliary Charging Pumps 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.55a(f)(4) for 
the licensee’s failure to meet in-service test requirements for the 1B auxiliary charging pump. Between December 
2008 and December 2009, licensee personnel tested the pump and determined that it was in the required action range. 
The licensee failed to either declare the pump inoperable until corrected or perform an analysis in accordance with 
program requirements. As part of their corrective action, the licensee performed an analysis of the pump, revised test 
procedures, and entered the issue into the corrective action program (CAP) as PER 211724.  
 
This finding was more than minor because if left uncorrected it has the potential to become a more significant safety 
concern. Specifically, the failure to adhere to equipment testing requirements could have allowed the loss of 
functional capability of the auxiliary charging pumps to exist without detection until the pumps were  
required to perform their designed safety function. The inspectors determined that the finding was of very low safety 
significance because the functional capability of the auxiliary charging pumps (ACPs) was not lost. The finding 
directly involved the cross-cutting area human performance under the supervisory and management oversight of work 
activities component, in that, the failures of the ACPs were left unresolved for an extended period of time over a 
number of failed tests. (H.4(c)). 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to impliment proc. to maintain design of intake pumping station missile shield 
10 CFR 50 Appendix B, Criterion V states, in part, that activities affecting quality shall be prescribed by documented 
instructions or procedures of a type appropriate to the circumstances and shall be accomplished in accordance with 
these instructions or procedures. Contrary to the above, on April 16 and 30, 2009, the NRC identified that the licensee 
failed to accomplish documented instructions contained in work order 08-818588-000 to ensure that the design of the 
safety-related IPS missile shield was maintained. Because this finding was of very low safety significance and has 
been entered into the corrective action program as PERs 168839 and 170028, this violation is characterized as an 
NCV, consistent with Section VI.A of the NRC Enforcement Policy: NCV 05000390/2009003-01, Failure to 
Adequately Implement Procedures to Maintain the Design of the Intake Pumping Station Missile Shield. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 26, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
failure to promptly correct a condition adverse to quality --- A shutdown boardroom chiller  
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI was identified for 
failure to take timely and effective corrective action to maintain the capillary line to the Essential Raw Cooling Water 



(ERCW) condenser water temperature control valve (1-TCV-67-158) filled with 
water to ensure operability of the ‘A’ Shutdown Boardroom chiller. The licensee vented the line, returning the chiller 
to service, and entered the issue into their CAP.  
The finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability of the ‘A’ Shutdown boardroom chiller, which is a system that responds to initiating events. It is also 
associated with the cornerstone attribute of equipment availability and reliability. This finding was assessed using the 
Phase 1 screening worksheet of the SDP and determined to be of very low safety significance (Green) because it did 
not result in an actual loss of safety function of a single train for greater than the Technical Specification (TS) allowed 
outage time and was not potentially risk-significant due to external events. This finding has a cross-cutting aspect in 
the Work Control component of the Human Performance area (H.3(b)), because the licensee failed to properly 
prioritize the compensatory maintenance activities to support safety system operability of an operable but degraded 
system. (Section 
Inspection Report# : 2009006 (pdf)  

Barrier Integrity 
Significance: SL-IV Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to submit complete and accurate informatin for a requested license amendment 
The inspectors identified an NCV of 10 CFR 50.9(a), Completeness and Accuracy of Information, when the licensee 
failed to submit complete and accurate information for License Amendment 77 (LA 77) related to the permeation of 
the Tritium Producing Burnable Absorber Rods (TPBARS) when pertinent information became available to the 
licensee prior to the issuance of LA 77. The licensee has entered this item into its corrective action program as PER 
210845  
 
This finding was considered as traditional enforcement because the failure to provide complete and accurate 
information impacted the regulatory process. This finding was determined to be minor because the licensee configured 
the core TPBAR loading in a conservative manner. However, due to a lack of completeness of information provided 
by the licensee to the NRC, the NRC approved LA 77 which gave the licensee allowance to change the configuration 
of core TPBAR loading which the NRC may not have otherwise allowed. The lack of completeness impeded the NRC 
regulatory process. Consistent with the guidance in Section IV.A.3 and Supplement VII, Paragraph D.1 of the NRC 
Enforcement Policy, this finding was determined to be a Severity Level IV non-cited violation. (Section 4OA5.2)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to incorporate existing design criteria into temporary secondary containment boundary doors 
A self-revealing, non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion III, Design Control, was identified 
for failure to correctly translate the personal access door design basis into the specifications for the temporary ABSCE 
boundary doors installed to facilitate Unit 2 construction. As a result, the ABSCE boundary was disabled when the 
temporary doors (R002 and R003) failed during auxiliary building ventilation changes on May 27, 2009. The licensee 
entered the issue into the corrective action program as PER 172301, made door repairs to re-establish the ABSCE 
boundary, and took interim actions to minimize differential pressure across the temporary doors during auxiliary 
building ventilation changes.  
The licensee’s failure to utilize existing design criteria for doors R002 and R003 was a performance deficiency. The 
inspectors reviewed Inspection Manual Chapter (IMC) 0612 and determined that the finding was more than minor 
because, if left uncorrected, it would have the potential to lead to a more significant safety concern, specifically for 
loss of the secondary containment boundary. Additionally, the finding was associated with the design control attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers, such as the secondary containment boundary, protect the public from radionuclide 
releases caused by accidents or events. Using the phase I screening worksheet of IMC 0609, the inspectors determined 



that the finding was of very low safety significance (Green) because it only represented a degradation of the 
radiological barrier function provided for the auxiliary building. The cause of the finding had a cross-cutting aspect in 
the area of human performance associated with the resources component. It was directly related to maintaining long 
term plant safety by maintenance of the design margins aspect of the resources component [H.2(a)]. Specifically, the 
licensee did not utilize the existing design criteria for auxiliary building doors designated as air locks. (Section 
4OA3.1.b.1) 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate corrective actions to preclude additional temporary secondary containment boundary doors failure
A self-revealing NCV of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, was identified for the licensee’s 
failure take prompt corrective actions to preclude repetition of the failure of the temporary auxiliary building 
secondary containment envelope (ABSCE) boundary doors installed to facilitate Unit 2 construction. Following the 
previous failure of temporary ABSCE boundary doors R002 and R003 during auxiliary building ventilation changes, 
the licensee initiated PER 172301 to determine the cause of the door failure. In accordance with licensee procedure 
PIDP-4, Corrective Action Program Screening and Oversight, PER levels are assigned based on the consequences of 
the identified condition and also on the frequency or probability of issue occurrence. Based on the condition 
classification guidance in Appendix A of PIDP-4, the door failures were considered by the licensee to be a Significant 
Condition Adverse to Quality (SCAQ), which required the associated PER to be designated as an A-level PER. 
Accordingly, PER 172301 was assigned as an A-level (highest category) requiring a root cause analysis and corrective 
actions to prevent recurrence. Corrective actions to prevent recurrence developed by the root cause team were not 
incorporated into plant procedures, and as a result, temporary doors (R002 and R003) failed during auxiliary building 
ventilation changes on June 27, 2009. The licensee entered the issue into the corrective action program as PER 
175160, made door repairs to re-establish the ABSCE boundary, and shut the Unit 2 reactor building access doors to 
provide an additional ventilation barrier.  
 
The licensee’s failure to take corrective actions to preclude the temporary door failure repetition was a performance 
deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left 
uncorrected, it would have the potential to lead to a more significant safety concern, specifically for loss of the 
secondary containment boundary. Additionally, the finding was associated with the design control attribute of the 
Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance that 
physical design barriers, such as the secondary containment boundary, protect the public from radionuclide releases 
caused by accidents or events. Using the phase I screening worksheet of IMC 0609, the inspectors determined that the 
finding was of very low safety significance (Green) because it only represented a degradation of the radiological 
barrier function provided for the auxiliary building. The cause of the finding had a cross-cutting aspect in the area of 
problem identification and resolution associated with the corrective action program component. It was directly related 
to the licensee thoroughly evaluating problems such that resolutions address the problem’s causes. [P.1(c)]. 
Specifically, during the investigation of the May 27, 2009, ABSCE door failures, the licensee failed to address the 
inadequate design of temporary doors R002 and R003. (Section 4OA3.1.b.2)  
 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 



Significance:  Jun 26, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
failure to follow plant proceedures for cancelling preventative maintenance 
Green. A self-revealing NCV of Technical Specification 5.7.1 was identified for the licensee’s failure to follow plant 
procedures which resulted in the failure of the Unit 1 Shield Building Vent Radiation Monitor System, an effluent 
radiation monitor.  
 
The inspectors determined the licensee’s failure to follow site procedures for PM cancellation was a performance 
deficiency and a finding. The inspectors reviewed Inspection Manual Chapter (IMC) 0612 and determined that the 
finding is more than minor because the finding is associated with the plant facilities/equipment and instrumentation 
attribute (reliability of process radiation monitors) of the radiation safety cornerstone (public radiation safety) and 
adversely affected the cornerstone objective of ensuring adequate protection of public health and safety from exposure 
to radioactive materials released into the public domain as a result of routine civilian use. The finding was assessed 
using the IMC 0609, Appendix D, Public Radiation SDP, and because there was no failure to implement the effluent 
program, the finding was determined to be of very low safety significance (Green). No cross-cutting aspect was 
assigned to this finding because the direct cause was not considered indicative of current performance. (Section 
4OA2.a.3.ii)  
 
Inspection Report# : 2009006 (pdf)  

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Significance: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Update the UFSAR for the Removal of the Additional Diesel Generator Unit. 
The inspectors identified an NCV of 10 CFR 50.71(e) for failure to adequately update the Updated Final Safety 
Analysis Report (UFSAR) to reflect that the additional diesel generator unit (ADGU) was never completed and made 
available for use as described in the UFSAR. The licensee entered these issues into the CAP as PER 175830. This 
finding was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. The inspectors used the NRC Enforcement Policy, Supplement I, to determine that the 
issue was more than minor because including references of incomplete equipment in the  
UFSAR would have a material impact on licensed activities associated with the onsite emergency AC power 
distribution system. This issue was considered a SL-IV violation because the inaccurate information was not used to 
make any change to the facility. No cross-cutting aspect was identified 
Inspection Report# : 2009005 (pdf)  

Significance: N/A Jun 26, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Watts Bar PI&R Summary 
The team concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
Generally, the threshold for initiating problem evaluation reports (PERs) was appropriately low, as evidenced by the 
types of problems identified and large number of PERs entered annually into the Corrective Action Program (CAP). 



Employees were encouraged by management to initiate PERs. However, the team determined that recently there have 
been some conditions adverse to quality identified by the resident inspectors that were not appropriately entered into 
the CAP.  
 
Generally, prioritization and evaluation of issues were consistent with the licensee’s CAP guidance, formal root cause 
evaluations for significant problems were adequate, and corrective actions specified for problems were acceptable. 
Overall, corrective actions developed and implemented for issues were generally timely, effective, and commensurate 
with the safety significance of the issues.  
 
The team determined that, overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, and plant operations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns.  
 
Inspection Report# : 2009006 (pdf)  
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Watts Bar 1 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assure that adequate test requirements were developed and implemented following a repair. 
The inspectors identified a NCV of TS 5.7.1, Procedures, for the licensee failing to develop and implement an 
adequate post-maintenance test procedure for valve 0-CKV-067-0502C, air release valve for C ERCW pump, 
resulting in the valve not being fully tested following rebuild per work order (WO) 07-820358-000. The licensee 
entered these issues into the corrective action program as PER 228680  
 
The licensee’s failure to develop and implement an adequate post-maintenance test was determined to be a 
performance deficiency. The performance deficiency was determined to be more than minor, and therefore a finding, 
because it would have the potential to lead to a more significant safety concern if left uncorrected, in that, failing to 
ensure that adequate procedures are developed and implemented could allow risk-significant equipment to 
unknowingly be returned to service in a degraded condition. This finding was evaluated using the Significance 
Determination Process Phase 1 screening criteria and was determined to be of very low safety significance because 
the finding did not represent an actual loss of safety function of a single train of equipment for greater than its TS 
allowed outage time. The cause of the finding had a cross-cutting aspect in the area of human performance associated 
with the work control component. It was directly related to the licensee appropriately coordinating work activities by 
incorporating actions to address the impact of changes to the work scope on the plant [H.3(b)]. Specifically, personnel 
failed to recognize the impact of changing the scope of the PMT. As a result, an inadequately tested valve was placed 
into service. 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Lack of procedure implementation results in 1B EDG being started with 15 cylinder plugs open. 
A self-revealing, non-cited violation (NCV) of Technical Specifications (TS) 5.7.1, Procedures, was identified for the 
licensee’s failure to adhere to OPDP-1, Conduct of Operations, Section 5.1, Procedure Adherence, resulting in the 1B 
Emergency Diesel Generator being returned to service with 15 cylinder valves open. The licensee entered this issue 
into the corrective action program as problem evaluation report (PER) 232018.  
Failing to ensure that safety-related equipment was properly returned to service was a performance deficiency. The 
performance deficiency was determined to be more than minor, and therefore a finding, because it was associated with 
the human performance attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The finding was evaluated using the Significance Determination 
Process Phase I and was determined to be a finding of very low safety significance because the valve mispositioning 
was found and corrected in less than the TS allowable outage time. The cause of the finding was directly related to the 
cross-cutting area of the human performance, error prevention aspect of the work practices component, in that, the 
licensee failed to ensure that personnel did not proceed in the face of uncertainty when one of the cylinder valves was 
determined to be in the incorrect position [H.4(a)]. 
Inspection Report# : 2010003 (pdf)  



Significance:  Apr 27, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate assessment of seismic qualification of ERCW strainers 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, Design Control, for the licensee’s failure 
to update ERCW strainer mounting (seismic/structural) calculations to reflect the as-built conditions, a failure which 
was allowed to exist since commercial operations began. This calculation was then used in making acceptance 
conclusions for a modification installed in recent months. The licensee entered this condition into their corrective 
action program as Problem Evaluation Reports (PERs) 221018, 220754, and 223677 and took immediate actions to 
determine the seismic acceptability of the current installation, utilizing calculational conclusions of a similar 
installation at the licensee’s Sequoyah Nuclear Plant.  
The finding was determined to be more than minor because it was associated with the design control attribute within 
the Mitigating System’s cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences, in that there was reasonable doubt as to the 
operability of the ERCW strainers as a result of the performance deficiency. The team evaluated the finding to be of 
very low safety significance (Green) utilizing IMC 0609, Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings” worksheet, as it was a calculational error subsequently determined to not result in an 
operability issue. No cross-cutting aspect was identified since the issue was not reflective of current licensee 
performance. (Section 1R21.2.5)  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assure that test requirements were satisfied following a design change 
The inspectors identified a violation of very low safety significance and an associated non-cited violation of 10 CFR 
50 Appendix B Criterion XI, Test Control, for the licensee’s failure to assure that test requirements were satisfied 
following a design change affecting the unit 2 channel III (2-III) safety-related vital AC board. As a result, the 2-III 
vital AC board was returned to service with post modification test (PMT) acceptance criteria not being met; leaving a 
non-conforming transfer switch on the 2-III vital AC board. The licensee entered this issue into the corrective action 
program as PER 215224.  
 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because the finding would 
have the potential to lead to a more significant safety concern if left uncorrected, in that, failing to ensure that PMT 
acceptance criteria are met could allow risk significant equipment to unknowingly be returned to service in a degraded 
condition. This finding was evaluated using the significance determination phase 1 screening criteria and was 
determined to be of very low safety significance because the finding did not represent an actual loss of safety function 
of a single train of equipment for greater than its technical specification allowed outage time. The cause of the finding 
had a cross-cutting aspect in the area of human performance associated with the work control component. It was 
directly related to the licensee appropriately coordinating work activities by incorporating actions to address the 
impact of changes to the work scope on the plant [H.3(b)]. Specifically, when faced with an unexpected failure of the 
PMTI as written, the licensee failed to restore the 2-III transfer switch to its design basis condition following 
maintenance. As a result, a non-conforming switch, revealed during design change testing, was placed into service. 
(Section 1R19)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish adequate instructions or procedure for determining vital inverter frequency 
A self-revealing, non-cited violation (NCV) of TS 5.7.1, Procedures, was identified for the licensee’s failure to 
properly implement SPP-2.2, Standard Programs and Processes Administration of Site Technical Procedures. 



Specifically, while performing vital inverter frequency verifications required by TS surveillance 3.8.7.1, the licensee 
failed to take the actions specified in SPP 2.2 to implement a  
procedure change or write a new procedure when the surveillance could not be performed as written. As a result, the 
output of the unit 2 channel II safety-related vital inverter was short-circuited when improperly selected test 
equipment was connected across the inverter’s installed frequency meter. The short circuit condition damaged a power 
diode in the inverter circuit and caused annunciator fuses and the 600 amp inverter power fuse to blow. The inverter 
automatically transferred to its nonbattery-backed bypass supply. The licensee entered the issue into the corrective 
action program as PER 212143.  
 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because the finding would 
have the potential to lead to a more significant safety concern if the licensee’s failure to work within the established 
work control process was left uncorrected. The finding was evaluated using the significance determination phase 1 
screening criteria and was determined to be of very low safety significance because the finding did not represent an 
actual loss of safety function of a single train of equipment for greater than its TS-allowed outage time. The cause of 
the finding had a cross-cutting aspect in the area of human performance associated with the decision-making 
component. It was directly related to licensee making safety-significant or risk-significant decisions using a 
systematic process, especially when faced with uncertain or unexpected plant conditions, to ensure safety is 
maintained [H.1(a)]. Specifically, when it was determined the surveillance instruction could not be performed as 
written, the licensee did not use the established work control or procedure change processes in support of making the 
decision to substitute use of M&TE for the failed frequency meter. (Section 4OA2.2)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Analysis for Failed Auxiliary Charging Pumps 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.55a(f)(4) for 
the licensee’s failure to meet in-service test requirements for the 1B auxiliary charging pump. Between December 
2008 and December 2009, licensee personnel tested the pump and determined that it was in the required action range. 
The licensee failed to either declare the pump inoperable until corrected or perform an analysis in accordance with 
program requirements. As part of their corrective action, the licensee performed an analysis of the pump, revised test 
procedures, and entered the issue into the corrective action program (CAP) as PER 211724.  
 
This finding was more than minor because if left uncorrected it has the potential to become a more significant safety 
concern. Specifically, the failure to adhere to equipment testing requirements could have allowed the loss of 
functional capability of the auxiliary charging pumps to exist without detection until the pumps were  
required to perform their designed safety function. The inspectors determined that the finding was of very low safety 
significance because the functional capability of the auxiliary charging pumps (ACPs) was not lost. The finding 
directly involved the cross-cutting area human performance under the supervisory and management oversight of work 
activities component, in that, the failures of the ACPs were left unresolved for an extended period of time over a 
number of failed tests. (H.4(c)). 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 
Significance: SL-IV Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to submit complete and accurate informatin for a requested license amendment 
The inspectors identified an NCV of 10 CFR 50.9(a), Completeness and Accuracy of Information, when the licensee 
failed to submit complete and accurate information for License Amendment 77 (LA 77) related to the permeation of 
the Tritium Producing Burnable Absorber Rods (TPBARS) when pertinent information became available to the 
licensee prior to the issuance of LA 77. The licensee has entered this item into its corrective action program as PER 



210845  
 
This finding was considered as traditional enforcement because the failure to provide complete and accurate 
information impacted the regulatory process. This finding was determined to be minor because the licensee configured 
the core TPBAR loading in a conservative manner. However, due to a lack of completeness of information provided 
by the licensee to the NRC, the NRC approved LA 77 which gave the licensee allowance to change the configuration 
of core TPBAR loading which the NRC may not have otherwise allowed. The lack of completeness impeded the NRC 
regulatory process. Consistent with the guidance in Section IV.A.3 and Supplement VII, Paragraph D.1 of the NRC 
Enforcement Policy, this finding was determined to be a Severity Level IV non-cited violation. (Section 4OA5.2)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to incorporate existing design criteria into temporary secondary containment boundary doors 
A self-revealing, non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion III, Design Control, was identified 
for failure to correctly translate the personal access door design basis into the specifications for the temporary ABSCE 
boundary doors installed to facilitate Unit 2 construction. As a result, the ABSCE boundary was disabled when the 
temporary doors (R002 and R003) failed during auxiliary building ventilation changes on May 27, 2009. The licensee 
entered the issue into the corrective action program as PER 172301, made door repairs to re-establish the ABSCE 
boundary, and took interim actions to minimize differential pressure across the temporary doors during auxiliary 
building ventilation changes.  
The licensee’s failure to utilize existing design criteria for doors R002 and R003 was a performance deficiency. The 
inspectors reviewed Inspection Manual Chapter (IMC) 0612 and determined that the finding was more than minor 
because, if left uncorrected, it would have the potential to lead to a more significant safety concern, specifically for 
loss of the secondary containment boundary. Additionally, the finding was associated with the design control attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers, such as the secondary containment boundary, protect the public from radionuclide 
releases caused by accidents or events. Using the phase I screening worksheet of IMC 0609, the inspectors determined 
that the finding was of very low safety significance (Green) because it only represented a degradation of the 
radiological barrier function provided for the auxiliary building. The cause of the finding had a cross-cutting aspect in 
the area of human performance associated with the resources component. It was directly related to maintaining long 
term plant safety by maintenance of the design margins aspect of the resources component [H.2(a)]. Specifically, the 
licensee did not utilize the existing design criteria for auxiliary building doors designated as air locks. (Section 
4OA3.1.b.1) 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate corrective actions to preclude additional temporary secondary containment boundary doors failure
A self-revealing NCV of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, was identified for the licensee’s 
failure take prompt corrective actions to preclude repetition of the failure of the temporary auxiliary building 
secondary containment envelope (ABSCE) boundary doors installed to facilitate Unit 2 construction. Following the 
previous failure of temporary ABSCE boundary doors R002 and R003 during auxiliary building ventilation changes, 
the licensee initiated PER 172301 to determine the cause of the door failure. In accordance with licensee procedure 
PIDP-4, Corrective Action Program Screening and Oversight, PER levels are assigned based on the consequences of 
the identified condition and also on the frequency or probability of issue occurrence. Based on the condition 
classification guidance in Appendix A of PIDP-4, the door failures were considered by the licensee to be a Significant 
Condition Adverse to Quality (SCAQ), which required the associated PER to be designated as an A-level PER. 
Accordingly, PER 172301 was assigned as an A-level (highest category) requiring a root cause analysis and corrective 
actions to prevent recurrence. Corrective actions to prevent recurrence developed by the root cause team were not 
incorporated into plant procedures, and as a result, temporary doors (R002 and R003) failed during auxiliary building 
ventilation changes on June 27, 2009. The licensee entered the issue into the corrective action program as PER 



175160, made door repairs to re-establish the ABSCE boundary, and shut the Unit 2 reactor building access doors to 
provide an additional ventilation barrier.  
 
The licensee’s failure to take corrective actions to preclude the temporary door failure repetition was a performance 
deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left 
uncorrected, it would have the potential to lead to a more significant safety concern, specifically for loss of the 
secondary containment boundary. Additionally, the finding was associated with the design control attribute of the 
Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance that 
physical design barriers, such as the secondary containment boundary, protect the public from radionuclide releases 
caused by accidents or events. Using the phase I screening worksheet of IMC 0609, the inspectors determined that the 
finding was of very low safety significance (Green) because it only represented a degradation of the radiological 
barrier function provided for the auxiliary building. The cause of the finding had a cross-cutting aspect in the area of 
problem identification and resolution associated with the corrective action program component. It was directly related 
to the licensee thoroughly evaluating problems such that resolutions address the problem’s causes. [P.1(c)]. 
Specifically, during the investigation of the May 27, 2009, ABSCE door failures, the licensee failed to address the 
inadequate design of temporary doors R002 and R003. (Section 4OA3.1.b.2)  
 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Significance: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Update the UFSAR for the Removal of the Additional Diesel Generator Unit. 
The inspectors identified an NCV of 10 CFR 50.71(e) for failure to adequately update the Updated Final Safety 
Analysis Report (UFSAR) to reflect that the additional diesel generator unit (ADGU) was never completed and made 
available for use as described in the UFSAR. The licensee entered these issues into the CAP as PER 175830. This 
finding was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. The inspectors used the NRC Enforcement Policy, Supplement I, to determine that the 
issue was more than minor because including references of incomplete equipment in the  
UFSAR would have a material impact on licensed activities associated with the onsite emergency AC power 
distribution system. This issue was considered a SL-IV violation because the inaccurate information was not used to 



make any change to the facility. No cross-cutting aspect was identified
Inspection Report# : 2009005 (pdf)  

Last modified : September 02, 2010 
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Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assure that adequate test requirements were developed and implemented following a repair. 
The inspectors identified a NCV of TS 5.7.1, Procedures, for the licensee failing to develop and implement an 
adequate post-maintenance test procedure for valve 0-CKV-067-0502C, air release valve for C ERCW pump, 
resulting in the valve not being fully tested following rebuild per work order (WO) 07-820358-000. The licensee 
entered these issues into the corrective action program as PER 228680  
 
The licensee’s failure to develop and implement an adequate post-maintenance test was determined to be a 
performance deficiency. The performance deficiency was determined to be more than minor, and therefore a finding, 
because it would have the potential to lead to a more significant safety concern if left uncorrected, in that, failing to 
ensure that adequate procedures are developed and implemented could allow risk-significant equipment to 
unknowingly be returned to service in a degraded condition. This finding was evaluated using the Significance 
Determination Process Phase 1 screening criteria and was determined to be of very low safety significance because 
the finding did not represent an actual loss of safety function of a single train of equipment for greater than its TS 
allowed outage time. The cause of the finding had a cross-cutting aspect in the area of human performance associated 
with the work control component. It was directly related to the licensee appropriately coordinating work activities by 
incorporating actions to address the impact of changes to the work scope on the plant [H.3(b)]. Specifically, personnel 
failed to recognize the impact of changing the scope of the PMT. As a result, an inadequately tested valve was placed 
into service. 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Lack of procedure implementation results in 1B EDG being started with 15 cylinder plugs open. 
A self-revealing, non-cited violation (NCV) of Technical Specifications (TS) 5.7.1, Procedures, was identified for the 
licensee’s failure to adhere to OPDP-1, Conduct of Operations, Section 5.1, Procedure Adherence, resulting in the 1B 
Emergency Diesel Generator being returned to service with 15 cylinder valves open. The licensee entered this issue 
into the corrective action program as problem evaluation report (PER) 232018.  
Failing to ensure that safety-related equipment was properly returned to service was a performance deficiency. The 
performance deficiency was determined to be more than minor, and therefore a finding, because it was associated with 
the human performance attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The finding was evaluated using the Significance Determination 
Process Phase I and was determined to be a finding of very low safety significance because the valve mispositioning 
was found and corrected in less than the TS allowable outage time. The cause of the finding was directly related to the 
cross-cutting area of the human performance, error prevention aspect of the work practices component, in that, the 
licensee failed to ensure that personnel did not proceed in the face of uncertainty when one of the cylinder valves was 
determined to be in the incorrect position [H.4(a)]. 
Inspection Report# : 2010003 (pdf)  



Significance:  Apr 27, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate assessment of seismic qualification of ERCW strainers 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, Design Control, for the licensee’s failure 
to update ERCW strainer mounting (seismic/structural) calculations to reflect the as-built conditions, a failure which 
was allowed to exist since commercial operations began. This calculation was then used in making acceptance 
conclusions for a modification installed in recent months. The licensee entered this condition into their corrective 
action program as Problem Evaluation Reports (PERs) 221018, 220754, and 223677 and took immediate actions to 
determine the seismic acceptability of the current installation, utilizing calculational conclusions of a similar 
installation at the licensee’s Sequoyah Nuclear Plant.  
The finding was determined to be more than minor because it was associated with the design control attribute within 
the Mitigating System’s cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences, in that there was reasonable doubt as to the 
operability of the ERCW strainers as a result of the performance deficiency. The team evaluated the finding to be of 
very low safety significance (Green) utilizing IMC 0609, Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings” worksheet, as it was a calculational error subsequently determined to not result in an 
operability issue. No cross-cutting aspect was identified since the issue was not reflective of current licensee 
performance. (Section 1R21.2.5)  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assure that test requirements were satisfied following a design change 
The inspectors identified a violation of very low safety significance and an associated non-cited violation of 10 CFR 
50 Appendix B Criterion XI, Test Control, for the licensee’s failure to assure that test requirements were satisfied 
following a design change affecting the unit 2 channel III (2-III) safety-related vital AC board. As a result, the 2-III 
vital AC board was returned to service with post modification test (PMT) acceptance criteria not being met; leaving a 
non-conforming transfer switch on the 2-III vital AC board. The licensee entered this issue into the corrective action 
program as PER 215224.  
 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because the finding would 
have the potential to lead to a more significant safety concern if left uncorrected, in that, failing to ensure that PMT 
acceptance criteria are met could allow risk significant equipment to unknowingly be returned to service in a degraded 
condition. This finding was evaluated using the significance determination phase 1 screening criteria and was 
determined to be of very low safety significance because the finding did not represent an actual loss of safety function 
of a single train of equipment for greater than its technical specification allowed outage time. The cause of the finding 
had a cross-cutting aspect in the area of human performance associated with the work control component. It was 
directly related to the licensee appropriately coordinating work activities by incorporating actions to address the 
impact of changes to the work scope on the plant [H.3(b)]. Specifically, when faced with an unexpected failure of the 
PMTI as written, the licensee failed to restore the 2-III transfer switch to its design basis condition following 
maintenance. As a result, a non-conforming switch, revealed during design change testing, was placed into service. 
(Section 1R19)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish adequate instructions or procedure for determining vital inverter frequency 
A self-revealing, non-cited violation (NCV) of TS 5.7.1, Procedures, was identified for the licensee’s failure to 
properly implement SPP-2.2, Standard Programs and Processes Administration of Site Technical Procedures. 



Specifically, while performing vital inverter frequency verifications required by TS surveillance 3.8.7.1, the licensee 
failed to take the actions specified in SPP 2.2 to implement a  
procedure change or write a new procedure when the surveillance could not be performed as written. As a result, the 
output of the unit 2 channel II safety-related vital inverter was short-circuited when improperly selected test 
equipment was connected across the inverter’s installed frequency meter. The short circuit condition damaged a power 
diode in the inverter circuit and caused annunciator fuses and the 600 amp inverter power fuse to blow. The inverter 
automatically transferred to its nonbattery-backed bypass supply. The licensee entered the issue into the corrective 
action program as PER 212143.  
 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because the finding would 
have the potential to lead to a more significant safety concern if the licensee’s failure to work within the established 
work control process was left uncorrected. The finding was evaluated using the significance determination phase 1 
screening criteria and was determined to be of very low safety significance because the finding did not represent an 
actual loss of safety function of a single train of equipment for greater than its TS-allowed outage time. The cause of 
the finding had a cross-cutting aspect in the area of human performance associated with the decision-making 
component. It was directly related to licensee making safety-significant or risk-significant decisions using a 
systematic process, especially when faced with uncertain or unexpected plant conditions, to ensure safety is 
maintained [H.1(a)]. Specifically, when it was determined the surveillance instruction could not be performed as 
written, the licensee did not use the established work control or procedure change processes in support of making the 
decision to substitute use of M&TE for the failed frequency meter. (Section 4OA2.2)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Analysis for Failed Auxiliary Charging Pumps 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.55a(f)(4) for 
the licensee’s failure to meet in-service test requirements for the 1B auxiliary charging pump. Between December 
2008 and December 2009, licensee personnel tested the pump and determined that it was in the required action range. 
The licensee failed to either declare the pump inoperable until corrected or perform an analysis in accordance with 
program requirements. As part of their corrective action, the licensee performed an analysis of the pump, revised test 
procedures, and entered the issue into the corrective action program (CAP) as PER 211724.  
 
This finding was more than minor because if left uncorrected it has the potential to become a more significant safety 
concern. Specifically, the failure to adhere to equipment testing requirements could have allowed the loss of 
functional capability of the auxiliary charging pumps to exist without detection until the pumps were  
required to perform their designed safety function. The inspectors determined that the finding was of very low safety 
significance because the functional capability of the auxiliary charging pumps (ACPs) was not lost. The finding 
directly involved the cross-cutting area human performance under the supervisory and management oversight of work 
activities component, in that, the failures of the ACPs were left unresolved for an extended period of time over a 
number of failed tests. (H.4(c)). 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 
Significance: SL-IV Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to submit complete and accurate informatin for a requested license amendment 
The inspectors identified an NCV of 10 CFR 50.9(a), Completeness and Accuracy of Information, when the licensee 
failed to submit complete and accurate information for License Amendment 77 (LA 77) related to the permeation of 
the Tritium Producing Burnable Absorber Rods (TPBARS) when pertinent information became available to the 
licensee prior to the issuance of LA 77. The licensee has entered this item into its corrective action program as PER 



210845  
 
This finding was considered as traditional enforcement because the failure to provide complete and accurate 
information impacted the regulatory process. This finding was determined to be minor because the licensee configured 
the core TPBAR loading in a conservative manner. However, due to a lack of completeness of information provided 
by the licensee to the NRC, the NRC approved LA 77 which gave the licensee allowance to change the configuration 
of core TPBAR loading which the NRC may not have otherwise allowed. The lack of completeness impeded the NRC 
regulatory process. Consistent with the guidance in Section IV.A.3 and Supplement VII, Paragraph D.1 of the NRC 
Enforcement Policy, this finding was determined to be a Severity Level IV non-cited violation. (Section 4OA5.2)  
 
Inspection Report# : 2010002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Significance: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Update the UFSAR for the Removal of the Additional Diesel Generator Unit. 
The inspectors identified an NCV of 10 CFR 50.71(e) for failure to adequately update the Updated Final Safety 
Analysis Report (UFSAR) to reflect that the additional diesel generator unit (ADGU) was never completed and made 
available for use as described in the UFSAR. The licensee entered these issues into the CAP as PER 175830. This 
finding was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. The inspectors used the NRC Enforcement Policy, Supplement I, to determine that the 
issue was more than minor because including references of incomplete equipment in the  
UFSAR would have a material impact on licensed activities associated with the onsite emergency AC power 
distribution system. This issue was considered a SL-IV violation because the inaccurate information was not used to 
make any change to the facility. No cross-cutting aspect was identified 
Inspection Report# : 2009005 (pdf)  

Last modified : November 29, 2010 
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Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately monitor the performance of the B MCR air conditioning train under 10 CFR 50.65 
•Green. The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2), was identified by the inspectors for the 
licensee’s failure to set goals and monitor the performance and condition of the B Main Control Room (MCR) Air 
Conditioning system as required by 10CFR50.65(a)(1), and had no justification for not doing so, after it had failed to 
demonstrate effective control of the performance or condition of the system through appropriate preventive 
maintenance. The inspectors identified three Component Deficiency Reports that documented failures which had been 
evaluated by the licensee as non-functional failures. The licensee has subsequently implemented goal setting and 
monitoring requirements specified in 10 CFR 50.65(a)(1) and entered this issue into the corrective action program as 
PER 205438.  
 
The inspectors determined that this finding was more than minor since the B MCR Air Conditioning Train was not 
placed in (a)(1) monitoring status in a timely manner which if left uncorrected, could become a more significant safety 
concern. NRC staff review has determined this MR violation to have a very low safety significance (Green) because it 
was not among the contributing causes of the degraded performance and condition of the B Main Control Room 
(MCR) Air Conditioning system and not processed through the significance determination process. The cause of the 
finding was directly related to the cross-cutting area of Problem Identification and Resolution, evaluation aspect of the 
corrective action program component, in that, the licensee failed to thoroughly evaluate failures and determine those 
failures to be functional failures of the B MCR Air Conditioning System such that the system was placed in category a
(1) in a timely manner. P.1(c) (Section 1R12)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately qualify molded-case circuit breakers to safety-related application through commercial 
grade dedication. 
•Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for 
the failure to assure that appropriate quality standards were specified and included in design documents and that 
deviations from such standards were controlled. Specifically, the licensee failed to demonstrate the necessary 
conditions for commercial grade dedication and seismic qualification of  
molded case circuit breakers to safety-related application within the station 120VAC vital instrumentation boards. 
Corrective actions for this issue are still being evaluated and has been entered into the licensee’s corrective action 
program as PER 171695.  
 
Failure to specify appropriate qualification standards in performing commercial grade dedication of a component-level 
commodity is a performance deficiency. This performance deficiency is more than minor and a finding because it 
affected the design control attribute of the mitigating systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 



Specifically, adequate measures were not implemented to ensure the station 120VAC vital instrumentation boards 
were properly seismically qualified for their application. The inspector assessed the finding using the SDP and 
determined that the finding was of very low safety significance (Green) because the breaker panels had originally been
qualified by testing a complete prototype panel, while the licensee’s processes replaced a component-level item within 
that panel utilizing the original make and model component through commercial grade dedication. The inspectors 
concluded that overall operability was not brought into question.  
 
This finding was reviewed for cross-cutting aspects and none were identified, as it was determined not to reflect 
current licensee performance. (Section 4OA5.2) 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 6900 VAC bus voltage in design calculations 
•Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for 
the failure to assure that applicable regulatory requirements and the design basis for structures, systems, and 
components are correctly translated into specifications, drawings, procedures, and instructions. Specifically, the 
licensee failed to assure that applicable regulatory requirements for undervoltage (degraded) voltage protection, 
including those prescribed in TS 3.3.5-1, item 2, were correctly translated into design calculation, WBN-EEB-MS-TI-
06-0029, “Degraded Voltage Analysis,” Revision. 31, which evaluated motor starting voltages at the beginning of a 
design basis loss of coolant accident (LOCA) concurrent with a degraded grid condition. Corrective actions for this 
issue are still being evaluated and has been entered into the licensee’s corrective action program as PER 296306.  
 
The failure to use the degraded voltage relay setpoint values as specified in TS and configured in the 6900 VAC bus 
based on the electrical design calculation was a performance deficiency. This finding is more than minor because it 
affects the Design Control attribute of the Mitigating Systems Cornerstone. It impacts the cornerstone objective of 
ensuring the availability, reliability, and operability of the 6900 VAC safety buses to perform the intended safety 
function during a design basis event. The potential availability, reliability, and operability of the 6900 VAC safety 
buses during a potential degraded voltage condition was impacted as the licensee design calculation used a non-
conservative degraded voltage input, with respect to the values specified in TS, into their safety-related motor starting 
and running calculations. The inspectors assessed the finding using the SDP and determined that the finding was of 
very low safety significance (Green) because the finding represented a design deficiency confirmed not to result in the 
loss of functionality of safety-related loads due to the availability of related transformer load tap changers (LTCs) that 
were installed to improve a degraded voltage condition.  
 
The inspectors reviewed the performance deficiency for cross-cutting aspects and determined that none were 
applicable since this performance deficiency was not indicative of current licensee performance as the design 
calculation discussed above was not recently performed. (Section 4OA5.3) 
Inspection Report# : 2010005 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assure that adequate test requirements were developed and implemented following a repair. 
The inspectors identified a NCV of TS 5.7.1, Procedures, for the licensee failing to develop and implement an 
adequate post-maintenance test procedure for valve 0-CKV-067-0502C, air release valve for C ERCW pump, 
resulting in the valve not being fully tested following rebuild per work order (WO) 07-820358-000. The licensee 
entered these issues into the corrective action program as PER 228680  
 
The licensee’s failure to develop and implement an adequate post-maintenance test was determined to be a 
performance deficiency. The performance deficiency was determined to be more than minor, and therefore a finding, 
because it would have the potential to lead to a more significant safety concern if left uncorrected, in that, failing to 
ensure that adequate procedures are developed and implemented could allow risk-significant equipment to 
unknowingly be returned to service in a degraded condition. This finding was evaluated using the Significance 



Determination Process Phase 1 screening criteria and was determined to be of very low safety significance because 
the finding did not represent an actual loss of safety function of a single train of equipment for greater than its TS 
allowed outage time. The cause of the finding had a cross-cutting aspect in the area of human performance associated 
with the work control component. It was directly related to the licensee appropriately coordinating work activities by 
incorporating actions to address the impact of changes to the work scope on the plant [H.3(b)]. Specifically, personnel 
failed to recognize the impact of changing the scope of the PMT. As a result, an inadequately tested valve was placed 
into service. 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Lack of procedure implementation results in 1B EDG being started with 15 cylinder plugs open. 
A self-revealing, non-cited violation (NCV) of Technical Specifications (TS) 5.7.1, Procedures, was identified for the 
licensee’s failure to adhere to OPDP-1, Conduct of Operations, Section 5.1, Procedure Adherence, resulting in the 1B 
Emergency Diesel Generator being returned to service with 15 cylinder valves open. The licensee entered this issue 
into the corrective action program as problem evaluation report (PER) 232018.  
Failing to ensure that safety-related equipment was properly returned to service was a performance deficiency. The 
performance deficiency was determined to be more than minor, and therefore a finding, because it was associated with 
the human performance attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The finding was evaluated using the Significance Determination 
Process Phase I and was determined to be a finding of very low safety significance because the valve mispositioning 
was found and corrected in less than the TS allowable outage time. The cause of the finding was directly related to the 
cross-cutting area of the human performance, error prevention aspect of the work practices component, in that, the 
licensee failed to ensure that personnel did not proceed in the face of uncertainty when one of the cylinder valves was 
determined to be in the incorrect position [H.4(a)]. 
Inspection Report# : 2010003 (pdf)  

Significance:  Apr 27, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate assessment of seismic qualification of ERCW strainers 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, Design Control, for the licensee’s failure 
to update ERCW strainer mounting (seismic/structural) calculations to reflect the as-built conditions, a failure which 
was allowed to exist since commercial operations began. This calculation was then used in making acceptance 
conclusions for a modification installed in recent months. The licensee entered this condition into their corrective 
action program as Problem Evaluation Reports (PERs) 221018, 220754, and 223677 and took immediate actions to 
determine the seismic acceptability of the current installation, utilizing calculational conclusions of a similar 
installation at the licensee’s Sequoyah Nuclear Plant.  
The finding was determined to be more than minor because it was associated with the design control attribute within 
the Mitigating System’s cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences, in that there was reasonable doubt as to the 
operability of the ERCW strainers as a result of the performance deficiency. The team evaluated the finding to be of 
very low safety significance (Green) utilizing IMC 0609, Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings” worksheet, as it was a calculational error subsequently determined to not result in an 
operability issue. No cross-cutting aspect was identified since the issue was not reflective of current licensee 
performance. (Section 1R21.2.5)  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to assure that test requirements were satisfied following a design change
The inspectors identified a violation of very low safety significance and an associated non-cited violation of 10 CFR 
50 Appendix B Criterion XI, Test Control, for the licensee’s failure to assure that test requirements were satisfied 
following a design change affecting the unit 2 channel III (2-III) safety-related vital AC board. As a result, the 2-III 
vital AC board was returned to service with post modification test (PMT) acceptance criteria not being met; leaving a 
non-conforming transfer switch on the 2-III vital AC board. The licensee entered this issue into the corrective action 
program as PER 215224.  
 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because the finding would 
have the potential to lead to a more significant safety concern if left uncorrected, in that, failing to ensure that PMT 
acceptance criteria are met could allow risk significant equipment to unknowingly be returned to service in a degraded 
condition. This finding was evaluated using the significance determination phase 1 screening criteria and was 
determined to be of very low safety significance because the finding did not represent an actual loss of safety function 
of a single train of equipment for greater than its technical specification allowed outage time. The cause of the finding 
had a cross-cutting aspect in the area of human performance associated with the work control component. It was 
directly related to the licensee appropriately coordinating work activities by incorporating actions to address the 
impact of changes to the work scope on the plant [H.3(b)]. Specifically, when faced with an unexpected failure of the 
PMTI as written, the licensee failed to restore the 2-III transfer switch to its design basis condition following 
maintenance. As a result, a non-conforming switch, revealed during design change testing, was placed into service. 
(Section 1R19)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish adequate instructions or procedure for determining vital inverter frequency 
A self-revealing, non-cited violation (NCV) of TS 5.7.1, Procedures, was identified for the licensee’s failure to 
properly implement SPP-2.2, Standard Programs and Processes Administration of Site Technical Procedures. 
Specifically, while performing vital inverter frequency verifications required by TS surveillance 3.8.7.1, the licensee 
failed to take the actions specified in SPP 2.2 to implement a  
procedure change or write a new procedure when the surveillance could not be performed as written. As a result, the 
output of the unit 2 channel II safety-related vital inverter was short-circuited when improperly selected test 
equipment was connected across the inverter’s installed frequency meter. The short circuit condition damaged a power 
diode in the inverter circuit and caused annunciator fuses and the 600 amp inverter power fuse to blow. The inverter 
automatically transferred to its nonbattery-backed bypass supply. The licensee entered the issue into the corrective 
action program as PER 212143.  
 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because the finding would 
have the potential to lead to a more significant safety concern if the licensee’s failure to work within the established 
work control process was left uncorrected. The finding was evaluated using the significance determination phase 1 
screening criteria and was determined to be of very low safety significance because the finding did not represent an 
actual loss of safety function of a single train of equipment for greater than its TS-allowed outage time. The cause of 
the finding had a cross-cutting aspect in the area of human performance associated with the decision-making 
component. It was directly related to licensee making safety-significant or risk-significant decisions using a 
systematic process, especially when faced with uncertain or unexpected plant conditions, to ensure safety is 
maintained [H.1(a)]. Specifically, when it was determined the surveillance instruction could not be performed as 
written, the licensee did not use the established work control or procedure change processes in support of making the 
decision to substitute use of M&TE for the failed frequency meter. (Section 4OA2.2)  
 
Inspection Report# : 2010002 (pdf)  

Barrier Integrity 



Significance: SL-IV Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to submit complete and accurate informatin for a requested license amendment 
The inspectors identified an NCV of 10 CFR 50.9(a), Completeness and Accuracy of Information, when the licensee 
failed to submit complete and accurate information for License Amendment 77 (LA 77) related to the permeation of 
the Tritium Producing Burnable Absorber Rods (TPBARS) when pertinent information became available to the 
licensee prior to the issuance of LA 77. The licensee has entered this item into its corrective action program as PER 
210845  
 
This finding was considered as traditional enforcement because the failure to provide complete and accurate 
information impacted the regulatory process. This finding was determined to be minor because the licensee configured 
the core TPBAR loading in a conservative manner. However, due to a lack of completeness of information provided 
by the licensee to the NRC, the NRC approved LA 77 which gave the licensee allowance to change the configuration 
of core TPBAR loading which the NRC may not have otherwise allowed. The lack of completeness impeded the NRC 
regulatory process. Consistent with the guidance in Section IV.A.3 and Supplement VII, Paragraph D.1 of the NRC 
Enforcement Policy, this finding was determined to be a Severity Level IV non-cited violation. (Section 4OA5.2)  
 
Inspection Report# : 2010002 (pdf)  
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Watts Bar 1 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately monitor the performance of the B MCR air conditioning train under 10 CFR 50.65 
•Green. The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2), was identified by the inspectors for the 
licensee’s failure to set goals and monitor the performance and condition of the B Main Control Room (MCR) Air 
Conditioning system as required by 10CFR50.65(a)(1), and had no justification for not doing so, after it had failed to 
demonstrate effective control of the performance or condition of the system through appropriate preventive 
maintenance. The inspectors identified three Component Deficiency Reports that documented failures which had been 
evaluated by the licensee as non-functional failures. The licensee has subsequently implemented goal setting and 
monitoring requirements specified in 10 CFR 50.65(a)(1) and entered this issue into the corrective action program as 
PER 205438.  
 
The inspectors determined that this finding was more than minor since the B MCR Air Conditioning Train was not 
placed in (a)(1) monitoring status in a timely manner which if left uncorrected, could become a more significant safety 
concern. NRC staff review has determined this MR violation to have a very low safety significance (Green) because it 
was not among the contributing causes of the degraded performance and condition of the B Main Control Room 
(MCR) Air Conditioning system and not processed through the significance determination process. The cause of the 
finding was directly related to the cross-cutting area of Problem Identification and Resolution, evaluation aspect of the 
corrective action program component, in that, the licensee failed to thoroughly evaluate failures and determine those 
failures to be functional failures of the B MCR Air Conditioning System such that the system was placed in category a
(1) in a timely manner. P.1(c) (Section 1R12)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately qualify molded-case circuit breakers to safety-related application through commercial 
grade dedication. 
•Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for 
the failure to assure that appropriate quality standards were specified and included in design documents and that 
deviations from such standards were controlled. Specifically, the licensee failed to demonstrate the necessary 
conditions for commercial grade dedication and seismic qualification of  
molded case circuit breakers to safety-related application within the station 120VAC vital instrumentation boards. 
Corrective actions for this issue are still being evaluated and has been entered into the licensee’s corrective action 
program as PER 171695.  
 
Failure to specify appropriate qualification standards in performing commercial grade dedication of a component-level 
commodity is a performance deficiency. This performance deficiency is more than minor and a finding because it 
affected the design control attribute of the mitigating systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 



Specifically, adequate measures were not implemented to ensure the station 120VAC vital instrumentation boards 
were properly seismically qualified for their application. The inspector assessed the finding using the SDP and 
determined that the finding was of very low safety significance (Green) because the breaker panels had originally been
qualified by testing a complete prototype panel, while the licensee’s processes replaced a component-level item within 
that panel utilizing the original make and model component through commercial grade dedication. The inspectors 
concluded that overall operability was not brought into question.  
 
This finding was reviewed for cross-cutting aspects and none were identified, as it was determined not to reflect 
current licensee performance. (Section 4OA5.2) 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 6900 VAC bus voltage in design calculations 
•Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for 
the failure to assure that applicable regulatory requirements and the design basis for structures, systems, and 
components are correctly translated into specifications, drawings, procedures, and instructions. Specifically, the 
licensee failed to assure that applicable regulatory requirements for undervoltage (degraded) voltage protection, 
including those prescribed in TS 3.3.5-1, item 2, were correctly translated into design calculation, WBN-EEB-MS-TI-
06-0029, “Degraded Voltage Analysis,” Revision. 31, which evaluated motor starting voltages at the beginning of a 
design basis loss of coolant accident (LOCA) concurrent with a degraded grid condition. Corrective actions for this 
issue are still being evaluated and has been entered into the licensee’s corrective action program as PER 296306.  
 
The failure to use the degraded voltage relay setpoint values as specified in TS and configured in the 6900 VAC bus 
based on the electrical design calculation was a performance deficiency. This finding is more than minor because it 
affects the Design Control attribute of the Mitigating Systems Cornerstone. It impacts the cornerstone objective of 
ensuring the availability, reliability, and operability of the 6900 VAC safety buses to perform the intended safety 
function during a design basis event. The potential availability, reliability, and operability of the 6900 VAC safety 
buses during a potential degraded voltage condition was impacted as the licensee design calculation used a non-
conservative degraded voltage input, with respect to the values specified in TS, into their safety-related motor starting 
and running calculations. The inspectors assessed the finding using the SDP and determined that the finding was of 
very low safety significance (Green) because the finding represented a design deficiency confirmed not to result in the 
loss of functionality of safety-related loads due to the availability of related transformer load tap changers (LTCs) that 
were installed to improve a degraded voltage condition.  
 
The inspectors reviewed the performance deficiency for cross-cutting aspects and determined that none were 
applicable since this performance deficiency was not indicative of current licensee performance as the design 
calculation discussed above was not recently performed. (Section 4OA5.3) 
Inspection Report# : 2010005 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assure that adequate test requirements were developed and implemented following a repair. 
The inspectors identified a NCV of TS 5.7.1, Procedures, for the licensee failing to develop and implement an 
adequate post-maintenance test procedure for valve 0-CKV-067-0502C, air release valve for C ERCW pump, 
resulting in the valve not being fully tested following rebuild per work order (WO) 07-820358-000. The licensee 
entered these issues into the corrective action program as PER 228680  
 
The licensee’s failure to develop and implement an adequate post-maintenance test was determined to be a 
performance deficiency. The performance deficiency was determined to be more than minor, and therefore a finding, 
because it would have the potential to lead to a more significant safety concern if left uncorrected, in that, failing to 
ensure that adequate procedures are developed and implemented could allow risk-significant equipment to 
unknowingly be returned to service in a degraded condition. This finding was evaluated using the Significance 



Determination Process Phase 1 screening criteria and was determined to be of very low safety significance because 
the finding did not represent an actual loss of safety function of a single train of equipment for greater than its TS 
allowed outage time. The cause of the finding had a cross-cutting aspect in the area of human performance associated 
with the work control component. It was directly related to the licensee appropriately coordinating work activities by 
incorporating actions to address the impact of changes to the work scope on the plant [H.3(b)]. Specifically, personnel 
failed to recognize the impact of changing the scope of the PMT. As a result, an inadequately tested valve was placed 
into service. 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Lack of procedure implementation results in 1B EDG being started with 15 cylinder plugs open. 
A self-revealing, non-cited violation (NCV) of Technical Specifications (TS) 5.7.1, Procedures, was identified for the 
licensee’s failure to adhere to OPDP-1, Conduct of Operations, Section 5.1, Procedure Adherence, resulting in the 1B 
Emergency Diesel Generator being returned to service with 15 cylinder valves open. The licensee entered this issue 
into the corrective action program as problem evaluation report (PER) 232018.  
Failing to ensure that safety-related equipment was properly returned to service was a performance deficiency. The 
performance deficiency was determined to be more than minor, and therefore a finding, because it was associated with 
the human performance attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The finding was evaluated using the Significance Determination 
Process Phase I and was determined to be a finding of very low safety significance because the valve mispositioning 
was found and corrected in less than the TS allowable outage time. The cause of the finding was directly related to the 
cross-cutting area of the human performance, error prevention aspect of the work practices component, in that, the 
licensee failed to ensure that personnel did not proceed in the face of uncertainty when one of the cylinder valves was 
determined to be in the incorrect position [H.4(a)]. 
Inspection Report# : 2010003 (pdf)  

Significance:  Apr 27, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate assessment of seismic qualification of ERCW strainers 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, Design Control, for the licensee’s failure 
to update ERCW strainer mounting (seismic/structural) calculations to reflect the as-built conditions, a failure which 
was allowed to exist since commercial operations began. This calculation was then used in making acceptance 
conclusions for a modification installed in recent months. The licensee entered this condition into their corrective 
action program as Problem Evaluation Reports (PERs) 221018, 220754, and 223677 and took immediate actions to 
determine the seismic acceptability of the current installation, utilizing calculational conclusions of a similar 
installation at the licensee’s Sequoyah Nuclear Plant.  
The finding was determined to be more than minor because it was associated with the design control attribute within 
the Mitigating System’s cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences, in that there was reasonable doubt as to the 
operability of the ERCW strainers as a result of the performance deficiency. The team evaluated the finding to be of 
very low safety significance (Green) utilizing IMC 0609, Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings” worksheet, as it was a calculational error subsequently determined to not result in an 
operability issue. No cross-cutting aspect was identified since the issue was not reflective of current licensee 
performance. (Section 1R21.2.5)  
 
Inspection Report# : 2010006 (pdf)  
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Watts Bar 1 
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Initiating Events 
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Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure The Operability of an Emergency Battery Lighting Unit in Accordance with the Approved 
Fire Protection Plan 
The inspectors identified an NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to maintain 
the operability of Appendix R emergency lighting in accordance with the approved Fire Protection Plan (FPP). 
Specifically, both lamps for an Appendix R emergency light in the Unit 2B 480 volt transformer room were not aimed 
in the direction required by design to accomplish the operator manual action to restore outside air ventilation to the 
room in the event of a fire, as required by the FPP. The licensee implemented compensatory measures and entered this 
issue into the corrective action program as Problem Evaluation Report (PER) 341645.  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using Inspection Manual Chapter (IMC) 0609, Appendix 
F, Attachment 1, and was determined to be of very low safety significance because it was not a major degradation of 
FSSD capability. The cause of the finding was directly related to the cross-cutting aspect of Effective 
Supervisory/Management Oversight in the Work Practices component of the area of Human Performance, in that the 
licensee did not ensure oversight of work activities that adversely affected the operability of Appendix R emergency 
lighting (H.4 (c)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure AOI-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Non-feasible Operator Manual Action 
The inspectors identified an NCV of Technical Specification 5.7.1, Procedures, for the licensee’s failure to maintain a 
plant procedure to ensure that an operator manual action for fire safe shutdown (FSSD) could be feasibly performed 
under the current physical plant configuration. Specifically, post-fire safe shutdown procedure AOI-30.2 C.36, 
Revision 3, contained instructions for an operator manual action for FSSD that could not be feasibly performed 
following implementation of a plant design change. The licensee took immediate corrective action to install a 
temporary scaffold as a compensatory measure. The licensee entered this issue into the corrective action program as 
PER 356563  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using IMC 0609, Appendix F, Attachment 1, and was 
determined to be of very low safety significance because the procedure step in question was not a time-critical step. 
The cause of the finding was directly related to the cross-cutting aspect of Work Activity Coordination in the Work 
Control component of the area of Human Performance, in that the licensee failed to appropriately coordinate work 
activities, consistent with nuclear safety, to ensure that changes to the physical plant configuration would not 
adversely affect the feasibility of operator manual actions (H.3 (b)).



Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Transient Combustible Evaluation for Storage of Oil in a Safety Related Area in 
Accordance with the Approved Fire Protection Plan 
The inspectors identified an NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to store 
transient combustible materials in a safety-related/critical area of the auxiliary building in accordance with the 
approved FPP. Specifically, approximately 38 gallons of hydrocarbon oil was stored inside the entrance labyrinth of 
the 1B charging pump room without an approved transient combustible evaluation, as required by the FPP. As a 
result, this was an unapproved increase in fire loading due to an increase in the volume of the predominant 
combustible material in the area. The licensee took immediate corrective action to remove the drum of oil from the 
area. The licensee entered this issue into the corrective action program as PER 371383 and PER 380910.  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using IMC 0609, Appendix F, Attachment 1, and was 
determined to be of very low safety significance because it represents a low degradation of fire prevention and 
administrative controls. The cause of the finding was directly related to the cross-cutting aspect of Proper Work 
Planning in the Work Control component of the area of Human Performance, in that the licensee failed to 
appropriately plan work activities to minimize the risk associated with a large quantity of oil in a safety-related fire 
zone without compensatory measures (H.3 (a)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Translate Moderate Energy Line Break Study Output into a Plant Procedure 
Thee inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control for the licensee’s 
failure to correctly translate a design document into operating procedures. Specifically, from original Licensing until 
the beginning of this reporting period, the licensee failed to translate into procedures guidance that would ensure that 
the plant could be safely shut down following a non-isolable break in the piping connecting the refueling water 
storage tank (RWST) to the emergency core cooling system in the auxiliary building. The licensee entered this issue 
into the corrective action program as PER 341568 and corrective actions have been completed to address the issue.  
 
This finding was determined to be more than minor because it adversely affected the Mitigating Systems cornerstone 
attribute of procedure quality and affected the cornerstone objective of ensuring the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, flood protection was 
degraded due to a lack of procedures to mitigate flooding from the RWST into the auxiliary building with 
accompanying damage to both trains of the containment spray motors. This finding was evaluated using the SDP 
Phase 1 screening criteria in accordance with IMC 0609, Attachment 4, and was determined to require a Phase 3 
analysis. The phase 3 analysis was performed by regional SRA’s and determined to be of very low safety significance. 
The cause of the finding extends back to original plant licensing. Therefore, it is not related to current performance 
and is not assigned a cross-cutting aspect. 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate compensatory measures for a degraded sprinkler system in accordance with the 
approved fire protection plan 
The inspectors identified a NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to establish 
adequate compensatory measures for an impaired sprinkler system in accordance with the approved Fire Protection 



Plan (FPP). Specifically, a solid scaffold platform had been erected below the preaction sprinkler system protecting 
the 1B Charging Pump oil system without establishing compensatory measures, as required by the FPP. As a result, 
the capabilities of the sprinkler system protecting the 1B Charging Pump oil system were impaired from performing 
their designed function. The licensee entered this issue into the corrective action program as PER 332853.  
 
The finding was determined to be more than minor because it affected the Protection Against External Factors 
attribute of the Mitigating Systems cornerstone, in that it impacted automatic fire suppression capability and affected 
the cornerstone objective of ensuring the availability of systems that respond to external events. This finding was 
evaluated using IMC 0609, Appendix F, Attachment 1, and was determined to be of very low safety significance 
because it represented a low degradation of the fixed fire suppression systems. The cause of the finding had a cross-
cutting aspect in the area of human performance associated with the work control component. It was directly related to 
the licensee’s not planning and coordinating work activities consistent with nuclear safety to ensure that adequate 
compensatory actions were established for a degraded sprinkler system (H.3 (a)). Section 1R05  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to ensure adequacy of AOI-13, loss of essential raw cooling water, revision 0038 
The inspectors identified a NCV of Technical Specification 5.7.1, Procedures, for the licensee failure to establish and 
implement an adequate Abnormal Operating Instruction (AOI) to address flooding in the Auxiliary Building from a 
pipe break in the Essential Raw Cooling Water System (ERCW). As a result, the inadequate procedure would have 
resulted in the increased flooding from an ERCW header leak. The licensee entered this issue into the corrective 
action program as PER 339112.  
 
The inspectors determined that the performance deficiency was more than minor, and therefore a finding, because it 
would have the potential to lead to a more significant safety concern if left uncorrected, in that, use of the inadequate 
procedure could have resulted in increased flooding from an ERCW pipe break. This finding was evaluated using the 
significance determination phase 1 screening criteria in accordance with IMC 0609, Attachment 4 and was determined 
to be of very low safety significance because the finding did not involve the total loss of any safety function, 
identified by the licensee through a PRA, IPEEE, or similar analysis, that contributes to the external event initiated 
core damage accident sequences. No cross-cutting aspect was assigned to this finding because it was not determined 
to be indicative of current licensee performance. (Section 1R06)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately monitor the performance of the B MCR air conditioning train under 10 CFR 50.65 
•Green. The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2), was identified by the inspectors for the 
licensee’s failure to set goals and monitor the performance and condition of the B Main Control Room (MCR) Air 
Conditioning system as required by 10CFR50.65(a)(1), and had no justification for not doing so, after it had failed to 
demonstrate effective control of the performance or condition of the system through appropriate preventive 
maintenance. The inspectors identified three Component Deficiency Reports that documented failures which had been 
evaluated by the licensee as non-functional failures. The licensee has subsequently implemented goal setting and 
monitoring requirements specified in 10 CFR 50.65(a)(1) and entered this issue into the corrective action program as 
PER 205438.  
 
The inspectors determined that this finding was more than minor since the B MCR Air Conditioning Train was not 
placed in (a)(1) monitoring status in a timely manner which if left uncorrected, could become a more significant safety 
concern. NRC staff review has determined this MR violation to have a very low safety significance (Green) because it 
was not among the contributing causes of the degraded performance and condition of the B Main Control Room 
(MCR) Air Conditioning system and not processed through the significance determination process. The cause of the 



finding was directly related to the cross-cutting area of Problem Identification and Resolution, evaluation aspect of the 
corrective action program component, in that, the licensee failed to thoroughly evaluate failures and determine those 
failures to be functional failures of the B MCR Air Conditioning System such that the system was placed in category a
(1) in a timely manner. P.1(c) (Section 1R12)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately qualify molded-case circuit breakers to safety-related application through commercial 
grade dedication. 
•Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for 
the failure to assure that appropriate quality standards were specified and included in design documents and that 
deviations from such standards were controlled. Specifically, the licensee failed to demonstrate the necessary 
conditions for commercial grade dedication and seismic qualification of  
molded case circuit breakers to safety-related application within the station 120VAC vital instrumentation boards. 
Corrective actions for this issue are still being evaluated and has been entered into the licensee’s corrective action 
program as PER 171695.  
 
Failure to specify appropriate qualification standards in performing commercial grade dedication of a component-level 
commodity is a performance deficiency. This performance deficiency is more than minor and a finding because it 
affected the design control attribute of the mitigating systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, adequate measures were not implemented to ensure the station 120VAC vital instrumentation boards 
were properly seismically qualified for their application. The inspector assessed the finding using the SDP and 
determined that the finding was of very low safety significance (Green) because the breaker panels had originally been
qualified by testing a complete prototype panel, while the licensee’s processes replaced a component-level item within 
that panel utilizing the original make and model component through commercial grade dedication. The inspectors 
concluded that overall operability was not brought into question.  
 
This finding was reviewed for cross-cutting aspects and none were identified, as it was determined not to reflect 
current licensee performance. (Section 4OA5.2) 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 6900 VAC bus voltage in design calculations 
•Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for 
the failure to assure that applicable regulatory requirements and the design basis for structures, systems, and 
components are correctly translated into specifications, drawings, procedures, and instructions. Specifically, the 
licensee failed to assure that applicable regulatory requirements for undervoltage (degraded) voltage protection, 
including those prescribed in TS 3.3.5-1, item 2, were correctly translated into design calculation, WBN-EEB-MS-TI-
06-0029, “Degraded Voltage Analysis,” Revision. 31, which evaluated motor starting voltages at the beginning of a 
design basis loss of coolant accident (LOCA) concurrent with a degraded grid condition. Corrective actions for this 
issue are still being evaluated and has been entered into the licensee’s corrective action program as PER 296306.  
 
The failure to use the degraded voltage relay setpoint values as specified in TS and configured in the 6900 VAC bus 
based on the electrical design calculation was a performance deficiency. This finding is more than minor because it 
affects the Design Control attribute of the Mitigating Systems Cornerstone. It impacts the cornerstone objective of 
ensuring the availability, reliability, and operability of the 6900 VAC safety buses to perform the intended safety 
function during a design basis event. The potential availability, reliability, and operability of the 6900 VAC safety 
buses during a potential degraded voltage condition was impacted as the licensee design calculation used a non-
conservative degraded voltage input, with respect to the values specified in TS, into their safety-related motor starting 



and running calculations. The inspectors assessed the finding using the SDP and determined that the finding was of 
very low safety significance (Green) because the finding represented a design deficiency confirmed not to result in the 
loss of functionality of safety-related loads due to the availability of related transformer load tap changers (LTCs) that 
were installed to improve a degraded voltage condition.  
 
The inspectors reviewed the performance deficiency for cross-cutting aspects and determined that none were 
applicable since this performance deficiency was not indicative of current licensee performance as the design 
calculation discussed above was not recently performed. (Section 4OA5.3) 
Inspection Report# : 2010005 (pdf)  
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Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Watts Bar 1 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective action involving the failure of a shutdown board to transfer 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
repeat occurrence of a level A problem evaluation report (PER) 176604 written July 17, 2009.  
The licensee’s failure to ensure that all corrective actions for A level PER 176604 were complete is a performance 
deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left 
uncorrected, it would have the potential to lead to a more significant safety concern; specifically, the subject safety-
related breaker could have been installed in a more critical application or have been installed for a longer period of 
time, up to 18 months, in the alternate feeder application. Additionally, the finding was associated with the 
configuration control attribute of the Initiating Events cornerstone objective to limit the likelihood of those events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Using the 
Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because it would not contribute to both a reactor trip and the likelihood that mitigation equipment 
or functions would not be available. The cause of the finding was directly related to the cross-cutting aspect for 
appropriate corrective actions to address safety issues in a timely manner commensurate with their safety significance 
and complexity in the Corrective Action Program component of the cross-cutting area of Problem Identification and 
Resolution, in that the licensee failed to take adequate corrective actions to prevent repetition of the fast transfer 
switch mal-adjustment. Specifically, effective corrective actions to preclude repetition were not implemented but 
signed as completed when the 1A shutdown board alternate feeder breaker was placed in service. (P.1(d)) (See 
Section 4OA2)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately control non-conforming or degraded equipment 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XV, Nonconforming Materials, Parts, or 
Components, for the licensee’s failure to ensure that 6.9Kv breaker 0-BKR-569-4605025-S, which had been identified 
as defective, was not labeled or otherwise segregated to prevent it from being installed into the plant.  
 
The licensee’s failure to ensure that defective 6.9Kv breaker 0-BKR-569-4605025-S was not installed into the plant is 
a performance deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor 
because, if left uncorrected, it would have the potential to lead to a more significant safety concern; specifically, the 
subject safety-related breaker could have been installed in a more critical application or have been installed for a 
longer period of time, up to 18 months, in the Alternate Feeder application. Additionally, the finding was associated 
with the configuration control attribute of the Initiating Events cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Using the Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because it would not contribute to both a reactor trip and the likelihood that mitigation equipment 
or functions would not be available. The cause of the finding was directly related to the cross-cutting aspect that the 
licensee ensure supervisory and management oversight of work activities in the Work Practices component of the 
cross-cutting area of Human Performance, in that the licensee failed to ensure that a defective component was not 
installed into the plant. H.4(c) (Section 4OA2)  
 



Inspection Report# : 2011004 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to fully implement corrective actions for a motor boat necessary for flood mode preparation 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
failure to fully implement corrective actions to address a motor boat necessary for flood mode preparation in 
accordance with Abnormal Operating Instruction (AOI) 7.01, Maximum Probable Flood. As a result the inspectors 
found that the boat was not in serviceable condition, and there was no procedure to address preventive maintenance of 
the boat. The licensee entered the issue into the corrective action program as PER 417920 and developing a long-term 
maintenance strategy.  
The licensee’s failure to fully implement corrective actions to address a motor boat necessary for flood mode 
preparation in accordance with AOI 7.01, was a performance deficiency. The inspectors reviewed IMC 0612 and 
determined that the finding was more than minor because of the lack of an important piece of equipment (motor boat) 
necessary for coping with the probable maximum flood (PMF) impact on Unit 1. Using the Phase I screening 
worksheet of IMC 0609, the inspectors determined that the finding was of very low safety significance (Green) 
because the licensee would have sufficient warning (27 hours) to obtain a replacement boat before it would be 
impacted by a PMF event. The cause of the finding had a cross-cutting aspect in the area of Problem Identification 
and Resolution associated with the Corrective Action Program component. It was directly related to the licensee 
taking appropriate corrective actions to address a safety issue in a timely manner commensurate with its safety 
significance and complexity. Specifically, the licensee failed to fully implement corrective actions to address a motor 
boat necessary for flood mode preparation in accordance with AOI 7.01. (P.1(d)) (See Section 1R01)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to fully implement corrective actions for the unapproved storage of oil in a safety related area 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
failure to fully implement corrective actions to address the unapproved storage of a large quantity of oil in a safety-
related area of the auxiliary building in accordance with the approved Fire Protection Plan (FPP). As a result, a drum 
containing approximately 38 gallons of new hydrocarbon oil was relocated, but not removed from a safety-related 
area of the auxiliary building, without addressing the FPP requirement for an approved transient combustible 
evaluation. The licensee entered the issue into the corrective action program as PER 380910 and PER 388926. The 
remaining oil was removed from the affected room or identified with an approved transient combustible evaluation.  
 
The licensee’s failure to fully implement corrective actions to address the unapproved storage of a large quantity of oil 
in a safety-related area of the auxiliary building in accordance with the approved FPP is a performance deficiency. 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because it affected the 
Protection Against External Factors attribute (i.e., fire) of the Mitigating Systems cornerstone, in that it affected the 
objective of ensuring availability, reliability, and capability of systems that respond to initiating events. Because the 
finding increased the fire loading due to an increase in the volume of the predominant combustible in the area, the 
inspectors completed a SDP Phase I analysis that indicated that the finding was not a major degradation of fire 
prevention or administrative controls. Using the Phase I screening worksheet of IMC 0609, the inspectors determined 
that the finding was of very low safety significance (Green). The cause of the finding had a cross-cutting aspect in the 
area of human performance associated with the work practices component. It was directly related to the licensee 
defining and effectively communicating expectations regarding procedural compliance and personnel follow 
procedures. [H.4(b)] Specifically, the licensee failed to follow the control of transient combustibles procedure by 
allowing the unapproved storage of a large quantity of oil in a safety-related area of the auxiliary building. (See 



Section 1R05)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure The Operability of an Emergency Battery Lighting Unit in Accordance with the Approved 
Fire Protection Plan 
The inspectors identified an NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to maintain 
the operability of Appendix R emergency lighting in accordance with the approved Fire Protection Plan (FPP). 
Specifically, both lamps for an Appendix R emergency light in the Unit 2B 480 volt transformer room were not aimed 
in the direction required by design to accomplish the operator manual action to restore outside air ventilation to the 
room in the event of a fire, as required by the FPP. The licensee implemented compensatory measures and entered this 
issue into the corrective action program as Problem Evaluation Report (PER) 341645.  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using Inspection Manual Chapter (IMC) 0609, Appendix 
F, Attachment 1, and was determined to be of very low safety significance because it was not a major degradation of 
FSSD capability. The cause of the finding was directly related to the cross-cutting aspect of Effective 
Supervisory/Management Oversight in the Work Practices component of the area of Human Performance, in that the 
licensee did not ensure oversight of work activities that adversely affected the operability of Appendix R emergency 
lighting (H.4 (c)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure AOI-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Non-feasible Operator Manual Action 
The inspectors identified an NCV of Technical Specification 5.7.1, Procedures, for the licensee’s failure to maintain a 
plant procedure to ensure that an operator manual action for fire safe shutdown (FSSD) could be feasibly performed 
under the current physical plant configuration. Specifically, post-fire safe shutdown procedure AOI-30.2 C.36, 
Revision 3, contained instructions for an operator manual action for FSSD that could not be feasibly performed 
following implementation of a plant design change. The licensee took immediate corrective action to install a 
temporary scaffold as a compensatory measure. The licensee entered this issue into the corrective action program as 
PER 356563  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using IMC 0609, Appendix F, Attachment 1, and was 
determined to be of very low safety significance because the procedure step in question was not a time-critical step. 
The cause of the finding was directly related to the cross-cutting aspect of Work Activity Coordination in the Work 
Control component of the area of Human Performance, in that the licensee failed to appropriately coordinate work 
activities, consistent with nuclear safety, to ensure that changes to the physical plant configuration would not 
adversely affect the feasibility of operator manual actions (H.3 (b)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Transient Combustible Evaluation for Storage of Oil in a Safety Related Area in 
Accordance with the Approved Fire Protection Plan 
The inspectors identified an NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to store 



transient combustible materials in a safety-related/critical area of the auxiliary building in accordance with the 
approved FPP. Specifically, approximately 38 gallons of hydrocarbon oil was stored inside the entrance labyrinth of 
the 1B charging pump room without an approved transient combustible evaluation, as required by the FPP. As a 
result, this was an unapproved increase in fire loading due to an increase in the volume of the predominant 
combustible material in the area. The licensee took immediate corrective action to remove the drum of oil from the 
area. The licensee entered this issue into the corrective action program as PER 371383 and PER 380910.  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using IMC 0609, Appendix F, Attachment 1, and was 
determined to be of very low safety significance because it represents a low degradation of fire prevention and 
administrative controls. The cause of the finding was directly related to the cross-cutting aspect of Proper Work 
Planning in the Work Control component of the area of Human Performance, in that the licensee failed to 
appropriately plan work activities to minimize the risk associated with a large quantity of oil in a safety-related fire 
zone without compensatory measures (H.3 (a)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Translate Moderate Energy Line Break Study Output into a Plant Procedure 
Thee inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control for the licensee’s 
failure to correctly translate a design document into operating procedures. Specifically, from original Licensing until 
the beginning of this reporting period, the licensee failed to translate into procedures guidance that would ensure that 
the plant could be safely shut down following a non-isolable break in the piping connecting the refueling water 
storage tank (RWST) to the emergency core cooling system in the auxiliary building. The licensee entered this issue 
into the corrective action program as PER 341568 and corrective actions have been completed to address the issue.  
 
This finding was determined to be more than minor because it adversely affected the Mitigating Systems cornerstone 
attribute of procedure quality and affected the cornerstone objective of ensuring the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, flood protection was 
degraded due to a lack of procedures to mitigate flooding from the RWST into the auxiliary building with 
accompanying damage to both trains of the containment spray motors. This finding was evaluated using the SDP 
Phase 1 screening criteria in accordance with IMC 0609, Attachment 4, and was determined to require a Phase 3 
analysis. The phase 3 analysis was performed by regional SRA’s and determined to be of very low safety significance. 
The cause of the finding extends back to original plant licensing. Therefore, it is not related to current performance 
and is not assigned a cross-cutting aspect. 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate compensatory measures for a degraded sprinkler system in accordance with the 
approved fire protection plan 
The inspectors identified a NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to establish 
adequate compensatory measures for an impaired sprinkler system in accordance with the approved Fire Protection 
Plan (FPP). Specifically, a solid scaffold platform had been erected below the preaction sprinkler system protecting 
the 1B Charging Pump oil system without establishing compensatory measures, as required by the FPP. As a result, 
the capabilities of the sprinkler system protecting the 1B Charging Pump oil system were impaired from performing 
their designed function. The licensee entered this issue into the corrective action program as PER 332853.  
 
The finding was determined to be more than minor because it affected the Protection Against External Factors 
attribute of the Mitigating Systems cornerstone, in that it impacted automatic fire suppression capability and affected 
the cornerstone objective of ensuring the availability of systems that respond to external events. This finding was 
evaluated using IMC 0609, Appendix F, Attachment 1, and was determined to be of very low safety significance 



because it represented a low degradation of the fixed fire suppression systems. The cause of the finding had a cross-
cutting aspect in the area of human performance associated with the work control component. It was directly related to 
the licensee’s not planning and coordinating work activities consistent with nuclear safety to ensure that adequate 
compensatory actions were established for a degraded sprinkler system (H.3 (a)). Section 1R05  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to ensure adequacy of AOI-13, loss of essential raw cooling water, revision 0038 
The inspectors identified a NCV of Technical Specification 5.7.1, Procedures, for the licensee failure to establish and 
implement an adequate Abnormal Operating Instruction (AOI) to address flooding in the Auxiliary Building from a 
pipe break in the Essential Raw Cooling Water System (ERCW). As a result, the inadequate procedure would have 
resulted in the increased flooding from an ERCW header leak. The licensee entered this issue into the corrective 
action program as PER 339112.  
 
The inspectors determined that the performance deficiency was more than minor, and therefore a finding, because it 
would have the potential to lead to a more significant safety concern if left uncorrected, in that, use of the inadequate 
procedure could have resulted in increased flooding from an ERCW pipe break. This finding was evaluated using the 
significance determination phase 1 screening criteria in accordance with IMC 0609, Attachment 4 and was determined 
to be of very low safety significance because the finding did not involve the total loss of any safety function, 
identified by the licensee through a PRA, IPEEE, or similar analysis, that contributes to the external event initiated 
core damage accident sequences. No cross-cutting aspect was assigned to this finding because it was not determined 
to be indicative of current licensee performance. (Section 1R06)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately monitor the performance of the B MCR air conditioning train under 10 CFR 50.65 
•Green. The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2), was identified by the inspectors for the 
licensee’s failure to set goals and monitor the performance and condition of the B Main Control Room (MCR) Air 
Conditioning system as required by 10CFR50.65(a)(1), and had no justification for not doing so, after it had failed to 
demonstrate effective control of the performance or condition of the system through appropriate preventive 
maintenance. The inspectors identified three Component Deficiency Reports that documented failures which had been 
evaluated by the licensee as non-functional failures. The licensee has subsequently implemented goal setting and 
monitoring requirements specified in 10 CFR 50.65(a)(1) and entered this issue into the corrective action program as 
PER 205438.  
 
The inspectors determined that this finding was more than minor since the B MCR Air Conditioning Train was not 
placed in (a)(1) monitoring status in a timely manner which if left uncorrected, could become a more significant safety 
concern. NRC staff review has determined this MR violation to have a very low safety significance (Green) because it 
was not among the contributing causes of the degraded performance and condition of the B Main Control Room 
(MCR) Air Conditioning system and not processed through the significance determination process. The cause of the 
finding was directly related to the cross-cutting area of Problem Identification and Resolution, evaluation aspect of the 
corrective action program component, in that, the licensee failed to thoroughly evaluate failures and determine those 
failures to be functional failures of the B MCR Air Conditioning System such that the system was placed in category a
(1) in a timely manner. P.1(c) (Section 1R12)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately qualify molded-case circuit breakers to safety-related application through commercial 
grade dedication. 
•Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for 
the failure to assure that appropriate quality standards were specified and included in design documents and that 
deviations from such standards were controlled. Specifically, the licensee failed to demonstrate the necessary 
conditions for commercial grade dedication and seismic qualification of  
molded case circuit breakers to safety-related application within the station 120VAC vital instrumentation boards. 
Corrective actions for this issue are still being evaluated and has been entered into the licensee’s corrective action 
program as PER 171695.  
 
Failure to specify appropriate qualification standards in performing commercial grade dedication of a component-level 
commodity is a performance deficiency. This performance deficiency is more than minor and a finding because it 
affected the design control attribute of the mitigating systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, adequate measures were not implemented to ensure the station 120VAC vital instrumentation boards 
were properly seismically qualified for their application. The inspector assessed the finding using the SDP and 
determined that the finding was of very low safety significance (Green) because the breaker panels had originally been
qualified by testing a complete prototype panel, while the licensee’s processes replaced a component-level item within 
that panel utilizing the original make and model component through commercial grade dedication. The inspectors 
concluded that overall operability was not brought into question.  
 
This finding was reviewed for cross-cutting aspects and none were identified, as it was determined not to reflect 
current licensee performance. (Section 4OA5.2) 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 6900 VAC bus voltage in design calculations 
•Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for 
the failure to assure that applicable regulatory requirements and the design basis for structures, systems, and 
components are correctly translated into specifications, drawings, procedures, and instructions. Specifically, the 
licensee failed to assure that applicable regulatory requirements for undervoltage (degraded) voltage protection, 
including those prescribed in TS 3.3.5-1, item 2, were correctly translated into design calculation, WBN-EEB-MS-TI-
06-0029, “Degraded Voltage Analysis,” Revision. 31, which evaluated motor starting voltages at the beginning of a 
design basis loss of coolant accident (LOCA) concurrent with a degraded grid condition. Corrective actions for this 
issue are still being evaluated and has been entered into the licensee’s corrective action program as PER 296306.  
 
The failure to use the degraded voltage relay setpoint values as specified in TS and configured in the 6900 VAC bus 
based on the electrical design calculation was a performance deficiency. This finding is more than minor because it 
affects the Design Control attribute of the Mitigating Systems Cornerstone. It impacts the cornerstone objective of 
ensuring the availability, reliability, and operability of the 6900 VAC safety buses to perform the intended safety 
function during a design basis event. The potential availability, reliability, and operability of the 6900 VAC safety 
buses during a potential degraded voltage condition was impacted as the licensee design calculation used a non-
conservative degraded voltage input, with respect to the values specified in TS, into their safety-related motor starting 
and running calculations. The inspectors assessed the finding using the SDP and determined that the finding was of 
very low safety significance (Green) because the finding represented a design deficiency confirmed not to result in the 
loss of functionality of safety-related loads due to the availability of related transformer load tap changers (LTCs) that 
were installed to improve a degraded voltage condition.  
 
The inspectors reviewed the performance deficiency for cross-cutting aspects and determined that none were 
applicable since this performance deficiency was not indicative of current licensee performance as the design 
calculation discussed above was not recently performed. (Section 4OA5.3) 
Inspection Report# : 2010005 (pdf)  



Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Last modified : January 04, 2012 



Watts Bar 1 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop and Implement Corrective Actions for Probable Maximum Precipitation Drainage Path 
Impact on Unit 1 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, 
Corrective Action, for the licensee’s failure to develop and implement corrective actions to address the unauthorized 
placement of temporary structures supporting Unit 2 construction in the probable maximum  
precipitation (PMP) drainage path. Problem Evaluation Report (PER) 206105, initiated by the licensee on October 28, 
2009, identified that Unit 2 temporary structures had been placed inside the plant protected area surrounding Unit 1 
and 2 without verifying impacts to the PMP critical flood elevation of 729 feet. The PER required a corrective action 
plan (CAP) due date of February 14, 2010. The condition as it then existed was bounded by a functional evaluation 
which expired February 28, 2010. The inspectors determined that the corrective actions had not been implemented and 
that the original adverse condition had worsened due to the  
addition of other temporary structures. Based on this observation, the licensee reentered the issue into the corrective 
action program as PER 413818 and also initiated PER 417148 to address the continuing plant impact from the 
addition of more temporary structures. 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective action involving the failure of a shutdown board to transfer 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
repeat occurrence of a level A problem evaluation report (PER) 176604 written July 17, 2009.  
The licensee’s failure to ensure that all corrective actions for A level PER 176604 were complete is a performance 
deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left 
uncorrected, it would have the potential to lead to a more significant safety concern; specifically, the subject safety-
related breaker could have been installed in a more critical application or have been installed for a longer period of 
time, up to 18 months, in the alternate feeder application. Additionally, the finding was associated with the 
configuration control attribute of the Initiating Events cornerstone objective to limit the likelihood of those events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Using the 
Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because it would not contribute to both a reactor trip and the likelihood that mitigation equipment 
or functions would not be available. The cause of the finding was directly related to the cross-cutting aspect for 
appropriate corrective actions to address safety issues in a timely manner commensurate with their safety significance 
and complexity in the Corrective Action Program component of the cross-cutting area of Problem Identification and 
Resolution, in that the licensee failed to take adequate corrective actions to prevent repetition of the fast transfer 
switch mal-adjustment. Specifically, effective corrective actions to preclude repetition were not implemented but 
signed as completed when the 1A shutdown board alternate feeder breaker was placed in service. (P.1(d)) (See 
Section 4OA2)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to adequately control non-conforming or degraded equipment 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XV, Nonconforming Materials, Parts, or 
Components, for the licensee’s failure to ensure that 6.9Kv breaker 0-BKR-569-4605025-S, which had been identified 
as defective, was not labeled or otherwise segregated to prevent it from being installed into the plant.  
 
The licensee’s failure to ensure that defective 6.9Kv breaker 0-BKR-569-4605025-S was not installed into the plant is 
a performance deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor 
because, if left uncorrected, it would have the potential to lead to a more significant safety concern; specifically, the 
subject safety-related breaker could have been installed in a more critical application or have been installed for a 
longer period of time, up to 18 months, in the Alternate Feeder application. Additionally, the finding was associated 
with the configuration control attribute of the Initiating Events cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Using the Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because it would not contribute to both a reactor trip and the likelihood that mitigation equipment 
or functions would not be available. The cause of the finding was directly related to the cross-cutting aspect that the 
licensee ensure supervisory and management oversight of work activities in the Work Practices component of the 
cross-cutting area of Human Performance, in that the licensee failed to ensure that a defective component was not 
installed into the plant. H.4(c) (Section 4OA2)  
 
Inspection Report# : 2011004 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Store Transient Combustible Materials in a Safety-Related/Critical Area of the Auxiliary Building in 
Accordance With the Approved Fire Protection Plan 
An NCV of the Unit 1 Operating License Condition 2.F was identified for the licensee’s failure to store transient 
combustible materials in a safety-related/critical area of the auxiliary building in accordance with the approved Fire 
Protection Plan (FPP). Specifically, an excessive amount of combustible trash and laundry was stored on the auxiliary 
building refueling floor. The stored combustible material was approximately two and a half times the allowable limit, 
and the amount in excess of that limit was stored without an approved transient combustible evaluation, as required by 
the FPP. As a result, this was an unapproved increase in fire loading due to an increase in the volume of the 
combustible material in the area. The licensee took immediate corrective action to issue a transient combustible 
evaluation and then remove the excess combustibles from the area. 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Identifying Accumulated Gas in ECCS Systems 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” for the licensee’s failure to establish adequate procedures to identify 
accumulated gas in emergency core cooling systems (ECCS). Specifically, the operations surveillance test procedures 
could allow accumulated gases inside ECCS to be vented without being quantified and evaluated for potential adverse 
impacts on system operability. The licensee entered this in their corrective action program as PER 478095. 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to fully implement corrective actions for a motor boat necessary for flood mode preparation 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
failure to fully implement corrective actions to address a motor boat necessary for flood mode preparation in 
accordance with Abnormal Operating Instruction (AOI) 7.01, Maximum Probable Flood. As a result the inspectors 
found that the boat was not in serviceable condition, and there was no procedure to address preventive maintenance of 
the boat. The licensee entered the issue into the corrective action program as PER 417920 and developing a long-term 
maintenance strategy.  
The licensee’s failure to fully implement corrective actions to address a motor boat necessary for flood mode 
preparation in accordance with AOI 7.01, was a performance deficiency. The inspectors reviewed IMC 0612 and 
determined that the finding was more than minor because of the lack of an important piece of equipment (motor boat) 
necessary for coping with the probable maximum flood (PMF) impact on Unit 1. Using the Phase I screening 
worksheet of IMC 0609, the inspectors determined that the finding was of very low safety significance (Green) 
because the licensee would have sufficient warning (27 hours) to obtain a replacement boat before it would be 
impacted by a PMF event. The cause of the finding had a cross-cutting aspect in the area of Problem Identification 
and Resolution associated with the Corrective Action Program component. It was directly related to the licensee 
taking appropriate corrective actions to address a safety issue in a timely manner commensurate with its safety 
significance and complexity. Specifically, the licensee failed to fully implement corrective actions to address a motor 
boat necessary for flood mode preparation in accordance with AOI 7.01. (P.1(d)) (See Section 1R01)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to fully implement corrective actions for the unapproved storage of oil in a safety related area 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
failure to fully implement corrective actions to address the unapproved storage of a large quantity of oil in a safety-
related area of the auxiliary building in accordance with the approved Fire Protection Plan (FPP). As a result, a drum 
containing approximately 38 gallons of new hydrocarbon oil was relocated, but not removed from a safety-related 
area of the auxiliary building, without addressing the FPP requirement for an approved transient combustible 
evaluation. The licensee entered the issue into the corrective action program as PER 380910 and PER 388926. The 
remaining oil was removed from the affected room or identified with an approved transient combustible evaluation.  
 
The licensee’s failure to fully implement corrective actions to address the unapproved storage of a large quantity of oil 
in a safety-related area of the auxiliary building in accordance with the approved FPP is a performance deficiency. 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because it affected the 
Protection Against External Factors attribute (i.e., fire) of the Mitigating Systems cornerstone, in that it affected the 
objective of ensuring availability, reliability, and capability of systems that respond to initiating events. Because the 
finding increased the fire loading due to an increase in the volume of the predominant combustible in the area, the 
inspectors completed a SDP Phase I analysis that indicated that the finding was not a major degradation of fire 
prevention or administrative controls. Using the Phase I screening worksheet of IMC 0609, the inspectors determined 
that the finding was of very low safety significance (Green). The cause of the finding had a cross-cutting aspect in the 
area of human performance associated with the work practices component. It was directly related to the licensee 
defining and effectively communicating expectations regarding procedural compliance and personnel follow 
procedures. [H.4(b)] Specifically, the licensee failed to follow the control of transient combustibles procedure by 
allowing the unapproved storage of a large quantity of oil in a safety-related area of the auxiliary building. (See 
Section 1R05)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure The Operability of an Emergency Battery Lighting Unit in Accordance with the Approved 



Fire Protection Plan 
The inspectors identified an NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to maintain 
the operability of Appendix R emergency lighting in accordance with the approved Fire Protection Plan (FPP). 
Specifically, both lamps for an Appendix R emergency light in the Unit 2B 480 volt transformer room were not aimed 
in the direction required by design to accomplish the operator manual action to restore outside air ventilation to the 
room in the event of a fire, as required by the FPP. The licensee implemented compensatory measures and entered this 
issue into the corrective action program as Problem Evaluation Report (PER) 341645.  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using Inspection Manual Chapter (IMC) 0609, Appendix 
F, Attachment 1, and was determined to be of very low safety significance because it was not a major degradation of 
FSSD capability. The cause of the finding was directly related to the cross-cutting aspect of Effective 
Supervisory/Management Oversight in the Work Practices component of the area of Human Performance, in that the 
licensee did not ensure oversight of work activities that adversely affected the operability of Appendix R emergency 
lighting (H.4 (c)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure AOI-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Non-feasible Operator Manual Action 
The inspectors identified an NCV of Technical Specification 5.7.1, Procedures, for the licensee’s failure to maintain a 
plant procedure to ensure that an operator manual action for fire safe shutdown (FSSD) could be feasibly performed 
under the current physical plant configuration. Specifically, post-fire safe shutdown procedure AOI-30.2 C.36, 
Revision 3, contained instructions for an operator manual action for FSSD that could not be feasibly performed 
following implementation of a plant design change. The licensee took immediate corrective action to install a 
temporary scaffold as a compensatory measure. The licensee entered this issue into the corrective action program as 
PER 356563  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using IMC 0609, Appendix F, Attachment 1, and was 
determined to be of very low safety significance because the procedure step in question was not a time-critical step. 
The cause of the finding was directly related to the cross-cutting aspect of Work Activity Coordination in the Work 
Control component of the area of Human Performance, in that the licensee failed to appropriately coordinate work 
activities, consistent with nuclear safety, to ensure that changes to the physical plant configuration would not 
adversely affect the feasibility of operator manual actions (H.3 (b)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Transient Combustible Evaluation for Storage of Oil in a Safety Related Area in 
Accordance with the Approved Fire Protection Plan 
The inspectors identified an NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to store 
transient combustible materials in a safety-related/critical area of the auxiliary building in accordance with the 
approved FPP. Specifically, approximately 38 gallons of hydrocarbon oil was stored inside the entrance labyrinth of 
the 1B charging pump room without an approved transient combustible evaluation, as required by the FPP. As a 
result, this was an unapproved increase in fire loading due to an increase in the volume of the predominant 
combustible material in the area. The licensee took immediate corrective action to remove the drum of oil from the 
area. The licensee entered this issue into the corrective action program as PER 371383 and PER 380910.  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 



that respond to initiating events. This finding was evaluated using IMC 0609, Appendix F, Attachment 1, and was 
determined to be of very low safety significance because it represents a low degradation of fire prevention and 
administrative controls. The cause of the finding was directly related to the cross-cutting aspect of Proper Work 
Planning in the Work Control component of the area of Human Performance, in that the licensee failed to 
appropriately plan work activities to minimize the risk associated with a large quantity of oil in a safety-related fire 
zone without compensatory measures (H.3 (a)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Translate Moderate Energy Line Break Study Output into a Plant Procedure 
Thee inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control for the licensee’s 
failure to correctly translate a design document into operating procedures. Specifically, from original Licensing until 
the beginning of this reporting period, the licensee failed to translate into procedures guidance that would ensure that 
the plant could be safely shut down following a non-isolable break in the piping connecting the refueling water 
storage tank (RWST) to the emergency core cooling system in the auxiliary building. The licensee entered this issue 
into the corrective action program as PER 341568 and corrective actions have been completed to address the issue.  
 
This finding was determined to be more than minor because it adversely affected the Mitigating Systems cornerstone 
attribute of procedure quality and affected the cornerstone objective of ensuring the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, flood protection was 
degraded due to a lack of procedures to mitigate flooding from the RWST into the auxiliary building with 
accompanying damage to both trains of the containment spray motors. This finding was evaluated using the SDP 
Phase 1 screening criteria in accordance with IMC 0609, Attachment 4, and was determined to require a Phase 3 
analysis. The phase 3 analysis was performed by regional SRA’s and determined to be of very low safety significance. 
The cause of the finding extends back to original plant licensing. Therefore, it is not related to current performance 
and is not assigned a cross-cutting aspect. 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate compensatory measures for a degraded sprinkler system in accordance with the 
approved fire protection plan 
The inspectors identified a NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to establish 
adequate compensatory measures for an impaired sprinkler system in accordance with the approved Fire Protection 
Plan (FPP). Specifically, a solid scaffold platform had been erected below the preaction sprinkler system protecting 
the 1B Charging Pump oil system without establishing compensatory measures, as required by the FPP. As a result, 
the capabilities of the sprinkler system protecting the 1B Charging Pump oil system were impaired from performing 
their designed function. The licensee entered this issue into the corrective action program as PER 332853.  
 
The finding was determined to be more than minor because it affected the Protection Against External Factors 
attribute of the Mitigating Systems cornerstone, in that it impacted automatic fire suppression capability and affected 
the cornerstone objective of ensuring the availability of systems that respond to external events. This finding was 
evaluated using IMC 0609, Appendix F, Attachment 1, and was determined to be of very low safety significance 
because it represented a low degradation of the fixed fire suppression systems. The cause of the finding had a cross-
cutting aspect in the area of human performance associated with the work control component. It was directly related to 
the licensee’s not planning and coordinating work activities consistent with nuclear safety to ensure that adequate 
compensatory actions were established for a degraded sprinkler system (H.3 (a)). Section 1R05  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to ensure adequacy of AOI-13, loss of essential raw cooling water, revision 0038 
The inspectors identified a NCV of Technical Specification 5.7.1, Procedures, for the licensee failure to establish and 
implement an adequate Abnormal Operating Instruction (AOI) to address flooding in the Auxiliary Building from a 
pipe break in the Essential Raw Cooling Water System (ERCW). As a result, the inadequate procedure would have 
resulted in the increased flooding from an ERCW header leak. The licensee entered this issue into the corrective 
action program as PER 339112.  
 
The inspectors determined that the performance deficiency was more than minor, and therefore a finding, because it 
would have the potential to lead to a more significant safety concern if left uncorrected, in that, use of the inadequate 
procedure could have resulted in increased flooding from an ERCW pipe break. This finding was evaluated using the 
significance determination phase 1 screening criteria in accordance with IMC 0609, Attachment 4 and was determined 
to be of very low safety significance because the finding did not involve the total loss of any safety function, 
identified by the licensee through a PRA, IPEEE, or similar analysis, that contributes to the external event initiated 
core damage accident sequences. No cross-cutting aspect was assigned to this finding because it was not determined 
to be indicative of current licensee performance. (Section 1R06)  
 
Inspection Report# : 2011002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Watts Bar 1 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop and Implement Corrective Actions for Probable Maximum Precipitation Drainage Path 
Impact on Unit 1 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, 
Corrective Action, for the licensee’s failure to develop and implement corrective actions to address the unauthorized 
placement of temporary structures supporting Unit 2 construction in the probable maximum  
precipitation (PMP) drainage path. Problem Evaluation Report (PER) 206105, initiated by the licensee on October 28, 
2009, identified that Unit 2 temporary structures had been placed inside the plant protected area surrounding Unit 1 
and 2 without verifying impacts to the PMP critical flood elevation of 729 feet. The PER required a corrective action 
plan (CAP) due date of February 14, 2010. The condition as it then existed was bounded by a functional evaluation 
which expired February 28, 2010. The inspectors determined that the corrective actions had not been implemented and 
that the original adverse condition had worsened due to the  
addition of other temporary structures. Based on this observation, the licensee reentered the issue into the corrective 
action program as PER 413818 and also initiated PER 417148 to address the continuing plant impact from the 
addition of more temporary structures. 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective action involving the failure of a shutdown board to transfer 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
repeat occurrence of a level A problem evaluation report (PER) 176604 written July 17, 2009.  
The licensee’s failure to ensure that all corrective actions for A level PER 176604 were complete is a performance 
deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left 
uncorrected, it would have the potential to lead to a more significant safety concern; specifically, the subject safety-
related breaker could have been installed in a more critical application or have been installed for a longer period of 
time, up to 18 months, in the alternate feeder application. Additionally, the finding was associated with the 
configuration control attribute of the Initiating Events cornerstone objective to limit the likelihood of those events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Using the 
Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because it would not contribute to both a reactor trip and the likelihood that mitigation equipment 
or functions would not be available. The cause of the finding was directly related to the cross-cutting aspect for 
appropriate corrective actions to address safety issues in a timely manner commensurate with their safety significance 
and complexity in the Corrective Action Program component of the cross-cutting area of Problem Identification and 
Resolution, in that the licensee failed to take adequate corrective actions to prevent repetition of the fast transfer 
switch mal-adjustment. Specifically, effective corrective actions to preclude repetition were not implemented but 
signed as completed when the 1A shutdown board alternate feeder breaker was placed in service. (P.1(d)) (See 
Section 4OA2)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to adequately control non-conforming or degraded equipment 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XV, Nonconforming Materials, Parts, or 
Components, for the licensee’s failure to ensure that 6.9Kv breaker 0-BKR-569-4605025-S, which had been identified 
as defective, was not labeled or otherwise segregated to prevent it from being installed into the plant.  
 
The licensee’s failure to ensure that defective 6.9Kv breaker 0-BKR-569-4605025-S was not installed into the plant is 
a performance deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor 
because, if left uncorrected, it would have the potential to lead to a more significant safety concern; specifically, the 
subject safety-related breaker could have been installed in a more critical application or have been installed for a 
longer period of time, up to 18 months, in the Alternate Feeder application. Additionally, the finding was associated 
with the configuration control attribute of the Initiating Events cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Using the Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because it would not contribute to both a reactor trip and the likelihood that mitigation equipment 
or functions would not be available. The cause of the finding was directly related to the cross-cutting aspect that the 
licensee ensure supervisory and management oversight of work activities in the Work Practices component of the 
cross-cutting area of Human Performance, in that the licensee failed to ensure that a defective component was not 
installed into the plant. H.4(c) (Section 4OA2)  
 
Inspection Report# : 2011004 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure AOI-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Non-feasible Operator Manual Action. 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to ensure that an operator manual action for fire safe shutdown (FSSD) 
could be feasibly performed under the current physical plant configuration. Specifically, post-fire safe  
shutdown procedure Abnormal Operating Instruction (AOI)-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Revision 
3, contained instructions for an operator manual action for FSSD that could not be feasibly performed following 
implementation of a plant design change. A temporary scaffold which was previously installed as a  
corrective action compensatory measure was removed without authorization. The licensee entered this issue into the 
corrective action program as Problem Evaluation Report (PER) 485043. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.4.12 by Allowing a Safety Injection Pump to inject into the 
RCS in Mode 5. 
A Green, self revealing NCV of Technical Specification (TS) 3.4.12 was identified for failure to ensure that no safety 
injection pump was capable of injecting into the reactor coolant system while in Mode 5. The finding was determined 
to be greater than minor because it was associated with the human performance attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. This finding was evaluated using the significance 
determination Phase 1 screening criteria in accordance with Inspection Manual Chapter (IMC) 0609 “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,”and was 
determined to require review in accordance with IMC 0609 Appendix G, Shutdown Operations Significance 
Determination Process. This finding was determined to have a cross-cutting aspect in the area of human performance 
associated with the work practices component. The licensee failed to 



adequately implement human error prevention techniques, such as self and peer checking, to ensure that the work 
activity was being performed on the correct component. [H.4(a)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.8.4, 3.8.5 and 3.0.3 by failing to recognize Vital Batteries III 
and IV degradation. 
A Green, NRC-identified NCV of TS 3.8.4, DC Sources Operating, was identified. The licensee’s failure maintain TS 
operability by accurately identifying that vital battery III was approaching end-of-life was a performance deficiency. It 
is more than minor because, if left uncorrected, it could lead to a more serious safety concern, that of loss of 
functionality. Additionally, the finding was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Using IMC 0609, 
“Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” 
the finding was determined to be of very low safety significance (Green), because subsequent functional testing by the 
licensee, witnessed by the inspectors, showed that vital  
batteries III and IV would meet all design basis analysis requirements.  
 
This finding was determined to have a cross-cutting aspect in the area of human performance associated with the 
decision-making component. The licensee failed to use conservative assumptions in decision making and to adopt a 
requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disapprove the action. [H.1(b)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Store Transient Combustible Materials in a Safety-Related/Critical Area of the Auxiliary Building in 
Accordance With the Approved Fire Protection Plan 
An NCV of the Unit 1 Operating License Condition 2.F was identified for the licensee’s failure to store transient 
combustible materials in a safety-related/critical area of the auxiliary building in accordance with the approved Fire 
Protection Plan (FPP). Specifically, an excessive amount of combustible trash and laundry was stored on the auxiliary 
building refueling floor. The stored combustible material was approximately two and a half times the allowable limit, 
and the amount in excess of that limit was stored without an approved transient combustible evaluation, as required by 
the FPP. As a result, this was an unapproved increase in fire loading due to an increase in the volume of the 
combustible material in the area. The licensee took immediate corrective action to issue a transient combustible 
evaluation and then remove the excess combustibles from the area. 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Identifying Accumulated Gas in ECCS Systems 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” for the licensee’s failure to establish adequate procedures to identify 
accumulated gas in emergency core cooling systems (ECCS). Specifically, the operations surveillance test procedures 
could allow accumulated gases inside ECCS to be vented without being quantified and evaluated for potential adverse 
impacts on system operability. The licensee entered this in their corrective action program as PER 478095. 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to fully implement corrective actions for a motor boat necessary for flood mode preparation 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
failure to fully implement corrective actions to address a motor boat necessary for flood mode preparation in 
accordance with Abnormal Operating Instruction (AOI) 7.01, Maximum Probable Flood. As a result the inspectors 
found that the boat was not in serviceable condition, and there was no procedure to address preventive maintenance of 
the boat. The licensee entered the issue into the corrective action program as PER 417920 and developing a long-term 
maintenance strategy.  
The licensee’s failure to fully implement corrective actions to address a motor boat necessary for flood mode 
preparation in accordance with AOI 7.01, was a performance deficiency. The inspectors reviewed IMC 0612 and 
determined that the finding was more than minor because of the lack of an important piece of equipment (motor boat) 
necessary for coping with the probable maximum flood (PMF) impact on Unit 1. Using the Phase I screening 
worksheet of IMC 0609, the inspectors determined that the finding was of very low safety significance (Green) 
because the licensee would have sufficient warning (27 hours) to obtain a replacement boat before it would be 
impacted by a PMF event. The cause of the finding had a cross-cutting aspect in the area of Problem Identification 
and Resolution associated with the Corrective Action Program component. It was directly related to the licensee 
taking appropriate corrective actions to address a safety issue in a timely manner commensurate with its safety 
significance and complexity. Specifically, the licensee failed to fully implement corrective actions to address a motor 
boat necessary for flood mode preparation in accordance with AOI 7.01. (P.1(d)) (See Section 1R01)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to fully implement corrective actions for the unapproved storage of oil in a safety related area 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
failure to fully implement corrective actions to address the unapproved storage of a large quantity of oil in a safety-
related area of the auxiliary building in accordance with the approved Fire Protection Plan (FPP). As a result, a drum 
containing approximately 38 gallons of new hydrocarbon oil was relocated, but not removed from a safety-related 
area of the auxiliary building, without addressing the FPP requirement for an approved transient combustible 
evaluation. The licensee entered the issue into the corrective action program as PER 380910 and PER 388926. The 
remaining oil was removed from the affected room or identified with an approved transient combustible evaluation.  
 
The licensee’s failure to fully implement corrective actions to address the unapproved storage of a large quantity of oil 
in a safety-related area of the auxiliary building in accordance with the approved FPP is a performance deficiency. 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because it affected the 
Protection Against External Factors attribute (i.e., fire) of the Mitigating Systems cornerstone, in that it affected the 
objective of ensuring availability, reliability, and capability of systems that respond to initiating events. Because the 
finding increased the fire loading due to an increase in the volume of the predominant combustible in the area, the 
inspectors completed a SDP Phase I analysis that indicated that the finding was not a major degradation of fire 
prevention or administrative controls. Using the Phase I screening worksheet of IMC 0609, the inspectors determined 
that the finding was of very low safety significance (Green). The cause of the finding had a cross-cutting aspect in the 
area of human performance associated with the work practices component. It was directly related to the licensee 
defining and effectively communicating expectations regarding procedural compliance and personnel follow 
procedures. [H.4(b)] Specifically, the licensee failed to follow the control of transient combustibles procedure by 
allowing the unapproved storage of a large quantity of oil in a safety-related area of the auxiliary building. (See 
Section 1R05)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to Ensure The Operability of an Emergency Battery Lighting Unit in Accordance with the Approved 
Fire Protection Plan 
The inspectors identified an NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to maintain 
the operability of Appendix R emergency lighting in accordance with the approved Fire Protection Plan (FPP). 
Specifically, both lamps for an Appendix R emergency light in the Unit 2B 480 volt transformer room were not aimed 
in the direction required by design to accomplish the operator manual action to restore outside air ventilation to the 
room in the event of a fire, as required by the FPP. The licensee implemented compensatory measures and entered this 
issue into the corrective action program as Problem Evaluation Report (PER) 341645.  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using Inspection Manual Chapter (IMC) 0609, Appendix 
F, Attachment 1, and was determined to be of very low safety significance because it was not a major degradation of 
FSSD capability. The cause of the finding was directly related to the cross-cutting aspect of Effective 
Supervisory/Management Oversight in the Work Practices component of the area of Human Performance, in that the 
licensee did not ensure oversight of work activities that adversely affected the operability of Appendix R emergency 
lighting (H.4 (c)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure AOI-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Non-feasible Operator Manual Action 
The inspectors identified an NCV of Technical Specification 5.7.1, Procedures, for the licensee’s failure to maintain a 
plant procedure to ensure that an operator manual action for fire safe shutdown (FSSD) could be feasibly performed 
under the current physical plant configuration. Specifically, post-fire safe shutdown procedure AOI-30.2 C.36, 
Revision 3, contained instructions for an operator manual action for FSSD that could not be feasibly performed 
following implementation of a plant design change. The licensee took immediate corrective action to install a 
temporary scaffold as a compensatory measure. The licensee entered this issue into the corrective action program as 
PER 356563  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 
of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using IMC 0609, Appendix F, Attachment 1, and was 
determined to be of very low safety significance because the procedure step in question was not a time-critical step. 
The cause of the finding was directly related to the cross-cutting aspect of Work Activity Coordination in the Work 
Control component of the area of Human Performance, in that the licensee failed to appropriately coordinate work 
activities, consistent with nuclear safety, to ensure that changes to the physical plant configuration would not 
adversely affect the feasibility of operator manual actions (H.3 (b)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Transient Combustible Evaluation for Storage of Oil in a Safety Related Area in 
Accordance with the Approved Fire Protection Plan 
The inspectors identified an NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure to store 
transient combustible materials in a safety-related/critical area of the auxiliary building in accordance with the 
approved FPP. Specifically, approximately 38 gallons of hydrocarbon oil was stored inside the entrance labyrinth of 
the 1B charging pump room without an approved transient combustible evaluation, as required by the FPP. As a 
result, this was an unapproved increase in fire loading due to an increase in the volume of the predominant 
combustible material in the area. The licensee took immediate corrective action to remove the drum of oil from the 
area. The licensee entered this issue into the corrective action program as PER 371383 and PER 380910.  
 
The finding was determined to be more than minor because it affected the protection against external events attribute 



of the Mitigating Systems cornerstone, in that it affects the objective of ensuring reliability and capability of systems 
that respond to initiating events. This finding was evaluated using IMC 0609, Appendix F, Attachment 1, and was 
determined to be of very low safety significance because it represents a low degradation of fire prevention and 
administrative controls. The cause of the finding was directly related to the cross-cutting aspect of Proper Work 
Planning in the Work Control component of the area of Human Performance, in that the licensee failed to 
appropriately plan work activities to minimize the risk associated with a large quantity of oil in a safety-related fire 
zone without compensatory measures (H.3 (a)). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Translate Moderate Energy Line Break Study Output into a Plant Procedure 
Thee inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control for the licensee’s 
failure to correctly translate a design document into operating procedures. Specifically, from original Licensing until 
the beginning of this reporting period, the licensee failed to translate into procedures guidance that would ensure that 
the plant could be safely shut down following a non-isolable break in the piping connecting the refueling water 
storage tank (RWST) to the emergency core cooling system in the auxiliary building. The licensee entered this issue 
into the corrective action program as PER 341568 and corrective actions have been completed to address the issue.  
 
This finding was determined to be more than minor because it adversely affected the Mitigating Systems cornerstone 
attribute of procedure quality and affected the cornerstone objective of ensuring the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, flood protection was 
degraded due to a lack of procedures to mitigate flooding from the RWST into the auxiliary building with 
accompanying damage to both trains of the containment spray motors. This finding was evaluated using the SDP 
Phase 1 screening criteria in accordance with IMC 0609, Attachment 4, and was determined to require a Phase 3 
analysis. The phase 3 analysis was performed by regional SRA’s and determined to be of very low safety significance. 
The cause of the finding extends back to original plant licensing. Therefore, it is not related to current performance 
and is not assigned a cross-cutting aspect. 
Inspection Report# : 2011003 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed.
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Watts Bar 1 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop and Implement Corrective Actions for Probable Maximum Precipitation Drainage Path 
Impact on Unit 1 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, 
Corrective Action, for the licensee’s failure to develop and implement corrective actions to address the unauthorized 
placement of temporary structures supporting Unit 2 construction in the probable maximum  
precipitation (PMP) drainage path. Problem Evaluation Report (PER) 206105, initiated by the licensee on October 28, 
2009, identified that Unit 2 temporary structures had been placed inside the plant protected area surrounding Unit 1 
and 2 without verifying impacts to the PMP critical flood elevation of 729 feet. The PER required a corrective action 
plan (CAP) due date of February 14, 2010. The condition as it then existed was bounded by a functional evaluation 
which expired February 28, 2010. The inspectors determined that the corrective actions had not been implemented and 
that the original adverse condition had worsened due to the  
addition of other temporary structures. Based on this observation, the licensee reentered the issue into the corrective 
action program as PER 413818 and also initiated PER 417148 to address the continuing plant impact from the 
addition of more temporary structures. 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective action involving the failure of a shutdown board to transfer 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
repeat occurrence of a level A problem evaluation report (PER) 176604 written July 17, 2009.  
The licensee’s failure to ensure that all corrective actions for A level PER 176604 were complete is a performance 
deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left 
uncorrected, it would have the potential to lead to a more significant safety concern; specifically, the subject safety-
related breaker could have been installed in a more critical application or have been installed for a longer period of 
time, up to 18 months, in the alternate feeder application. Additionally, the finding was associated with the 
configuration control attribute of the Initiating Events cornerstone objective to limit the likelihood of those events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Using the 
Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because it would not contribute to both a reactor trip and the likelihood that mitigation equipment 
or functions would not be available. The cause of the finding was directly related to the cross-cutting aspect for 
appropriate corrective actions to address safety issues in a timely manner commensurate with their safety significance 
and complexity in the Corrective Action Program component of the cross-cutting area of Problem Identification and 
Resolution, in that the licensee failed to take adequate corrective actions to prevent repetition of the fast transfer 
switch mal-adjustment. Specifically, effective corrective actions to preclude repetition were not implemented but 
signed as completed when the 1A shutdown board alternate feeder breaker was placed in service. (P.1(d)) (See 
Section 4OA2)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately control non-conforming or degraded equipment 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XV, Nonconforming Materials, Parts, or 
Components, for the licensee’s failure to ensure that 6.9Kv breaker 0-BKR-569-4605025-S, which had been identified 
as defective, was not labeled or otherwise segregated to prevent it from being installed into the plant.  
 
The licensee’s failure to ensure that defective 6.9Kv breaker 0-BKR-569-4605025-S was not installed into the plant is 
a performance deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than minor 
because, if left uncorrected, it would have the potential to lead to a more significant safety concern; specifically, the 
subject safety-related breaker could have been installed in a more critical application or have been installed for a 
longer period of time, up to 18 months, in the Alternate Feeder application. Additionally, the finding was associated 
with the configuration control attribute of the Initiating Events cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Using the Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because it would not contribute to both a reactor trip and the likelihood that mitigation equipment 
or functions would not be available. The cause of the finding was directly related to the cross-cutting aspect that the 
licensee ensure supervisory and management oversight of work activities in the Work Practices component of the 
cross-cutting area of Human Performance, in that the licensee failed to ensure that a defective component was not 
installed into the plant. H.4(c) (Section 4OA2)  
 
Inspection Report# : 2011004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain steam generator blowdown isolation valves in the environmental qualification program 
The team identified a Green non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) Part 50, Appendix 
B, Criterion III, “Design Control”, for the licensee’s failure to maintain steam generator blowdown (SGBD) isolation 
valves 1-FCV-1-181, 182, 183, and 184 in the environmental qualification (EQ) program. Removing the valves from 
the EQ database resulted in internal components (lower bottom gasket and reed switch) in the SGBD valves exceeding 
their qualified life and replacement intervals as stated in the licensee’s existing EQ and revised EQ calculations. The 
licensee entered this issue into their corrective action program as problem evaluation report (PER) 495239 and service 
request (SR) 562298, and performed additional analyses and evaluations to provide reasonable assurance of 
operability of components.  
 
The team determined that the failure to maintain SGBD isolation valves 1-FCV-1-181, 182, 183, and 184 in the EQ 
program, which resulted in two subcomponents in these valves exceeding their qualified life and replacement interval, 
is a performance deficiency. In addition, the licensee failed to perform an adequate functional evaluation to confirm 
operability of these valves after the NRC identified that the reed switch was not included in the original functional 
evaluation. The revised EQ calculation performed by the licensee to address the lower bottom gasket indicated the 
reed switch had exceeded its qualified life of 13.5 years; however, this was not addressed in the licensee’s functional 
evaluation until identified by the NRC. This performance deficiency was more than minor because it affected the 
Mitigating System Cornerstone attribute of design control to ensure the availability, reliability, and capability of 
safety systems that respond to initiating events to prevent undesirable consequences. In addition, this performance 
deficiency also closely parallels Inspection Manual Chapter 0612, Appendix E, example 3.j because the error resulted 
in a condition where there was a reasonable doubt of the operability of safety related components as a result of the 
revised EQ calculation. The team screened this finding in accordance with NRC IMC 0609, “Initial Screening and 
Characterization of Findings,” Attachment 4, Phase 1, and determined the finding was of very low safety significance 
(Green). The team determined that no cross-cutting aspect was applicable because this finding was not indicative of 
current licensee performance. (Section 1R17)  



 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify degraded auxiliary charging pump and initiate corrective actions 
The inspectors identified a Green NCV of 10CFR50 Appendix B Criterion XVI for failure to identify that the 1A 
auxiliary charging pump (ACP) was degraded based on previous questionable testing results. The inspectors 
determined that no acceptable testing had been performed which verified the functionality of 1A and 1B ACP until 
March 23, 2012. During subsequent testing, only the 1B ACP met its acceptance criteria. This system relies on the 
capability of these pumps to support Technical Requirement 3.7.2, Flood Mode Protection Plan.  
 
The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the 1A ACP was unable to perform its function in the event of severe external flooding for 
> 1 year. The inspectors performed a Phase 1 evaluation per Inspection Manual Chapter 0609, Attachment 4 and 
determined that the finding was potentially risk significant due the degradation of equipment specifically designed to 
mitigate external events (e.g., flooding mitigation). Consequently a Phase 3 analysis was performed by a Senior 
Reactor Analyst. The analyst determined that the risk significance of the issue was very low (i.e., ?CDF < 1.0E-7). 
The dominant sequence was a significant flooding event which would require the licensee to implement their Flood 
Mode Mitigation strategy, with the subsequent failure of a single train of ACP pumps for the system. The finding 
directly involved the cross-cutting area of human performance under the supervisory and management oversight of 
work activities component, in that, the failures of the ACPs were left unresolved for an extended period of time over a 
number of failed tests. (H.4(c)). (Section 4OA2) 
Inspection Report# : 2012003 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Test Procedures to Assure Satisfactory auxiliary control air subsystem (ACAS) 
Performance during Design Basis Accidents 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for failure to 
perform capacity (volumetric flow) testing on the safety-related auxiliary control air subsystem (ACAS). The licensee 
had documented that, for worst case environmental conditions, the air compressor capacity had little margin when 
compared to required air demand, even for single unit operation. This issue was entered into the licensee’s corrective 
action program as problem evaluation report 501941 for further evaluation of corrective  
actions. 
Inspection Report# : 2012008 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Test the AFW Discharge Check Valves 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for the 
licensee’s failure to establish a test program that demonstrated the adequacy of the auxiliary feedwater (AFW) 
discharge check valves. Specifically, the licensee failed to develop a test program that would provide assurance that 
back leakage through the AFW discharge check valves would not prevent the system from providing design flowrates 
to the steam generators. This issue was entered into the licensee’s corrective action program as problem evaluation 
report 499950. The licensee performed a functional evaluation and determined that the AFW system was operable 
based on the pumps not currently being degraded to the design limits, and the existence of additional conservatisms in 
the licensee’s design basis hydraulic analysis. (Green NCV).



Inspection Report# : 2012008 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Acceptance Criteria in Maintenance and Surveillance Procedures (5 Examples) 
The team identified five examples of a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to correctly translate vendor specifications and design calculations into  
maintenance and surveillance procedures. The five examples were entered into the licensee’s corrective action 
program. (Green NCV) 
Inspection Report# : 2012008 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure AOI-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Non-feasible Operator Manual Action. 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to ensure that an operator manual action for fire safe shutdown (FSSD) 
could be feasibly performed under the current physical plant configuration. Specifically, post-fire safe  
shutdown procedure Abnormal Operating Instruction (AOI)-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Revision 
3, contained instructions for an operator manual action for FSSD that could not be feasibly performed following 
implementation of a plant design change. A temporary scaffold which was previously installed as a  
corrective action compensatory measure was removed without authorization. The licensee entered this issue into the 
corrective action program as Problem Evaluation Report (PER) 485043. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.4.12 by Allowing a Safety Injection Pump to inject into the 
RCS in Mode 5. 
A Green, self revealing NCV of Technical Specification (TS) 3.4.12 was identified for failure to ensure that no safety 
injection pump was capable of injecting into the reactor coolant system while in Mode 5. The finding was determined 
to be greater than minor because it was associated with the human performance attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. This finding was evaluated using the significance 
determination Phase 1 screening criteria in accordance with Inspection Manual Chapter (IMC) 0609 “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,”and was 
determined to require review in accordance with IMC 0609 Appendix G, Shutdown Operations Significance 
Determination Process. This finding was determined to have a cross-cutting aspect in the area of human performance 
associated with the work practices component. The licensee failed to  
adequately implement human error prevention techniques, such as self and peer checking, to ensure that the work 
activity was being performed on the correct component. [H.4(a)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.8.4, 3.8.5 and 3.0.3 by failing to recognize Vital Batteries III 
and IV degradation. 
A Green, NRC-identified NCV of TS 3.8.4, DC Sources Operating, was identified. The licensee’s failure maintain TS 
operability by accurately identifying that vital battery III was approaching end-of-life was a performance deficiency. It 



is more than minor because, if left uncorrected, it could lead to a more serious safety concern, that of loss of 
functionality. Additionally, the finding was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Using IMC 0609, 
“Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” 
the finding was determined to be of very low safety significance (Green), because subsequent functional testing by the 
licensee, witnessed by the inspectors, showed that vital  
batteries III and IV would meet all design basis analysis requirements.  
 
This finding was determined to have a cross-cutting aspect in the area of human performance associated with the 
decision-making component. The licensee failed to use conservative assumptions in decision making and to adopt a 
requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disapprove the action. [H.1(b)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Store Transient Combustible Materials in a Safety-Related/Critical Area of the Auxiliary Building in 
Accordance With the Approved Fire Protection Plan 
An NCV of the Unit 1 Operating License Condition 2.F was identified for the licensee’s failure to store transient 
combustible materials in a safety-related/critical area of the auxiliary building in accordance with the approved Fire 
Protection Plan (FPP). Specifically, an excessive amount of combustible trash and laundry was stored on the auxiliary 
building refueling floor. The stored combustible material was approximately two and a half times the allowable limit, 
and the amount in excess of that limit was stored without an approved transient combustible evaluation, as required by 
the FPP. As a result, this was an unapproved increase in fire loading due to an increase in the volume of the 
combustible material in the area. The licensee took immediate corrective action to issue a transient combustible 
evaluation and then remove the excess combustibles from the area. 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Identifying Accumulated Gas in ECCS Systems 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” for the licensee’s failure to establish adequate procedures to identify 
accumulated gas in emergency core cooling systems (ECCS). Specifically, the operations surveillance test procedures 
could allow accumulated gases inside ECCS to be vented without being quantified and evaluated for potential adverse 
impacts on system operability. The licensee entered this in their corrective action program as PER 478095. 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to fully implement corrective actions for a motor boat necessary for flood mode preparation 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
failure to fully implement corrective actions to address a motor boat necessary for flood mode preparation in 
accordance with Abnormal Operating Instruction (AOI) 7.01, Maximum Probable Flood. As a result the inspectors 
found that the boat was not in serviceable condition, and there was no procedure to address preventive maintenance of 
the boat. The licensee entered the issue into the corrective action program as PER 417920 and developing a long-term 
maintenance strategy.  
The licensee’s failure to fully implement corrective actions to address a motor boat necessary for flood mode 
preparation in accordance with AOI 7.01, was a performance deficiency. The inspectors reviewed IMC 0612 and 



determined that the finding was more than minor because of the lack of an important piece of equipment (motor boat) 
necessary for coping with the probable maximum flood (PMF) impact on Unit 1. Using the Phase I screening 
worksheet of IMC 0609, the inspectors determined that the finding was of very low safety significance (Green) 
because the licensee would have sufficient warning (27 hours) to obtain a replacement boat before it would be 
impacted by a PMF event. The cause of the finding had a cross-cutting aspect in the area of Problem Identification 
and Resolution associated with the Corrective Action Program component. It was directly related to the licensee 
taking appropriate corrective actions to address a safety issue in a timely manner commensurate with its safety 
significance and complexity. Specifically, the licensee failed to fully implement corrective actions to address a motor 
boat necessary for flood mode preparation in accordance with AOI 7.01. (P.1(d)) (See Section 1R01)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to fully implement corrective actions for the unapproved storage of oil in a safety related area 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s 
failure to fully implement corrective actions to address the unapproved storage of a large quantity of oil in a safety-
related area of the auxiliary building in accordance with the approved Fire Protection Plan (FPP). As a result, a drum 
containing approximately 38 gallons of new hydrocarbon oil was relocated, but not removed from a safety-related 
area of the auxiliary building, without addressing the FPP requirement for an approved transient combustible 
evaluation. The licensee entered the issue into the corrective action program as PER 380910 and PER 388926. The 
remaining oil was removed from the affected room or identified with an approved transient combustible evaluation.  
 
The licensee’s failure to fully implement corrective actions to address the unapproved storage of a large quantity of oil 
in a safety-related area of the auxiliary building in accordance with the approved FPP is a performance deficiency. 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because it affected the 
Protection Against External Factors attribute (i.e., fire) of the Mitigating Systems cornerstone, in that it affected the 
objective of ensuring availability, reliability, and capability of systems that respond to initiating events. Because the 
finding increased the fire loading due to an increase in the volume of the predominant combustible in the area, the 
inspectors completed a SDP Phase I analysis that indicated that the finding was not a major degradation of fire 
prevention or administrative controls. Using the Phase I screening worksheet of IMC 0609, the inspectors determined 
that the finding was of very low safety significance (Green). The cause of the finding had a cross-cutting aspect in the 
area of human performance associated with the work practices component. It was directly related to the licensee 
defining and effectively communicating expectations regarding procedural compliance and personnel follow 
procedures. [H.4(b)] Specifically, the licensee failed to follow the control of transient combustibles procedure by 
allowing the unapproved storage of a large quantity of oil in a safety-related area of the auxiliary building. (See 
Section 1R05)  
 
Inspection Report# : 2011004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop and Implement Corrective Actions for Probable Maximum Precipitation Drainage Path 
Impact on Unit 1 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, 
Corrective Action, for the licensee’s failure to develop and implement corrective actions to address the unauthorized 
placement of temporary structures supporting Unit 2 construction in the probable maximum  
precipitation (PMP) drainage path. Problem Evaluation Report (PER) 206105, initiated by the licensee on October 28, 
2009, identified that Unit 2 temporary structures had been placed inside the plant protected area surrounding Unit 1 
and 2 without verifying impacts to the PMP critical flood elevation of 729 feet. The PER required a corrective action 
plan (CAP) due date of February 14, 2010. The condition as it then existed was bounded by a functional evaluation 
which expired February 28, 2010. The inspectors determined that the corrective actions had not been implemented and 
that the original adverse condition had worsened due to the  
addition of other temporary structures. Based on this observation, the licensee reentered the issue into the corrective 
action program as PER 413818 and also initiated PER 417148 to address the continuing plant impact from the 
addition of more temporary structures. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow scaffold procedure threatens ERCW pump operability 
The inspectors identified a NCV of Technical Specification 5.7.1, Procedures, for the licensee’s failure to properly 
implement Maintenance Procedure MMTP-102, Erection of Scaffolds/Temporary Work Platforms and Ladders, 
Revision 7. Specifically, a temporary scaffold erected in close proximity to an essential raw cooling water (ERCW) 
pump was not adequately restrained to prevent interaction with the pump motor during a seismic event. The licensee 
entered the issue into the corrective action program as Problem Evaluation Report (PER) 588895, removed the subject 
scaffold, and implemented corrective actions to inspect all scaffolding in Seismic Category I areas for similar 
conditions.  
The licensee’s failure to erect the scaffold in accordance with procedures in the vicinity of safety-related equipment 
was a performance deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than 
minor because, if left uncorrected, scaffold interaction with the pump motor during a seismic event could render the 
pump inoperable. The finding was associated with the Mitigating Systems Cornerstone. Using the Phase I screening 
worksheet of IMC 0609, the inspectors determined that the finding was of very low safety significance (Green) 
because no actual loss of safety function occurred and the finding did not screen as potentially risk significant due to 
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external events. The cause of the finding had a cross-cutting aspect in the area of effective supervisory/management 
oversight in the Work Practices component. It was directly related to the licensee not ensuring adequate supervisory 
and management oversight of work activities, including contractors that erected the scaffold and licensee engineering 
personnel that reviewed and approved the deficient scaffold installation that could adversely affect nuclear safety. 
(H.4 (c)). (See Section 1R01).  
 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for the C ERCW pump breaker 
The inspectors identified a NCV of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to correct an identified deficiency in the C-A ERCW pump breaker on 
July 25, 2012. This uncorrected deficiency led to the inability of the breaker to trip and is a performance deficiency. 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left uncorrected, 
it would have the potential to lead to a more significant safety concern; specifically the failure of the C-A ERCW 
pump to load shed on a loss of offsite power. Additionally, the finding was associated with the equipment 
performance attribute of the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Using 
the Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because the associated shutdown board is a Unit 2 board and is lightly loaded. Additionally, the 
failure of the C-A ERCW pump breaker to trip and thus be immediately loaded onto 2A emergency diesel generator is 
within the transient capability of the emergency diesel generator. The cause of the finding was directly related to the 
cross-cutting aspect for appropriate corrective actions to address safety issues in a timely manner commensurate with 
their safety significance and complexity in the corrective action program component of the cross-cutting area of 
Problem Identification and Resolution, in that the licensee failed to take adequate corrective actions to repair the C-A 
ERCW breaker when the initial deficiency was discovered on July 25, 2012. (P.1(d)). (See Section 4OA2) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain steam generator blowdown isolation valves in the environmental qualification program 
The team identified a Green non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) Part 50, Appendix 
B, Criterion III, “Design Control”, for the licensee’s failure to maintain steam generator blowdown (SGBD) isolation 
valves 1-FCV-1-181, 182, 183, and 184 in the environmental qualification (EQ) program. Removing the valves from 
the EQ database resulted in internal components (lower bottom gasket and reed switch) in the SGBD valves exceeding 
their qualified life and replacement intervals as stated in the licensee’s existing EQ and revised EQ calculations. The 
licensee entered this issue into their corrective action program as problem evaluation report (PER) 495239 and service 
request (SR) 562298, and performed additional analyses and evaluations to provide reasonable assurance of 
operability of components.  
 
The team determined that the failure to maintain SGBD isolation valves 1-FCV-1-181, 182, 183, and 184 in the EQ 
program, which resulted in two subcomponents in these valves exceeding their qualified life and replacement interval, 
is a performance deficiency. In addition, the licensee failed to perform an adequate functional evaluation to confirm 
operability of these valves after the NRC identified that the reed switch was not included in the original functional 
evaluation. The revised EQ calculation performed by the licensee to address the lower bottom gasket indicated the 
reed switch had exceeded its qualified life of 13.5 years; however, this was not addressed in the licensee’s functional 

3Q/2012 Inspection Findings - Watts Bar 1

Page 2 of 6



evaluation until identified by the NRC. This performance deficiency was more than minor because it affected the 
Mitigating System Cornerstone attribute of design control to ensure the availability, reliability, and capability of 
safety systems that respond to initiating events to prevent undesirable consequences. In addition, this performance 
deficiency also closely parallels Inspection Manual Chapter 0612, Appendix E, example 3.j because the error resulted 
in a condition where there was a reasonable doubt of the operability of safety related components as a result of the 
revised EQ calculation. The team screened this finding in accordance with NRC IMC 0609, “Initial Screening and 
Characterization of Findings,” Attachment 4, Phase 1, and determined the finding was of very low safety significance 
(Green). The team determined that no cross-cutting aspect was applicable because this finding was not indicative of 
current licensee performance. (Section 1R17)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify degraded auxiliary charging pump and initiate corrective actions 
The inspectors identified a Green NCV of 10CFR50 Appendix B Criterion XVI for failure to identify that the 1A 
auxiliary charging pump (ACP) was degraded based on previous questionable testing results. The inspectors 
determined that no acceptable testing had been performed which verified the functionality of 1A and 1B ACP until 
March 23, 2012. During subsequent testing, only the 1B ACP met its acceptance criteria. This system relies on the 
capability of these pumps to support Technical Requirement 3.7.2, Flood Mode Protection Plan.  
 
The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the 1A ACP was unable to perform its function in the event of severe external flooding for 
> 1 year. The inspectors performed a Phase 1 evaluation per Inspection Manual Chapter 0609, Attachment 4 and 
determined that the finding was potentially risk significant due the degradation of equipment specifically designed to 
mitigate external events (e.g., flooding mitigation). Consequently a Phase 3 analysis was performed by a Senior 
Reactor Analyst. The analyst determined that the risk significance of the issue was very low (i.e., ?CDF < 1.0E-7). 
The dominant sequence was a significant flooding event which would require the licensee to implement their Flood 
Mode Mitigation strategy, with the subsequent failure of a single train of ACP pumps for the system. The finding 
directly involved the cross-cutting area of human performance under the supervisory and management oversight of 
work activities component, in that, the failures of the ACPs were left unresolved for an extended period of time over a 
number of failed tests. (H.4(c)). (Section 4OA2) 
Inspection Report# : 2012003 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Test Procedures to Assure Satisfactory auxiliary control air subsystem (ACAS) 
Performance during Design Basis Accidents 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for failure to 
perform capacity (volumetric flow) testing on the safety-related auxiliary control air subsystem (ACAS). The licensee 
had documented that, for worst case environmental conditions, the air compressor capacity had little margin when 
compared to required air demand, even for single unit operation. This issue was entered into the licensee’s corrective 
action program as problem evaluation report 501941 for further evaluation of corrective  
actions. 
Inspection Report# : 2012008 (pdf)  
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Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Test the AFW Discharge Check Valves 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for the 
licensee’s failure to establish a test program that demonstrated the adequacy of the auxiliary feedwater (AFW) 
discharge check valves. Specifically, the licensee failed to develop a test program that would provide assurance that 
back leakage through the AFW discharge check valves would not prevent the system from providing design flowrates 
to the steam generators. This issue was entered into the licensee’s corrective action program as problem evaluation 
report 499950. The licensee performed a functional evaluation and determined that the AFW system was operable 
based on the pumps not currently being degraded to the design limits, and the existence of additional conservatisms in 
the licensee’s design basis hydraulic analysis. (Green NCV). 
Inspection Report# : 2012008 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Acceptance Criteria in Maintenance and Surveillance Procedures (5 Examples) 
The team identified five examples of a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to correctly translate vendor specifications and design calculations into  
maintenance and surveillance procedures. The five examples were entered into the licensee’s corrective action 
program. (Green NCV) 
Inspection Report# : 2012008 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure AOI-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Non-feasible Operator Manual Action. 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to ensure that an operator manual action for fire safe shutdown (FSSD) 
could be feasibly performed under the current physical plant configuration. Specifically, post-fire safe  
shutdown procedure Abnormal Operating Instruction (AOI)-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Revision 
3, contained instructions for an operator manual action for FSSD that could not be feasibly performed following 
implementation of a plant design change. A temporary scaffold which was previously installed as a  
corrective action compensatory measure was removed without authorization. The licensee entered this issue into the 
corrective action program as Problem Evaluation Report (PER) 485043. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.4.12 by Allowing a Safety Injection Pump to inject into the 
RCS in Mode 5. 
A Green, self revealing NCV of Technical Specification (TS) 3.4.12 was identified for failure to ensure that no safety 
injection pump was capable of injecting into the reactor coolant system while in Mode 5. The finding was determined 
to be greater than minor because it was associated with the human performance attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
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respond to initiating events to prevent undesirable consequences. This finding was evaluated using the significance 
determination Phase 1 screening criteria in accordance with Inspection Manual Chapter (IMC) 0609 “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,”and was 
determined to require review in accordance with IMC 0609 Appendix G, Shutdown Operations Significance 
Determination Process. This finding was determined to have a cross-cutting aspect in the area of human performance 
associated with the work practices component. The licensee failed to  
adequately implement human error prevention techniques, such as self and peer checking, to ensure that the work 
activity was being performed on the correct component. [H.4(a)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.8.4, 3.8.5 and 3.0.3 by failing to recognize Vital Batteries III 
and IV degradation. 
A Green, NRC-identified NCV of TS 3.8.4, DC Sources Operating, was identified. The licensee’s failure maintain TS 
operability by accurately identifying that vital battery III was approaching end-of-life was a performance deficiency. It 
is more than minor because, if left uncorrected, it could lead to a more serious safety concern, that of loss of 
functionality. Additionally, the finding was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Using IMC 0609, 
“Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” 
the finding was determined to be of very low safety significance (Green), because subsequent functional testing by the 
licensee, witnessed by the inspectors, showed that vital  
batteries III and IV would meet all design basis analysis requirements.  
 
This finding was determined to have a cross-cutting aspect in the area of human performance associated with the 
decision-making component. The licensee failed to use conservative assumptions in decision making and to adopt a 
requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disapprove the action. [H.1(b)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Store Transient Combustible Materials in a Safety-Related/Critical Area of the Auxiliary Building in 
Accordance With the Approved Fire Protection Plan 
An NCV of the Unit 1 Operating License Condition 2.F was identified for the licensee’s failure to store transient 
combustible materials in a safety-related/critical area of the auxiliary building in accordance with the approved Fire 
Protection Plan (FPP). Specifically, an excessive amount of combustible trash and laundry was stored on the auxiliary 
building refueling floor. The stored combustible material was approximately two and a half times the allowable limit, 
and the amount in excess of that limit was stored without an approved transient combustible evaluation, as required by 
the FPP. As a result, this was an unapproved increase in fire loading due to an increase in the volume of the 
combustible material in the area. The licensee took immediate corrective action to issue a transient combustible 
evaluation and then remove the excess combustibles from the area. 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Identifying Accumulated Gas in ECCS Systems 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” for the licensee’s failure to establish adequate procedures to identify 
accumulated gas in emergency core cooling systems (ECCS). Specifically, the operations surveillance test procedures 
could allow accumulated gases inside ECCS to be vented without being quantified and evaluated for potential adverse 
impacts on system operability. The licensee entered this in their corrective action program as PER 478095. 
Inspection Report# : 2011005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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4Q/2012 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately develop and implement ice condenser ice basket repairs 
A NCV of 10 CFR 50 Appendix B, Criterion III, Design Control, for the licensee’s failure to adequately develop and 
implement ice condenser ice basket repairs in accordance with approved engineering and maintenance documents. 
Specifically, the inspectors observed that repairs to six  
damaged ice condenser ice baskets, previously signed off as complete in the work order (WO) by the installers and 
following Quality Control inspection and acceptance were not in accordance with the design and maintenance WO 
documents. The licensee initiated Problem Evaluation Reports (PERs) 623040 and 626983 to address the inspector-
identified deficiencies.  
The licensee’s failure to adequately develop and implement ice condenser ice basket repairs in accordance with 
approved engineering and maintenance documents was a performance deficiency. The inspectors reviewed Inspection 
Manual Chapter (IMC) 0612 and determined that the finding was more than minor because the deficiencies were not 
identified by the licensee and would have remained unidentified at least for the duration of the upcoming fuel cycle. 
Without the specified repairs being properly implemented on the damaged ice baskets, there was no reasonable 
assurance they were capable of performing their design function, and there was also potential for damage to adjacent 
ice baskets obstructing open flow paths, in the event the ice condenser was required to perform its design function. 
Using the Initial Characterization of Findings guidance of IMC 0609, the inspectors determined that the finding was 
of very low safety significance (Green) because no actual loss of safety function occurred. The cause of the finding 
had a cross-cutting aspect in the area of effective supervisory/management oversight in the Work Practices 
component. It was directly related to the licensee not ensuring adequate supervisory and management oversight of 
work activities, including the licensee engineering personnel that prepared and reviewed the ECP, the contractors that 
performed the repair work and the Quality Control personnel that performed the repair inspection and acceptance. 
(H.4 (c)). (See Section 1R18)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedure resulted in failing to remove jumpers inhibiting proper operation of the steam 
generator blowdown system 
A self-revealing NCV of Technical Specifications (TS) 5.7.1, Procedures, was identified for failing to adhere to 
OPDP-1, Conduct of Operations, Section 5.1, Procedure Adherence. The licensee failed to ensure a jumper was 
removed prior to placing the steam generator blowdown system into service per System Operating Instruction 90.01, 
Rev. 29, Liquid Process Radiation Monitors, step 5.5 [10]. This was a performance deficiency and a finding. The 
finding was more than minor because, if left uncorrected, it could lead to a more significant safety issue, a radioactive 
release, and was associated with the Mitigating Systems Cornerstone attribute of equipment performance (reliability) 
and adversely affected the cornerstone objective. The finding was evaluated using the SDP Phase I and was 
determined to be a finding of very low safety significance because actual high contamination levels did not occur 
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within the steam generators during the period that the jumper was installed. The licensee entered this issue into the 
corrective action program as PER 637279. The finding directly involved the cross-cutting area of Human Performance 
under the procedural compliance aspect of the work practices component; in that the procedural requirements of 
System Operating Instruction 90.01 were not met. (H.4(b)) (Section 4OA3) 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow scaffold procedure threatens ERCW pump operability 
The inspectors identified a NCV of Technical Specification 5.7.1, Procedures, for the licensee’s failure to properly 
implement Maintenance Procedure MMTP-102, Erection of Scaffolds/Temporary Work Platforms and Ladders, 
Revision 7. Specifically, a temporary scaffold erected in close proximity to an essential raw cooling water (ERCW) 
pump was not adequately restrained to prevent interaction with the pump motor during a seismic event. The licensee 
entered the issue into the corrective action program as Problem Evaluation Report (PER) 588895, removed the subject 
scaffold, and implemented corrective actions to inspect all scaffolding in Seismic Category I areas for similar 
conditions.  
The licensee’s failure to erect the scaffold in accordance with procedures in the vicinity of safety-related equipment 
was a performance deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than 
minor because, if left uncorrected, scaffold interaction with the pump motor during a seismic event could render the 
pump inoperable. The finding was associated with the Mitigating Systems Cornerstone. Using the Phase I screening 
worksheet of IMC 0609, the inspectors determined that the finding was of very low safety significance (Green) 
because no actual loss of safety function occurred and the finding did not screen as potentially risk significant due to 
external events. The cause of the finding had a cross-cutting aspect in the area of effective supervisory/management 
oversight in the Work Practices component. It was directly related to the licensee not ensuring adequate supervisory 
and management oversight of work activities, including contractors that erected the scaffold and licensee engineering 
personnel that reviewed and approved the deficient scaffold installation that could adversely affect nuclear safety. 
(H.4 (c)). (See Section 1R01).  
 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for the C ERCW pump breaker 
The inspectors identified a NCV of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to correct an identified deficiency in the C-A ERCW pump breaker on 
July 25, 2012. This uncorrected deficiency led to the inability of the breaker to trip and is a performance deficiency. 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left uncorrected, 
it would have the potential to lead to a more significant safety concern; specifically the failure of the C-A ERCW 
pump to load shed on a loss of offsite power. Additionally, the finding was associated with the equipment 
performance attribute of the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Using 
the Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because the associated shutdown board is a Unit 2 board and is lightly loaded. Additionally, the 
failure of the C-A ERCW pump breaker to trip and thus be immediately loaded onto 2A emergency diesel generator is 
within the transient capability of the emergency diesel generator. The cause of the finding was directly related to the 
cross-cutting aspect for appropriate corrective actions to address safety issues in a timely manner commensurate with 
their safety significance and complexity in the corrective action program component of the cross-cutting area of 
Problem Identification and Resolution, in that the licensee failed to take adequate corrective actions to repair the C-A 
ERCW breaker when the initial deficiency was discovered on July 25, 2012. (P.1(d)). (See Section 4OA2) 
Inspection Report# : 2012004 (pdf)  
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Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain steam generator blowdown isolation valves in the environmental qualification program 
The team identified a Green non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) Part 50, Appendix 
B, Criterion III, “Design Control”, for the licensee’s failure to maintain steam generator blowdown (SGBD) isolation 
valves 1-FCV-1-181, 182, 183, and 184 in the environmental qualification (EQ) program. Removing the valves from 
the EQ database resulted in internal components (lower bottom gasket and reed switch) in the SGBD valves exceeding 
their qualified life and replacement intervals as stated in the licensee’s existing EQ and revised EQ calculations. The 
licensee entered this issue into their corrective action program as problem evaluation report (PER) 495239 and service 
request (SR) 562298, and performed additional analyses and evaluations to provide reasonable assurance of 
operability of components.  
 
The team determined that the failure to maintain SGBD isolation valves 1-FCV-1-181, 182, 183, and 184 in the EQ 
program, which resulted in two subcomponents in these valves exceeding their qualified life and replacement interval, 
is a performance deficiency. In addition, the licensee failed to perform an adequate functional evaluation to confirm 
operability of these valves after the NRC identified that the reed switch was not included in the original functional 
evaluation. The revised EQ calculation performed by the licensee to address the lower bottom gasket indicated the 
reed switch had exceeded its qualified life of 13.5 years; however, this was not addressed in the licensee’s functional 
evaluation until identified by the NRC. This performance deficiency was more than minor because it affected the 
Mitigating System Cornerstone attribute of design control to ensure the availability, reliability, and capability of 
safety systems that respond to initiating events to prevent undesirable consequences. In addition, this performance 
deficiency also closely parallels Inspection Manual Chapter 0612, Appendix E, example 3.j because the error resulted 
in a condition where there was a reasonable doubt of the operability of safety related components as a result of the 
revised EQ calculation. The team screened this finding in accordance with NRC IMC 0609, “Initial Screening and 
Characterization of Findings,” Attachment 4, Phase 1, and determined the finding was of very low safety significance 
(Green). The team determined that no cross-cutting aspect was applicable because this finding was not indicative of 
current licensee performance. (Section 1R17)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify degraded auxiliary charging pump and initiate corrective actions 
The inspectors identified a Green NCV of 10CFR50 Appendix B Criterion XVI for failure to identify that the 1A 
auxiliary charging pump (ACP) was degraded based on previous questionable testing results. The inspectors 
determined that no acceptable testing had been performed which verified the functionality of 1A and 1B ACP until 
March 23, 2012. During subsequent testing, only the 1B ACP met its acceptance criteria. This system relies on the 
capability of these pumps to support Technical Requirement 3.7.2, Flood Mode Protection Plan.  
 
The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the 1A ACP was unable to perform its function in the event of severe external flooding for 
> 1 year. The inspectors performed a Phase 1 evaluation per Inspection Manual Chapter 0609, Attachment 4 and 
determined that the finding was potentially risk significant due the degradation of equipment specifically designed to 
mitigate external events (e.g., flooding mitigation). Consequently a Phase 3 analysis was performed by a Senior 
Reactor Analyst. The analyst determined that the risk significance of the issue was very low (i.e., ?CDF < 1.0E-7). 
The dominant sequence was a significant flooding event which would require the licensee to implement their Flood 
Mode Mitigation strategy, with the subsequent failure of a single train of ACP pumps for the system. The finding 
directly involved the cross-cutting area of human performance under the supervisory and management oversight of 
work activities component, in that, the failures of the ACPs were left unresolved for an extended period of time over a 
number of failed tests. (H.4(c)). (Section 4OA2)
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Inspection Report# : 2012003 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Test Procedures to Assure Satisfactory auxiliary control air subsystem (ACAS) 
Performance during Design Basis Accidents 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for failure to 
perform capacity (volumetric flow) testing on the safety-related auxiliary control air subsystem (ACAS). The licensee 
had documented that, for worst case environmental conditions, the air compressor capacity had little margin when 
compared to required air demand, even for single unit operation. This issue was entered into the licensee’s corrective 
action program as problem evaluation report 501941 for further evaluation of corrective  
actions. 
Inspection Report# : 2012008 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Test the AFW Discharge Check Valves 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for the 
licensee’s failure to establish a test program that demonstrated the adequacy of the auxiliary feedwater (AFW) 
discharge check valves. Specifically, the licensee failed to develop a test program that would provide assurance that 
back leakage through the AFW discharge check valves would not prevent the system from providing design flowrates 
to the steam generators. This issue was entered into the licensee’s corrective action program as problem evaluation 
report 499950. The licensee performed a functional evaluation and determined that the AFW system was operable 
based on the pumps not currently being degraded to the design limits, and the existence of additional conservatisms in 
the licensee’s design basis hydraulic analysis. (Green NCV). 
Inspection Report# : 2012008 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Acceptance Criteria in Maintenance and Surveillance Procedures (5 Examples) 
The team identified five examples of a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to correctly translate vendor specifications and design calculations into  
maintenance and surveillance procedures. The five examples were entered into the licensee’s corrective action 
program. (Green NCV) 
Inspection Report# : 2012008 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure AOI-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Non-feasible Operator Manual Action. 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to ensure that an operator manual action for fire safe shutdown (FSSD) 
could be feasibly performed under the current physical plant configuration. Specifically, post-fire safe  
shutdown procedure Abnormal Operating Instruction (AOI)-30.2 C.36, Fire Safe Shutdown Room 737-A1A, Revision 
3, contained instructions for an operator manual action for FSSD that could not be feasibly performed following 
implementation of a plant design change. A temporary scaffold which was previously installed as a  
corrective action compensatory measure was removed without authorization. The licensee entered this issue into the 
corrective action program as Problem Evaluation Report (PER) 485043. 
Inspection Report# : 2012002 (pdf)  
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Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.4.12 by Allowing a Safety Injection Pump to inject into the 
RCS in Mode 5. 
A Green, self revealing NCV of Technical Specification (TS) 3.4.12 was identified for failure to ensure that no safety 
injection pump was capable of injecting into the reactor coolant system while in Mode 5. The finding was determined 
to be greater than minor because it was associated with the human performance attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. This finding was evaluated using the significance 
determination Phase 1 screening criteria in accordance with Inspection Manual Chapter (IMC) 0609 “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,”and was 
determined to require review in accordance with IMC 0609 Appendix G, Shutdown Operations Significance 
Determination Process. This finding was determined to have a cross-cutting aspect in the area of human performance 
associated with the work practices component. The licensee failed to  
adequately implement human error prevention techniques, such as self and peer checking, to ensure that the work 
activity was being performed on the correct component. [H.4(a)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification 3.8.4, 3.8.5 and 3.0.3 by failing to recognize Vital Batteries III 
and IV degradation. 
A Green, NRC-identified NCV of TS 3.8.4, DC Sources Operating, was identified. The licensee’s failure maintain TS 
operability by accurately identifying that vital battery III was approaching end-of-life was a performance deficiency. It 
is more than minor because, if left uncorrected, it could lead to a more serious safety concern, that of loss of 
functionality. Additionally, the finding was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Using IMC 0609, 
“Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” 
the finding was determined to be of very low safety significance (Green), because subsequent functional testing by the 
licensee, witnessed by the inspectors, showed that vital  
batteries III and IV would meet all design basis analysis requirements.  
 
This finding was determined to have a cross-cutting aspect in the area of human performance associated with the 
decision-making component. The licensee failed to use conservative assumptions in decision making and to adopt a 
requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disapprove the action. [H.1(b)]. 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
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Late state notification of unusual event 
A self-revealing non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50.54q(2) for failure to follow 
the approved emergency plan. Specifically, on August 10, 2012, state officials were not notified within 15 minutes of 
the declaration of an Unusual Event. State notification is a risk-significant planning standard requirement required by 
10 CFR 50.47(b)(5), 10 CFR 50 Appendix E, Section IV.D.3 and Section 5.2.1, of the licensee’s Radiological 
Emergency Plan.  
 
The issue was greater than minor because it was associated with the Emergency Planning cornerstone attribute of 
Emergency Response Organization performance during an actual event. The finding affected the cornerstone objective 
in that timely notification is critical to ensuring that the licensee is capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. The inspectors reviewed this 
finding using IMC 0609, Appendix B, Emergency Preparedness Significance Determination Process, Attachment 1, 
Failure to Implement (Actual Event) Significance Logic. The finding was determined to be of very low safety 
significance because it was a failure to implement during an Unusual Event. The finding had a cross-cutting aspect in 
the area of Human Performance, Decision-Making, because the unit supervisor, in the absence of the shift manager, 
did not effectively fulfill his responsibility to direct or perform required state communications within the required 15 
minute time period as required by the Radiological Emergency Plan. (H.1(a). (Section 1EP5)  
 
Inspection Report# : 2012005 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : February 28, 2013 
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Watts Bar 1 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to correctly implement procedure for pressurizer pressure channel calibration 
A self-revealing (Green) NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified for failure to properly follow plant procedures to perform a surveillance test for calibration of 
pressurizer pressure channel II. Specifically, the instrument maintenance surveillance test procedure 1-SI-68-6, 18 
Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 (P-456), Revision 10, was not 
adequately followed by maintenance personnel during the calibration test. The licensee’s failure to correctly 
implement procedure 1-SI-68-6, 18 Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 
(P-456), to configure the test equipment in the correct configuration was a performance deficiency. The finding was 
more than minor because it was associated with the Initiating Events Cornerstone attribute of Human Performance and 
adversely affected the cornerstone objective of limiting the likelihood of events that upset plant stability and challenge 
critical safety functions during shutdown or power operations. Specifically, the failure to adequately implement SI 1-
SI-68-6, 18 Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 (P-456), resulted in a 
reactor trip. The inspectors screened this finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, Phase 1 – Initial Screening and Characterization of Findings, and determined the finding was of very 
low safety significance (Green) since it did not result in the loss of mitigation equipment relied upon to transition the 
plant from the onset of the trip to a stable shutdown condition. The finding directly involved the cross-cutting area of 
Human Performance, work practices component under the aspect related to proceeding in the face of uncertainty. (H.4
(a)) 
Inspection Report# : 2013002 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate abnormal condition procedure for flood mitigation strategy prior to installation of HESCO 
barriers 
The inspectors identified a Violation (VIO) of Technical Specification (TS) 5.7.1, Procedures, for the licensee’s 
failure to establish an adequate procedure for mitigation of external events, specifically flooding prior to the 
installation of HESCO barriers in 2009. The inspectors determined that the licensee’s failure to comply with TS 5.7.1, 
“Procedures,” was a performance deficiency. Specifically, AOI-7.1, Maximum Probable Flood, was not adequate to 
prevent the loss of critical safety functions (e.g., emergency power) during a PMF event prior to the installation of the 
HESCO barriers and other compensatory measures. This procedure, in part, is used to maintain the established license 
basis for compliance with 10 CFR 50, Appendix A, General Design Criteria 2, “Design Bases for Protection Against 
Natural Phenomena.” Failure to establish adequate procedures for flood mitigation results in a failure to maintain 
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adequate protection against natural phenomena in accordance with the licensing basis of the plant. 
 
This performance deficiency was considered more than minor because it was associated with the protection against 
external factors attribute of the Reactor Safety/ Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences (i.e., core damage). Specifically, prior to the installation of the HESCO barriers and 
other compensatory measures, Abnormal Conditions procedure, AOI 7.1, “Maximum Probable Flood,” was not 
adequate to prevent the loss of Emergency Power during a PMF event. Loss of emergency power would lead to core 
and/or spent fuel pool inventory damage. The combination of the event frequencies and types of rainfall events which 
would over-top earthen dams leading to the loss of emergency power resulting in core damage has an impact of low to 
moderate safety significance. The NRC concluded that the significance of the finding is preliminarily of low to 
moderate safety significance (White). The inspectors determined that no cross-cutting aspect was applicable.  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance: N/A Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to report unanalyzed condition related to external flooding 
The inspectors identified a VIO of 10 CFR 50.72(b)(3)(ii)(B), “Immediate Notification Requirements for Operating 
Nuclear Reactors,” for failure to report within eight hours an unanalyzed condition that significantly degraded plant 
safety. Specifically, the licensee failed to notify the NRC upon discovery that a postulated PMF would result in the 
overtopping of earthen dams not previously assumed in the plant design. The failure to report this unanalyzed 
condition resulted in the NRC not being made aware of a condition which would have resulted in additional NRC 
review. Specifically, the failure to notify the NRC within eight hours of discovery of an unanalyzed condition that 
significantly degraded plant safety and resulted in an unacceptable change to the facility or procedures. The inspectors 
determined an evaluation for cross-cutting aspect was not applicable because this is a traditional enforcement 
violation. 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain an adequate abnormal condition procedure to implement the flood mitigation strategy 
The inspectors identified an violation (VIO) of Technical Specification 5.7.1, Procedures, for the licensee’s inability 
to demonstrate that the required Stage I and Stage II activities could be performed within 27 hours as required by 
AOI-7.1, Maximum Probable Flood. The licensee’s failure to adequately demonstrate the ability to realign plant 
systems into their flood mode configuration using AOI-7.1, Maximum Probable Flood, within the time frame required 
by TRM 3.7.2 and Watts Bar UFSAR Section 2.4, which could directly lead to the inability to remove decay heat 
from the reactor core resulting in core damage, was a performance deficiency. This performance deficiency was 
considered more than minor because it was associated with the Protection Against External Factors attribute of the 
Reactor Safety/ Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the inability to realign plant systems into their flood mode configuration within the 
required time frame could directly lead to the inability to remove decay heat. The combination of the seismic and 
rainfall event frequencies and types of rainfall events which would lead to flooding above site grade and the inability 
to realign plant systems into their flood mode configuration within the 27-hour required time frame could directly lead 
to the inability to remove decay heat from the reactor core resulting in core damage which has an impact of substantial 
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safety significance. The NRC concluded that the significance of the finding is of substantial safety significance 
(Yellow).  
 
The cause of the finding had a cross-cutting component of Resources in the area of Human Performance with an 
aspect of ensuring that personnel, equipment, procedures, and other resources were available and adequate to assure 
nuclear safety. Specifically, inadequacies in those procedures, equipment, and personnel training necessary to realign 
plant systems within the required time frame to cope with all anticipated external flooding events. (H.2 (d)) (Section 
1R01.3)  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately protect savety-related equipment during flood mode preparation 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to adequately protect safety-related equipment during flood mode preparation. The licensee’s 
failure to adequately protect safety-related equipment during flood mode preparation as implemented by AOI-7.1, 
Maximum Probable Flood, was a performance deficiency. This performance deficiency was considered more than 
minor because it was associated with the Protection Against External Factors attribute of the Reactor 
Safety/Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, the TACF was incapable of preventing water damage, during a PMF event, to both trains of 
important equipment, specifically the thermal barrier booster pumps (TBBPs), necessary for coping with the PMF 
impact on Unit 1. Without the TBBPs and with reactor coolant pump (RCP) seal injection lost, there is no engineering 
assurance that RCP seal damage would not occur, leading to an RCP seal loss of coolant accident (LOCA). oncluded 
that a potential loss of RCP seal cooling during Mode 4 conditions with the RCP pumps stopped would be bounded by 
the probability of a small break loss of coolant accident (1.5E-3 per NUREG/CR-6928, “Industry-Average 
Performance for Components and Initiating Events at U.S. Commercial Nuclear Power Plants”). The rationale for the 
lower RCP seal failure probability was based on: 1) lower RCS pressure affecting seal ring extrusion, 2) lower RCS 
temperature affecting popping seal failure, and 3) lower RCS temperature affecting seal ring binding. This technical 
issue did not reduce the risk of the AOI-7.01 issue (AV 05000390/2012009-03) because under a hypothetical 
sustained loss of core cooling, core damage ultimately would occur regardless of whether the RCP seals failed or not. 
Following the Regulatory Conference, the analysts reviewed the vendor information and agreed with TVA’s RCP seal 
failure analysis insights that the original probabilities of RCP seal integrity loss in the NRC risk analysis could be 
assumed as conservative. As a result, the staff determined that it was appropriate to apply an order of magnitude 
reduction to the RCP seal failure probability used in the original Phase 3 analysis, and the finding is appropriately 
characterized as Green.  
 
This finding has a cross-cutting aspect in the Work Practices component of the Human Performance area because it 
was directly related to the licensee not ensuring adequate supervisory and management oversight of engineering 
design work activities associated with a plant design change to protect the TBBPs during certain flood events. (H.4 
(c)). (Section 1R01.4)  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct conditions adverse to quality related to IPS CKV-040-0604 and IPS 3A and 3B sump pumps
The inspectors identified two examples of an NCV of the 10 CFR 50 Criteria XVI, “Corrective Action,” for failure to 
correct conditions adverse to quality for the intake pumping station (IPS) CKV-040-0604, pump 3B, discharge check 
valve which resulted in it being non-functional for an extended period of time, and both the IPS 3A and 3B sump 
pumps, which resulted in the pumps remaining in a degraded condition for an extended period of time. The licensee’s 
failure to maintain these components in accordance with the requirements of the augmented in-service testing program 
and WB-DC-40-29, Flood Protection Provisions, were performance deficiencies. The performance deficiencies were 
determined to be more than minor because, if left uncorrected, would lead to a more significant safety concern. 
Specifically, internal flooding of the IPS mechanical equipment room housing the train A essential raw cooling water 
(ERCW) strainers could occur. The inspectors performed a Phase 1 evaluation per IMC 0609, Attachment 4, and 
determined that the finding was potentially risk significant because it involved the degradation of equipment 
specifically designed to mitigate a seismic, flooding, or severe weather initiating event (e.g., seismic snubbers, 
flooding barriers, tornado doors). Consequently a Phase 3 analysis was performed by a Senior Reactor Analyst. The 
analyst determined the finding was of very low safety significance, Green. These findings directly involved the cross-
cutting area of Human Performance under the Work Practices component, in that, the licensee failed to provide 
adequate supervisory and management oversight to ensure corrective actions were taken to maintain the functionality 
of IPS equipment for extended periods of time. (H.4 (c)) (Section 1R01.5) 
Inspection Report# : 2012009 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately develop and implement ice condenser ice basket repairs 
A NCV of 10 CFR 50 Appendix B, Criterion III, Design Control, for the licensee’s failure to adequately develop and 
implement ice condenser ice basket repairs in accordance with approved engineering and maintenance documents. 
Specifically, the inspectors observed that repairs to six  
damaged ice condenser ice baskets, previously signed off as complete in the work order (WO) by the installers and 
following Quality Control inspection and acceptance were not in accordance with the design and maintenance WO 
documents. The licensee initiated Problem Evaluation Reports (PERs) 623040 and 626983 to address the inspector-
identified deficiencies.  
The licensee’s failure to adequately develop and implement ice condenser ice basket repairs in accordance with 
approved engineering and maintenance documents was a performance deficiency. The inspectors reviewed Inspection 
Manual Chapter (IMC) 0612 and determined that the finding was more than minor because the deficiencies were not 
identified by the licensee and would have remained unidentified at least for the duration of the upcoming fuel cycle. 
Without the specified repairs being properly implemented on the damaged ice baskets, there was no reasonable 
assurance they were capable of performing their design function, and there was also potential for damage to adjacent 
ice baskets obstructing open flow paths, in the event the ice condenser was required to perform its design function. 
Using the Initial Characterization of Findings guidance of IMC 0609, the inspectors determined that the finding was 
of very low safety significance (Green) because no actual loss of safety function occurred. The cause of the finding 
had a cross-cutting aspect in the area of effective supervisory/management oversight in the Work Practices 
component. It was directly related to the licensee not ensuring adequate supervisory and management oversight of 
work activities, including the licensee engineering personnel that prepared and reviewed the ECP, the contractors that 
performed the repair work and the Quality Control personnel that performed the repair inspection and acceptance. 
(H.4 (c)). (See Section 1R18)  
 
Inspection Report# : 2012005 (pdf)  
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Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedure resulted in failing to remove jumpers inhibiting proper operation of the steam 
generator blowdown system 
A self-revealing NCV of Technical Specifications (TS) 5.7.1, Procedures, was identified for failing to adhere to 
OPDP-1, Conduct of Operations, Section 5.1, Procedure Adherence. The licensee failed to ensure a jumper was 
removed prior to placing the steam generator blowdown system into service per System Operating Instruction 90.01, 
Rev. 29, Liquid Process Radiation Monitors, step 5.5 [10]. This was a performance deficiency and a finding. The 
finding was more than minor because, if left uncorrected, it could lead to a more significant safety issue, a radioactive 
release, and was associated with the Mitigating Systems Cornerstone attribute of equipment performance (reliability) 
and adversely affected the cornerstone objective. The finding was evaluated using the SDP Phase I and was 
determined to be a finding of very low safety significance because actual high contamination levels did not occur 
within the steam generators during the period that the jumper was installed. The licensee entered this issue into the 
corrective action program as PER 637279. The finding directly involved the cross-cutting area of Human Performance 
under the procedural compliance aspect of the work practices component; in that the procedural requirements of 
System Operating Instruction 90.01 were not met. (H.4(b)) (Section 4OA3) 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow scaffold procedure threatens ERCW pump operability 
The inspectors identified a NCV of Technical Specification 5.7.1, Procedures, for the licensee’s failure to properly 
implement Maintenance Procedure MMTP-102, Erection of Scaffolds/Temporary Work Platforms and Ladders, 
Revision 7. Specifically, a temporary scaffold erected in close proximity to an essential raw cooling water (ERCW) 
pump was not adequately restrained to prevent interaction with the pump motor during a seismic event. The licensee 
entered the issue into the corrective action program as Problem Evaluation Report (PER) 588895, removed the subject 
scaffold, and implemented corrective actions to inspect all scaffolding in Seismic Category I areas for similar 
conditions.  
The licensee’s failure to erect the scaffold in accordance with procedures in the vicinity of safety-related equipment 
was a performance deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than 
minor because, if left uncorrected, scaffold interaction with the pump motor during a seismic event could render the 
pump inoperable. The finding was associated with the Mitigating Systems Cornerstone. Using the Phase I screening 
worksheet of IMC 0609, the inspectors determined that the finding was of very low safety significance (Green) 
because no actual loss of safety function occurred and the finding did not screen as potentially risk significant due to 
external events. The cause of the finding had a cross-cutting aspect in the area of effective supervisory/management 
oversight in the Work Practices component. It was directly related to the licensee not ensuring adequate supervisory 
and management oversight of work activities, including contractors that erected the scaffold and licensee engineering 
personnel that reviewed and approved the deficient scaffold installation that could adversely affect nuclear safety. 
(H.4 (c)). (See Section 1R01).  
 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for the C ERCW pump breaker
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The inspectors identified a NCV of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to correct an identified deficiency in the C-A ERCW pump breaker on 
July 25, 2012. This uncorrected deficiency led to the inability of the breaker to trip and is a performance deficiency. 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left uncorrected, 
it would have the potential to lead to a more significant safety concern; specifically the failure of the C-A ERCW 
pump to load shed on a loss of offsite power. Additionally, the finding was associated with the equipment 
performance attribute of the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Using 
the Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because the associated shutdown board is a Unit 2 board and is lightly loaded. Additionally, the 
failure of the C-A ERCW pump breaker to trip and thus be immediately loaded onto 2A emergency diesel generator is 
within the transient capability of the emergency diesel generator. The cause of the finding was directly related to the 
cross-cutting aspect for appropriate corrective actions to address safety issues in a timely manner commensurate with 
their safety significance and complexity in the corrective action program component of the cross-cutting area of 
Problem Identification and Resolution, in that the licensee failed to take adequate corrective actions to repair the C-A 
ERCW breaker when the initial deficiency was discovered on July 25, 2012. (P.1(d)). (See Section 4OA2) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain steam generator blowdown isolation valves in the environmental qualification program 
The team identified a Green non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) Part 50, Appendix 
B, Criterion III, “Design Control”, for the licensee’s failure to maintain steam generator blowdown (SGBD) isolation 
valves 1-FCV-1-181, 182, 183, and 184 in the environmental qualification (EQ) program. Removing the valves from 
the EQ database resulted in internal components (lower bottom gasket and reed switch) in the SGBD valves exceeding 
their qualified life and replacement intervals as stated in the licensee’s existing EQ and revised EQ calculations. The 
licensee entered this issue into their corrective action program as problem evaluation report (PER) 495239 and service 
request (SR) 562298, and performed additional analyses and evaluations to provide reasonable assurance of 
operability of components.  
 
The team determined that the failure to maintain SGBD isolation valves 1-FCV-1-181, 182, 183, and 184 in the EQ 
program, which resulted in two subcomponents in these valves exceeding their qualified life and replacement interval, 
is a performance deficiency. In addition, the licensee failed to perform an adequate functional evaluation to confirm 
operability of these valves after the NRC identified that the reed switch was not included in the original functional 
evaluation. The revised EQ calculation performed by the licensee to address the lower bottom gasket indicated the 
reed switch had exceeded its qualified life of 13.5 years; however, this was not addressed in the licensee’s functional 
evaluation until identified by the NRC. This performance deficiency was more than minor because it affected the 
Mitigating System Cornerstone attribute of design control to ensure the availability, reliability, and capability of 
safety systems that respond to initiating events to prevent undesirable consequences. In addition, this performance 
deficiency also closely parallels Inspection Manual Chapter 0612, Appendix E, example 3.j because the error resulted 
in a condition where there was a reasonable doubt of the operability of safety related components as a result of the 
revised EQ calculation. The team screened this finding in accordance with NRC IMC 0609, “Initial Screening and 
Characterization of Findings,” Attachment 4, Phase 1, and determined the finding was of very low safety significance 
(Green). The team determined that no cross-cutting aspect was applicable because this finding was not indicative of 
current licensee performance. (Section 1R17)  
 
Inspection Report# : 2012003 (pdf)  
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Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify degraded auxiliary charging pump and initiate corrective actions 
The inspectors identified a Green NCV of 10CFR50 Appendix B Criterion XVI for failure to identify that the 1A 
auxiliary charging pump (ACP) was degraded based on previous questionable testing results. The inspectors 
determined that no acceptable testing had been performed which verified the functionality of 1A and 1B ACP until 
March 23, 2012. During subsequent testing, only the 1B ACP met its acceptance criteria. This system relies on the 
capability of these pumps to support Technical Requirement 3.7.2, Flood Mode Protection Plan.  
 
The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the 1A ACP was unable to perform its function in the event of severe external flooding for 
> 1 year. The inspectors performed a Phase 1 evaluation per Inspection Manual Chapter 0609, Attachment 4 and 
determined that the finding was potentially risk significant due the degradation of equipment specifically designed to 
mitigate external events (e.g., flooding mitigation). Consequently a Phase 3 analysis was performed by a Senior 
Reactor Analyst. The analyst determined that the risk significance of the issue was very low (i.e., ?CDF < 1.0E-7). 
The dominant sequence was a significant flooding event which would require the licensee to implement their Flood 
Mode Mitigation strategy, with the subsequent failure of a single train of ACP pumps for the system. The finding 
directly involved the cross-cutting area of human performance under the supervisory and management oversight of 
work activities component, in that, the failures of the ACPs were left unresolved for an extended period of time over a 
number of failed tests. (H.4(c)). (Section 4OA2) 
Inspection Report# : 2012003 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Test Procedures to Assure Satisfactory auxiliary control air subsystem (ACAS) 
Performance during Design Basis Accidents 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for failure to 
perform capacity (volumetric flow) testing on the safety-related auxiliary control air subsystem (ACAS). The licensee 
had documented that, for worst case environmental conditions, the air compressor capacity had little margin when 
compared to required air demand, even for single unit operation. This issue was entered into the licensee’s corrective 
action program as problem evaluation report 501941 for further evaluation of corrective  
actions. 
Inspection Report# : 2012008 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Test the AFW Discharge Check Valves 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for the 
licensee’s failure to establish a test program that demonstrated the adequacy of the auxiliary feedwater (AFW) 
discharge check valves. Specifically, the licensee failed to develop a test program that would provide assurance that 
back leakage through the AFW discharge check valves would not prevent the system from providing design flowrates 
to the steam generators. This issue was entered into the licensee’s corrective action program as problem evaluation 
report 499950. The licensee performed a functional evaluation and determined that the AFW system was operable 
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based on the pumps not currently being degraded to the design limits, and the existence of additional conservatisms in 
the licensee’s design basis hydraulic analysis. (Green NCV). 
Inspection Report# : 2012008 (pdf)  

Significance:  May 15, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Acceptance Criteria in Maintenance and Surveillance Procedures (5 Examples) 
The team identified five examples of a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to correctly translate vendor specifications and design calculations into  
maintenance and surveillance procedures. The five examples were entered into the licensee’s corrective action 
program. (Green NCV) 
Inspection Report# : 2012008 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Late state notification of unusual event 
A self-revealing non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50.54q(2) for failure to follow 
the approved emergency plan. Specifically, on August 10, 2012, state officials were not notified within 15 minutes of 
the declaration of an Unusual Event. State notification is a risk-significant planning standard requirement required by 
10 CFR 50.47(b)(5), 10 CFR 50 Appendix E, Section IV.D.3 and Section 5.2.1, of the licensee’s Radiological 
Emergency Plan.  
 
The issue was greater than minor because it was associated with the Emergency Planning cornerstone attribute of 
Emergency Response Organization performance during an actual event. The finding affected the cornerstone objective 
in that timely notification is critical to ensuring that the licensee is capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. The inspectors reviewed this 
finding using IMC 0609, Appendix B, Emergency Preparedness Significance Determination Process, Attachment 1, 
Failure to Implement (Actual Event) Significance Logic. The finding was determined to be of very low safety 
significance because it was a failure to implement during an Unusual Event. The finding had a cross-cutting aspect in 
the area of Human Performance, Decision-Making, because the unit supervisor, in the absence of the shift manager, 
did not effectively fulfill his responsibility to direct or perform required state communications within the required 15 
minute time period as required by the Radiological Emergency Plan. (H.1(a). (Section 1EP5)  
 
Inspection Report# : 2012005 (pdf)  
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Occupational Radiation Safety 

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : July 03, 2013 
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Watts Bar 1 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Feb 22, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure BP-529 “Oversight of Supplemental Personnel” 
Inspectors identified a finding of very low safety significance for failure to follow procedure BP-259, “Oversight of 
Supplemental Personnel,” Rev. 9. Specifically, during the licensee’s review of the vendor instructions for performing 
maintenance on turbine intercept valve 1-FCV-1-102, the licensee failed to recognize that the vendor instructions were 
not wholly applicable due to site-specific modifications made on the Electro Hydraulic Control (EHC) system. 
Consequently, an EHC system leak was identified on valve 1-FCV-1-102 during power ascension at 61% power that 
led to a manual turbine trip. The issue was entered into the  
licensee’s CAP program as Problem Evaluation Report (PER) 686688. The finding was determined to be more than 
minor because it affected the design control attribute of the initiating events cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Using the Inspection Manual Chapter 0609, “Significance Determination Process,”  
Phase 1 worksheet, the finding was determined to have very low safety significance because the condition only 
affected the initiating events cornerstone and did not contribute to both the ikelihood of a reactor trip and the 
likelihood that mitigation equipment or functions will not be available. The finding was determined to have a cross-
cutting aspect in Human Performance, Work Practices, in that the licensee did not ensure supervisory and 
management oversight of work activities, including contractors, such that nuclear safety is supported. (H.4(c)) 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet a critical drill objective in accordance with the approved fire protection plan 
Green. The inspectors identified a Green NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure 
to implement procedures required for fire protection program implementation in accordance with the approved Fire 
Protection Plan (FPP). Specifically, the licensee failed to meet a critical objective on April 30, 2013, during a fire drill 
as required by TVA-SPP-17.16, Conduct and Evaluation of Fire Drills, Revision 0. The licensee initiated problem 
evaluation report (PER) 742499 to address the inspector-identified deficiency.  
 
The licensee’s failure to implement procedures required for fire protection program implementation in accordance 
with the approved FPP was a performance deficiency. The inspectors reviewed IMC 0612 and determined that the 
finding was more than minor because the lack of adequate fire drill performance could negatively affect the fire 
brigade’s capability to combat a fire. Using the Initial Characterization of Findings guidance of IMC 0609, the 
inspectors determined that the finding was of very low safety significance (Green) because the defense-in-depth 
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attribute of the fire brigade was minimally affected. The fire brigade demonstrated the ability to meet the required 
time for fire extinguishment for the fire drill scenario, and the finding did not significantly affect the ability of the fire 
brigade to respond to a fire. The finding was directly related to the cross-cutting aspect in the area of Problem 
Identification and Resolution because of inadequate oversight and self-assessment of fire operations activities, 
specifically fire brigade training. (P.3 (a)) (See NCV 05000390/2012003, Section 1R05)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to correctly implement procedure for pressurizer pressure channel calibration 
A self-revealing (Green) NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified for failure to properly follow plant procedures to perform a surveillance test for calibration of 
pressurizer pressure channel II. Specifically, the instrument maintenance surveillance test procedure 1-SI-68-6, 18 
Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 (P-456), Revision 10, was not 
adequately followed by maintenance personnel during the calibration test. The licensee’s failure to correctly 
implement procedure 1-SI-68-6, 18 Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 
(P-456), to configure the test equipment in the correct configuration was a performance deficiency. The finding was 
more than minor because it was associated with the Initiating Events Cornerstone attribute of Human Performance and 
adversely affected the cornerstone objective of limiting the likelihood of events that upset plant stability and challenge 
critical safety functions during shutdown or power operations. Specifically, the failure to adequately implement SI 1-
SI-68-6, 18 Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 (P-456), resulted in a 
reactor trip. The inspectors screened this finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, Phase 1 – Initial Screening and Characterization of Findings, and determined the finding was of very 
low safety significance (Green) since it did not result in the loss of mitigation equipment relied upon to transition the 
plant from the onset of the trip to a stable shutdown condition. The finding directly involved the cross-cutting area of 
Human Performance, work practices component under the aspect related to proceeding in the face of uncertainty. (H.4
(a)) 
Inspection Report# : 2013002 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate abnormal condition procedure for flood mitigation strategy prior to installation of HESCO 
barriers 
The inspectors identified a Violation (VIO) of Technical Specification (TS) 5.7.1, Procedures, for the licensee’s 
failure to establish an adequate procedure for mitigation of external events, specifically flooding prior to the 
installation of HESCO barriers in 2009. The inspectors determined that the licensee’s failure to comply with TS 5.7.1, 
“Procedures,” was a performance deficiency. Specifically, AOI-7.1, Maximum Probable Flood, was not adequate to 
prevent the loss of critical safety functions (e.g., emergency power) during a PMF event prior to the installation of the 
HESCO barriers and other compensatory measures. This procedure, in part, is used to maintain the established license 
basis for compliance with 10 CFR 50, Appendix A, General Design Criteria 2, “Design Bases for Protection Against 
Natural Phenomena.” Failure to establish adequate procedures for flood mitigation results in a failure to maintain 
adequate protection against natural phenomena in accordance with the licensing basis of the plant.  
 
This performance deficiency was considered more than minor because it was associated with the protection against 
external factors attribute of the Reactor Safety/ Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring availability, reliability, and capability of systems that respond to initiating events to 
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prevent undesirable consequences (i.e., core damage). Specifically, prior to the installation of the HESCO barriers and 
other compensatory measures, Abnormal Conditions procedure, AOI 7.1, “Maximum Probable Flood,” was not 
adequate to prevent the loss of Emergency Power during a PMF event. Loss of emergency power would lead to core 
and/or spent fuel pool inventory damage. The combination of the event frequencies and types of rainfall events which 
would over-top earthen dams leading to the loss of emergency power resulting in core damage has an impact of low to 
moderate safety significance. The NRC concluded that the significance of the finding is preliminarily of low to 
moderate safety significance (White). The inspectors determined that no cross-cutting aspect was applicable.  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance: N/A Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to report unanalyzed condition related to external flooding 
The inspectors identified a VIO of 10 CFR 50.72(b)(3)(ii)(B), “Immediate Notification Requirements for Operating 
Nuclear Reactors,” for failure to report within eight hours an unanalyzed condition that significantly degraded plant 
safety. Specifically, the licensee failed to notify the NRC upon discovery that a postulated PMF would result in the 
overtopping of earthen dams not previously assumed in the plant design. The failure to report this unanalyzed 
condition resulted in the NRC not being made aware of a condition which would have resulted in additional NRC 
review. Specifically, the failure to notify the NRC within eight hours of discovery of an unanalyzed condition that 
significantly degraded plant safety and resulted in an unacceptable change to the facility or procedures. The inspectors 
determined an evaluation for cross-cutting aspect was not applicable because this is a traditional enforcement 
violation. 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain an adequate abnormal condition procedure to implement the flood mitigation strategy 
The inspectors identified an violation (VIO) of Technical Specification 5.7.1, Procedures, for the licensee’s inability 
to demonstrate that the required Stage I and Stage II activities could be performed within 27 hours as required by 
AOI-7.1, Maximum Probable Flood. The licensee’s failure to adequately demonstrate the ability to realign plant 
systems into their flood mode configuration using AOI-7.1, Maximum Probable Flood, within the time frame required 
by TRM 3.7.2 and Watts Bar UFSAR Section 2.4, which could directly lead to the inability to remove decay heat 
from the reactor core resulting in core damage, was a performance deficiency. This performance deficiency was 
considered more than minor because it was associated with the Protection Against External Factors attribute of the 
Reactor Safety/ Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the inability to realign plant systems into their flood mode configuration within the 
required time frame could directly lead to the inability to remove decay heat. The combination of the seismic and 
rainfall event frequencies and types of rainfall events which would lead to flooding above site grade and the inability 
to realign plant systems into their flood mode configuration within the 27-hour required time frame could directly lead 
to the inability to remove decay heat from the reactor core resulting in core damage which has an impact of substantial 
safety significance. The NRC concluded that the significance of the finding is of substantial safety significance 
(Yellow).  
 
The cause of the finding had a cross-cutting component of Resources in the area of Human Performance with an 
aspect of ensuring that personnel, equipment, procedures, and other resources were available and adequate to assure 
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nuclear safety. Specifically, inadequacies in those procedures, equipment, and personnel training necessary to realign 
plant systems within the required time frame to cope with all anticipated external flooding events. (H.2 (d)) (Section 
1R01.3)  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately protect savety-related equipment during flood mode preparation 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to adequately protect safety-related equipment during flood mode preparation. The licensee’s 
failure to adequately protect safety-related equipment during flood mode preparation as implemented by AOI-7.1, 
Maximum Probable Flood, was a performance deficiency. This performance deficiency was considered more than 
minor because it was associated with the Protection Against External Factors attribute of the Reactor 
Safety/Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, the TACF was incapable of preventing water damage, during a PMF event, to both trains of 
important equipment, specifically the thermal barrier booster pumps (TBBPs), necessary for coping with the PMF 
impact on Unit 1. Without the TBBPs and with reactor coolant pump (RCP) seal injection lost, there is no engineering 
assurance that RCP seal damage would not occur, leading to an RCP seal loss of coolant accident (LOCA). oncluded 
that a potential loss of RCP seal cooling during Mode 4 conditions with the RCP pumps stopped would be bounded by 
the probability of a small break loss of coolant accident (1.5E-3 per NUREG/CR-6928, “Industry-Average 
Performance for Components and Initiating Events at U.S. Commercial Nuclear Power Plants”). The rationale for the 
lower RCP seal failure probability was based on: 1) lower RCS pressure affecting seal ring extrusion, 2) lower RCS 
temperature affecting popping seal failure, and 3) lower RCS temperature affecting seal ring binding. This technical 
issue did not reduce the risk of the AOI-7.01 issue (AV 05000390/2012009-03) because under a hypothetical 
sustained loss of core cooling, core damage ultimately would occur regardless of whether the RCP seals failed or not. 
Following the Regulatory Conference, the analysts reviewed the vendor information and agreed with TVA’s RCP seal 
failure analysis insights that the original probabilities of RCP seal integrity loss in the NRC risk analysis could be 
assumed as conservative. As a result, the staff determined that it was appropriate to apply an order of magnitude 
reduction to the RCP seal failure probability used in the original Phase 3 analysis, and the finding is appropriately 
characterized as Green.  
 
This finding has a cross-cutting aspect in the Work Practices component of the Human Performance area because it 
was directly related to the licensee not ensuring adequate supervisory and management oversight of engineering 
design work activities associated with a plant design change to protect the TBBPs during certain flood events. (H.4 
(c)). (Section 1R01.4)  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct conditions adverse to quality related to IPS CKV-040-0604 and IPS 3A and 3B sump pumps
The inspectors identified two examples of an NCV of the 10 CFR 50 Criteria XVI, “Corrective Action,” for failure to 
correct conditions adverse to quality for the intake pumping station (IPS) CKV-040-0604, pump 3B, discharge check 
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valve which resulted in it being non-functional for an extended period of time, and both the IPS 3A and 3B sump 
pumps, which resulted in the pumps remaining in a degraded condition for an extended period of time. The licensee’s 
failure to maintain these components in accordance with the requirements of the augmented in-service testing program 
and WB-DC-40-29, Flood Protection Provisions, were performance deficiencies. The performance deficiencies were 
determined to be more than minor because, if left uncorrected, would lead to a more significant safety concern. 
Specifically, internal flooding of the IPS mechanical equipment room housing the train A essential raw cooling water 
(ERCW) strainers could occur. The inspectors performed a Phase 1 evaluation per IMC 0609, Attachment 4, and 
determined that the finding was potentially risk significant because it involved the degradation of equipment 
specifically designed to mitigate a seismic, flooding, or severe weather initiating event (e.g., seismic snubbers, 
flooding barriers, tornado doors). Consequently a Phase 3 analysis was performed by a Senior Reactor Analyst. The 
analyst determined the finding was of very low safety significance, Green. These findings directly involved the cross-
cutting area of Human Performance under the Work Practices component, in that, the licensee failed to provide 
adequate supervisory and management oversight to ensure corrective actions were taken to maintain the functionality 
of IPS equipment for extended periods of time. (H.4 (c)) (Section 1R01.5) 
Inspection Report# : 2012009 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately develop and implement ice condenser ice basket repairs 
A NCV of 10 CFR 50 Appendix B, Criterion III, Design Control, for the licensee’s failure to adequately develop and 
implement ice condenser ice basket repairs in accordance with approved engineering and maintenance documents. 
Specifically, the inspectors observed that repairs to six  
damaged ice condenser ice baskets, previously signed off as complete in the work order (WO) by the installers and 
following Quality Control inspection and acceptance were not in accordance with the design and maintenance WO 
documents. The licensee initiated Problem Evaluation Reports (PERs) 623040 and 626983 to address the inspector-
identified deficiencies.  
The licensee’s failure to adequately develop and implement ice condenser ice basket repairs in accordance with 
approved engineering and maintenance documents was a performance deficiency. The inspectors reviewed Inspection 
Manual Chapter (IMC) 0612 and determined that the finding was more than minor because the deficiencies were not 
identified by the licensee and would have remained unidentified at least for the duration of the upcoming fuel cycle. 
Without the specified repairs being properly implemented on the damaged ice baskets, there was no reasonable 
assurance they were capable of performing their design function, and there was also potential for damage to adjacent 
ice baskets obstructing open flow paths, in the event the ice condenser was required to perform its design function. 
Using the Initial Characterization of Findings guidance of IMC 0609, the inspectors determined that the finding was 
of very low safety significance (Green) because no actual loss of safety function occurred. The cause of the finding 
had a cross-cutting aspect in the area of effective supervisory/management oversight in the Work Practices 
component. It was directly related to the licensee not ensuring adequate supervisory and management oversight of 
work activities, including the licensee engineering personnel that prepared and reviewed the ECP, the contractors that 
performed the repair work and the Quality Control personnel that performed the repair inspection and acceptance. 
(H.4 (c)). (See Section 1R18)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedure resulted in failing to remove jumpers inhibiting proper operation of the steam 
generator blowdown system 

2Q/2013 Inspection Findings - Watts Bar 1

Page 5 of 8



A self-revealing NCV of Technical Specifications (TS) 5.7.1, Procedures, was identified for failing to adhere to 
OPDP-1, Conduct of Operations, Section 5.1, Procedure Adherence. The licensee failed to ensure a jumper was 
removed prior to placing the steam generator blowdown system into service per System Operating Instruction 90.01, 
Rev. 29, Liquid Process Radiation Monitors, step 5.5 [10]. This was a performance deficiency and a finding. The 
finding was more than minor because, if left uncorrected, it could lead to a more significant safety issue, a radioactive 
release, and was associated with the Mitigating Systems Cornerstone attribute of equipment performance (reliability) 
and adversely affected the cornerstone objective. The finding was evaluated using the SDP Phase I and was 
determined to be a finding of very low safety significance because actual high contamination levels did not occur 
within the steam generators during the period that the jumper was installed. The licensee entered this issue into the 
corrective action program as PER 637279. The finding directly involved the cross-cutting area of Human Performance 
under the procedural compliance aspect of the work practices component; in that the procedural requirements of 
System Operating Instruction 90.01 were not met. (H.4(b)) (Section 4OA3) 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow scaffold procedure threatens ERCW pump operability 
The inspectors identified a NCV of Technical Specification 5.7.1, Procedures, for the licensee’s failure to properly 
implement Maintenance Procedure MMTP-102, Erection of Scaffolds/Temporary Work Platforms and Ladders, 
Revision 7. Specifically, a temporary scaffold erected in close proximity to an essential raw cooling water (ERCW) 
pump was not adequately restrained to prevent interaction with the pump motor during a seismic event. The licensee 
entered the issue into the corrective action program as Problem Evaluation Report (PER) 588895, removed the subject 
scaffold, and implemented corrective actions to inspect all scaffolding in Seismic Category I areas for similar 
conditions.  
The licensee’s failure to erect the scaffold in accordance with procedures in the vicinity of safety-related equipment 
was a performance deficiency. The inspectors reviewed IMC 0612 and determined that the finding was more than 
minor because, if left uncorrected, scaffold interaction with the pump motor during a seismic event could render the 
pump inoperable. The finding was associated with the Mitigating Systems Cornerstone. Using the Phase I screening 
worksheet of IMC 0609, the inspectors determined that the finding was of very low safety significance (Green) 
because no actual loss of safety function occurred and the finding did not screen as potentially risk significant due to 
external events. The cause of the finding had a cross-cutting aspect in the area of effective supervisory/management 
oversight in the Work Practices component. It was directly related to the licensee not ensuring adequate supervisory 
and management oversight of work activities, including contractors that erected the scaffold and licensee engineering 
personnel that reviewed and approved the deficient scaffold installation that could adversely affect nuclear safety. 
(H.4 (c)). (See Section 1R01).  
 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for the C ERCW pump breaker 
The inspectors identified a NCV of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to correct an identified deficiency in the C-A ERCW pump breaker on 
July 25, 2012. This uncorrected deficiency led to the inability of the breaker to trip and is a performance deficiency. 
The inspectors reviewed IMC 0612 and determined that the finding was more than minor because, if left uncorrected, 
it would have the potential to lead to a more significant safety concern; specifically the failure of the C-A ERCW 
pump to load shed on a loss of offsite power. Additionally, the finding was associated with the equipment 
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performance attribute of the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Using 
the Phase I screening worksheet of IMC 0609, the inspectors determined that the finding was of very low safety 
significance (Green) because the associated shutdown board is a Unit 2 board and is lightly loaded. Additionally, the 
failure of the C-A ERCW pump breaker to trip and thus be immediately loaded onto 2A emergency diesel generator is 
within the transient capability of the emergency diesel generator. The cause of the finding was directly related to the 
cross-cutting aspect for appropriate corrective actions to address safety issues in a timely manner commensurate with 
their safety significance and complexity in the corrective action program component of the cross-cutting area of 
Problem Identification and Resolution, in that the licensee failed to take adequate corrective actions to repair the C-A 
ERCW breaker when the initial deficiency was discovered on July 25, 2012. (P.1(d)). (See Section 4OA2) 
Inspection Report# : 2012004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Late state notification of unusual event 
A self-revealing non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50.54q(2) for failure to follow 
the approved emergency plan. Specifically, on August 10, 2012, state officials were not notified within 15 minutes of 
the declaration of an Unusual Event. State notification is a risk-significant planning standard requirement required by 
10 CFR 50.47(b)(5), 10 CFR 50 Appendix E, Section IV.D.3 and Section 5.2.1, of the licensee’s Radiological 
Emergency Plan.  
 
The issue was greater than minor because it was associated with the Emergency Planning cornerstone attribute of 
Emergency Response Organization performance during an actual event. The finding affected the cornerstone objective 
in that timely notification is critical to ensuring that the licensee is capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. The inspectors reviewed this 
finding using IMC 0609, Appendix B, Emergency Preparedness Significance Determination Process, Attachment 1, 
Failure to Implement (Actual Event) Significance Logic. The finding was determined to be of very low safety 
significance because it was a failure to implement during an Unusual Event. The finding had a cross-cutting aspect in 
the area of Human Performance, Decision-Making, because the unit supervisor, in the absence of the shift manager, 
did not effectively fulfill his responsibility to direct or perform required state communications within the required 15 
minute time period as required by the Radiological Emergency Plan. (H.1(a). (Section 1EP5)  
 
Inspection Report# : 2012005 (pdf)  

Occupational Radiation Safety 

2Q/2013 Inspection Findings - Watts Bar 1

Page 7 of 8



Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : September 03, 2013 
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Watts Bar 1 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Feb 22, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure BP-529 “Oversight of Supplemental Personnel” 
Inspectors identified a finding of very low safety significance for failure to follow procedure BP-259, “Oversight of 
Supplemental Personnel,” Rev. 9. Specifically, during the licensee’s review of the vendor instructions for performing 
maintenance on turbine intercept valve 1-FCV-1-102, the licensee failed to recognize that the vendor instructions were 
not wholly applicable due to site-specific modifications made on the Electro Hydraulic Control (EHC) system. 
Consequently, an EHC system leak was identified on valve 1-FCV-1-102 during power ascension at 61% power that 
led to a manual turbine trip. The issue was entered into the  
licensee’s CAP program as Problem Evaluation Report (PER) 686688. The finding was determined to be more than 
minor because it affected the design control attribute of the initiating events cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Using the Inspection Manual Chapter 0609, “Significance Determination Process,”  
Phase 1 worksheet, the finding was determined to have very low safety significance because the condition only 
affected the initiating events cornerstone and did not contribute to both the ikelihood of a reactor trip and the 
likelihood that mitigation equipment or functions will not be available. The finding was determined to have a cross-
cutting aspect in Human Performance, Work Practices, in that the licensee did not ensure supervisory and 
management oversight of work activities, including contractors, such that nuclear safety is supported. (H.4(c)) 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet a critical drill objective in accordance with the approved fire protection plan 
Green. The inspectors identified a Green NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure 
to implement procedures required for fire protection program implementation in accordance with the approved Fire 
Protection Plan (FPP). Specifically, the licensee failed to meet a critical objective on April 30, 2013, during a fire drill 
as required by TVA-SPP-17.16, Conduct and Evaluation of Fire Drills, Revision 0. The licensee initiated problem 
evaluation report (PER) 742499 to address the inspector-identified deficiency.  
 
The licensee’s failure to implement procedures required for fire protection program implementation in accordance 
with the approved FPP was a performance deficiency. The inspectors reviewed IMC 0612 and determined that the 
finding was more than minor because the lack of adequate fire drill performance could negatively affect the fire 
brigade’s capability to combat a fire. Using the Initial Characterization of Findings guidance of IMC 0609, the 
inspectors determined that the finding was of very low safety significance (Green) because the defense-in-depth 
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attribute of the fire brigade was minimally affected. The fire brigade demonstrated the ability to meet the required 
time for fire extinguishment for the fire drill scenario, and the finding did not significantly affect the ability of the fire 
brigade to respond to a fire. The finding was directly related to the cross-cutting aspect in the area of Problem 
Identification and Resolution because of inadequate oversight and self-assessment of fire operations activities, 
specifically fire brigade training. (P.3 (a)) (See NCV 05000390/2012003, Section 1R05)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 29, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Corrective Actions to Identify and Evaluate Effects of Harmonics on Degraded Voltage 
Relay Function 
The NRC identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to implement corrective actions to identify and evaluate the effects of electrical system harmonics on 
safety-related undervoltage relays. This was a performance deficiency. The licensee entered this issue into their 
corrective action program as Problem Evaluation Reports 515413 and 703444. The licensee also established a 
preventative maintenance program to monitor motors powered from the 6.9 kilovolt shutdown boards for harmonic 
distortion until further monitoring and evaluation of harmonic distortion on the 6.9 kilovolt shutdown board degraded 
voltage relays can be completed.  
 
The performance deficiency was more than minor because it affected the design control attribute of the Mitigating 
Systems cornerstone and adversely impacted the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, at the time of 
identification, there was reasonable doubt as to whether the degraded voltage scheme would perform as required by 
the Watts Bar 1 Technical Specifications during design basis conditions. The inspector determined the finding to be of 
very low safety significance (Green) because the finding was a deficiency affecting the design or qualification of a 
mitigating structure, system, or component, and the structure, system, or component maintained its operability and 
functionality. Because the opportunity to identify the impact of harmonics on degraded voltage relay performance 
occurred in 1993, the inspector determined that no cross-cutting aspect was applicable because the finding was not 
indicative of current licensee performance. 
Inspection Report# : 2013010 (pdf)  

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to correctly implement procedure for pressurizer pressure channel calibration 
A self-revealing (Green) NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified for failure to properly follow plant procedures to perform a surveillance test for calibration of 
pressurizer pressure channel II. Specifically, the instrument maintenance surveillance test procedure 1-SI-68-6, 18 
Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 (P-456), Revision 10, was not 
adequately followed by maintenance personnel during the calibration test. The licensee’s failure to correctly 
implement procedure 1-SI-68-6, 18 Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 
(P-456), to configure the test equipment in the correct configuration was a performance deficiency. The finding was 
more than minor because it was associated with the Initiating Events Cornerstone attribute of Human Performance and 
adversely affected the cornerstone objective of limiting the likelihood of events that upset plant stability and challenge 
critical safety functions during shutdown or power operations. Specifically, the failure to adequately implement SI 1-
SI-68-6, 18 Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 (P-456), resulted in a 
reactor trip. The inspectors screened this finding in accordance with IMC 0609, Significance Determination Process, 
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Attachment 4, Phase 1 – Initial Screening and Characterization of Findings, and determined the finding was of very 
low safety significance (Green) since it did not result in the loss of mitigation equipment relied upon to transition the 
plant from the onset of the trip to a stable shutdown condition. The finding directly involved the cross-cutting area of 
Human Performance, work practices component under the aspect related to proceeding in the face of uncertainty. (H.4
(a)) 
Inspection Report# : 2013002 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate abnormal condition procedure for flood mitigation strategy prior to installation of HESCO 
barriers 
The inspectors identified a Violation (VIO) of Technical Specification (TS) 5.7.1, Procedures, for the licensee’s 
failure to establish an adequate procedure for mitigation of external events, specifically flooding prior to the 
installation of HESCO barriers in 2009. The inspectors determined that the licensee’s failure to comply with TS 5.7.1, 
“Procedures,” was a performance deficiency. Specifically, AOI-7.1, Maximum Probable Flood, was not adequate to 
prevent the loss of critical safety functions (e.g., emergency power) during a PMF event prior to the installation of the 
HESCO barriers and other compensatory measures. This procedure, in part, is used to maintain the established license 
basis for compliance with 10 CFR 50, Appendix A, General Design Criteria 2, “Design Bases for Protection Against 
Natural Phenomena.” Failure to establish adequate procedures for flood mitigation results in a failure to maintain 
adequate protection against natural phenomena in accordance with the licensing basis of the plant.  
 
This performance deficiency was considered more than minor because it was associated with the protection against 
external factors attribute of the Reactor Safety/ Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences (i.e., core damage). Specifically, prior to the installation of the HESCO barriers and 
other compensatory measures, Abnormal Conditions procedure, AOI 7.1, “Maximum Probable Flood,” was not 
adequate to prevent the loss of Emergency Power during a PMF event. Loss of emergency power would lead to core 
and/or spent fuel pool inventory damage. The combination of the event frequencies and types of rainfall events which 
would over-top earthen dams leading to the loss of emergency power resulting in core damage has an impact of low to 
moderate safety significance. The NRC concluded that the significance of the finding is preliminarily of low to 
moderate safety significance (White). The inspectors determined that no cross-cutting aspect was applicable.  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance: N/A Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to report unanalyzed condition related to external flooding 
The inspectors identified a VIO of 10 CFR 50.72(b)(3)(ii)(B), “Immediate Notification Requirements for Operating 
Nuclear Reactors,” for failure to report within eight hours an unanalyzed condition that significantly degraded plant 
safety. Specifically, the licensee failed to notify the NRC upon discovery that a postulated PMF would result in the 
overtopping of earthen dams not previously assumed in the plant design. The failure to report this unanalyzed 
condition resulted in the NRC not being made aware of a condition which would have resulted in additional NRC 
review. Specifically, the failure to notify the NRC within eight hours of discovery of an unanalyzed condition that 
significantly degraded plant safety and resulted in an unacceptable change to the facility or procedures. The inspectors 
determined an evaluation for cross-cutting aspect was not applicable because this is a traditional enforcement 
violation. 
Inspection Report# : 2012009 (pdf)  
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Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain an adequate abnormal condition procedure to implement the flood mitigation strategy 
The inspectors identified an violation (VIO) of Technical Specification 5.7.1, Procedures, for the licensee’s inability 
to demonstrate that the required Stage I and Stage II activities could be performed within 27 hours as required by 
AOI-7.1, Maximum Probable Flood. The licensee’s failure to adequately demonstrate the ability to realign plant 
systems into their flood mode configuration using AOI-7.1, Maximum Probable Flood, within the time frame required 
by TRM 3.7.2 and Watts Bar UFSAR Section 2.4, which could directly lead to the inability to remove decay heat 
from the reactor core resulting in core damage, was a performance deficiency. This performance deficiency was 
considered more than minor because it was associated with the Protection Against External Factors attribute of the 
Reactor Safety/ Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the inability to realign plant systems into their flood mode configuration within the 
required time frame could directly lead to the inability to remove decay heat. The combination of the seismic and 
rainfall event frequencies and types of rainfall events which would lead to flooding above site grade and the inability 
to realign plant systems into their flood mode configuration within the 27-hour required time frame could directly lead 
to the inability to remove decay heat from the reactor core resulting in core damage which has an impact of substantial 
safety significance. The NRC concluded that the significance of the finding is of substantial safety significance 
(Yellow).  
 
The cause of the finding had a cross-cutting component of Resources in the area of Human Performance with an 
aspect of ensuring that personnel, equipment, procedures, and other resources were available and adequate to assure 
nuclear safety. Specifically, inadequacies in those procedures, equipment, and personnel training necessary to realign 
plant systems within the required time frame to cope with all anticipated external flooding events. (H.2 (d)) (Section 
1R01.3)  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately protect savety-related equipment during flood mode preparation 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to adequately protect safety-related equipment during flood mode preparation. The licensee’s 
failure to adequately protect safety-related equipment during flood mode preparation as implemented by AOI-7.1, 
Maximum Probable Flood, was a performance deficiency. This performance deficiency was considered more than 
minor because it was associated with the Protection Against External Factors attribute of the Reactor 
Safety/Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, the TACF was incapable of preventing water damage, during a PMF event, to both trains of 
important equipment, specifically the thermal barrier booster pumps (TBBPs), necessary for coping with the PMF 
impact on Unit 1. Without the TBBPs and with reactor coolant pump (RCP) seal injection lost, there is no engineering 
assurance that RCP seal damage would not occur, leading to an RCP seal loss of coolant accident (LOCA). oncluded 
that a potential loss of RCP seal cooling during Mode 4 conditions with the RCP pumps stopped would be bounded by 
the probability of a small break loss of coolant accident (1.5E-3 per NUREG/CR-6928, “Industry-Average 
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Performance for Components and Initiating Events at U.S. Commercial Nuclear Power Plants”). The rationale for the 
lower RCP seal failure probability was based on: 1) lower RCS pressure affecting seal ring extrusion, 2) lower RCS 
temperature affecting popping seal failure, and 3) lower RCS temperature affecting seal ring binding. This technical 
issue did not reduce the risk of the AOI-7.01 issue (AV 05000390/2012009-03) because under a hypothetical 
sustained loss of core cooling, core damage ultimately would occur regardless of whether the RCP seals failed or not. 
Following the Regulatory Conference, the analysts reviewed the vendor information and agreed with TVA’s RCP seal 
failure analysis insights that the original probabilities of RCP seal integrity loss in the NRC risk analysis could be 
assumed as conservative. As a result, the staff determined that it was appropriate to apply an order of magnitude 
reduction to the RCP seal failure probability used in the original Phase 3 analysis, and the finding is appropriately 
characterized as Green.  
 
This finding has a cross-cutting aspect in the Work Practices component of the Human Performance area because it 
was directly related to the licensee not ensuring adequate supervisory and management oversight of engineering 
design work activities associated with a plant design change to protect the TBBPs during certain flood events. (H.4 
(c)). (Section 1R01.4)  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct conditions adverse to quality related to IPS CKV-040-0604 and IPS 3A and 3B sump pumps
The inspectors identified two examples of an NCV of the 10 CFR 50 Criteria XVI, “Corrective Action,” for failure to 
correct conditions adverse to quality for the intake pumping station (IPS) CKV-040-0604, pump 3B, discharge check 
valve which resulted in it being non-functional for an extended period of time, and both the IPS 3A and 3B sump 
pumps, which resulted in the pumps remaining in a degraded condition for an extended period of time. The licensee’s 
failure to maintain these components in accordance with the requirements of the augmented in-service testing program 
and WB-DC-40-29, Flood Protection Provisions, were performance deficiencies. The performance deficiencies were 
determined to be more than minor because, if left uncorrected, would lead to a more significant safety concern. 
Specifically, internal flooding of the IPS mechanical equipment room housing the train A essential raw cooling water 
(ERCW) strainers could occur. The inspectors performed a Phase 1 evaluation per IMC 0609, Attachment 4, and 
determined that the finding was potentially risk significant because it involved the degradation of equipment 
specifically designed to mitigate a seismic, flooding, or severe weather initiating event (e.g., seismic snubbers, 
flooding barriers, tornado doors). Consequently a Phase 3 analysis was performed by a Senior Reactor Analyst. The 
analyst determined the finding was of very low safety significance, Green. These findings directly involved the cross-
cutting area of Human Performance under the Work Practices component, in that, the licensee failed to provide 
adequate supervisory and management oversight to ensure corrective actions were taken to maintain the functionality 
of IPS equipment for extended periods of time. (H.4 (c)) (Section 1R01.5) 
Inspection Report# : 2012009 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately develop and implement ice condenser ice basket repairs 
A NCV of 10 CFR 50 Appendix B, Criterion III, Design Control, for the licensee’s failure to adequately develop and 
implement ice condenser ice basket repairs in accordance with approved engineering and maintenance documents. 
Specifically, the inspectors observed that repairs to six  
damaged ice condenser ice baskets, previously signed off as complete in the work order (WO) by the installers and 
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following Quality Control inspection and acceptance were not in accordance with the design and maintenance WO 
documents. The licensee initiated Problem Evaluation Reports (PERs) 623040 and 626983 to address the inspector-
identified deficiencies.  
The licensee’s failure to adequately develop and implement ice condenser ice basket repairs in accordance with 
approved engineering and maintenance documents was a performance deficiency. The inspectors reviewed Inspection 
Manual Chapter (IMC) 0612 and determined that the finding was more than minor because the deficiencies were not 
identified by the licensee and would have remained unidentified at least for the duration of the upcoming fuel cycle. 
Without the specified repairs being properly implemented on the damaged ice baskets, there was no reasonable 
assurance they were capable of performing their design function, and there was also potential for damage to adjacent 
ice baskets obstructing open flow paths, in the event the ice condenser was required to perform its design function. 
Using the Initial Characterization of Findings guidance of IMC 0609, the inspectors determined that the finding was 
of very low safety significance (Green) because no actual loss of safety function occurred. The cause of the finding 
had a cross-cutting aspect in the area of effective supervisory/management oversight in the Work Practices 
component. It was directly related to the licensee not ensuring adequate supervisory and management oversight of 
work activities, including the licensee engineering personnel that prepared and reviewed the ECP, the contractors that 
performed the repair work and the Quality Control personnel that performed the repair inspection and acceptance. 
(H.4 (c)). (See Section 1R18)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedure resulted in failing to remove jumpers inhibiting proper operation of the steam 
generator blowdown system 
A self-revealing NCV of Technical Specifications (TS) 5.7.1, Procedures, was identified for failing to adhere to 
OPDP-1, Conduct of Operations, Section 5.1, Procedure Adherence. The licensee failed to ensure a jumper was 
removed prior to placing the steam generator blowdown system into service per System Operating Instruction 90.01, 
Rev. 29, Liquid Process Radiation Monitors, step 5.5 [10]. This was a performance deficiency and a finding. The 
finding was more than minor because, if left uncorrected, it could lead to a more significant safety issue, a radioactive 
release, and was associated with the Mitigating Systems Cornerstone attribute of equipment performance (reliability) 
and adversely affected the cornerstone objective. The finding was evaluated using the SDP Phase I and was 
determined to be a finding of very low safety significance because actual high contamination levels did not occur 
within the steam generators during the period that the jumper was installed. The licensee entered this issue into the 
corrective action program as PER 637279. The finding directly involved the cross-cutting area of Human Performance 
under the procedural compliance aspect of the work practices component; in that the procedural requirements of 
System Operating Instruction 90.01 were not met. (H.4(b)) (Section 4OA3) 
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2012 
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Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Late state notification of unusual event 
A self-revealing non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50.54q(2) for failure to follow 
the approved emergency plan. Specifically, on August 10, 2012, state officials were not notified within 15 minutes of 
the declaration of an Unusual Event. State notification is a risk-significant planning standard requirement required by 
10 CFR 50.47(b)(5), 10 CFR 50 Appendix E, Section IV.D.3 and Section 5.2.1, of the licensee’s Radiological 
Emergency Plan.  
 
The issue was greater than minor because it was associated with the Emergency Planning cornerstone attribute of 
Emergency Response Organization performance during an actual event. The finding affected the cornerstone objective 
in that timely notification is critical to ensuring that the licensee is capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. The inspectors reviewed this 
finding using IMC 0609, Appendix B, Emergency Preparedness Significance Determination Process, Attachment 1, 
Failure to Implement (Actual Event) Significance Logic. The finding was determined to be of very low safety 
significance because it was a failure to implement during an Unusual Event. The finding had a cross-cutting aspect in 
the area of Human Performance, Decision-Making, because the unit supervisor, in the absence of the shift manager, 
did not effectively fulfill his responsibility to direct or perform required state communications within the required 15 
minute time period as required by the Radiological Emergency Plan. (H.1(a). (Section 1EP5)  
 
Inspection Report# : 2012005 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : December 03, 2013 
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Watts Bar 1 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Feb 22, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure BP-529 “Oversight of Supplemental Personnel” 
Inspectors identified a finding of very low safety significance for failure to follow procedure BP-259, “Oversight of 
Supplemental Personnel,” Rev. 9. Specifically, during the licensee’s review of the vendor instructions for performing 
maintenance on turbine intercept valve 1-FCV-1-102, the licensee failed to recognize that the vendor instructions were 
not wholly applicable due to site-specific modifications made on the Electro Hydraulic Control (EHC) system. 
Consequently, an EHC system leak was identified on valve 1-FCV-1-102 during power ascension at 61% power that 
led to a manual turbine trip. The issue was entered into the  
licensee’s CAP program as Problem Evaluation Report (PER) 686688. The finding was determined to be more than 
minor because it affected the design control attribute of the initiating events cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Using the Inspection Manual Chapter 0609, “Significance Determination Process,”  
Phase 1 worksheet, the finding was determined to have very low safety significance because the condition only 
affected the initiating events cornerstone and did not contribute to both the ikelihood of a reactor trip and the 
likelihood that mitigation equipment or functions will not be available. The finding was determined to have a cross-
cutting aspect in Human Performance, Work Practices, in that the licensee did not ensure supervisory and 
management oversight of work activities, including contractors, such that nuclear safety is supported. (H.4(c)) 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 

Significance:  Sep 27, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to validate Appendix R abnormal operating instructions in accordance with station procedures 
An NRC identified Green NCV of Technical Specification 5.7.1, Procedures, was identified for the licensee’s failure 
to validate Appendix R abnormal operating instructions (AOI) in accordance with station procedures. The issue was 
entered into the licensee’s corrective action program as problem evaluation report (PER) 787990.  
The licensee’s failure to validate time critical operator actions for Appendix R AOIs as required by site procedures 
was a performance deficiency. The performance deficiency was considered more than minor because if left 
uncorrected, the issue had the potential to result in the failure to meet design bases operator action times during fire 
events. The significance of this finding was determined to be of very low safety significance (Green) because the 
identified deficiencies did not adversely affect the ability to reach and maintain safe shutdown. The cause of the 
finding involved the cross-cutting aspect of whether the licensee takes appropriate corrective actions to address safety 
issues within the Corrective Action Program component of the Problem Identification and Resolution area. 
Specifically, the licensee implemented inadequate corrective actions for PER 637443 which identified that Appendix 
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R time critical actions were not performed as required by procedure TI-12.19. [P.1(d)] (Section 1R05.01)
Inspection Report# : 2013008 (pdf)  

Significance:  Sep 27, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate compensatory actions to minimize the effects of impaired fire protection equipment on fire safe 
shutdown 
An NRC identified Green NCV of Operating License Condition (OLC) 2.F was identified for the licensee’s failure to 
ensure that established operating requirements (ORs) for the high pressure fire protection (HPFP) system accounted  
2 for affected and credited equipment as determined in the fire hazard analysis (FHA) and safe shutdown (SSD) 
analysis. The issue was entered into the licensee’s corrective action program as PER 786848, and implemented Shift 
Orders FPU-13-018 and 13-071 which required the establishment of fire watches for the affected areas.  
The licensee’s failure to ensure that established ORs for the HPFP water supply system were supported by the FHA 
and SSD analysis was a performance deficiency. The performance deficiency was more than minor because it was 
associated with the protection against external events (fire) attribute of the Mitigating Systems Cornerstone and it 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The significance of this finding was determined to 
be of very low safety significance (Green) because the affected fixed fire suppression systems would be able to 
suppress a fire such that no additional equipment important to safety would be affected by a fire. The inspectors 
determined that no cross cutting aspect was applicable to this performance deficiency because this finding was not 
indicative of current licensee performance. (Section 1R05.10 
Inspection Report# : 2013008 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet a critical drill objective in accordance with the approved fire protection plan 
Green. The inspectors identified a Green NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure 
to implement procedures required for fire protection program implementation in accordance with the approved Fire 
Protection Plan (FPP). Specifically, the licensee failed to meet a critical objective on April 30, 2013, during a fire drill 
as required by TVA-SPP-17.16, Conduct and Evaluation of Fire Drills, Revision 0. The licensee initiated problem 
evaluation report (PER) 742499 to address the inspector-identified deficiency.  
 
The licensee’s failure to implement procedures required for fire protection program implementation in accordance 
with the approved FPP was a performance deficiency. The inspectors reviewed IMC 0612 and determined that the 
finding was more than minor because the lack of adequate fire drill performance could negatively affect the fire 
brigade’s capability to combat a fire. Using the Initial Characterization of Findings guidance of IMC 0609, the 
inspectors determined that the finding was of very low safety significance (Green) because the defense-in-depth 
attribute of the fire brigade was minimally affected. The fire brigade demonstrated the ability to meet the required 
time for fire extinguishment for the fire drill scenario, and the finding did not significantly affect the ability of the fire 
brigade to respond to a fire. The finding was directly related to the cross-cutting aspect in the area of Problem 
Identification and Resolution because of inadequate oversight and self-assessment of fire operations activities, 
specifically fire brigade training. (P.3 (a)) (See NCV 05000390/2012003, Section 1R05)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 29, 2013 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Corrective Actions to Identify and Evaluate Effects of Harmonics on Degraded Voltage 
Relay Function 
The NRC identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to implement corrective actions to identify and evaluate the effects of electrical system harmonics on 
safety-related undervoltage relays. This was a performance deficiency. The licensee entered this issue into their 
corrective action program as Problem Evaluation Reports 515413 and 703444. The licensee also established a 
preventative maintenance program to monitor motors powered from the 6.9 kilovolt shutdown boards for harmonic 
distortion until further monitoring and evaluation of harmonic distortion on the 6.9 kilovolt shutdown board degraded 
voltage relays can be completed.  
 
The performance deficiency was more than minor because it affected the design control attribute of the Mitigating 
Systems cornerstone and adversely impacted the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, at the time of 
identification, there was reasonable doubt as to whether the degraded voltage scheme would perform as required by 
the Watts Bar 1 Technical Specifications during design basis conditions. The inspector determined the finding to be of 
very low safety significance (Green) because the finding was a deficiency affecting the design or qualification of a 
mitigating structure, system, or component, and the structure, system, or component maintained its operability and 
functionality. Because the opportunity to identify the impact of harmonics on degraded voltage relay performance 
occurred in 1993, the inspector determined that no cross-cutting aspect was applicable because the finding was not 
indicative of current licensee performance. 
Inspection Report# : 2013010 (pdf)  

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to correctly implement procedure for pressurizer pressure channel calibration 
A self-revealing (Green) NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified for failure to properly follow plant procedures to perform a surveillance test for calibration of 
pressurizer pressure channel II. Specifically, the instrument maintenance surveillance test procedure 1-SI-68-6, 18 
Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 (P-456), Revision 10, was not 
adequately followed by maintenance personnel during the calibration test. The licensee’s failure to correctly 
implement procedure 1-SI-68-6, 18 Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 
(P-456), to configure the test equipment in the correct configuration was a performance deficiency. The finding was 
more than minor because it was associated with the Initiating Events Cornerstone attribute of Human Performance and 
adversely affected the cornerstone objective of limiting the likelihood of events that upset plant stability and challenge 
critical safety functions during shutdown or power operations. Specifically, the failure to adequately implement SI 1-
SI-68-6, 18 Month Channel Calibration Pressurizer Pressure Channel II, Loop 1-LPP-68-334 (P-456), resulted in a 
reactor trip. The inspectors screened this finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, Phase 1 – Initial Screening and Characterization of Findings, and determined the finding was of very 
low safety significance (Green) since it did not result in the loss of mitigation equipment relied upon to transition the 
plant from the onset of the trip to a stable shutdown condition. The finding directly involved the cross-cutting area of 
Human Performance, work practices component under the aspect related to proceeding in the face of uncertainty. (H.4
(a)) 
Inspection Report# : 2013002 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
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Item Type: VIO Violation 
Inadequate abnormal condition procedure for flood mitigation strategy prior to installation of HESCO 
barriers 
The inspectors identified a Violation (VIO) of Technical Specification (TS) 5.7.1, Procedures, for the licensee’s 
failure to establish an adequate procedure for mitigation of external events, specifically flooding prior to the 
installation of HESCO barriers in 2009. The inspectors determined that the licensee’s failure to comply with TS 5.7.1, 
“Procedures,” was a performance deficiency. Specifically, AOI-7.1, Maximum Probable Flood, was not adequate to 
prevent the loss of critical safety functions (e.g., emergency power) during a PMF event prior to the installation of the 
HESCO barriers and other compensatory measures. This procedure, in part, is used to maintain the established license 
basis for compliance with 10 CFR 50, Appendix A, General Design Criteria 2, “Design Bases for Protection Against 
Natural Phenomena.” Failure to establish adequate procedures for flood mitigation results in a failure to maintain 
adequate protection against natural phenomena in accordance with the licensing basis of the plant.  
 
This performance deficiency was considered more than minor because it was associated with the protection against 
external factors attribute of the Reactor Safety/ Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences (i.e., core damage). Specifically, prior to the installation of the HESCO barriers and 
other compensatory measures, Abnormal Conditions procedure, AOI 7.1, “Maximum Probable Flood,” was not 
adequate to prevent the loss of Emergency Power during a PMF event. Loss of emergency power would lead to core 
and/or spent fuel pool inventory damage. The combination of the event frequencies and types of rainfall events which 
would over-top earthen dams leading to the loss of emergency power resulting in core damage has an impact of low to 
moderate safety significance. The NRC concluded that the significance of the finding is preliminarily of low to 
moderate safety significance (White). The inspectors determined that no cross-cutting aspect was applicable.  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013011 (pdf)  

Significance: N/A Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to report unanalyzed condition related to external flooding 
The inspectors identified a VIO of 10 CFR 50.72(b)(3)(ii)(B), “Immediate Notification Requirements for Operating 
Nuclear Reactors,” for failure to report within eight hours an unanalyzed condition that significantly degraded plant 
safety. Specifically, the licensee failed to notify the NRC upon discovery that a postulated PMF would result in the 
overtopping of earthen dams not previously assumed in the plant design. The failure to report this unanalyzed 
condition resulted in the NRC not being made aware of a condition which would have resulted in additional NRC 
review. Specifically, the failure to notify the NRC within eight hours of discovery of an unanalyzed condition that 
significantly degraded plant safety and resulted in an unacceptable change to the facility or procedures. The inspectors 
determined an evaluation for cross-cutting aspect was not applicable because this is a traditional enforcement 
violation. 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013011 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain an adequate abnormal condition procedure to implement the flood mitigation strategy 
The inspectors identified an violation (VIO) of Technical Specification 5.7.1, Procedures, for the licensee’s inability 
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to demonstrate that the required Stage I and Stage II activities could be performed within 27 hours as required by 
AOI-7.1, Maximum Probable Flood. The licensee’s failure to adequately demonstrate the ability to realign plant 
systems into their flood mode configuration using AOI-7.1, Maximum Probable Flood, within the time frame required 
by TRM 3.7.2 and Watts Bar UFSAR Section 2.4, which could directly lead to the inability to remove decay heat 
from the reactor core resulting in core damage, was a performance deficiency. This performance deficiency was 
considered more than minor because it was associated with the Protection Against External Factors attribute of the 
Reactor Safety/ Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the inability to realign plant systems into their flood mode configuration within the 
required time frame could directly lead to the inability to remove decay heat. The combination of the seismic and 
rainfall event frequencies and types of rainfall events which would lead to flooding above site grade and the inability 
to realign plant systems into their flood mode configuration within the 27-hour required time frame could directly lead 
to the inability to remove decay heat from the reactor core resulting in core damage which has an impact of substantial 
safety significance. The NRC concluded that the significance of the finding is of substantial safety significance 
(Yellow).  
 
The cause of the finding had a cross-cutting component of Resources in the area of Human Performance with an 
aspect of ensuring that personnel, equipment, procedures, and other resources were available and adequate to assure 
nuclear safety. Specifically, inadequacies in those procedures, equipment, and personnel training necessary to realign 
plant systems within the required time frame to cope with all anticipated external flooding events. (H.2 (d)) (Section 
1R01.3)  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013011 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately protect savety-related equipment during flood mode preparation 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to adequately protect safety-related equipment during flood mode preparation. The licensee’s 
failure to adequately protect safety-related equipment during flood mode preparation as implemented by AOI-7.1, 
Maximum Probable Flood, was a performance deficiency. This performance deficiency was considered more than 
minor because it was associated with the Protection Against External Factors attribute of the Reactor 
Safety/Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, the TACF was incapable of preventing water damage, during a PMF event, to both trains of 
important equipment, specifically the thermal barrier booster pumps (TBBPs), necessary for coping with the PMF 
impact on Unit 1. Without the TBBPs and with reactor coolant pump (RCP) seal injection lost, there is no engineering 
assurance that RCP seal damage would not occur, leading to an RCP seal loss of coolant accident (LOCA). oncluded 
that a potential loss of RCP seal cooling during Mode 4 conditions with the RCP pumps stopped would be bounded by 
the probability of a small break loss of coolant accident (1.5E-3 per NUREG/CR-6928, “Industry-Average 
Performance for Components and Initiating Events at U.S. Commercial Nuclear Power Plants”). The rationale for the 
lower RCP seal failure probability was based on: 1) lower RCS pressure affecting seal ring extrusion, 2) lower RCS 
temperature affecting popping seal failure, and 3) lower RCS temperature affecting seal ring binding. This technical 
issue did not reduce the risk of the AOI-7.01 issue (AV 05000390/2012009-03) because under a hypothetical 
sustained loss of core cooling, core damage ultimately would occur regardless of whether the RCP seals failed or not. 
Following the Regulatory Conference, the analysts reviewed the vendor information and agreed with TVA’s RCP seal 
failure analysis insights that the original probabilities of RCP seal integrity loss in the NRC risk analysis could be 
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assumed as conservative. As a result, the staff determined that it was appropriate to apply an order of magnitude 
reduction to the RCP seal failure probability used in the original Phase 3 analysis, and the finding is appropriately 
characterized as Green.  
 
This finding has a cross-cutting aspect in the Work Practices component of the Human Performance area because it 
was directly related to the licensee not ensuring adequate supervisory and management oversight of engineering 
design work activities associated with a plant design change to protect the TBBPs during certain flood events. (H.4 
(c)). (Section 1R01.4)  
 
Inspection Report# : 2012009 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Jan 18, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct conditions adverse to quality related to IPS CKV-040-0604 and IPS 3A and 3B sump pumps
The inspectors identified two examples of an NCV of the 10 CFR 50 Criteria XVI, “Corrective Action,” for failure to 
correct conditions adverse to quality for the intake pumping station (IPS) CKV-040-0604, pump 3B, discharge check 
valve which resulted in it being non-functional for an extended period of time, and both the IPS 3A and 3B sump 
pumps, which resulted in the pumps remaining in a degraded condition for an extended period of time. The licensee’s 
failure to maintain these components in accordance with the requirements of the augmented in-service testing program 
and WB-DC-40-29, Flood Protection Provisions, were performance deficiencies. The performance deficiencies were 
determined to be more than minor because, if left uncorrected, would lead to a more significant safety concern. 
Specifically, internal flooding of the IPS mechanical equipment room housing the train A essential raw cooling water 
(ERCW) strainers could occur. The inspectors performed a Phase 1 evaluation per IMC 0609, Attachment 4, and 
determined that the finding was potentially risk significant because it involved the degradation of equipment 
specifically designed to mitigate a seismic, flooding, or severe weather initiating event (e.g., seismic snubbers, 
flooding barriers, tornado doors). Consequently a Phase 3 analysis was performed by a Senior Reactor Analyst. The 
analyst determined the finding was of very low safety significance, Green. These findings directly involved the cross-
cutting area of Human Performance under the Work Practices component, in that, the licensee failed to provide 
adequate supervisory and management oversight to ensure corrective actions were taken to maintain the functionality 
of IPS equipment for extended periods of time. (H.4 (c)) (Section 1R01.5) 
Inspection Report# : 2012009 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : February 24, 2014 
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Watts Bar 1 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct a condition adverse to quality 
An NRC-identified non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion 
XVI, Corrective Action, was documented for the licensee’s failure to correct a condition adverse to quality associated 
with the inadequate performance of a safety related maintenance instruction. Specifically, the licensee closed Problem 
Evaluation Report (PER) 858636 which documented the failure to perform step 6.3 of procedure 0-MI-0.007, without 
taking corrective actions to correct the condition. The licensee has entered this issue into their corrective action 
program as PER 867402.  
 
The performance deficiency was determined to be more than minor because it adversely affected the objective of the 
Mitigating Systems cornerstone to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to correct a condition adverse to quality 
associated with the licensee’s ability to trend valve degradation reduced the licensee’s ability to ensure the reliability 
and capability of plant safety systems. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 2 – 
Mitigating Systems Screening Questions, the inspectors determined that the finding was of very low safety 
significance (Green) because the essential air system remained functional following the maintenance activity. The 
cause of the finding was directly related to the cross-cutting aspect of Problem Identification and Resolution, 
Corrective Action Program, because the licensee did not thoroughly evaluate this problem, identify the causes, 
develop appropriate corrective actions, and evaluate the extent of condition. [P.2] (Section 4OA2.2)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to comply with technical specification 3.7.5, auxiliary feedwater system 
A self-revealing NCV of TS 3.7.5, Auxiliary Feedwater (AFW) System, was documented for the licensee’s failure to 
ensure that three fully qualified, independent trains of AFW were operable in Modes 1, 2 and 3. Specifically, the 
licensee failed to ensure the safety-related air supply to 1- LCV-3-156 and 1-LCV-3-164, for the1A AFW train was 
available, from October 22, 2012, until January 24, 2014. The licensee restored operability of the valves and entered 
this issue into their corrective action program as PER 838494.  
 
The performance deficiency was determined to be more than minor because it would have the potential to lead to a 
more significant safety concern if left uncorrected, in that, isolation of control air from the level control valves left the 
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nitrogen supply system as the motive force for the valves which did not meet all of the necessary design qualifications 
required to maintain operability of the 1A AFW train. This finding was evaluated using the SDP Phase 1 screening 
criteria and IMC 609 Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, and was determined to be of 
very low safety significance because the finding did not involve the total loss of system or function and the affected 
1A train valves fail to the open position. The cause of the finding was directly related to the cross-cutting aspect in the 
Work Practices component of the area of Human Performance, in that the licensee failed to provide adequate 
supervisory and management oversight to ensure that the control air valves were placed in the correct position. [H.2] 
(Section 4OA3.3)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately Control Non-Conforming or Degraded Equipment 
The NRC identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XV, for the licensee's failure to 
segregate three pressure switches to prevent their inadvertant use or installation. The inspectors determined that the 
finding was of very low safety significance (GREEN) because the switches were not installed and therefore did not 
cause a loss of function. The finding was assigned a cross-cutting aspect of H.4(b). 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 27, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to validate Appendix R abnormal operating instructions in accordance with station procedures 
An NRC identified Green NCV of Technical Specification 5.7.1, Procedures, was identified for the licensee’s failure 
to validate Appendix R abnormal operating instructions (AOI) in accordance with station procedures. The issue was 
entered into the licensee’s corrective action program as problem evaluation report (PER) 787990.  
The licensee’s failure to validate time critical operator actions for Appendix R AOIs as required by site procedures 
was a performance deficiency. The performance deficiency was considered more than minor because if left 
uncorrected, the issue had the potential to result in the failure to meet design bases operator action times during fire 
events. The significance of this finding was determined to be of very low safety significance (Green) because the 
identified deficiencies did not adversely affect the ability to reach and maintain safe shutdown. The cause of the 
finding involved the cross-cutting aspect of whether the licensee takes appropriate corrective actions to address safety 
issues within the Corrective Action Program component of the Problem Identification and Resolution area. 
Specifically, the licensee implemented inadequate corrective actions for PER 637443 which identified that Appendix 
R time critical actions were not performed as required by procedure TI-12.19. [P.1(d)] (Section 1R05.01) 
Inspection Report# : 2013008 (pdf)  

Significance:  Sep 27, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate compensatory actions to minimize the effects of impaired fire protection equipment on fire safe 
shutdown 
An NRC identified Green NCV of Operating License Condition (OLC) 2.F was identified for the licensee’s failure to 
ensure that established operating requirements (ORs) for the high pressure fire protection (HPFP) system accounted  
2 for affected and credited equipment as determined in the fire hazard analysis (FHA) and safe shutdown (SSD) 
analysis. The issue was entered into the licensee’s corrective action program as PER 786848, and implemented Shift 
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Orders FPU-13-018 and 13-071 which required the establishment of fire watches for the affected areas. 
The licensee’s failure to ensure that established ORs for the HPFP water supply system were supported by the FHA 
and SSD analysis was a performance deficiency. The performance deficiency was more than minor because it was 
associated with the protection against external events (fire) attribute of the Mitigating Systems Cornerstone and it 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The significance of this finding was determined to 
be of very low safety significance (Green) because the affected fixed fire suppression systems would be able to 
suppress a fire such that no additional equipment important to safety would be affected by a fire. The inspectors 
determined that no cross cutting aspect was applicable to this performance deficiency because this finding was not 
indicative of current licensee performance. (Section 1R05.10 
Inspection Report# : 2013008 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet a critical drill objective in accordance with the approved fire protection plan 
Green. The inspectors identified a Green NCV of the Unit 1 Operating License Condition 2.F for the licensee’s failure 
to implement procedures required for fire protection program implementation in accordance with the approved Fire 
Protection Plan (FPP). Specifically, the licensee failed to meet a critical objective on April 30, 2013, during a fire drill 
as required by TVA-SPP-17.16, Conduct and Evaluation of Fire Drills, Revision 0. The licensee initiated problem 
evaluation report (PER) 742499 to address the inspector-identified deficiency.  
 
The licensee’s failure to implement procedures required for fire protection program implementation in accordance 
with the approved FPP was a performance deficiency. The inspectors reviewed IMC 0612 and determined that the 
finding was more than minor because the lack of adequate fire drill performance could negatively affect the fire 
brigade’s capability to combat a fire. Using the Initial Characterization of Findings guidance of IMC 0609, the 
inspectors determined that the finding was of very low safety significance (Green) because the defense-in-depth 
attribute of the fire brigade was minimally affected. The fire brigade demonstrated the ability to meet the required 
time for fire extinguishment for the fire drill scenario, and the finding did not significantly affect the ability of the fire 
brigade to respond to a fire. The finding was directly related to the cross-cutting aspect in the area of Problem 
Identification and Resolution because of inadequate oversight and self-assessment of fire operations activities, 
specifically fire brigade training. (P.3 (a)) (See NCV 05000390/2012003, Section 1R05)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 29, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Corrective Actions to Identify and Evaluate Effects of Harmonics on Degraded Voltage 
Relay Function 
The NRC identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to implement corrective actions to identify and evaluate the effects of electrical system harmonics on 
safety-related undervoltage relays. This was a performance deficiency. The licensee entered this issue into their 
corrective action program as Problem Evaluation Reports 515413 and 703444. The licensee also established a 
preventative maintenance program to monitor motors powered from the 6.9 kilovolt shutdown boards for harmonic 
distortion until further monitoring and evaluation of harmonic distortion on the 6.9 kilovolt shutdown board degraded 
voltage relays can be completed.  
 
The performance deficiency was more than minor because it affected the design control attribute of the Mitigating 
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Systems cornerstone and adversely impacted the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, at the time of 
identification, there was reasonable doubt as to whether the degraded voltage scheme would perform as required by 
the Watts Bar 1 Technical Specifications during design basis conditions. The inspector determined the finding to be of 
very low safety significance (Green) because the finding was a deficiency affecting the design or qualification of a 
mitigating structure, system, or component, and the structure, system, or component maintained its operability and 
functionality. Because the opportunity to identify the impact of harmonics on degraded voltage relay performance 
occurred in 1993, the inspector determined that no cross-cutting aspect was applicable because the finding was not 
indicative of current licensee performance. 
Inspection Report# : 2013010 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow plant procedures for replacement of NAMCO limit switches 
A self-revealing non-cited violation of Units 1 and 2 Technical Specification 6.8.1.a, Administrative Controls 
(Procedures), was documented for the licensee’s failure to establish an adequate clearance in preparation for 
maintenance activities on the B station air compressor. Implementation of this inadequate clearance on February 21, 
2014, resulted in a reduction of control air pressure and a plant transient which challenged control room operators. 
Immediate corrective action was to revise the clearance to establish an adequate boundary. The licensee entered the 
issue into the corrective action program (CAP) for resolution as PER 850331.  
 
The performance deficiency was more than minor because it was associated with the configuration control and human 
performance attributes of the initiating events cornerstone and adversely affected the cornerstone’s objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the inadequate clearance caused a plant transient during power operations that without 
operator action would have resulted in a loss of air operated plant components and ultimately require the operators to 
trip both units. The finding was determined to be of very low (green) safety significance based on Exhibit 1, 
“Initiating Events Screening Questions,” found in Inspection Manual Chapter 0609, “Significance Determination 
Process,” Appendix A, “Significance Determination Process for Findings At-Power,” because the finding did not 
result in a complete or partial loss of a support system that contributed to the likelihood of, or cause, an initiating 
event and affected mitigation equipment. The inspectors determined the cause of this finding was associated with a 
cross cutting aspect of Work Management in the Human Performance area. Specifically, the licensee failed to 
implement their clearance process such that nuclear safety was the overriding priority. (H.5) (Section 4OA3)  
 
Inspection Report# : 2014002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety
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Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : May 30, 2014 
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Watts Bar 1 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Failure to comply with desgin drawing results in a reactor trip 
An NRC-identified finding was documented by the inspectors for the licensee’s failure to comply with a design 
drawing during a modification resulting in a trip of Unit 1 reactor.  
 
The inspectors determined that the licensee’s failure to properly implement Design Change Notice (DCN) 52295, 
complete bus differential wiring for main bus 2, as required by NPG-SPP-09.3, Revision 17, Plant Modifications and 
Engineering Change Control, was a performance deficiency. The performance deficiency was determined to be more 
than minor because it adversely affected the objective of the Initiating Events cornerstone to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the failure to correctly translate design drawings to implementing work order 08-816022-006 resulted in 
Unit 1 experiencing a 100% load rejection and reactor trip. Using the screening worksheet of IMC 0609, Appendix A, 
Exhibit 1 - Initiating Events Screening Questions, the inspectors determined that the finding was of very low safety 
significance (Green) because the resulting transient was within the design basis for Unit 1 and all plant systems 
functioned as required to place the unit in a stable, hot standby condition. The cause of the finding was directly related 
to the aspect of work management in the Human Performance cross-cutting area because the licensee failed to 
implement a process of planning, controlling, and executing work activities such that nuclear safety was the 
overriding priority. [H.5] (Section 4OA3)  
 
Inspection Report# : 2014003 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct a condition adverse to quality 
An NRC-identified NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, Corrective Action, 
was documented for the licensee’s failure to adequately identify a condition adverse to quality associated with the 
installation of 480 volt breaker 0-BKR-548-0021-S with non-conforming parts which was in service in safety-related 
480 volt shutdown board 1B1.  
 
The inspectors determined that the licensee’s failure to adequately identify a condition adverse to quality associated 
with the installation of non-conforming parts as required by 10 CFR 50 Appendix B, Criterion XVI, was a 
performance deficiency. The performance deficiency was determined to be more than minor because it adversely 
affected the objective of the Mitigating Systems cornerstone to ensure the availability, reliability, and capability of 
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systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to identify the 
condition adverse to quality led to an additional six months that this non-conforming condition existed thus reducing 
the licensee’s ability to ensure the reliability and capability of plant safety systems. Using the screening worksheet of 
IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, the inspectors determined that the 
finding was of very low safety significance (Green) because the deficiency only affected the qualification of the 
breaker. The cause of the finding was directly related to the aspect of identification in the Problem Identification and 
Resolution cross-cutting area because the licensee did not identify this issue completely, accurately, and in a timely 
manner in accordance with the program. [P.1] (Section 4OA2.3) 
Inspection Report# : 2014003 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate a condition adverse to quality 
A NRC-identified non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, was documented 
for the licensee’s failure to adequately identify a condition adverse to quality associated with the installation of relief 
valve 1-RFV-67-1026D, Upper Containment Cooler 1D, an ASME Class III component.  
 
The inspectors determined that the licensee’s failure to adequately identify a condition adverse to quality associated 
with the non-conformance of relief valve 1-RFV-67-1026D, as required by 10 CFR 50 Appendix B, Criterion XVI, 
was a performance deficiency. The performance deficiency was determined to be more than minor because it 
adversely affected the objective of the Mitigating Systems cornerstone to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to 
correct the condition adverse to quality in a timely manner led to an additional 4 years that this non-conforming 
condition existed prior to evaluation thus reducing the licensee’s ability to ensure the reliability and capability of plant 
safety systems. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening 
Questions, the inspectors determined that the finding was of very low safety significance (Green) because there 
existed an additional relief valve in the IST program that could protect the piping and cooler from over pressurization 
with appropriate compensatory measures. The cause of the finding was directly related to the aspect of evaluation in 
the Problem Identification and Resolution cross-cutting area because the licensee did not adequately evaluate this 
issue to ensure that an adequate resolution addressed the condition commensurate with its safety significance. [P.2] 
(Section 4OA2.4)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct a condition adverse to quality 
An NRC-identified non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion 
XVI, Corrective Action, was documented for the licensee’s failure to correct a condition adverse to quality associated 
with the inadequate performance of a safety related maintenance instruction. Specifically, the licensee closed Problem 
Evaluation Report (PER) 858636 which documented the failure to perform step 6.3 of procedure 0-MI-0.007, without 
taking corrective actions to correct the condition. The licensee has entered this issue into their corrective action 
program as PER 867402.  
 
The performance deficiency was determined to be more than minor because it adversely affected the objective of the 
Mitigating Systems cornerstone to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to correct a condition adverse to quality 
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associated with the licensee’s ability to trend valve degradation reduced the licensee’s ability to ensure the reliability 
and capability of plant safety systems. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 2 – 
Mitigating Systems Screening Questions, the inspectors determined that the finding was of very low safety 
significance (Green) because the essential air system remained functional following the maintenance activity. The 
cause of the finding was directly related to the cross-cutting aspect of Problem Identification and Resolution, 
Corrective Action Program, because the licensee did not thoroughly evaluate this problem, identify the causes, 
develop appropriate corrective actions, and evaluate the extent of condition. [P.2] (Section 4OA2.2)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to comply with technical specification 3.7.5, auxiliary feedwater system 
A self-revealing NCV of TS 3.7.5, Auxiliary Feedwater (AFW) System, was documented for the licensee’s failure to 
ensure that three fully qualified, independent trains of AFW were operable in Modes 1, 2 and 3. Specifically, the 
licensee failed to ensure the safety-related air supply to 1- LCV-3-156 and 1-LCV-3-164, for the1A AFW train was 
available, from October 22, 2012, until January 24, 2014. The licensee restored operability of the valves and entered 
this issue into their corrective action program as PER 838494.  
 
The performance deficiency was determined to be more than minor because it would have the potential to lead to a 
more significant safety concern if left uncorrected, in that, isolation of control air from the level control valves left the 
nitrogen supply system as the motive force for the valves which did not meet all of the necessary design qualifications 
required to maintain operability of the 1A AFW train. This finding was evaluated using the SDP Phase 1 screening 
criteria and IMC 609 Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, and was determined to be of 
very low safety significance because the finding did not involve the total loss of system or function and the affected 
1A train valves fail to the open position. The cause of the finding was directly related to the cross-cutting aspect in the 
Work Practices component of the area of Human Performance, in that the licensee failed to provide adequate 
supervisory and management oversight to ensure that the control air valves were placed in the correct position. [H.2] 
(Section 4OA3.3)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately Control Non-Conforming or Degraded Equipment 
The NRC identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XV, for the licensee's failure to 
segregate three pressure switches to prevent their inadvertant use or installation. The inspectors determined that the 
finding was of very low safety significance (GREEN) because the switches were not installed and therefore did not 
cause a loss of function. The finding was assigned a cross-cutting aspect of H.4(b). 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 27, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to validate Appendix R abnormal operating instructions in accordance with station procedures 
An NRC identified Green NCV of Technical Specification 5.7.1, Procedures, was identified for the licensee’s failure 
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to validate Appendix R abnormal operating instructions (AOI) in accordance with station procedures. The issue was 
entered into the licensee’s corrective action program as problem evaluation report (PER) 787990.  
The licensee’s failure to validate time critical operator actions for Appendix R AOIs as required by site procedures 
was a performance deficiency. The performance deficiency was considered more than minor because if left 
uncorrected, the issue had the potential to result in the failure to meet design bases operator action times during fire 
events. The significance of this finding was determined to be of very low safety significance (Green) because the 
identified deficiencies did not adversely affect the ability to reach and maintain safe shutdown. The cause of the 
finding involved the cross-cutting aspect of whether the licensee takes appropriate corrective actions to address safety 
issues within the Corrective Action Program component of the Problem Identification and Resolution area. 
Specifically, the licensee implemented inadequate corrective actions for PER 637443 which identified that Appendix 
R time critical actions were not performed as required by procedure TI-12.19. [P.1(d)] (Section 1R05.01) 
Inspection Report# : 2013008 (pdf)  

Significance:  Sep 27, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate compensatory actions to minimize the effects of impaired fire protection equipment on fire safe 
shutdown 
An NRC identified Green NCV of Operating License Condition (OLC) 2.F was identified for the licensee’s failure to 
ensure that established operating requirements (ORs) for the high pressure fire protection (HPFP) system accounted  
2 for affected and credited equipment as determined in the fire hazard analysis (FHA) and safe shutdown (SSD) 
analysis. The issue was entered into the licensee’s corrective action program as PER 786848, and implemented Shift 
Orders FPU-13-018 and 13-071 which required the establishment of fire watches for the affected areas.  
The licensee’s failure to ensure that established ORs for the HPFP water supply system were supported by the FHA 
and SSD analysis was a performance deficiency. The performance deficiency was more than minor because it was 
associated with the protection against external events (fire) attribute of the Mitigating Systems Cornerstone and it 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The significance of this finding was determined to 
be of very low safety significance (Green) because the affected fixed fire suppression systems would be able to 
suppress a fire such that no additional equipment important to safety would be affected by a fire. The inspectors 
determined that no cross cutting aspect was applicable to this performance deficiency because this finding was not 
indicative of current licensee performance. (Section 1R05.10 
Inspection Report# : 2013008 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow plant procedures for replacement of NAMCO limit switches 
A self-revealing non-cited violation of Units 1 and 2 Technical Specification 6.8.1.a, Administrative Controls 
(Procedures), was documented for the licensee’s failure to establish an adequate clearance in preparation for 
maintenance activities on the B station air compressor. Implementation of this inadequate clearance on February 21, 
2014, resulted in a reduction of control air pressure and a plant transient which challenged control room operators. 
Immediate corrective action was to revise the clearance to establish an adequate boundary. The licensee entered the 
issue into the corrective action program (CAP) for resolution as PER 850331. 
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The performance deficiency was more than minor because it was associated with the configuration control and human 
performance attributes of the initiating events cornerstone and adversely affected the cornerstone’s objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the inadequate clearance caused a plant transient during power operations that without 
operator action would have resulted in a loss of air operated plant components and ultimately require the operators to 
trip both units. The finding was determined to be of very low (green) safety significance based on Exhibit 1, 
“Initiating Events Screening Questions,” found in Inspection Manual Chapter 0609, “Significance Determination 
Process,” Appendix A, “Significance Determination Process for Findings At-Power,” because the finding did not 
result in a complete or partial loss of a support system that contributed to the likelihood of, or cause, an initiating 
event and affected mitigation equipment. The inspectors determined the cause of this finding was associated with a 
cross cutting aspect of Work Management in the Human Performance area. Specifically, the licensee failed to 
implement their clearance process such that nuclear safety was the overriding priority. (H.5) (Section 4OA3)  
 
Inspection Report# : 2014002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : August 29, 2014 
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3Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Perform an Adequate Post Maintenance Test Results in Draining of the Unit 1 RWST to a Level 
Below Technical Specification Limit (Section 1R19) 
A Green self-revealing finding was documented by the inspectors for the licensee’s failure to adequately perform a 
post maintenance test for Design Change Notice (DCN) 60683, Stage 8, resulting in draining approximately 3300 
gallons of radioactive contaminated water from the Unit 1 refueling water storage tank into the auxiliary building. The 
inspectors determined that the licensee’s failure to implement an adequate post maintenance test for DCN 60683, 
install new connections for Fukushima modifications, as required by NPG-SPP-06.9.3, Revision 5, Plant Modification 
Testing, was a performance deficiency.  
The performance deficiency was determined to be more than minor because it adversely affected the Design Control 
attribute of the Mitigating Systems cornerstone to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the failure to 
implement an adequate post maintenance test resulted in the inoperability of the Unit 1 RWST. Using the screening 
worksheet of IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, the inspectors determined 
that the finding was of very low safety significance (Green) because the resulting loss of Unit 1 RWST inventory was 
restored within the Technical Specification allowable time. The cause of the finding was directly related to the aspect 
of work management in the Human Performance cross-cutting area because the licensee failed to implement a process 
of planning, controlling, and executing work activities such that nuclear safety was the overriding priority. [H.5] 
(Section R19) 
Inspection Report# : 2014004 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Failure to comply with desgin drawing results in a reactor trip 
An NRC-identified finding was documented by the inspectors for the licensee’s failure to comply with a design 
drawing during a modification resulting in a trip of Unit 1 reactor.  
 
The inspectors determined that the licensee’s failure to properly implement Design Change Notice (DCN) 52295, 
complete bus differential wiring for main bus 2, as required by NPG-SPP-09.3, Revision 17, Plant Modifications and 
Engineering Change Control, was a performance deficiency. The performance deficiency was determined to be more 
than minor because it adversely affected the objective of the Initiating Events cornerstone to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the failure to correctly translate design drawings to implementing work order 08-816022-006 resulted in 
Unit 1 experiencing a 100% load rejection and reactor trip. Using the screening worksheet of IMC 0609, Appendix A, 
Exhibit 1 - Initiating Events Screening Questions, the inspectors determined that the finding was of very low safety 
significance (Green) because the resulting transient was within the design basis for Unit 1 and all plant systems 
functioned as required to place the unit in a stable, hot standby condition. The cause of the finding was directly related 
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to the aspect of work management in the Human Performance cross-cutting area because the licensee failed to 
implement a process of planning, controlling, and executing work activities such that nuclear safety was the 
overriding priority. [H.5] (Section 4OA3)  
 
Inspection Report# : 2014003 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow scaffold procedure impacts Appendix R operator manual actions (Section 1R05) 
The inspectors identified a Green non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix 
B, Criterion V, for the licensee’s failure to follow procedure MMTP-108, Erection of Scaffolds/Temporary Work 
Platforms and Ladders, Revision 8. Specifically, on August 18, 2014, a scaffold was erected in the 1B-B charging 
pump room and Operations personnel failed to adequately evaluate the scaffold for plant equipment access 
impairments as required by the procedure. The inspectors determined that the licensee’s failure to adequately evaluate 
the completed scaffold for plant equipment access/operability/impairments as required by MMTP-108, Erection of 
Scaffolds/Temporary Work Platforms and Ladders, Revision 8, was a performance deficiency.  
The performance deficiency was determined to be more than minor because it was associated with the protection 
against external events (fire) attribute of the Mitigating Systems Cornerstone and it adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the finding had the potential to affect the feasibility of performing operator 
manual actions (OMAs) required for fire safe shutdown in the event of a fire. The finding was evaluated using IMC 
0609 Appendix F, Fire Protection Significance Determination Process, dated September 20, 2013, and was determined 
to require a detailed risk analysis because evaluation was beyond the scope of IMC 0609 Attachment 1, Fire 
Protection Significance Determination Process Worksheet, Phase 2 Quantitative Screening Approach. A bounding 
analysis was performed by a regional senior reactor analyst using the guidance of IMC 0609, Appendix F because the 
finding affected the ability to reach and maintain safe-shutdown conditions in case of fire. The analysis determined 
that the risk associated with the performance deficiency represented an increase in core damage frequency of less than 
1E-6/year, a finding of very low safety significance (Green). The cause of the finding was directly related to the aspect
of Conservative Bias in the Human Performance cross-cutting area because the licensee failed to use decision making 
practices that emphasize prudent choices over those that are simply allowable when performing the scaffold 
evaluation. [H.14] (Section 1R05) 
Inspection Report# : 2014004 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct a condition adverse to quality 
An NRC-identified NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, Corrective Action, 
was documented for the licensee’s failure to adequately identify a condition adverse to quality associated with the 
installation of 480 volt breaker 0-BKR-548-0021-S with non-conforming parts which was in service in safety-related 
480 volt shutdown board 1B1.  
 
The inspectors determined that the licensee’s failure to adequately identify a condition adverse to quality associated 
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with the installation of non-conforming parts as required by 10 CFR 50 Appendix B, Criterion XVI, was a 
performance deficiency. The performance deficiency was determined to be more than minor because it adversely 
affected the objective of the Mitigating Systems cornerstone to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to identify the 
condition adverse to quality led to an additional six months that this non-conforming condition existed thus reducing 
the licensee’s ability to ensure the reliability and capability of plant safety systems. Using the screening worksheet of 
IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, the inspectors determined that the 
finding was of very low safety significance (Green) because the deficiency only affected the qualification of the 
breaker. The cause of the finding was directly related to the aspect of identification in the Problem Identification and 
Resolution cross-cutting area because the licensee did not identify this issue completely, accurately, and in a timely 
manner in accordance with the program. [P.1] (Section 4OA2.3) 
Inspection Report# : 2014003 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate a condition adverse to quality 
A NRC-identified non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, was documented 
for the licensee’s failure to adequately identify a condition adverse to quality associated with the installation of relief 
valve 1-RFV-67-1026D, Upper Containment Cooler 1D, an ASME Class III component.  
 
The inspectors determined that the licensee’s failure to adequately identify a condition adverse to quality associated 
with the non-conformance of relief valve 1-RFV-67-1026D, as required by 10 CFR 50 Appendix B, Criterion XVI, 
was a performance deficiency. The performance deficiency was determined to be more than minor because it 
adversely affected the objective of the Mitigating Systems cornerstone to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to 
correct the condition adverse to quality in a timely manner led to an additional 4 years that this non-conforming 
condition existed prior to evaluation thus reducing the licensee’s ability to ensure the reliability and capability of plant 
safety systems. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening 
Questions, the inspectors determined that the finding was of very low safety significance (Green) because there 
existed an additional relief valve in the IST program that could protect the piping and cooler from over pressurization 
with appropriate compensatory measures. The cause of the finding was directly related to the aspect of evaluation in 
the Problem Identification and Resolution cross-cutting area because the licensee did not adequately evaluate this 
issue to ensure that an adequate resolution addressed the condition commensurate with its safety significance. [P.2] 
(Section 4OA2.4)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct a condition adverse to quality 
An NRC-identified non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion 
XVI, Corrective Action, was documented for the licensee’s failure to correct a condition adverse to quality associated 
with the inadequate performance of a safety related maintenance instruction. Specifically, the licensee closed Problem 
Evaluation Report (PER) 858636 which documented the failure to perform step 6.3 of procedure 0-MI-0.007, without 
taking corrective actions to correct the condition. The licensee has entered this issue into their corrective action 
program as PER 867402.  
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The performance deficiency was determined to be more than minor because it adversely affected the objective of the 
Mitigating Systems cornerstone to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to correct a condition adverse to quality 
associated with the licensee’s ability to trend valve degradation reduced the licensee’s ability to ensure the reliability 
and capability of plant safety systems. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 2 – 
Mitigating Systems Screening Questions, the inspectors determined that the finding was of very low safety 
significance (Green) because the essential air system remained functional following the maintenance activity. The 
cause of the finding was directly related to the cross-cutting aspect of Problem Identification and Resolution, 
Corrective Action Program, because the licensee did not thoroughly evaluate this problem, identify the causes, 
develop appropriate corrective actions, and evaluate the extent of condition. [P.2] (Section 4OA2.2)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to comply with technical specification 3.7.5, auxiliary feedwater system 
A self-revealing NCV of TS 3.7.5, Auxiliary Feedwater (AFW) System, was documented for the licensee’s failure to 
ensure that three fully qualified, independent trains of AFW were operable in Modes 1, 2 and 3. Specifically, the 
licensee failed to ensure the safety-related air supply to 1- LCV-3-156 and 1-LCV-3-164, for the1A AFW train was 
available, from October 22, 2012, until January 24, 2014. The licensee restored operability of the valves and entered 
this issue into their corrective action program as PER 838494.  
 
The performance deficiency was determined to be more than minor because it would have the potential to lead to a 
more significant safety concern if left uncorrected, in that, isolation of control air from the level control valves left the 
nitrogen supply system as the motive force for the valves which did not meet all of the necessary design qualifications 
required to maintain operability of the 1A AFW train. This finding was evaluated using the SDP Phase 1 screening 
criteria and IMC 609 Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, and was determined to be of 
very low safety significance because the finding did not involve the total loss of system or function and the affected 
1A train valves fail to the open position. The cause of the finding was directly related to the cross-cutting aspect in the 
Work Practices component of the area of Human Performance, in that the licensee failed to provide adequate 
supervisory and management oversight to ensure that the control air valves were placed in the correct position. [H.2] 
(Section 4OA3.3)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately Control Non-Conforming or Degraded Equipment 
The NRC identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XV, for the licensee's failure to 
segregate three pressure switches to prevent their inadvertant use or installation. The inspectors determined that the 
finding was of very low safety significance (GREEN) because the switches were not installed and therefore did not 
cause a loss of function. The finding was assigned a cross-cutting aspect of H.4(b). 
Inspection Report# : 2013005 (pdf)  

3Q/2014 Inspection Findings - Watts Bar 1

Page 4 of 6



Barrier Integrity 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow plant procedures for replacement of NAMCO limit switches 
An NRC-identified NCV of Technical Specification (TS) 5.7.1, Procedures, was documented for the licensee’s failure 
to follow plant procedures which resulted in the undocumented modification of the upper NAMCO limit switch for 
valve 1-FCV-61-110-A, Glycol Outlet Containment Isolation Valve. The licensee planned replacement of the switch 
and entered this issue into their corrective action program as PER 857020. This performance deficiency was 
determined to be more than minor because it was associated with the Design Control attribute of the Barrier Integrity 
Cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases caused 
by accidents or events. Specifically, the failure to follow the proper plant procedures led to an unauthorized plant 
modification which reduced the ability of the licensee to provide assurance that a containment isolation valve would 
perform as designed. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 3 – Barrier Integrity 
Screening Questions, the inspectors determined that the finding was of very low safety significance (Green) because it 
did not represent an actual open pathway in the physical integrity of reactor containment and did not involve an actual 
reduction in the function of the hydrogen igniters in the reactor containment. The cause of the finding was  
directly related to the cross-cutting aspect that the licensee define and effectively communicate expectations regarding 
procedural compliance and that personnel follow procedures in the Work Practices component of the cross-cutting 
area of Human Performance, in that the licensee failed to ensure that the proper limit switch was installed on 1-FCV-
61-110-A. [H.8] 
Inspection Report# : 2014002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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4Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Perform an Adequate Post Maintenance Test Results in Draining of the Unit 1 RWST to a Level 
Below Technical Specification Limit (Section 1R19) 
A Green self-revealing finding was documented by the inspectors for the licensee’s failure to adequately perform a 
post maintenance test for Design Change Notice (DCN) 60683, Stage 8, resulting in draining approximately 3300 
gallons of radioactive contaminated water from the Unit 1 refueling water storage tank into the auxiliary building. The 
inspectors determined that the licensee’s failure to implement an adequate post maintenance test for DCN 60683, 
install new connections for Fukushima modifications, as required by NPG-SPP-06.9.3, Revision 5, Plant Modification 
Testing, was a performance deficiency.  
The performance deficiency was determined to be more than minor because it adversely affected the Design Control 
attribute of the Mitigating Systems cornerstone to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the failure to 
implement an adequate post maintenance test resulted in the inoperability of the Unit 1 RWST. Using the screening 
worksheet of IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, the inspectors determined 
that the finding was of very low safety significance (Green) because the resulting loss of Unit 1 RWST inventory was 
restored within the Technical Specification allowable time. The cause of the finding was directly related to the aspect 
of work management in the Human Performance cross-cutting area because the licensee failed to implement a process 
of planning, controlling, and executing work activities such that nuclear safety was the overriding priority. [H.5] 
(Section R19) 
Inspection Report# : 2014004 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Failure to comply with desgin drawing results in a reactor trip 
An NRC-identified finding was documented by the inspectors for the licensee’s failure to comply with a design 
drawing during a modification resulting in a trip of Unit 1 reactor.  
 
The inspectors determined that the licensee’s failure to properly implement Design Change Notice (DCN) 52295, 
complete bus differential wiring for main bus 2, as required by NPG-SPP-09.3, Revision 17, Plant Modifications and 
Engineering Change Control, was a performance deficiency. The performance deficiency was determined to be more 
than minor because it adversely affected the objective of the Initiating Events cornerstone to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the failure to correctly translate design drawings to implementing work order 08-816022-006 resulted in 
Unit 1 experiencing a 100% load rejection and reactor trip. Using the screening worksheet of IMC 0609, Appendix A, 
Exhibit 1 - Initiating Events Screening Questions, the inspectors determined that the finding was of very low safety 
significance (Green) because the resulting transient was within the design basis for Unit 1 and all plant systems 
functioned as required to place the unit in a stable, hot standby condition. The cause of the finding was directly related 
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to the aspect of work management in the Human Performance cross-cutting area because the licensee failed to 
implement a process of planning, controlling, and executing work activities such that nuclear safety was the 
overriding priority. [H.5] (Section 4OA3)  
 
Inspection Report# : 2014003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure Qualification Testing Met Specified Requirements  
The inspectors identified a Green NCV of 10 CFR Part 50 Appendix B Criterion VII for the licensee’s failure to 
assure that purchased chillers for the main control room (MCR) and shutdown board room (SDBR) conformed to the 
procurement documents. Specifically, the equipment qualification documentation provided for the MCR and SDBR 
chillers did not provide sufficient evidence to reasonably conclude the equipment would be able to perform its active 
safety function of heat control before, during, and after the analyzed safe shutdown earthquake.  
The inspectors determined that the licensee’s failure to meet procurement specification SL M-0024-0 for qualification 
of MCR and SDBR chillers was a performance deficiency. The cause was reasonably within the licensee’s ability to 
foresee and correct and should have been prevented.  
The performance deficiency was more than minor because, if left uncorrected, the condition had the potential to lead 
to a more significant safety concern. The main control room chillers were required to assure habitability was 
maintained for mitigation and control of analyzed accidents. Because no further equipment qualification activities 
were planned, the capability of the main control room and shutdown board room cooling equipment to withstand an 
analyzed earthquake would continue to be indeterminate after installation and placement into service. The NRC 
concluded that the finding was of very low safety significance (Green) because the chillers had not been installed. The 
inspectors determined that the finding was directly related to the cross-cutting aspect in the area of Problem 
Identification and Resolution because the licensee did not take effective corrective actions to address issues in a timely
manner commensurate with their safety significance (P.3).  
 
Inspection Report# : 2014005 (pdf)  

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow scaffold procedure impacts Appendix R operator manual actions (Section 1R05) 
The inspectors identified a Green non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix 
B, Criterion V, for the licensee’s failure to follow procedure MMTP-108, Erection of Scaffolds/Temporary Work 
Platforms and Ladders, Revision 8. Specifically, on August 18, 2014, a scaffold was erected in the 1B-B charging 
pump room and Operations personnel failed to adequately evaluate the scaffold for plant equipment access 
impairments as required by the procedure. The inspectors determined that the licensee’s failure to adequately evaluate 
the completed scaffold for plant equipment access/operability/impairments as required by MMTP-108, Erection of 
Scaffolds/Temporary Work Platforms and Ladders, Revision 8, was a performance deficiency.  
The performance deficiency was determined to be more than minor because it was associated with the protection 
against external events (fire) attribute of the Mitigating Systems Cornerstone and it adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
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undesirable consequences. Specifically, the finding had the potential to affect the feasibility of performing operator 
manual actions (OMAs) required for fire safe shutdown in the event of a fire. The finding was evaluated using IMC 
0609 Appendix F, Fire Protection Significance Determination Process, dated September 20, 2013, and was determined 
to require a detailed risk analysis because evaluation was beyond the scope of IMC 0609 Attachment 1, Fire 
Protection Significance Determination Process Worksheet, Phase 2 Quantitative Screening Approach. A bounding 
analysis was performed by a regional senior reactor analyst using the guidance of IMC 0609, Appendix F because the 
finding affected the ability to reach and maintain safe-shutdown conditions in case of fire. The analysis determined 
that the risk associated with the performance deficiency represented an increase in core damage frequency of less than 
1E-6/year, a finding of very low safety significance (Green). The cause of the finding was directly related to the aspect
of Conservative Bias in the Human Performance cross-cutting area because the licensee failed to use decision making 
practices that emphasize prudent choices over those that are simply allowable when performing the scaffold 
evaluation. [H.14] (Section 1R05) 
Inspection Report# : 2014004 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct a condition adverse to quality 
An NRC-identified NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, Corrective Action, 
was documented for the licensee’s failure to adequately identify a condition adverse to quality associated with the 
installation of 480 volt breaker 0-BKR-548-0021-S with non-conforming parts which was in service in safety-related 
480 volt shutdown board 1B1.  
 
The inspectors determined that the licensee’s failure to adequately identify a condition adverse to quality associated 
with the installation of non-conforming parts as required by 10 CFR 50 Appendix B, Criterion XVI, was a 
performance deficiency. The performance deficiency was determined to be more than minor because it adversely 
affected the objective of the Mitigating Systems cornerstone to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to identify the 
condition adverse to quality led to an additional six months that this non-conforming condition existed thus reducing 
the licensee’s ability to ensure the reliability and capability of plant safety systems. Using the screening worksheet of 
IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, the inspectors determined that the 
finding was of very low safety significance (Green) because the deficiency only affected the qualification of the 
breaker. The cause of the finding was directly related to the aspect of identification in the Problem Identification and 
Resolution cross-cutting area because the licensee did not identify this issue completely, accurately, and in a timely 
manner in accordance with the program. [P.1] (Section 4OA2.3) 
Inspection Report# : 2014003 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate a condition adverse to quality 
A NRC-identified non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, was documented 
for the licensee’s failure to adequately identify a condition adverse to quality associated with the installation of relief 
valve 1-RFV-67-1026D, Upper Containment Cooler 1D, an ASME Class III component.  
 
The inspectors determined that the licensee’s failure to adequately identify a condition adverse to quality associated 
with the non-conformance of relief valve 1-RFV-67-1026D, as required by 10 CFR 50 Appendix B, Criterion XVI, 
was a performance deficiency. The performance deficiency was determined to be more than minor because it 
adversely affected the objective of the Mitigating Systems cornerstone to ensure the availability, reliability, and 
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capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to 
correct the condition adverse to quality in a timely manner led to an additional 4 years that this non-conforming 
condition existed prior to evaluation thus reducing the licensee’s ability to ensure the reliability and capability of plant 
safety systems. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening 
Questions, the inspectors determined that the finding was of very low safety significance (Green) because there 
existed an additional relief valve in the IST program that could protect the piping and cooler from over pressurization 
with appropriate compensatory measures. The cause of the finding was directly related to the aspect of evaluation in 
the Problem Identification and Resolution cross-cutting area because the licensee did not adequately evaluate this 
issue to ensure that an adequate resolution addressed the condition commensurate with its safety significance. [P.2] 
(Section 4OA2.4)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct a condition adverse to quality 
An NRC-identified non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion 
XVI, Corrective Action, was documented for the licensee’s failure to correct a condition adverse to quality associated 
with the inadequate performance of a safety related maintenance instruction. Specifically, the licensee closed Problem 
Evaluation Report (PER) 858636 which documented the failure to perform step 6.3 of procedure 0-MI-0.007, without 
taking corrective actions to correct the condition. The licensee has entered this issue into their corrective action 
program as PER 867402.  
 
The performance deficiency was determined to be more than minor because it adversely affected the objective of the 
Mitigating Systems cornerstone to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to correct a condition adverse to quality 
associated with the licensee’s ability to trend valve degradation reduced the licensee’s ability to ensure the reliability 
and capability of plant safety systems. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 2 – 
Mitigating Systems Screening Questions, the inspectors determined that the finding was of very low safety 
significance (Green) because the essential air system remained functional following the maintenance activity. The 
cause of the finding was directly related to the cross-cutting aspect of Problem Identification and Resolution, 
Corrective Action Program, because the licensee did not thoroughly evaluate this problem, identify the causes, 
develop appropriate corrective actions, and evaluate the extent of condition. [P.2] (Section 4OA2.2)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to comply with technical specification 3.7.5, auxiliary feedwater system 
A self-revealing NCV of TS 3.7.5, Auxiliary Feedwater (AFW) System, was documented for the licensee’s failure to 
ensure that three fully qualified, independent trains of AFW were operable in Modes 1, 2 and 3. Specifically, the 
licensee failed to ensure the safety-related air supply to 1- LCV-3-156 and 1-LCV-3-164, for the1A AFW train was 
available, from October 22, 2012, until January 24, 2014. The licensee restored operability of the valves and entered 
this issue into their corrective action program as PER 838494.  
 
The performance deficiency was determined to be more than minor because it would have the potential to lead to a 
more significant safety concern if left uncorrected, in that, isolation of control air from the level control valves left the 
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nitrogen supply system as the motive force for the valves which did not meet all of the necessary design qualifications 
required to maintain operability of the 1A AFW train. This finding was evaluated using the SDP Phase 1 screening 
criteria and IMC 609 Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, and was determined to be of 
very low safety significance because the finding did not involve the total loss of system or function and the affected 
1A train valves fail to the open position. The cause of the finding was directly related to the cross-cutting aspect in the 
Work Practices component of the area of Human Performance, in that the licensee failed to provide adequate 
supervisory and management oversight to ensure that the control air valves were placed in the correct position. [H.2] 
(Section 4OA3.3)  
 
Inspection Report# : 2014002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow plant procedures for replacement of NAMCO limit switches 
An NRC-identified NCV of Technical Specification (TS) 5.7.1, Procedures, was documented for the licensee’s failure 
to follow plant procedures which resulted in the undocumented modification of the upper NAMCO limit switch for 
valve 1-FCV-61-110-A, Glycol Outlet Containment Isolation Valve. The licensee planned replacement of the switch 
and entered this issue into their corrective action program as PER 857020. This performance deficiency was 
determined to be more than minor because it was associated with the Design Control attribute of the Barrier Integrity 
Cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases caused 
by accidents or events. Specifically, the failure to follow the proper plant procedures led to an unauthorized plant 
modification which reduced the ability of the licensee to provide assurance that a containment isolation valve would 
perform as designed. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 3 – Barrier Integrity 
Screening Questions, the inspectors determined that the finding was of very low safety significance (Green) because it 
did not represent an actual open pathway in the physical integrity of reactor containment and did not involve an actual 
reduction in the function of the hydrogen igniters in the reactor containment. The cause of the finding was  
directly related to the cross-cutting aspect that the licensee define and effectively communicate expectations regarding 
procedural compliance and that personnel follow procedures in the Work Practices component of the cross-cutting 
area of Human Performance, in that the licensee failed to ensure that the proper limit switch was installed on 1-FCV-
61-110-A. [H.8] 
Inspection Report# : 2014002 (pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Effectiveness of Emergency Plan 
A self-revealing non-cited violation (NCV) of 10 CFR 50.54(q)(2) was identified for the licensee’s failure to maintain 
1-RM-90-404 A/B radiation monitors as required by their Radiological Emergency Plan and NRC-approved 
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Emergency Action Level scheme. The issue was placed in the licensee’s corrective action program and the radiation 
monitors are being replaced under a design change on an expedited schedule.  
The licensee’s failure to identify the extended loss of the Unit 1 Watts Bar Nuclear Power Plant’s 1-RM-90-404 A&B 
CVE Radiation Monitors was not compliant with their approved emergency plan and was a failure to comply with 10 
CFR 50.54(q)(2), was more than minor because it was associated with the Facilities and Equipment attribute of the 
Reactor Safety – Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of ensuring 
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency in that equipment relied upon to prompt decision-makers to declare emergencies 
was not available. The finding was determined to have very low safety significance (Green) because alternative 
Emergency Action Levels within the radiological effluent initiating condition, facility design as documented in their 
Updated Final Safety Analysis Report, and the licensee’s declaration processes, were such that an accurate and timely 
declaration would have been made. This finding had a cross-cutting aspect of Evaluation in the Problem Identification 
and Resolution component. The TVA failed to thoroughly evaluate the impact of the long term unavailability of the 1-
RM-90-404A/B radiation monitors on the emergency plan. Specifically, since these radiation monitors are used to 
make site area and general emergency declarations, their continued long term unavailability presented a potentially 
safety significant concern. The licensee failed to identify this concern as an Emergency Preparedness issue and failed 
to take timely corrective actions to restore the failed radiation monitors (P.2). (Section 1EP5)  
 
Inspection Report# : 2014501 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : February 26, 2015 
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1Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: FIN Finding
Failure to Perform an Adequate Post Maintenance Test Results in Draining of the Unit 1 RWST to a Level 
Below Technical Specification Limit (Section 1R19)
A Green self-revealing finding was documented by the inspectors for the licensee’s failure to adequately perform a 
post maintenance test for Design Change Notice (DCN) 60683, Stage 8, resulting in draining approximately 3300 
gallons of radioactive contaminated water from the Unit 1 refueling water storage tank into the auxiliary building. The 
inspectors determined that the licensee’s failure to implement an adequate post maintenance test for DCN 60683, 
install new connections for Fukushima modifications, as required by NPG-SPP-06.9.3, Revision 5, Plant Modification 
Testing, was a performance deficiency. 
The performance deficiency was determined to be more than minor because it adversely affected the Design Control 
attribute of the Mitigating Systems cornerstone to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the failure to 
implement an adequate post maintenance test resulted in the inoperability of the Unit 1 RWST. Using the screening 
worksheet of IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, the inspectors determined 
that the finding was of very low safety significance (Green) because the resulting loss of Unit 1 RWST inventory was 
restored within the Technical Specification allowable time. The cause of the finding was directly related to the aspect 
of work management in the Human Performance cross-cutting area because the licensee failed to implement a process 
of planning, controlling, and executing work activities such that nuclear safety was the overriding priority. [H.5] 
(Section R19)
Inspection Report# : 2014004 (pdf)

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: FIN Finding
Failure to comply with desgin drawing results in a reactor trip
An NRC-identified finding was documented by the inspectors for the licensee’s failure to comply with a design 
drawing during a modification resulting in a trip of Unit 1 reactor. 

The inspectors determined that the licensee’s failure to properly implement Design Change Notice (DCN) 52295, 
complete bus differential wiring for main bus 2, as required by NPG-SPP-09.3, Revision 17, Plant Modifications and 
Engineering Change Control, was a performance deficiency. The performance deficiency was determined to be more 
than minor because it adversely affected the objective of the Initiating Events cornerstone to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the failure to correctly translate design drawings to implementing work order 08-816022-006 resulted in 
Unit 1 experiencing a 100% load rejection and reactor trip. Using the screening worksheet of IMC 0609, Appendix A, 
Exhibit 1 - Initiating Events Screening Questions, the inspectors determined that the finding was of very low safety 
significance (Green) because the resulting transient was within the design basis for Unit 1 and all plant systems 
functioned as required to place the unit in a stable, hot standby condition. The cause of the finding was directly related 
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to the aspect of work management in the Human Performance cross-cutting area because the licensee failed to 
implement a process of planning, controlling, and executing work activities such that nuclear safety was the 
overriding priority. [H.5] (Section 4OA3) 

Inspection Report# : 2014003 (pdf)

Mitigating Systems

Significance:  Mar 04, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Perform An Adequate Water Hammer Test
The NRC identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to perform an adequate test to verify that anticipated water hammer forces would not exceed 
design limitations at high points in the essential raw cooling water piping associated with the upper containment 
coolers (UCC). This issue was entered into the licensee’s corrective action program as problem evaluation report 
981278 and an operability determination was performed that provided reasonable assurance of operability while 
corrective actions are being evaluated. 

The licensee’s failure to perform an adequate test to verify that anticipated water hammer forces would not exceed 
design limitations at high points in the essential raw cooling water piping associated with the UCCs was determined to 
be a performance deficiency. The team determined that the performance deficiency was more than minor because it 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The team determined the finding to be of very low safety 
significance (Green) because the finding was a deficiency affecting the design or qualification of a mitigating 
structure, system, or component (SSC), and the SSC maintained its operability. The team determined that no cross-
cutting aspect was applicable because the finding was not indicative of current licensee performance.
Inspection Report# : 2015007 (pdf)

Significance:  Mar 04, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Identify A Condition Adverse To Quality For Negative Fouling Factors
The NRC identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,”
for the licensee’s failure to promptly identify a condition adverse to quality. Specifically, following post cleaning tests 
of the A and C component cooling system (CCS) heat exchangers (HX), a negative fouling factor was recorded to 
meet the fouling factor acceptance criteria without being entered into the licensee’s CAP to determine if the data was 
credible and representative of the HX performance. The violation was entered into the licensee’s corrective action 
program as problem evaluation report 969404 and an operability determination was performed that provided 
reasonable assurance of operability while corrective actions are being evaluated. 

The licensee’s failure to promptly identify the negative fouling factor as a condition adverse to quality was a 
performance deficiency. The team determined that the performance deficiency was more than minor, because if left 
uncorrected, it had the potential to lead to a more significant safety concern. Specifically, if the licensee fails to 
evaluate abnormal fouling factor test results then the potential exists for parameter uncertainties to go undetected and 
potentially result in test results that are not representative of adequate HX performance. The team determined the 
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finding to be of very low safety significance (Green) because the finding was not a design deficiency, did not 
represent a loss of system and/or function, and did not represent the loss of any trains of Technical Specification or 
Non-Technical Specification equipment. The finding has a cross cutting aspect in the Conservative Bias component of 
the Human Performance area as defined in NRC IMC 0310, because the licensee failed to use decision-making 
practices that emphasize prudent choices over those that are simply allowable. Specifically, the licensee failed to 
recognize that a negative fouling factor while less than the test acceptance criteria, did not represent an expected test 
result [H.14].
Inspection Report# : 2015007 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assure Qualification Testing Met Specified Requirements 
The inspectors identified a Green NCV of 10 CFR Part 50 Appendix B Criterion VII for the licensee’s failure to 
assure that purchased chillers for the main control room (MCR) and shutdown board room (SDBR) conformed to the 
procurement documents. Specifically, the equipment qualification documentation provided for the MCR and SDBR 
chillers did not provide sufficient evidence to reasonably conclude the equipment would be able to perform its active 
safety function of heat control before, during, and after the analyzed safe shutdown earthquake. 
The inspectors determined that the licensee’s failure to meet procurement specification SL M-0024-0 for qualification 
of MCR and SDBR chillers was a performance deficiency. The cause was reasonably within the licensee’s ability to 
foresee and correct and should have been prevented. 
The performance deficiency was more than minor because, if left uncorrected, the condition had the potential to lead 
to a more significant safety concern. The main control room chillers were required to assure habitability was 
maintained for mitigation and control of analyzed accidents. Because no further equipment qualification activities 
were planned, the capability of the main control room and shutdown board room cooling equipment to withstand an 
analyzed earthquake would continue to be indeterminate after installation and placement into service. The NRC 
concluded that the finding was of very low safety significance (Green) because the chillers had not been installed. The 
inspectors determined that the finding was directly related to the cross-cutting aspect in the area of Problem 
Identification and Resolution because the licensee did not take effective corrective actions to address issues in a timely 
manner commensurate with their safety significance (P.3). 

Inspection Report# : 2014005 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to follow scaffold procedure impacts Appendix R operator manual actions (Section 1R05)
The inspectors identified a Green non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix 
B, Criterion V, for the licensee’s failure to follow procedure MMTP-108, Erection of Scaffolds/Temporary Work 
Platforms and Ladders, Revision 8. Specifically, on August 18, 2014, a scaffold was erected in the 1B-B charging 
pump room and Operations personnel failed to adequately evaluate the scaffold for plant equipment access 
impairments as required by the procedure. The inspectors determined that the licensee’s failure to adequately evaluate 
the completed scaffold for plant equipment access/operability/impairments as required by MMTP-108, Erection of 
Scaffolds/Temporary Work Platforms and Ladders, Revision 8, was a performance deficiency. 
The performance deficiency was determined to be more than minor because it was associated with the protection 
against external events (fire) attribute of the Mitigating Systems Cornerstone and it adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the finding had the potential to affect the feasibility of performing operator 
manual actions (OMAs) required for fire safe shutdown in the event of a fire. The finding was evaluated using IMC 
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0609 Appendix F, Fire Protection Significance Determination Process, dated September 20, 2013, and was determined 
to require a detailed risk analysis because evaluation was beyond the scope of IMC 0609 Attachment 1, Fire 
Protection Significance Determination Process Worksheet, Phase 2 Quantitative Screening Approach. A bounding 
analysis was performed by a regional senior reactor analyst using the guidance of IMC 0609, Appendix F because the 
finding affected the ability to reach and maintain safe-shutdown conditions in case of fire. The analysis determined 
that the risk associated with the performance deficiency represented an increase in core damage frequency of less than 
1E-6/year, a finding of very low safety significance (Green). The cause of the finding was directly related to the aspect 
of Conservative Bias in the Human Performance cross-cutting area because the licensee failed to use decision making 
practices that emphasize prudent choices over those that are simply allowable when performing the scaffold 
evaluation. [H.14] (Section 1R05)
Inspection Report# : 2014004 (pdf)

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to correct a condition adverse to quality
An NRC-identified NCV of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion XVI, Corrective Action, 
was documented for the licensee’s failure to adequately identify a condition adverse to quality associated with the 
installation of 480 volt breaker 0-BKR-548-0021-S with non-conforming parts which was in service in safety-related 
480 volt shutdown board 1B1. 

The inspectors determined that the licensee’s failure to adequately identify a condition adverse to quality associated 
with the installation of non-conforming parts as required by 10 CFR 50 Appendix B, Criterion XVI, was a 
performance deficiency. The performance deficiency was determined to be more than minor because it adversely 
affected the objective of the Mitigating Systems cornerstone to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to identify the 
condition adverse to quality led to an additional six months that this non-conforming condition existed thus reducing 
the licensee’s ability to ensure the reliability and capability of plant safety systems. Using the screening worksheet of 
IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, the inspectors determined that the 
finding was of very low safety significance (Green) because the deficiency only affected the qualification of the 
breaker. The cause of the finding was directly related to the aspect of identification in the Problem Identification and 
Resolution cross-cutting area because the licensee did not identify this issue completely, accurately, and in a timely 
manner in accordance with the program. [P.1] (Section 4OA2.3)
Inspection Report# : 2014003 (pdf)

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to evaluate a condition adverse to quality
A NRC-identified non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, was documented 
for the licensee’s failure to adequately identify a condition adverse to quality associated with the installation of relief 
valve 1-RFV-67-1026D, Upper Containment Cooler 1D, an ASME Class III component. 

The inspectors determined that the licensee’s failure to adequately identify a condition adverse to quality associated 
with the non-conformance of relief valve 1-RFV-67-1026D, as required by 10 CFR 50 Appendix B, Criterion XVI, 
was a performance deficiency. The performance deficiency was determined to be more than minor because it 
adversely affected the objective of the Mitigating Systems cornerstone to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to 
correct the condition adverse to quality in a timely manner led to an additional 4 years that this non-conforming 
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condition existed prior to evaluation thus reducing the licensee’s ability to ensure the reliability and capability of plant 
safety systems. Using the screening worksheet of IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening 
Questions, the inspectors determined that the finding was of very low safety significance (Green) because there 
existed an additional relief valve in the IST program that could protect the piping and cooler from over pressurization 
with appropriate compensatory measures. The cause of the finding was directly related to the aspect of evaluation in 
the Problem Identification and Resolution cross-cutting area because the licensee did not adequately evaluate this 
issue to ensure that an adequate resolution addressed the condition commensurate with its safety significance. [P.2] 
(Section 4OA2.4) 

Inspection Report# : 2014003 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Effectiveness of Emergency Plan
A self-revealing non-cited violation (NCV) of 10 CFR 50.54(q)(2) was identified for the licensee’s failure to maintain 
1-RM-90-404 A/B radiation monitors as required by their Radiological Emergency Plan and NRC-approved 
Emergency Action Level scheme. The issue was placed in the licensee’s corrective action program and the radiation 
monitors are being replaced under a design change on an expedited schedule. 
The licensee’s failure to identify the extended loss of the Unit 1 Watts Bar Nuclear Power Plant’s 1-RM-90-404 A&B 
CVE Radiation Monitors was not compliant with their approved emergency plan and was a failure to comply with 10 
CFR 50.54(q)(2), was more than minor because it was associated with the Facilities and Equipment attribute of the 
Reactor Safety – Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of ensuring 
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency in that equipment relied upon to prompt decision-makers to declare emergencies 
was not available. The finding was determined to have very low safety significance (Green) because alternative 
Emergency Action Levels within the radiological effluent initiating condition, facility design as documented in their 
Updated Final Safety Analysis Report, and the licensee’s declaration processes, were such that an accurate and timely 
declaration would have been made. This finding had a cross-cutting aspect of Evaluation in the Problem Identification 
and Resolution component. The TVA failed to thoroughly evaluate the impact of the long term unavailability of the 1-
RM-90-404A/B radiation monitors on the emergency plan. Specifically, since these radiation monitors are used to 
make site area and general emergency declarations, their continued long term unavailability presented a potentially 
safety significant concern. The licensee failed to identify this concern as an Emergency Preparedness issue and failed 
to take timely corrective actions to restore the failed radiation monitors (P.2). (Section 1EP5) 

Inspection Report# : 2014501 (pdf)

Occupational Radiation Safety
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Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous
Last modified : June 16, 2015
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2Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: FIN Finding
Failure to Perform an Adequate Post Maintenance Test Results in Draining of the Unit 1 RWST to a Level 
Below Technical Specification Limit (Section 1R19)
A Green self-revealing finding was documented by the inspectors for the licensee’s failure to adequately perform a 
post maintenance test for Design Change Notice (DCN) 60683, Stage 8, resulting in draining approximately 3300 
gallons of radioactive contaminated water from the Unit 1 refueling water storage tank into the auxiliary building. The 
inspectors determined that the licensee’s failure to implement an adequate post maintenance test for DCN 60683, 
install new connections for Fukushima modifications, as required by NPG-SPP-06.9.3, Revision 5, Plant Modification 
Testing, was a performance deficiency. 
The performance deficiency was determined to be more than minor because it adversely affected the Design Control 
attribute of the Mitigating Systems cornerstone to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the failure to 
implement an adequate post maintenance test resulted in the inoperability of the Unit 1 RWST. Using the screening 
worksheet of IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions, the inspectors determined 
that the finding was of very low safety significance (Green) because the resulting loss of Unit 1 RWST inventory was 
restored within the Technical Specification allowable time. The cause of the finding was directly related to the aspect 
of work management in the Human Performance cross-cutting area because the licensee failed to implement a process 
of planning, controlling, and executing work activities such that nuclear safety was the overriding priority. [H.5] 
(Section R19)
Inspection Report# : 2014004 (pdf)

Mitigating Systems

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Residual Heat Removal Flow Control Valves Not Scoped in In-Service Testing Program
The NRC-identified a NCV of 10 CFR 50.55a, “Codes and Standards,” for the licensee’s failure to meet the test 
requirements set forth in the American Society of Mechanical Engineers ASME Operation and Maintenance (OM) for 
Residual Heat Removal (RHR) flow control valves (FCVs). Specifically, TVA failed to scope the RHR FCVs into 
their In-Service Testing (IST) program. Immediate corrective actions modifying the RHR pump testing procedures to 
perform the required RPI testing. The licensee entered this issue into their corrective action program as PER 1010269, 

The performance deficiency was determined to be more than minor because if left uncorrected, the failure to perform 
required IST testing could lead to a more significant safety concern in that valve degradation could go unnoticed 
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resulting in undetected inoperability. The inspectors determined that this finding was of very low safety significance 
(Green) because the finding did not represent an actual loss of function of a single train for greater than its TS allowed 
outage time. The performance deficiency had a cross-cutting aspect of Conservative Bias in the area of Human 
Performance because the licensee failed to use conservative decision making practices in their evaluation of the status 
of the RHR FCVs after being challenged by the NRC. (H.14) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Track Applicable Technical Specification Action Statement for Residual Heat Removal System
The NRC identified a NCV of technical specification (TS) 5.7.1.1.a, Procedures, for the licensee’s failure to 
implement OPDP-8, Operability Determinations and Limiting Conditions for Operations (LCO) tracking. Specifically, 
the licensee failed to track the applicability of action statement ‘A’ of TS LCO 3.5.2.A, emergency core cooling 
systems, during planned testing. The licensee entered this issue into their corrective action program as CR 1010269. 

The performance deficiency was more than minor because, if left uncorrected, it would have had the potential to lead 
to a more significant safety concern in that, the failure to track an applicable technical specification action statement 
could lead to plant operations outside of TS analyzed conditions. The inspectors determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its TS allowed outage time and did not represent an actual loss of function of one or more non-
technical specification equipment for greater than 24 hours. The performance deficiency had a cross-cutting aspect of 
Avoid Complacency in the area of Human Performance because licensee personnel were complacent and failed to 
question long held assumptions about the ability of the valves to fail to their safe position under all design basis 
conditions. (H.12) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Consider The Effects Of A Break In Non-Seismic ERCW Piping in AFWP design calculations
The NRC identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the licensee’s failure 
to consider the effects of a break in the non-seismic portion of the essential raw cooling water (ERCW) discharge flow 
path to the cooling tower basin in the calculation used to determine the net positive suction head available to the 
auxiliary feedwater pumps. The licensee entered the issue into their corrective action program as problem evaluation 
report 97923 and has planned corrective actions to seismically qualify portions of the ERCW discharge path to the 
cooling towers. 

The performance deficiency was determined to be more than minor because it was associated with the mitigating 
systems cornerstone attribute of design control and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
by potentially reducing the NPSH available to the AFW pumps. The inspectors determined the finding to be of very 
low safety significance (Green) because the finding was a deficiency affecting the design or qualification of a 
mitigating structure, system, or component (SSC), and the SSC maintained its operability. The inspectors determined 
that no cross-cutting aspect was applicable because the finding was not indicative of current licensee performance. 

Inspection Report# : 2015002 (pdf)
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Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure during SSPS Testing
A self-revealing, Non-Cited Violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings” was identified for the licensee’s failure to follow procedure 1-SI-99-10-A, 62 Day Functional Test of 
Solid State Protection System (SSPS) Train A and Reactor Trip Breaker A, Revision 59 as amended, for 
troubleshooting by Procedure Control Form 070-4. Specifically, the licensee attempted to take voltage measurements 
which were not directed by the revised procedure. The licensee stopped testing, conducted a prompt investigation and 
removed the first line supervisor and foreman from their duties pending remediation. The licensee placed the issue 
into their corrective action program as CR 1015778 

The performance was more than minor because it adversely affected the equipment performance attribute of the 
mitigating systems cornerstone to ensure the availability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). Specifically, the failure to follow the troubleshooting procedure resulted 
in drawing an arc in the SSPS cabinet and tripping an upstream supply breaker which resulted in the inoperability of 
the 1A-A containment spray pump. The inspectors determined that this finding was of very low safety significance 
(Green) because the finding did not represent an actual loss of function of a single train of containment spray for 
greater than its Tech Spec allowed outage time. The performance deficiency had a cross-cutting aspect of Procedure 
Adherence in the area of Human Performance because crew members failed to follow the work instructions in the 
troubleshooting procedure (H8). 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 04, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Perform An Adequate Water Hammer Test
The NRC identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to perform an adequate test to verify that anticipated water hammer forces would not exceed 
design limitations at high points in the essential raw cooling water piping associated with the upper containment 
coolers (UCC). This issue was entered into the licensee’s corrective action program as problem evaluation report 
981278 and an operability determination was performed that provided reasonable assurance of operability while 
corrective actions are being evaluated. 

The licensee’s failure to perform an adequate test to verify that anticipated water hammer forces would not exceed 
design limitations at high points in the essential raw cooling water piping associated with the UCCs was determined to 
be a performance deficiency. The team determined that the performance deficiency was more than minor because it 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The team determined the finding to be of very low safety 
significance (Green) because the finding was a deficiency affecting the design or qualification of a mitigating 
structure, system, or component (SSC), and the SSC maintained its operability. The team determined that no cross-
cutting aspect was applicable because the finding was not indicative of current licensee performance.
Inspection Report# : 2015007 (pdf)

Significance:  Mar 04, 2015
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure To Identify A Condition Adverse To Quality For Negative Fouling Factors
The NRC identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,”
for the licensee’s failure to promptly identify a condition adverse to quality. Specifically, following post cleaning tests 
of the A and C component cooling system (CCS) heat exchangers (HX), a negative fouling factor was recorded to 
meet the fouling factor acceptance criteria without being entered into the licensee’s CAP to determine if the data was 
credible and representative of the HX performance. The violation was entered into the licensee’s corrective action 
program as problem evaluation report 969404 and an operability determination was performed that provided 
reasonable assurance of operability while corrective actions are being evaluated. 

The licensee’s failure to promptly identify the negative fouling factor as a condition adverse to quality was a 
performance deficiency. The team determined that the performance deficiency was more than minor, because if left 
uncorrected, it had the potential to lead to a more significant safety concern. Specifically, if the licensee fails to 
evaluate abnormal fouling factor test results then the potential exists for parameter uncertainties to go undetected and 
potentially result in test results that are not representative of adequate HX performance. The team determined the 
finding to be of very low safety significance (Green) because the finding was not a design deficiency, did not 
represent a loss of system and/or function, and did not represent the loss of any trains of Technical Specification or 
Non-Technical Specification equipment. The finding has a cross cutting aspect in the Conservative Bias component of 
the Human Performance area as defined in NRC IMC 0310, because the licensee failed to use decision-making 
practices that emphasize prudent choices over those that are simply allowable. Specifically, the licensee failed to 
recognize that a negative fouling factor while less than the test acceptance criteria, did not represent an expected test 
result [H.14].
Inspection Report# : 2015007 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assure Qualification Testing Met Specified Requirements 
The inspectors identified a Green NCV of 10 CFR Part 50 Appendix B Criterion VII for the licensee’s failure to 
assure that purchased chillers for the main control room (MCR) and shutdown board room (SDBR) conformed to the 
procurement documents. Specifically, the equipment qualification documentation provided for the MCR and SDBR 
chillers did not provide sufficient evidence to reasonably conclude the equipment would be able to perform its active 
safety function of heat control before, during, and after the analyzed safe shutdown earthquake. 
The inspectors determined that the licensee’s failure to meet procurement specification SL M-0024-0 for qualification 
of MCR and SDBR chillers was a performance deficiency. The cause was reasonably within the licensee’s ability to 
foresee and correct and should have been prevented. 
The performance deficiency was more than minor because, if left uncorrected, the condition had the potential to lead 
to a more significant safety concern. The main control room chillers were required to assure habitability was 
maintained for mitigation and control of analyzed accidents. Because no further equipment qualification activities 
were planned, the capability of the main control room and shutdown board room cooling equipment to withstand an 
analyzed earthquake would continue to be indeterminate after installation and placement into service. The NRC 
concluded that the finding was of very low safety significance (Green) because the chillers had not been installed. The 
inspectors determined that the finding was directly related to the cross-cutting aspect in the area of Problem 
Identification and Resolution because the licensee did not take effective corrective actions to address issues in a timely 
manner commensurate with their safety significance (P.3). 

Inspection Report# : 2014005 (pdf)

Significance:  Sep 30, 2014
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to follow scaffold procedure impacts Appendix R operator manual actions (Section 1R05)
The inspectors identified a Green non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix 
B, Criterion V, for the licensee’s failure to follow procedure MMTP-108, Erection of Scaffolds/Temporary Work 
Platforms and Ladders, Revision 8. Specifically, on August 18, 2014, a scaffold was erected in the 1B-B charging 
pump room and Operations personnel failed to adequately evaluate the scaffold for plant equipment access 
impairments as required by the procedure. The inspectors determined that the licensee’s failure to adequately evaluate 
the completed scaffold for plant equipment access/operability/impairments as required by MMTP-108, Erection of 
Scaffolds/Temporary Work Platforms and Ladders, Revision 8, was a performance deficiency. 
The performance deficiency was determined to be more than minor because it was associated with the protection 
against external events (fire) attribute of the Mitigating Systems Cornerstone and it adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the finding had the potential to affect the feasibility of performing operator 
manual actions (OMAs) required for fire safe shutdown in the event of a fire. The finding was evaluated using IMC 
0609 Appendix F, Fire Protection Significance Determination Process, dated September 20, 2013, and was determined 
to require a detailed risk analysis because evaluation was beyond the scope of IMC 0609 Attachment 1, Fire 
Protection Significance Determination Process Worksheet, Phase 2 Quantitative Screening Approach. A bounding 
analysis was performed by a regional senior reactor analyst using the guidance of IMC 0609, Appendix F because the 
finding affected the ability to reach and maintain safe-shutdown conditions in case of fire. The analysis determined 
that the risk associated with the performance deficiency represented an increase in core damage frequency of less than 
1E-6/year, a finding of very low safety significance (Green). The cause of the finding was directly related to the aspect 
of Conservative Bias in the Human Performance cross-cutting area because the licensee failed to use decision making 
practices that emphasize prudent choices over those that are simply allowable when performing the scaffold 
evaluation. [H.14] (Section 1R05)
Inspection Report# : 2014004 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Effectiveness of Emergency Plan
A self-revealing non-cited violation (NCV) of 10 CFR 50.54(q)(2) was identified for the licensee’s failure to maintain 
1-RM-90-404 A/B radiation monitors as required by their Radiological Emergency Plan and NRC-approved 
Emergency Action Level scheme. The issue was placed in the licensee’s corrective action program and the radiation 
monitors are being replaced under a design change on an expedited schedule. 
The licensee’s failure to identify the extended loss of the Unit 1 Watts Bar Nuclear Power Plant’s 1-RM-90-404 A&B 
CVE Radiation Monitors was not compliant with their approved emergency plan and was a failure to comply with 10 
CFR 50.54(q)(2), was more than minor because it was associated with the Facilities and Equipment attribute of the 
Reactor Safety – Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of ensuring 
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency in that equipment relied upon to prompt decision-makers to declare emergencies 

2Q/2015 Inspection Findings - Watts Bar 1

Page 5 of 6



was not available. The finding was determined to have very low safety significance (Green) because alternative 
Emergency Action Levels within the radiological effluent initiating condition, facility design as documented in their 
Updated Final Safety Analysis Report, and the licensee’s declaration processes, were such that an accurate and timely 
declaration would have been made. This finding had a cross-cutting aspect of Evaluation in the Problem Identification 
and Resolution component. The TVA failed to thoroughly evaluate the impact of the long term unavailability of the 1-
RM-90-404A/B radiation monitors on the emergency plan. Specifically, since these radiation monitors are used to 
make site area and general emergency declarations, their continued long term unavailability presented a potentially 
safety significant concern. The licensee failed to identify this concern as an Emergency Preparedness issue and failed 
to take timely corrective actions to restore the failed radiation monitors (P.2). (Section 1EP5) 

Inspection Report# : 2014501 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous
Last modified : August 07, 2015
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3Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Residual Heat Removal Flow Control Valves Not Scoped in In-Service Testing Program
The NRC-identified a NCV of 10 CFR 50.55a, “Codes and Standards,” for the licensee’s failure to meet the test 
requirements set forth in the American Society of Mechanical Engineers ASME Operation and Maintenance (OM) for 
Residual Heat Removal (RHR) flow control valves (FCVs). Specifically, TVA failed to scope the RHR FCVs into 
their In-Service Testing (IST) program. Immediate corrective actions modifying the RHR pump testing procedures to 
perform the required RPI testing. The licensee entered this issue into their corrective action program as PER 1010269, 

The performance deficiency was determined to be more than minor because if left uncorrected, the failure to perform 
required IST testing could lead to a more significant safety concern in that valve degradation could go unnoticed 
resulting in undetected inoperability. The inspectors determined that this finding was of very low safety significance 
(Green) because the finding did not represent an actual loss of function of a single train for greater than its TS allowed 
outage time. The performance deficiency had a cross-cutting aspect of Conservative Bias in the area of Human 
Performance because the licensee failed to use conservative decision making practices in their evaluation of the status 
of the RHR FCVs after being challenged by the NRC. (H.14) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Track Applicable Technical Specification Action Statement for Residual Heat Removal System
The NRC identified a NCV of technical specification (TS) 5.7.1.1.a, Procedures, for the licensee’s failure to 
implement OPDP-8, Operability Determinations and Limiting Conditions for Operations (LCO) tracking. Specifically, 
the licensee failed to track the applicability of action statement ‘A’ of TS LCO 3.5.2.A, emergency core cooling 
systems, during planned testing. The licensee entered this issue into their corrective action program as CR 1010269. 

The performance deficiency was more than minor because, if left uncorrected, it would have had the potential to lead 
to a more significant safety concern in that, the failure to track an applicable technical specification action statement 
could lead to plant operations outside of TS analyzed conditions. The inspectors determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its TS allowed outage time and did not represent an actual loss of function of one or more non-
technical specification equipment for greater than 24 hours. The performance deficiency had a cross-cutting aspect of 
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Avoid Complacency in the area of Human Performance because licensee personnel were complacent and failed to 
question long held assumptions about the ability of the valves to fail to their safe position under all design basis 
conditions. (H.12) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Consider The Effects Of A Break In Non-Seismic ERCW Piping in AFWP design calculations
The NRC identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the licensee’s failure 
to consider the effects of a break in the non-seismic portion of the essential raw cooling water (ERCW) discharge flow 
path to the cooling tower basin in the calculation used to determine the net positive suction head available to the 
auxiliary feedwater pumps. The licensee entered the issue into their corrective action program as problem evaluation 
report 97923 and has planned corrective actions to seismically qualify portions of the ERCW discharge path to the 
cooling towers. 

The performance deficiency was determined to be more than minor because it was associated with the mitigating 
systems cornerstone attribute of design control and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
by potentially reducing the NPSH available to the AFW pumps. The inspectors determined the finding to be of very 
low safety significance (Green) because the finding was a deficiency affecting the design or qualification of a 
mitigating structure, system, or component (SSC), and the SSC maintained its operability. The inspectors determined 
that no cross-cutting aspect was applicable because the finding was not indicative of current licensee performance. 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure during SSPS Testing
A self-revealing, Non-Cited Violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings” was identified for the licensee’s failure to follow procedure 1-SI-99-10-A, 62 Day Functional Test of 
Solid State Protection System (SSPS) Train A and Reactor Trip Breaker A, Revision 59 as amended, for 
troubleshooting by Procedure Control Form 070-4. Specifically, the licensee attempted to take voltage measurements 
which were not directed by the revised procedure. The licensee stopped testing, conducted a prompt investigation and 
removed the first line supervisor and foreman from their duties pending remediation. The licensee placed the issue 
into their corrective action program as CR 1015778 

The performance was more than minor because it adversely affected the equipment performance attribute of the 
mitigating systems cornerstone to ensure the availability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). Specifically, the failure to follow the troubleshooting procedure resulted 
in drawing an arc in the SSPS cabinet and tripping an upstream supply breaker which resulted in the inoperability of 
the 1A-A containment spray pump. The inspectors determined that this finding was of very low safety significance 
(Green) because the finding did not represent an actual loss of function of a single train of containment spray for 
greater than its Tech Spec allowed outage time. The performance deficiency had a cross-cutting aspect of Procedure 
Adherence in the area of Human Performance because crew members failed to follow the work instructions in the 
troubleshooting procedure (H8). 
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Inspection Report# : 2015002 (pdf)

Significance:  Mar 04, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Perform An Adequate Water Hammer Test
The NRC identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to perform an adequate test to verify that anticipated water hammer forces would not exceed 
design limitations at high points in the essential raw cooling water piping associated with the upper containment 
coolers (UCC). This issue was entered into the licensee’s corrective action program as problem evaluation report 
981278 and an operability determination was performed that provided reasonable assurance of operability while 
corrective actions are being evaluated. 

The licensee’s failure to perform an adequate test to verify that anticipated water hammer forces would not exceed 
design limitations at high points in the essential raw cooling water piping associated with the UCCs was determined to 
be a performance deficiency. The team determined that the performance deficiency was more than minor because it 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The team determined the finding to be of very low safety 
significance (Green) because the finding was a deficiency affecting the design or qualification of a mitigating 
structure, system, or component (SSC), and the SSC maintained its operability. The team determined that no cross-
cutting aspect was applicable because the finding was not indicative of current licensee performance.
Inspection Report# : 2015007 (pdf)

Significance:  Mar 04, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Identify A Condition Adverse To Quality For Negative Fouling Factors
The NRC identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,”
for the licensee’s failure to promptly identify a condition adverse to quality. Specifically, following post cleaning tests 
of the A and C component cooling system (CCS) heat exchangers (HX), a negative fouling factor was recorded to 
meet the fouling factor acceptance criteria without being entered into the licensee’s CAP to determine if the data was 
credible and representative of the HX performance. The violation was entered into the licensee’s corrective action 
program as problem evaluation report 969404 and an operability determination was performed that provided 
reasonable assurance of operability while corrective actions are being evaluated. 

The licensee’s failure to promptly identify the negative fouling factor as a condition adverse to quality was a 
performance deficiency. The team determined that the performance deficiency was more than minor, because if left 
uncorrected, it had the potential to lead to a more significant safety concern. Specifically, if the licensee fails to 
evaluate abnormal fouling factor test results then the potential exists for parameter uncertainties to go undetected and 
potentially result in test results that are not representative of adequate HX performance. The team determined the 
finding to be of very low safety significance (Green) because the finding was not a design deficiency, did not 
represent a loss of system and/or function, and did not represent the loss of any trains of Technical Specification or 
Non-Technical Specification equipment. The finding has a cross cutting aspect in the Conservative Bias component of 
the Human Performance area as defined in NRC IMC 0310, because the licensee failed to use decision-making 
practices that emphasize prudent choices over those that are simply allowable. Specifically, the licensee failed to 
recognize that a negative fouling factor while less than the test acceptance criteria, did not represent an expected test 
result [H.14].
Inspection Report# : 2015007 (pdf)
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Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assure Qualification Testing Met Specified Requirements 
The inspectors identified a Green NCV of 10 CFR Part 50 Appendix B Criterion VII for the licensee’s failure to 
assure that purchased chillers for the main control room (MCR) and shutdown board room (SDBR) conformed to the 
procurement documents. Specifically, the equipment qualification documentation provided for the MCR and SDBR 
chillers did not provide sufficient evidence to reasonably conclude the equipment would be able to perform its active 
safety function of heat control before, during, and after the analyzed safe shutdown earthquake. 
The inspectors determined that the licensee’s failure to meet procurement specification SL M-0024-0 for qualification 
of MCR and SDBR chillers was a performance deficiency. The cause was reasonably within the licensee’s ability to 
foresee and correct and should have been prevented. 
The performance deficiency was more than minor because, if left uncorrected, the condition had the potential to lead 
to a more significant safety concern. The main control room chillers were required to assure habitability was 
maintained for mitigation and control of analyzed accidents. Because no further equipment qualification activities 
were planned, the capability of the main control room and shutdown board room cooling equipment to withstand an 
analyzed earthquake would continue to be indeterminate after installation and placement into service. The NRC 
concluded that the finding was of very low safety significance (Green) because the chillers had not been installed. The 
inspectors determined that the finding was directly related to the cross-cutting aspect in the area of Problem 
Identification and Resolution because the licensee did not take effective corrective actions to address issues in a timely 
manner commensurate with their safety significance (P.3). 

Inspection Report# : 2014005 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Effectiveness of Emergency Plan
A self-revealing non-cited violation (NCV) of 10 CFR 50.54(q)(2) was identified for the licensee’s failure to maintain 
1-RM-90-404 A/B radiation monitors as required by their Radiological Emergency Plan and NRC-approved 
Emergency Action Level scheme. The issue was placed in the licensee’s corrective action program and the radiation 
monitors are being replaced under a design change on an expedited schedule. 
The licensee’s failure to identify the extended loss of the Unit 1 Watts Bar Nuclear Power Plant’s 1-RM-90-404 A&B 
CVE Radiation Monitors was not compliant with their approved emergency plan and was a failure to comply with 10 
CFR 50.54(q)(2), was more than minor because it was associated with the Facilities and Equipment attribute of the 
Reactor Safety – Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of ensuring 
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency in that equipment relied upon to prompt decision-makers to declare emergencies 
was not available. The finding was determined to have very low safety significance (Green) because alternative 
Emergency Action Levels within the radiological effluent initiating condition, facility design as documented in their 
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Updated Final Safety Analysis Report, and the licensee’s declaration processes, were such that an accurate and timely 
declaration would have been made. This finding had a cross-cutting aspect of Evaluation in the Problem Identification 
and Resolution component. The TVA failed to thoroughly evaluate the impact of the long term unavailability of the 1-
RM-90-404A/B radiation monitors on the emergency plan. Specifically, since these radiation monitors are used to 
make site area and general emergency declarations, their continued long term unavailability presented a potentially 
safety significant concern. The licensee failed to identify this concern as an Emergency Preparedness issue and failed 
to take timely corrective actions to restore the failed radiation monitors (P.2). (Section 1EP5) 

Inspection Report# : 2014501 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous
Last modified : December 15, 2015
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4Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Residual Heat Removal Flow Control Valves Not Scoped in In-Service Testing Program
The NRC-identified a NCV of 10 CFR 50.55a, “Codes and Standards,” for the licensee’s failure to meet the test 
requirements set forth in the American Society of Mechanical Engineers ASME Operation and Maintenance (OM) for 
Residual Heat Removal (RHR) flow control valves (FCVs). Specifically, TVA failed to scope the RHR FCVs into 
their In-Service Testing (IST) program. Immediate corrective actions modifying the RHR pump testing procedures to 
perform the required RPI testing. The licensee entered this issue into their corrective action program as PER 1010269, 

The performance deficiency was determined to be more than minor because if left uncorrected, the failure to perform 
required IST testing could lead to a more significant safety concern in that valve degradation could go unnoticed 
resulting in undetected inoperability. The inspectors determined that this finding was of very low safety significance 
(Green) because the finding did not represent an actual loss of function of a single train for greater than its TS allowed 
outage time. The performance deficiency had a cross-cutting aspect of Conservative Bias in the area of Human 
Performance because the licensee failed to use conservative decision making practices in their evaluation of the status 
of the RHR FCVs after being challenged by the NRC. (H.14) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Track Applicable Technical Specification Action Statement for Residual Heat Removal System
The NRC identified a NCV of technical specification (TS) 5.7.1.1.a, Procedures, for the licensee’s failure to 
implement OPDP-8, Operability Determinations and Limiting Conditions for Operations (LCO) tracking. Specifically, 
the licensee failed to track the applicability of action statement ‘A’ of TS LCO 3.5.2.A, emergency core cooling 
systems, during planned testing. The licensee entered this issue into their corrective action program as CR 1010269. 

The performance deficiency was more than minor because, if left uncorrected, it would have had the potential to lead 
to a more significant safety concern in that, the failure to track an applicable technical specification action statement 
could lead to plant operations outside of TS analyzed conditions. The inspectors determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its TS allowed outage time and did not represent an actual loss of function of one or more non-
technical specification equipment for greater than 24 hours. The performance deficiency had a cross-cutting aspect of 
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Avoid Complacency in the area of Human Performance because licensee personnel were complacent and failed to 
question long held assumptions about the ability of the valves to fail to their safe position under all design basis 
conditions. (H.12) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Consider The Effects Of A Break In Non-Seismic ERCW Piping in AFWP design calculations
The NRC identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the licensee’s failure 
to consider the effects of a break in the non-seismic portion of the essential raw cooling water (ERCW) discharge flow 
path to the cooling tower basin in the calculation used to determine the net positive suction head available to the 
auxiliary feedwater pumps. The licensee entered the issue into their corrective action program as problem evaluation 
report 97923 and has planned corrective actions to seismically qualify portions of the ERCW discharge path to the 
cooling towers. 

The performance deficiency was determined to be more than minor because it was associated with the mitigating 
systems cornerstone attribute of design control and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
by potentially reducing the NPSH available to the AFW pumps. The inspectors determined the finding to be of very 
low safety significance (Green) because the finding was a deficiency affecting the design or qualification of a 
mitigating structure, system, or component (SSC), and the SSC maintained its operability. The inspectors determined 
that no cross-cutting aspect was applicable because the finding was not indicative of current licensee performance. 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure during SSPS Testing
A self-revealing, Non-Cited Violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings” was identified for the licensee’s failure to follow procedure 1-SI-99-10-A, 62 Day Functional Test of 
Solid State Protection System (SSPS) Train A and Reactor Trip Breaker A, Revision 59 as amended, for 
troubleshooting by Procedure Control Form 070-4. Specifically, the licensee attempted to take voltage measurements 
which were not directed by the revised procedure. The licensee stopped testing, conducted a prompt investigation and 
removed the first line supervisor and foreman from their duties pending remediation. The licensee placed the issue 
into their corrective action program as CR 1015778 

The performance was more than minor because it adversely affected the equipment performance attribute of the 
mitigating systems cornerstone to ensure the availability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). Specifically, the failure to follow the troubleshooting procedure resulted 
in drawing an arc in the SSPS cabinet and tripping an upstream supply breaker which resulted in the inoperability of 
the 1A-A containment spray pump. The inspectors determined that this finding was of very low safety significance 
(Green) because the finding did not represent an actual loss of function of a single train of containment spray for 
greater than its Tech Spec allowed outage time. The performance deficiency had a cross-cutting aspect of Procedure 
Adherence in the area of Human Performance because crew members failed to follow the work instructions in the 
troubleshooting procedure (H8). 
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Inspection Report# : 2015002 (pdf)

Significance:  Mar 04, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Perform An Adequate Water Hammer Test
The NRC identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to perform an adequate test to verify that anticipated water hammer forces would not exceed 
design limitations at high points in the essential raw cooling water piping associated with the upper containment 
coolers (UCC). This issue was entered into the licensee’s corrective action program as problem evaluation report 
981278 and an operability determination was performed that provided reasonable assurance of operability while 
corrective actions are being evaluated. 

The licensee’s failure to perform an adequate test to verify that anticipated water hammer forces would not exceed 
design limitations at high points in the essential raw cooling water piping associated with the UCCs was determined to 
be a performance deficiency. The team determined that the performance deficiency was more than minor because it 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The team determined the finding to be of very low safety 
significance (Green) because the finding was a deficiency affecting the design or qualification of a mitigating 
structure, system, or component (SSC), and the SSC maintained its operability. The team determined that no cross-
cutting aspect was applicable because the finding was not indicative of current licensee performance.
Inspection Report# : 2015007 (pdf)

Significance:  Mar 04, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Identify A Condition Adverse To Quality For Negative Fouling Factors
The NRC identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,”
for the licensee’s failure to promptly identify a condition adverse to quality. Specifically, following post cleaning tests 
of the A and C component cooling system (CCS) heat exchangers (HX), a negative fouling factor was recorded to 
meet the fouling factor acceptance criteria without being entered into the licensee’s CAP to determine if the data was 
credible and representative of the HX performance. The violation was entered into the licensee’s corrective action 
program as problem evaluation report 969404 and an operability determination was performed that provided 
reasonable assurance of operability while corrective actions are being evaluated. 

The licensee’s failure to promptly identify the negative fouling factor as a condition adverse to quality was a 
performance deficiency. The team determined that the performance deficiency was more than minor, because if left 
uncorrected, it had the potential to lead to a more significant safety concern. Specifically, if the licensee fails to 
evaluate abnormal fouling factor test results then the potential exists for parameter uncertainties to go undetected and 
potentially result in test results that are not representative of adequate HX performance. The team determined the 
finding to be of very low safety significance (Green) because the finding was not a design deficiency, did not 
represent a loss of system and/or function, and did not represent the loss of any trains of Technical Specification or 
Non-Technical Specification equipment. The finding has a cross cutting aspect in the Conservative Bias component of 
the Human Performance area as defined in NRC IMC 0310, because the licensee failed to use decision-making 
practices that emphasize prudent choices over those that are simply allowable. Specifically, the licensee failed to 
recognize that a negative fouling factor while less than the test acceptance criteria, did not represent an expected test 
result [H.14].
Inspection Report# : 2015007 (pdf)
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Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous
Last modified : March 01, 2016
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1Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Use a Procedure Appropriate to the Circumstances for the Auxiliary Control Air System Train A
A self-revealing non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Procedures was identified for the licensee’s failure to use a procedure appropriate to the circumstances for work 
associated with the A-A auxiliary control air system (ACAS) compressor. Specifically, the licensee used a section of 
procedure 0-SOI-32.02, Auxiliary Air System, Revision 2, that placed the air compressor in “OFF” when it was 
intended to place it in “A-Auto”. The licensee restored the compressor to “A-Auto” and entered this issue into their 
corrective action program as condition report (CR) 1131261. 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
mitigating system cornerstone to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the ACAS train A was nonfunctional for 
approximately 19.5 hours on January 29, 2016 and as a supported system, the auxiliary feedwater system was 
inoperable during this time. The inspectors determined that this finding was of very low safety significance (Green) 
because the finding did not represent an actual loss of function of a single train for greater than its TS allowed outage 
time. The finding has a cross cutting aspect in the Work Management component of the Human Performance area 
because the licensee failed to implement a process of planning, controlling, and executing work activities such that 
nuclear safety is the overriding priority. Specifically, the planning and execution of work on the A-A ACAS 
compressor on January 29, 2016 lacked sufficient rigor to ensure the activity was performed as intended. [H.5] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for the Auxiliary Control Air System Train A
The NRC identified an NCV of 10 CFR 50, Appendix B, Criterion V, Procedures, for the licensee’s failure to follow 
TVA procedure OPDP-8, Operability Determination Process and Limiting Conditions for Operation Tracking, 
Revision 21. 
Specifically, the licensee failed to base an immediate determination of operability (IDO) for the auxiliary control air 
system on information sufficient to conclude that a reasonable expectation of operability/functionality existed. The 
licensee subsequently implemented compensatory measures and entered this issue into their corrective action program 
as CR 1129322. 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
mitigating system cornerstone to ensure the availability, reliability, and capability of systems that respond to initiating 
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events to prevent undesirable consequences (i.e., core damage). Specifically, reasonable assurance of 
operability/functionality did not exist for the A train of auxiliary control air from January 13, 2016, until January 14, 
2016, and it therefore should have been declared inoperable/nonfunctional. The inspectors determined that this finding 
was of very low safety significance (Green) because the finding did not represent an actual loss of function of a single 
train for greater than its TS allowed outage time. This finding had a cross-cutting aspect in the area of Human 
Performance, conservative bias, because the licensee failed to make the conservative decisions. Specifically, the 
licensee reinstalled a degraded valve in the auxiliary control air system without fully understanding the failure 
mechanism or its impact on system operability/functionality.
Inspection Report# : 2016001 (pdf)

Significance: Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement the Administration of Site Technical Procedures for TDAFW Pump 
Governor Calibration
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s inadequate implementation of procedure 
NPG-SPP-01.2, Administration of Site Technical Procedures, Revision 8. Specifically, the licensee determined 
applicable acceptance criteria steps in technical procedures were not applicable (N/A) in lieu of performing a 
procedure change. This resulted in challenging the operability of safety-related plant equipment. The licensee entered 
this issue into their corrective action program as CR 1125256. 

The performance deficiency was more than minor because, if left uncorrected, it could lead to a more significant 
safety concern with the use of N/A and implementation of site technical procedures. Specifically, if further 
adjustments outside of the acceptance criteria or additional acceptance criteria were not met, it could have resulted in 
the turbine-driven auxiliary feedwater pump becoming inoperable. The inspectors determined this finding to be of 
very low safety significance (Green) because it was a deficiency affecting the design or qualification of equipment and 
operability was maintained. The finding had a cross-cutting aspect of Procedure Adherence, as described in the 
Human Performance cross-cutting area because the licensee failed to comply with NPG-SPP-01.2. [H.8] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Place the RHR System in ECCS-Standby Mode Prior to Exceeding an RCS Temperature of 212 ºF
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to place the residual heat removal 
(RHR) system into ECCS-Standby Mode prior to the reactor coolant system (RCS) temperature exceeding 212 ºF as 
required by procedure 1-GO-1, Unit Startup from Cold Shutdown to Hot Standby, Revision 4. The licensee entered 
this issue into their corrective action program as CR 1127691. 

The performance deficiency was determined to be more than minor because, if left uncorrected, a failure to align a 
safety system under the proper plant conditions could lead to that system being inoperable or degraded. The inspectors 
determined that this finding was of very low safety significance (Green) because the system temperatures never rose 
high enough to allow the RHR pump suction header to form steam voids. The performance deficiency had a cross-
cutting aspect of Avoid Complacency in the area of Human Performance because licensee personnel were complacent 
and failed to question the long held idea that the particular step just needed to be started prior to exceeding an RCS 
temperature of 212 ºF. [H.12] 

Inspection Report# : 2016001 (pdf)
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Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Use Approved Procedures to Place RHR Letdown In Service
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to use any approved procedures to 
place RHR Letdown in service. The licensee entered this issue into their corrective action program as CR 1127691. 

The performance deficiency was determined to be more than minor because if left uncorrected a failure to use 
procedures to place systems or portions of systems in service could result in equipment being operated incorrectly and 
that system could then become inoperable or degraded. The inspectors determined that this finding was of very low 
safety significance (Green) because the way that the system was placed in service did not cause any safety-related 
components to become inoperable nor did it represent an actual loss of function of one or more non-TS trains of 
equipment designated as high safety-significant in accordance with the licensee’s maintenance rule program for 
greater than 24 hours. The performance deficiency had a cross-cutting aspect of safety conscious work environment 
(SCWE) policy in the area of Safety Conscious Work Environment because the licensee organization failed to 
effectively implement a policy that supports individuals’ rights and responsibilities to raise safety concerns, and does 
not tolerate harassment, intimidation, retaliation, or discrimination for doing so [S.1] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Track Applicable Technical Specification Action Statement for Charging Pump Inoperability
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to implement OPDP-8, Operability 
Determinations and LCO tracking. Specifically, the licensee failed to track the applicability of action statement ‘B’ of 
TS LCO 3.5.3, ECCS- Shutdown, during planned testing. The licensee entered this issue into their corrective action 
program as CR 1134949. 

The licensee’s failure to track applicable TS LCOs, as required by Section 3.5.1 of OPDP-8 was a performance 
deficiency. The performance deficiency was more than minor because, if left uncorrected, it would have had the 
potential to lead to a more significant safety concern in that, the failure to track an applicable TS action statement 
could lead to plant operations outside of TS analyzed conditions. The inspectors determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its TS allowed outage time nor did it represent an actual loss of function of one or more non-TS 
equipment for greater than 24 hours. The performance deficiency had a cross-cutting aspect of Challenge the 
Unknown in the area of Human Performance because licensee personnel did not appropriately stop, question, and 
evaluate the risks before proceeding when the 1A-A CCP oil cooler low flow alarm came in during flow testing. 
[H.11] 

Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Comply with Source Range Neutron Flux Channel Technical Specification Requiprements
A self-revealing Green non-cited violation (NCV) of Technical Specification (TS) 3.3.1, Table 3.3.1-1, Function 5, 
required action J.1 and TS 3.0.4.a, was identified because two source range neutron flux channels were inoperable 
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with the reactor trip breakers (RTB) closed and the rod control system capable of rod withdrawal. Specifically, the 
licensee failed to recognize that both required channels of the source range trip function were bypassed and proceeded 
to withdraw control rods for testing as well as reactor startup. 

The failure to maintain two operable source range neutron flux channels during plant startup as required by TS 
requirements was a performance deficiency. The performance deficiency was more than minor because it affected the 
configuration control attribute of the mitigating cornerstone to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
source range level trip switches were left in bypass, outside of their required configuration, thereby removing a trip 
function that is required by TS during rod withdrawal. The inspectors determined the finding was of very low safety 
significance (Green) because the finding did not result in a mismanagement of reactivity by the operators. 

This finding had a cross-cutting aspect in the area of Human Performance, avoid complacency, because the licensee 
failed to recognize and plan for the possibility of mistakes and latent issues or use appropriate error reduction tools 
[H.12]
Inspection Report# : 2015004 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify a Condition Adverse to Quality for Unacceptable Preconditioning of the 1A-A Charging 
Pump Discharge Check Valve
The NRC identified a Green NCV of 10 Code of Federal Regulations (CFR) Part 50, Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to promptly identify a condition adverse to quality. Specifically, the 
licensee unacceptably preconditioned the 1A-A charging pump discharge check valve 1-CKV-62-525 and failed to 
identify this as a condition adverse to quality or take appropriate corrective action. 

The licensee’s failure to promptly identify a condition adverse to quality was a performance deficiency. Specifically, 
the licensee did not identify a condition adverse to quality associated with the unacceptable preconditioning of the 1A-
A charging pump discharge check valve 1-CKV-62-525. The inspectors determined that the performance deficiency 
was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety concern. 
Specifically, unacceptable preconditioning could mask the actual as-found conditions and result in the loss of 
degradation trending information of component performance, as well as make it difficult to determine whether the 
valve would perform its intended safety function during an event. The inspectors determined the finding to be of very 
low safety significance (Green) because the finding did not result in the loss of operability of 1-CKV-62-525. This 
finding had a cross-cutting aspect in the area of Human Performance, work management, because the licensee failed 
to implement a process of planning, controlling, and executing work activities such that nuclear safety is the 
overriding priority. Specifically, the licensee’s work management process was not able to prevent the unacceptable 
preconditioning of the 1A-A discharge check valve even after it was identified as a possibility prior to the planned 
maintenance [H.5].
Inspection Report# : 2015004 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Residual Heat Removal Flow Control Valves Not Scoped in In-Service Testing Program
The NRC-identified a NCV of 10 CFR 50.55a, “Codes and Standards,” for the licensee’s failure to meet the test 
requirements set forth in the American Society of Mechanical Engineers ASME Operation and Maintenance (OM) for 
Residual Heat Removal (RHR) flow control valves (FCVs). Specifically, TVA failed to scope the RHR FCVs into 
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their In-Service Testing (IST) program. Immediate corrective actions modifying the RHR pump testing procedures to 
perform the required RPI testing. The licensee entered this issue into their corrective action program as PER 1010269, 

The performance deficiency was determined to be more than minor because if left uncorrected, the failure to perform 
required IST testing could lead to a more significant safety concern in that valve degradation could go unnoticed 
resulting in undetected inoperability. The inspectors determined that this finding was of very low safety significance 
(Green) because the finding did not represent an actual loss of function of a single train for greater than its TS allowed 
outage time. The performance deficiency had a cross-cutting aspect of Conservative Bias in the area of Human 
Performance because the licensee failed to use conservative decision making practices in their evaluation of the status 
of the RHR FCVs after being challenged by the NRC. (H.14) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Track Applicable Technical Specification Action Statement for Residual Heat Removal System
The NRC identified a NCV of technical specification (TS) 5.7.1.1.a, Procedures, for the licensee’s failure to 
implement OPDP-8, Operability Determinations and Limiting Conditions for Operations (LCO) tracking. Specifically, 
the licensee failed to track the applicability of action statement ‘A’ of TS LCO 3.5.2.A, emergency core cooling 
systems, during planned testing. The licensee entered this issue into their corrective action program as CR 1010269. 

The performance deficiency was more than minor because, if left uncorrected, it would have had the potential to lead 
to a more significant safety concern in that, the failure to track an applicable technical specification action statement 
could lead to plant operations outside of TS analyzed conditions. The inspectors determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its TS allowed outage time and did not represent an actual loss of function of one or more non-
technical specification equipment for greater than 24 hours. The performance deficiency had a cross-cutting aspect of 
Avoid Complacency in the area of Human Performance because licensee personnel were complacent and failed to 
question long held assumptions about the ability of the valves to fail to their safe position under all design basis 
conditions. (H.12) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Consider The Effects Of A Break In Non-Seismic ERCW Piping in AFWP design calculations
The NRC identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the licensee’s failure 
to consider the effects of a break in the non-seismic portion of the essential raw cooling water (ERCW) discharge flow 
path to the cooling tower basin in the calculation used to determine the net positive suction head available to the 
auxiliary feedwater pumps. The licensee entered the issue into their corrective action program as problem evaluation 
report 97923 and has planned corrective actions to seismically qualify portions of the ERCW discharge path to the 
cooling towers. 

The performance deficiency was determined to be more than minor because it was associated with the mitigating 
systems cornerstone attribute of design control and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
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by potentially reducing the NPSH available to the AFW pumps. The inspectors determined the finding to be of very 
low safety significance (Green) because the finding was a deficiency affecting the design or qualification of a 
mitigating structure, system, or component (SSC), and the SSC maintained its operability. The inspectors determined 
that no cross-cutting aspect was applicable because the finding was not indicative of current licensee performance. 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure during SSPS Testing
A self-revealing, Non-Cited Violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings” was identified for the licensee’s failure to follow procedure 1-SI-99-10-A, 62 Day Functional Test of 
Solid State Protection System (SSPS) Train A and Reactor Trip Breaker A, Revision 59 as amended, for 
troubleshooting by Procedure Control Form 070-4. Specifically, the licensee attempted to take voltage measurements 
which were not directed by the revised procedure. The licensee stopped testing, conducted a prompt investigation and 
removed the first line supervisor and foreman from their duties pending remediation. The licensee placed the issue 
into their corrective action program as CR 1015778 

The performance was more than minor because it adversely affected the equipment performance attribute of the 
mitigating systems cornerstone to ensure the availability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). Specifically, the failure to follow the troubleshooting procedure resulted 
in drawing an arc in the SSPS cabinet and tripping an upstream supply breaker which resulted in the inoperability of 
the 1A-A containment spray pump. The inspectors determined that this finding was of very low safety significance 
(Green) because the finding did not represent an actual loss of function of a single train of containment spray for 
greater than its Tech Spec allowed outage time. The performance deficiency had a cross-cutting aspect of Procedure 
Adherence in the area of Human Performance because crew members failed to follow the work instructions in the 
troubleshooting procedure (H8). 

Inspection Report# : 2015002 (pdf)

Barrier Integrity

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform ISI General Visual Examination of Containment Moisture Barrier Associated with 
Containment Liner Leak-chase Test Connection Threaded Pipe Plug
The inspectors identified a Green NCV of Title 10 of the10 CFR Part 50.55a, “Codes and Standards,” involving the 
licensee’s failure to properly apply Subsection IWE of American Society of Mechanical Engineers, Section XI, for 
conducting general visual examinations of the metal-to-metal pipe plugs of the leak-chase channel test connections, 
installed inside the access box, that provide a moisture barrier to the basemat containment liner seam welds. 
Following the inspectors’ identification of this issue, the licensee initiated actions to conduct the required inservice 
inspection (ISI) general visual examinations. Inspection of the access boxes and leak-chase channels revealed the 
presence of standing water as well as general corrosion in both locations. The licensee took actions to remove the 
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water and evaluate the condition of the applicable structure, system, and components to verify that containment 
integrity had been maintained, and would continue to be maintained through the expected life of the plant. The 
licensee updated the ISI plan such that the required inspections will be performed in the future. The inspectors 
determined that the licensee had taken adequate immediate corrective actions to address the deficiencies identified, 
and to ensure the leak-tight integrity of the containment. The issue was entered into the licensee’s corrective action 
program (CAP) as Condition Report 1092415. 

The failure to conduct a general visual examination of 100 percent of the moisture barriers intended to prevent 
intrusion of moisture against inaccessible areas of the containment liner at metal-to-metal interfaces, which are not 
seal welded, was a performance deficiency that was within the licensee’s ability to foresee and correct. This finding 
was of more than minor significance because the failure to conduct required visual examinations and identify the 
degraded moisture barriers which allowed the intrusion of water into the liner leak-chase channel, if left uncorrected, 
would have resulted in more significant corrosion degradation of the containment liner or associated liner welds. The 
finding was associated with the design control attribute of the Barrier Integrity Cornerstone and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, visual examinations of the containment metal liner 
provide assurance that the liner remains capable of performing its intended safety function. The inspectors used 
Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings,” and determined that the finding was of low safety significance (Green) 
because it did not represent an actual open pathway in the physical integrity of the reactor containment.
Inspection Report# : 2015004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Core Barrel Lift Error Resulted in Unintended high Dose Rates
A self-revealing Green NCV of TS 5.7.1, “Procedures, Programs and Manuals,” was identified when the unit one core 
barrel (CB) was raised above the height limit specified in licensee procedure1-MI-68.003, “Removal and Replacement 
of the Unit 1 Reactor Vessel Lower Internals,” Revision 0003. Specifically, step 6.11[20] states in part, “…slowly 
raise the lower internals package UNTIL the lower internals is at or above EL. 759’10” as indicated by the break of 
the laser indicator on the wall target.” On October 5, 2015, while moving the CB from the storage stand to the reactor 
vessel, the CB was inadvertently lifted approximately three feet higher than the 759’10” elevation and required 
radiation protection (RP) intervention to stop the lift when dose rates in and around containment exceeded anticipated 
levels. The licensee entered this issue into the CAP as CR 1090220. Corrective actions included “stand-downs” with 
each crew to review expectations for critical steps, increased field oversight, and revision of the lift procedure to 
clarify the steps regarding use of the laser indicator. 

This finding was determined to be greater than minor because it was associated with the Occupational Radiation 
Safety Cornerstone attribute of Human Performance, Program and Processes (procedures for monitoring and RP 
controls) and adversely affected the cornerstone objective of ensuring adequate protection of worker health and safety 
from exposure to radiation from radioactive material during routine civilian nuclear reactor operation. The finding was 
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evaluated using the Occupational Radiation Safety Significance Determination Process. The finding was not related to 
As Low As Reasonably Achievable planning, nor did it involve an overexposure or substantial potential for 
overexposure, and the ability to assess dose was not compromised. Therefore, the inspectors determined the finding to 
be of very low safety significance (Green). This finding involved the cross-cutting aspect of Human Performance, 
Work Management [H.5] because distractions at the work location contributed to the failure to recognize that the CB 
had been raised above the procedural limit.
Inspection Report# : 2015004 (pdf)

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous
Last modified : July 11, 2016
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2Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems
Significance: TBD Jun 30, 2016
Identified By: NRC
Item Type: AV Apparent Violation
Failure to Translate Design Requirements into a Maintenance Procedure for the 1B-B Charging Pump Room 
Cooler
The inspectors identified an apparent violation of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion 
III, Design Control for the licensee’s failure to specify nominal shaft size along with specific acceptance criteria for 
shaft tolerance measurements for the 1B-B centrifugal charging pump (CCP) room cooler fan shaft. 

The failure to correctly translate design requirements into procedures as required by 10 CFR Part 50, Appendix B, 
Criterion III was a performance deficiency. The performance deficiency was more than minor because it affected the 
equipment performance attribute of the mitigating system cornerstone to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors determined that this finding required a detailed risk analysis since it represented an actual loss of function 
of a single train for greater than its TS-allowed outage time. The finding does not present an immediate safety concern 
because the licensee has verified current operability. Because the safety characterization of this finding is not yet 
finalized, it is being documented with a significance of to be determined (TBD). The inspectors determined that the 
finding had a cross-cutting aspect of design margin in the area of Human Performance because the licensee failed to 
carefully guard margins through a systematic and rigorous process. Specifically, the translation of shaft diameter from 
design documents into 0-MI-0.16 lacked rigor and allowed an undersized shaft to go undetected, leading to cooler 
failure. [H.6] 

Inspection Report# : 2016002 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Use a Procedure Appropriate to the Circumstances for the Auxiliary Control Air System Train A
A self-revealing non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Procedures was identified for the licensee’s failure to use a procedure appropriate to the circumstances for work 
associated with the A-A auxiliary control air system (ACAS) compressor. Specifically, the licensee used a section of 
procedure 0-SOI-32.02, Auxiliary Air System, Revision 2, that placed the air compressor in “OFF” when it was 
intended to place it in “A-Auto”. The licensee restored the compressor to “A-Auto” and entered this issue into their 
corrective action program as condition report (CR) 1131261. 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
mitigating system cornerstone to ensure the availability, reliability, and capability of systems that respond to initiating 
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events to prevent undesirable consequences (i.e., core damage). Specifically, the ACAS train A was nonfunctional for 
approximately 19.5 hours on January 29, 2016 and as a supported system, the auxiliary feedwater system was 
inoperable during this time. The inspectors determined that this finding was of very low safety significance (Green) 
because the finding did not represent an actual loss of function of a single train for greater than its TS allowed outage 
time. The finding has a cross cutting aspect in the Work Management component of the Human Performance area 
because the licensee failed to implement a process of planning, controlling, and executing work activities such that 
nuclear safety is the overriding priority. Specifically, the planning and execution of work on the A-A ACAS 
compressor on January 29, 2016 lacked sufficient rigor to ensure the activity was performed as intended. [H.5] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for the Auxiliary Control Air System Train A
The NRC identified an NCV of 10 CFR 50, Appendix B, Criterion V, Procedures, for the licensee’s failure to follow 
TVA procedure OPDP-8, Operability Determination Process and Limiting Conditions for Operation Tracking, 
Revision 21. 
Specifically, the licensee failed to base an immediate determination of operability (IDO) for the auxiliary control air 
system on information sufficient to conclude that a reasonable expectation of operability/functionality existed. The 
licensee subsequently implemented compensatory measures and entered this issue into their corrective action program 
as CR 1129322. 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
mitigating system cornerstone to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, reasonable assurance of 
operability/functionality did not exist for the A train of auxiliary control air from January 13, 2016, until January 14, 
2016, and it therefore should have been declared inoperable/nonfunctional. The inspectors determined that this finding 
was of very low safety significance (Green) because the finding did not represent an actual loss of function of a single 
train for greater than its TS allowed outage time. This finding had a cross-cutting aspect in the area of Human 
Performance, conservative bias, because the licensee failed to make the conservative decisions. Specifically, the 
licensee reinstalled a degraded valve in the auxiliary control air system without fully understanding the failure 
mechanism or its impact on system operability/functionality.
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement the Administration of Site Technical Procedures for TDAFW Pump 
Governor Calibration
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s inadequate implementation of procedure 
NPG-SPP-01.2, Administration of Site Technical Procedures, Revision 8. Specifically, the licensee determined 
applicable acceptance criteria steps in technical procedures were not applicable (N/A) in lieu of performing a 
procedure change. This resulted in challenging the operability of safety-related plant equipment. The licensee entered 
this issue into their corrective action program as CR 1125256. 

The performance deficiency was more than minor because, if left uncorrected, it could lead to a more significant 
safety concern with the use of N/A and implementation of site technical procedures. Specifically, if further 
adjustments outside of the acceptance criteria or additional acceptance criteria were not met, it could have resulted in 
the turbine-driven auxiliary feedwater pump becoming inoperable. The inspectors determined this finding to be of 
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very low safety significance (Green) because it was a deficiency affecting the design or qualification of equipment and 
operability was maintained. The finding had a cross-cutting aspect of Procedure Adherence, as described in the 
Human Performance cross-cutting area because the licensee failed to comply with NPG-SPP-01.2. [H.8] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Place the RHR System in ECCS-Standby Mode Prior to Exceeding an RCS Temperature of 212 ºF
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to place the residual heat removal 
(RHR) system into ECCS-Standby Mode prior to the reactor coolant system (RCS) temperature exceeding 212 ºF as 
required by procedure 1-GO-1, Unit Startup from Cold Shutdown to Hot Standby, Revision 4. The licensee entered 
this issue into their corrective action program as CR 1127691. 

The performance deficiency was determined to be more than minor because, if left uncorrected, a failure to align a 
safety system under the proper plant conditions could lead to that system being inoperable or degraded. The inspectors 
determined that this finding was of very low safety significance (Green) because the system temperatures never rose 
high enough to allow the RHR pump suction header to form steam voids. The performance deficiency had a cross-
cutting aspect of Avoid Complacency in the area of Human Performance because licensee personnel were complacent 
and failed to question the long held idea that the particular step just needed to be started prior to exceeding an RCS 
temperature of 212 ºF. [H.12] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Use Approved Procedures to Place RHR Letdown In Service
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to use any approved procedures to 
place RHR Letdown in service. The licensee entered this issue into their corrective action program as CR 1127691. 

The performance deficiency was determined to be more than minor because if left uncorrected a failure to use 
procedures to place systems or portions of systems in service could result in equipment being operated incorrectly and 
that system could then become inoperable or degraded. The inspectors determined that this finding was of very low 
safety significance (Green) because the way that the system was placed in service did not cause any safety-related 
components to become inoperable nor did it represent an actual loss of function of one or more non-TS trains of 
equipment designated as high safety-significant in accordance with the licensee’s maintenance rule program for 
greater than 24 hours. The performance deficiency had a cross-cutting aspect of safety conscious work environment 
(SCWE) policy in the area of Safety Conscious Work Environment because the licensee organization failed to 
effectively implement a policy that supports individuals’ rights and responsibilities to raise safety concerns, and does 
not tolerate harassment, intimidation, retaliation, or discrimination for doing so [S.1] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to Track Applicable Technical Specification Action Statement for Charging Pump Inoperability
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to implement OPDP-8, Operability 
Determinations and LCO tracking. Specifically, the licensee failed to track the applicability of action statement ‘B’ of 
TS LCO 3.5.3, ECCS- Shutdown, during planned testing. The licensee entered this issue into their corrective action 
program as CR 1134949. 

The licensee’s failure to track applicable TS LCOs, as required by Section 3.5.1 of OPDP-8 was a performance 
deficiency. The performance deficiency was more than minor because, if left uncorrected, it would have had the 
potential to lead to a more significant safety concern in that, the failure to track an applicable TS action statement 
could lead to plant operations outside of TS analyzed conditions. The inspectors determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its TS allowed outage time nor did it represent an actual loss of function of one or more non-TS 
equipment for greater than 24 hours. The performance deficiency had a cross-cutting aspect of Challenge the 
Unknown in the area of Human Performance because licensee personnel did not appropriately stop, question, and 
evaluate the risks before proceeding when the 1A-A CCP oil cooler low flow alarm came in during flow testing. 
[H.11] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Adequate Surveillance Procedure for Emergency Core Cooling System Venting
The inspectors identified an apparent violation of TS 5.7.1.1.a, Procedures, for 
the licensee’s failure to maintain procedure 1-SI-63-10.1-A, “ECCS Discharge Pipes 
Venting – Train A Inside Containment,” Revisions 11-16, in accordance with the 
requirements of Regulatory Guide 1.33. Specifically, the procedure did not have 
provisions for quantifying accumulated gases during venting which allowed 
emergency core cooling system (ECCS) piping to be vented without being evaluated 
for potential adverse impacts on system operability. The licensee implemented 
manual ultrasonic testing (UT) of gas accumulation and entered this issue into their 
corrective action program as CR 1136359. 
The performance deficiency was more than minor because, if left uncorrected, it had 
the potential to lead to a more significant safety concern. Specifically, if left 
uncorrected, the potential existed for an unacceptable void affecting ECCS 
operability to develop prior to the next scheduled surveillance. The inspectors 
determined the finding could not be screened to GREEN and may require a detailed 
risk evaluation following a determination of whether the finding represents a loss of 
system and/or function. Because the safety characterization of this finding is not yet 
finalized, it is being documented with a significance of To Be Determined (TBD). The 
inspectors determined that the finding had a cross-cutting aspect of Change 
Management in the area of Human Performance because the licensee failed to use a 
systematic process to implement changes to the ECCS venting procedure to ensure 
that Generic Letter 2008-01 commitments would continue to be met. [H.3]
Inspection Report# : 2016001 (pdf)
Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Comply with Source Range Neutron Flux Channel Technical Specification Requiprements
A self-revealing Green non-cited violation (NCV) of Technical Specification (TS) 3.3.1, Table 3.3.1-1, Function 5, 
required action J.1 and TS 3.0.4.a, was identified because two source range neutron flux channels were inoperable 
with the reactor trip breakers (RTB) closed and the rod control system capable of rod withdrawal. Specifically, the 
licensee failed to recognize that both required channels of the source range trip function were bypassed and proceeded 
to withdraw control rods for testing as well as reactor startup. 

The failure to maintain two operable source range neutron flux channels during plant startup as required by TS 
requirements was a performance deficiency. The performance deficiency was more than minor because it affected the 
configuration control attribute of the mitigating cornerstone to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
source range level trip switches were left in bypass, outside of their required configuration, thereby removing a trip 
function that is required by TS during rod withdrawal. The inspectors determined the finding was of very low safety 
significance (Green) because the finding did not result in a mismanagement of reactivity by the operators. 

This finding had a cross-cutting aspect in the area of Human Performance, avoid complacency, because the licensee 
failed to recognize and plan for the possibility of mistakes and latent issues or use appropriate error reduction tools 
[H.12]
Inspection Report# : 2015004 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify a Condition Adverse to Quality for Unacceptable Preconditioning of the 1A-A Charging 
Pump Discharge Check Valve
The NRC identified a Green NCV of 10 Code of Federal Regulations (CFR) Part 50, Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to promptly identify a condition adverse to quality. Specifically, the 
licensee unacceptably preconditioned the 1A-A charging pump discharge check valve 1-CKV-62-525 and failed to 
identify this as a condition adverse to quality or take appropriate corrective action. 

The licensee’s failure to promptly identify a condition adverse to quality was a performance deficiency. Specifically, 
the licensee did not identify a condition adverse to quality associated with the unacceptable preconditioning of the 1A-
A charging pump discharge check valve 1-CKV-62-525. The inspectors determined that the performance deficiency 
was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety concern. 
Specifically, unacceptable preconditioning could mask the actual as-found conditions and result in the loss of 
degradation trending information of component performance, as well as make it difficult to determine whether the 
valve would perform its intended safety function during an event. The inspectors determined the finding to be of very 
low safety significance (Green) because the finding did not result in the loss of operability of 1-CKV-62-525. This 
finding had a cross-cutting aspect in the area of Human Performance, work management, because the licensee failed 
to implement a process of planning, controlling, and executing work activities such that nuclear safety is the 
overriding priority. Specifically, the licensee’s work management process was not able to prevent the unacceptable 
preconditioning of the 1A-A discharge check valve even after it was identified as a possibility prior to the planned 
maintenance [H.5].
Inspection Report# : 2015004 (pdf)

Barrier Integrity
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Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Satisfy TS LCO 3.6.3
The NRC identified a Green NCV of TS for the failure to recognize and take the required actions in TS 3.6.3 for 
inoperable containment penetration flow paths. Specifically, the required actions of TS 3.6.3 applied on November 21, 
2015, and were not taken until January 30, 2016. 

The failure to take required actions associated with TS 3.6.3 for an inoperable containment penetration was a 
performance deficiency. The performance deficiency was more than minor because the ERCW supply and discharge 
containment penetrations for the 1D upper containment cooler were inoperable for longer than the TS allowed outage 
time. Because the 1D upper containment cooler ERCW containment penetrations were inoperable and resulted in the 
failure to satisfy TS LCO 3.6.3, reasonable assurance of the integrity of the containment design barrier was adversely 
affected. The inspectors determined the finding was of low safety significance (Green) because the upper containment 
cooler ERCW penetrations are small lines (<1-2 inches in diameter) and IMC 0609, Appendix H “Containment 
Integrity Significance Determination Process” dated May 6, 2004, Table 4.1 states that “small lines (<1-2 inches in 
diameter) would not generally contribute to LERF.” This finding had a cross-cutting aspect in the area of Human 
Performance, Conservative Bias, because the licensee failed to make the prudent choice to fully evaluate the 
unsuccessful surveillance test on November 15, 2015, and instead simply documented the issue in the corrective 
action program (CAP) and deferred the solution, resulting in the TS violation six days later. [H.14] 

Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform ISI General Visual Examination of Containment Moisture Barrier Associated with 
Containment Liner Leak-chase Test Connection Threaded Pipe Plug
The inspectors identified a Green NCV of Title 10 of the10 CFR Part 50.55a, “Codes and Standards,” involving the 
licensee’s failure to properly apply Subsection IWE of American Society of Mechanical Engineers, Section XI, for 
conducting general visual examinations of the metal-to-metal pipe plugs of the leak-chase channel test connections, 
installed inside the access box, that provide a moisture barrier to the basemat containment liner seam welds. 
Following the inspectors’ identification of this issue, the licensee initiated actions to conduct the required inservice 
inspection (ISI) general visual examinations. Inspection of the access boxes and leak-chase channels revealed the 
presence of standing water as well as general corrosion in both locations. The licensee took actions to remove the 
water and evaluate the condition of the applicable structure, system, and components to verify that containment 
integrity had been maintained, and would continue to be maintained through the expected life of the plant. The 
licensee updated the ISI plan such that the required inspections will be performed in the future. The inspectors 
determined that the licensee had taken adequate immediate corrective actions to address the deficiencies identified, 
and to ensure the leak-tight integrity of the containment. The issue was entered into the licensee’s corrective action 
program (CAP) as Condition Report 1092415. 

The failure to conduct a general visual examination of 100 percent of the moisture barriers intended to prevent 
intrusion of moisture against inaccessible areas of the containment liner at metal-to-metal interfaces, which are not 
seal welded, was a performance deficiency that was within the licensee’s ability to foresee and correct. This finding 
was of more than minor significance because the failure to conduct required visual examinations and identify the 
degraded moisture barriers which allowed the intrusion of water into the liner leak-chase channel, if left uncorrected, 
would have resulted in more significant corrosion degradation of the containment liner or associated liner welds. The 
finding was associated with the design control attribute of the Barrier Integrity Cornerstone and affected the 
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cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, visual examinations of the containment metal liner 
provide assurance that the liner remains capable of performing its intended safety function. The inspectors used 
Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings,” and determined that the finding was of low safety significance (Green) 
because it did not represent an actual open pathway in the physical integrity of the reactor containment.
Inspection Report# : 2015004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Core Barrel Lift Error Resulted in Unintended high Dose Rates
A self-revealing Green NCV of TS 5.7.1, “Procedures, Programs and Manuals,” was identified when the unit one core 
barrel (CB) was raised above the height limit specified in licensee procedure1-MI-68.003, “Removal and Replacement 
of the Unit 1 Reactor Vessel Lower Internals,” Revision 0003. Specifically, step 6.11[20] states in part, “…slowly 
raise the lower internals package UNTIL the lower internals is at or above EL. 759’10” as indicated by the break of 
the laser indicator on the wall target.” On October 5, 2015, while moving the CB from the storage stand to the reactor 
vessel, the CB was inadvertently lifted approximately three feet higher than the 759’10” elevation and required 
radiation protection (RP) intervention to stop the lift when dose rates in and around containment exceeded anticipated 
levels. The licensee entered this issue into the CAP as CR 1090220. Corrective actions included “stand-downs” with 
each crew to review expectations for critical steps, increased field oversight, and revision of the lift procedure to 
clarify the steps regarding use of the laser indicator. 

This finding was determined to be greater than minor because it was associated with the Occupational Radiation 
Safety Cornerstone attribute of Human Performance, Program and Processes (procedures for monitoring and RP 
controls) and adversely affected the cornerstone objective of ensuring adequate protection of worker health and safety 
from exposure to radiation from radioactive material during routine civilian nuclear reactor operation. The finding was 
evaluated using the Occupational Radiation Safety Significance Determination Process. The finding was not related to 
As Low As Reasonably Achievable planning, nor did it involve an overexposure or substantial potential for 
overexposure, and the ability to assess dose was not compromised. Therefore, the inspectors determined the finding to 
be of very low safety significance (Green). This finding involved the cross-cutting aspect of Human Performance, 
Work Management [H.5] because distractions at the work location contributed to the failure to recognize that the CB 
had been raised above the procedural limit.
Inspection Report# : 2015004 (pdf)

Public Radiation Safety
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Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous
Last modified : August 29, 2016
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Watts Bar 1
3Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inappropriate Procedure used for Work Order Scope Change Results in Loss of 1B-B Shutdown Board
A self-revealed non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Instructions, Procedures, and Drawings, was identified for the licensee’s failure to use a procedure appropriate to the 
circumstances when work scope changed which contributed to the loss of the 1B-B shutdown board on May 17, 2016. 

The failure to use a procedure appropriate to the circumstances, such as NPG-SPP-07.6, NPG Work Management 
Planning Procedure, Revision (Rev.) 14, for a work scope change associated with a design change work order on the 
1B-B shutdown board on May 17, 2016, was a performance deficiency. The performance deficiency was more than 
minor because it affected the equipment performance attribute of the mitigating systems cornerstone objective because 
the loss of the 1B-B shutdown board caused the inoperability of the B train of the onsite electrical distribution system 
and also resulted in the inoperability of all B train structures, systems, or components (SSCs) powered from the 1B-B 
shutdown board. The inspectors performed an initial screening of the finding and determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its technical specification (TS) allowed outage time. The finding had a cross-cutting aspect in the 
Work Management component of the Human Performance area because the licensee failed to implement a process of 
planning, controlling, and executing work activities such that nuclear safety is the overriding priority. Specifically, the 
process of planning and executing the work activities for Design Change Notice (DCN) 64063 failed to identify and 
manage the risk associated with system restoration due to either equipment failure or personnel error [H.5]. 

Inspection Report# : 2016003 (pdf)

Significance: TBD Jun 30, 2016
Identified By: NRC
Item Type: AV Apparent Violation
Failure to Translate Design Requirements into a Maintenance Procedure for the 1B-B Charging Pump Room 
Cooler
The inspectors identified an apparent violation of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion 
III, Design Control for the licensee’s failure to specify nominal shaft size along with specific acceptance criteria for 
shaft tolerance measurements for the 1B-B centrifugal charging pump (CCP) room cooler fan shaft. 

The failure to correctly translate design requirements into procedures as required by 10 CFR Part 50, Appendix B, 
Criterion III was a performance deficiency. The performance deficiency was more than minor because it affected the 
equipment performance attribute of the mitigating system cornerstone to ensure the availability, reliability, and 
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capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors determined that this finding required a detailed risk analysis since it represented an actual loss of function 
of a single train for greater than its TS-allowed outage time. The finding does not present an immediate safety concern 
because the licensee has verified current operability. Because the safety characterization of this finding is not yet 
finalized, it is being documented with a significance of to be determined (TBD). The inspectors determined that the 
finding had a cross-cutting aspect of design margin in the area of Human Performance because the licensee failed to 
carefully guard margins through a systematic and rigorous process. Specifically, the translation of shaft diameter from 
design documents into 0-MI-0.16 lacked rigor and allowed an undersized shaft to go undetected, leading to cooler 
failure. [H.6] 

Inspection Report# : 2016002 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Use a Procedure Appropriate to the Circumstances for the Auxiliary Control Air System Train A
A self-revealing non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Procedures was identified for the licensee’s failure to use a procedure appropriate to the circumstances for work 
associated with the A-A auxiliary control air system (ACAS) compressor. Specifically, the licensee used a section of 
procedure 0-SOI-32.02, Auxiliary Air System, Revision 2, that placed the air compressor in “OFF” when it was 
intended to place it in “A-Auto”. The licensee restored the compressor to “A-Auto” and entered this issue into their 
corrective action program as condition report (CR) 1131261. 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
mitigating system cornerstone to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the ACAS train A was nonfunctional for 
approximately 19.5 hours on January 29, 2016 and as a supported system, the auxiliary feedwater system was 
inoperable during this time. The inspectors determined that this finding was of very low safety significance (Green) 
because the finding did not represent an actual loss of function of a single train for greater than its TS allowed outage 
time. The finding has a cross cutting aspect in the Work Management component of the Human Performance area 
because the licensee failed to implement a process of planning, controlling, and executing work activities such that 
nuclear safety is the overriding priority. Specifically, the planning and execution of work on the A-A ACAS 
compressor on January 29, 2016 lacked sufficient rigor to ensure the activity was performed as intended. [H.5] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for the Auxiliary Control Air System Train A
The NRC identified an NCV of 10 CFR 50, Appendix B, Criterion V, Procedures, for the licensee’s failure to follow 
TVA procedure OPDP-8, Operability Determination Process and Limiting Conditions for Operation Tracking, 
Revision 21. 
Specifically, the licensee failed to base an immediate determination of operability (IDO) for the auxiliary control air 
system on information sufficient to conclude that a reasonable expectation of operability/functionality existed. The 
licensee subsequently implemented compensatory measures and entered this issue into their corrective action program 
as CR 1129322. 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
mitigating system cornerstone to ensure the availability, reliability, and capability of systems that respond to initiating 
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events to prevent undesirable consequences (i.e., core damage). Specifically, reasonable assurance of 
operability/functionality did not exist for the A train of auxiliary control air from January 13, 2016, until January 14, 
2016, and it therefore should have been declared inoperable/nonfunctional. The inspectors determined that this finding 
was of very low safety significance (Green) because the finding did not represent an actual loss of function of a single 
train for greater than its TS allowed outage time. This finding had a cross-cutting aspect in the area of Human 
Performance, conservative bias, because the licensee failed to make the conservative decisions. Specifically, the 
licensee reinstalled a degraded valve in the auxiliary control air system without fully understanding the failure 
mechanism or its impact on system operability/functionality.
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement the Administration of Site Technical Procedures for TDAFW Pump 
Governor Calibration
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s inadequate implementation of procedure 
NPG-SPP-01.2, Administration of Site Technical Procedures, Revision 8. Specifically, the licensee determined 
applicable acceptance criteria steps in technical procedures were not applicable (N/A) in lieu of performing a 
procedure change. This resulted in challenging the operability of safety-related plant equipment. The licensee entered 
this issue into their corrective action program as CR 1125256. 

The performance deficiency was more than minor because, if left uncorrected, it could lead to a more significant 
safety concern with the use of N/A and implementation of site technical procedures. Specifically, if further 
adjustments outside of the acceptance criteria or additional acceptance criteria were not met, it could have resulted in 
the turbine-driven auxiliary feedwater pump becoming inoperable. The inspectors determined this finding to be of 
very low safety significance (Green) because it was a deficiency affecting the design or qualification of equipment and 
operability was maintained. The finding had a cross-cutting aspect of Procedure Adherence, as described in the 
Human Performance cross-cutting area because the licensee failed to comply with NPG-SPP-01.2. [H.8] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Place the RHR System in ECCS-Standby Mode Prior to Exceeding an RCS Temperature of 212 ºF
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to place the residual heat removal 
(RHR) system into ECCS-Standby Mode prior to the reactor coolant system (RCS) temperature exceeding 212 ºF as 
required by procedure 1-GO-1, Unit Startup from Cold Shutdown to Hot Standby, Revision 4. The licensee entered 
this issue into their corrective action program as CR 1127691. 

The performance deficiency was determined to be more than minor because, if left uncorrected, a failure to align a 
safety system under the proper plant conditions could lead to that system being inoperable or degraded. The inspectors 
determined that this finding was of very low safety significance (Green) because the system temperatures never rose 
high enough to allow the RHR pump suction header to form steam voids. The performance deficiency had a cross-
cutting aspect of Avoid Complacency in the area of Human Performance because licensee personnel were complacent 
and failed to question the long held idea that the particular step just needed to be started prior to exceeding an RCS 
temperature of 212 ºF. [H.12] 

Inspection Report# : 2016001 (pdf)
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Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Use Approved Procedures to Place RHR Letdown In Service
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to use any approved procedures to 
place RHR Letdown in service. The licensee entered this issue into their corrective action program as CR 1127691. 

The performance deficiency was determined to be more than minor because if left uncorrected a failure to use 
procedures to place systems or portions of systems in service could result in equipment being operated incorrectly and 
that system could then become inoperable or degraded. The inspectors determined that this finding was of very low 
safety significance (Green) because the way that the system was placed in service did not cause any safety-related 
components to become inoperable nor did it represent an actual loss of function of one or more non-TS trains of 
equipment designated as high safety-significant in accordance with the licensee’s maintenance rule program for 
greater than 24 hours. The performance deficiency had a cross-cutting aspect of safety conscious work environment 
(SCWE) policy in the area of Safety Conscious Work Environment because the licensee organization failed to 
effectively implement a policy that supports individuals’ rights and responsibilities to raise safety concerns, and does 
not tolerate harassment, intimidation, retaliation, or discrimination for doing so [S.1] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Track Applicable Technical Specification Action Statement for Charging Pump Inoperability
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to implement OPDP-8, Operability 
Determinations and LCO tracking. Specifically, the licensee failed to track the applicability of action statement ‘B’ of 
TS LCO 3.5.3, ECCS- Shutdown, during planned testing. The licensee entered this issue into their corrective action 
program as CR 1134949. 

The licensee’s failure to track applicable TS LCOs, as required by Section 3.5.1 of OPDP-8 was a performance 
deficiency. The performance deficiency was more than minor because, if left uncorrected, it would have had the 
potential to lead to a more significant safety concern in that, the failure to track an applicable TS action statement 
could lead to plant operations outside of TS analyzed conditions. The inspectors determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its TS allowed outage time nor did it represent an actual loss of function of one or more non-TS 
equipment for greater than 24 hours. The performance deficiency had a cross-cutting aspect of Challenge the 
Unknown in the area of Human Performance because licensee personnel did not appropriately stop, question, and 
evaluate the risks before proceeding when the 1A-A CCP oil cooler low flow alarm came in during flow testing. 
[H.11] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Adequate Surveillance Procedure for Emergency Core Cooling System Venting
The inspectors identified an apparent violation of TS 5.7.1.1.a, Procedures, for 
the licensee’s failure to maintain procedure 1-SI-63-10.1-A, “ECCS Discharge Pipes 

3Q/2016 Inspection Findings - Watts Bar 1

Page 4 of 8



Venting – Train A Inside Containment,” Revisions 11-16, in accordance with the 
requirements of Regulatory Guide 1.33. Specifically, the procedure did not have 
provisions for quantifying accumulated gases during venting which allowed 
emergency core cooling system (ECCS) piping to be vented without being evaluated 
for potential adverse impacts on system operability. The licensee implemented 
manual ultrasonic testing (UT) of gas accumulation and entered this issue into their 
corrective action program as CR 1136359. 
The performance deficiency was more than minor because, if left uncorrected, it had 
the potential to lead to a more significant safety concern. Specifically, if left 
uncorrected, the potential existed for an unacceptable void affecting ECCS 
operability to develop prior to the next scheduled surveillance. The inspectors 
determined the finding could not be screened to GREEN and may require a detailed 
risk evaluation following a determination of whether the finding represents a loss of 
system and/or function. Because the safety characterization of this finding is not yet 
finalized, it is being documented with a significance of To Be Determined (TBD). The 
inspectors determined that the finding had a cross-cutting aspect of Change 
Management in the area of Human Performance because the licensee failed to use a 
systematic process to implement changes to the ECCS venting procedure to ensure 
that Generic Letter 2008-01 commitments would continue to be met. [H.3]
Inspection Report# : 2016001 (pdf)
Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Comply with Source Range Neutron Flux Channel Technical Specification Requiprements
A self-revealing Green non-cited violation (NCV) of Technical Specification (TS) 3.3.1, Table 3.3.1-1, Function 5, 
required action J.1 and TS 3.0.4.a, was identified because two source range neutron flux channels were inoperable 
with the reactor trip breakers (RTB) closed and the rod control system capable of rod withdrawal. Specifically, the 
licensee failed to recognize that both required channels of the source range trip function were bypassed and proceeded 
to withdraw control rods for testing as well as reactor startup. 

The failure to maintain two operable source range neutron flux channels during plant startup as required by TS 
requirements was a performance deficiency. The performance deficiency was more than minor because it affected the 
configuration control attribute of the mitigating cornerstone to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
source range level trip switches were left in bypass, outside of their required configuration, thereby removing a trip 
function that is required by TS during rod withdrawal. The inspectors determined the finding was of very low safety 
significance (Green) because the finding did not result in a mismanagement of reactivity by the operators. 

This finding had a cross-cutting aspect in the area of Human Performance, avoid complacency, because the licensee 
failed to recognize and plan for the possibility of mistakes and latent issues or use appropriate error reduction tools 
[H.12]
Inspection Report# : 2015004 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify a Condition Adverse to Quality for Unacceptable Preconditioning of the 1A-A Charging 
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Pump Discharge Check Valve
The NRC identified a Green NCV of 10 Code of Federal Regulations (CFR) Part 50, Appendix B, Criterion XVI, 
“Corrective Action,” for the licensee’s failure to promptly identify a condition adverse to quality. Specifically, the 
licensee unacceptably preconditioned the 1A-A charging pump discharge check valve 1-CKV-62-525 and failed to 
identify this as a condition adverse to quality or take appropriate corrective action. 

The licensee’s failure to promptly identify a condition adverse to quality was a performance deficiency. Specifically, 
the licensee did not identify a condition adverse to quality associated with the unacceptable preconditioning of the 1A-
A charging pump discharge check valve 1-CKV-62-525. The inspectors determined that the performance deficiency 
was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety concern. 
Specifically, unacceptable preconditioning could mask the actual as-found conditions and result in the loss of 
degradation trending information of component performance, as well as make it difficult to determine whether the 
valve would perform its intended safety function during an event. The inspectors determined the finding to be of very 
low safety significance (Green) because the finding did not result in the loss of operability of 1-CKV-62-525. This 
finding had a cross-cutting aspect in the area of Human Performance, work management, because the licensee failed 
to implement a process of planning, controlling, and executing work activities such that nuclear safety is the 
overriding priority. Specifically, the licensee’s work management process was not able to prevent the unacceptable 
preconditioning of the 1A-A discharge check valve even after it was identified as a possibility prior to the planned 
maintenance [H.5].
Inspection Report# : 2015004 (pdf)

Barrier Integrity

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Satisfy TS LCO 3.6.3
The NRC identified a Green NCV of TS for the failure to recognize and take the required actions in TS 3.6.3 for 
inoperable containment penetration flow paths. Specifically, the required actions of TS 3.6.3 applied on November 21, 
2015, and were not taken until January 30, 2016. 

The failure to take required actions associated with TS 3.6.3 for an inoperable containment penetration was a 
performance deficiency. The performance deficiency was more than minor because the ERCW supply and discharge 
containment penetrations for the 1D upper containment cooler were inoperable for longer than the TS allowed outage 
time. Because the 1D upper containment cooler ERCW containment penetrations were inoperable and resulted in the 
failure to satisfy TS LCO 3.6.3, reasonable assurance of the integrity of the containment design barrier was adversely 
affected. The inspectors determined the finding was of low safety significance (Green) because the upper containment 
cooler ERCW penetrations are small lines (<1-2 inches in diameter) and IMC 0609, Appendix H “Containment 
Integrity Significance Determination Process” dated May 6, 2004, Table 4.1 states that “small lines (<1-2 inches in 
diameter) would not generally contribute to LERF.” This finding had a cross-cutting aspect in the area of Human 
Performance, Conservative Bias, because the licensee failed to make the prudent choice to fully evaluate the 
unsuccessful surveillance test on November 15, 2015, and instead simply documented the issue in the corrective 
action program (CAP) and deferred the solution, resulting in the TS violation six days later. [H.14] 

Inspection Report# : 2016002 (pdf)
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Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform ISI General Visual Examination of Containment Moisture Barrier Associated with 
Containment Liner Leak-chase Test Connection Threaded Pipe Plug
The inspectors identified a Green NCV of Title 10 of the10 CFR Part 50.55a, “Codes and Standards,” involving the 
licensee’s failure to properly apply Subsection IWE of American Society of Mechanical Engineers, Section XI, for 
conducting general visual examinations of the metal-to-metal pipe plugs of the leak-chase channel test connections, 
installed inside the access box, that provide a moisture barrier to the basemat containment liner seam welds. 
Following the inspectors’ identification of this issue, the licensee initiated actions to conduct the required inservice 
inspection (ISI) general visual examinations. Inspection of the access boxes and leak-chase channels revealed the 
presence of standing water as well as general corrosion in both locations. The licensee took actions to remove the 
water and evaluate the condition of the applicable structure, system, and components to verify that containment 
integrity had been maintained, and would continue to be maintained through the expected life of the plant. The 
licensee updated the ISI plan such that the required inspections will be performed in the future. The inspectors 
determined that the licensee had taken adequate immediate corrective actions to address the deficiencies identified, 
and to ensure the leak-tight integrity of the containment. The issue was entered into the licensee’s corrective action 
program (CAP) as Condition Report 1092415. 

The failure to conduct a general visual examination of 100 percent of the moisture barriers intended to prevent 
intrusion of moisture against inaccessible areas of the containment liner at metal-to-metal interfaces, which are not 
seal welded, was a performance deficiency that was within the licensee’s ability to foresee and correct. This finding 
was of more than minor significance because the failure to conduct required visual examinations and identify the 
degraded moisture barriers which allowed the intrusion of water into the liner leak-chase channel, if left uncorrected, 
would have resulted in more significant corrosion degradation of the containment liner or associated liner welds. The 
finding was associated with the design control attribute of the Barrier Integrity Cornerstone and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, visual examinations of the containment metal liner 
provide assurance that the liner remains capable of performing its intended safety function. The inspectors used 
Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings,” and determined that the finding was of low safety significance (Green) 
because it did not represent an actual open pathway in the physical integrity of the reactor containment.
Inspection Report# : 2015004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Core Barrel Lift Error Resulted in Unintended high Dose Rates
A self-revealing Green NCV of TS 5.7.1, “Procedures, Programs and Manuals,” was identified when the unit one core 
barrel (CB) was raised above the height limit specified in licensee procedure1-MI-68.003, “Removal and Replacement 
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of the Unit 1 Reactor Vessel Lower Internals,” Revision 0003. Specifically, step 6.11[20] states in part, “…slowly 
raise the lower internals package UNTIL the lower internals is at or above EL. 759’10” as indicated by the break of 
the laser indicator on the wall target.” On October 5, 2015, while moving the CB from the storage stand to the reactor 
vessel, the CB was inadvertently lifted approximately three feet higher than the 759’10” elevation and required 
radiation protection (RP) intervention to stop the lift when dose rates in and around containment exceeded anticipated 
levels. The licensee entered this issue into the CAP as CR 1090220. Corrective actions included “stand-downs” with 
each crew to review expectations for critical steps, increased field oversight, and revision of the lift procedure to 
clarify the steps regarding use of the laser indicator. 

This finding was determined to be greater than minor because it was associated with the Occupational Radiation 
Safety Cornerstone attribute of Human Performance, Program and Processes (procedures for monitoring and RP 
controls) and adversely affected the cornerstone objective of ensuring adequate protection of worker health and safety 
from exposure to radiation from radioactive material during routine civilian nuclear reactor operation. The finding was 
evaluated using the Occupational Radiation Safety Significance Determination Process. The finding was not related to 
As Low As Reasonably Achievable planning, nor did it involve an overexposure or substantial potential for 
overexposure, and the ability to assess dose was not compromised. Therefore, the inspectors determined the finding to 
be of very low safety significance (Green). This finding involved the cross-cutting aspect of Human Performance, 
Work Management [H.5] because distractions at the work location contributed to the failure to recognize that the CB 
had been raised above the procedural limit.
Inspection Report# : 2015004 (pdf)

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous
Last modified : December 08, 2016
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4Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inappropriate Procedure used for Work Order Scope Change Results in Loss of 1B-B Shutdown Board
A self-revealed non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Instructions, Procedures, and Drawings, was identified for the licensee’s failure to use a procedure appropriate to the 
circumstances when work scope changed which contributed to the loss of the 1B-B shutdown board on May 17, 2016. 

The failure to use a procedure appropriate to the circumstances, such as NPG-SPP-07.6, NPG Work Management 
Planning Procedure, Revision (Rev.) 14, for a work scope change associated with a design change work order on the 
1B-B shutdown board on May 17, 2016, was a performance deficiency. The performance deficiency was more than 
minor because it affected the equipment performance attribute of the mitigating systems cornerstone objective because 
the loss of the 1B-B shutdown board caused the inoperability of the B train of the onsite electrical distribution system 
and also resulted in the inoperability of all B train structures, systems, or components (SSCs) powered from the 1B-B 
shutdown board. The inspectors performed an initial screening of the finding and determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its technical specification (TS) allowed outage time. The finding had a cross-cutting aspect in the 
Work Management component of the Human Performance area because the licensee failed to implement a process of 
planning, controlling, and executing work activities such that nuclear safety is the overriding priority. Specifically, the 
process of planning and executing the work activities for Design Change Notice (DCN) 64063 failed to identify and 
manage the risk associated with system restoration due to either equipment failure or personnel error [H.5]. 

Inspection Report# : 2016003 (pdf)

Significance:  Aug 26, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure Adequate Unit 1 Emergency Diesel Generator Surveillance Instructions
The NRC identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures and Drawings,” for the licensee’s failure to have adequate 
instructions and acceptance criteria in the emergency diesel generator surveillance 
instructions to ensure that the largest load rejection test bounds the power demand of the 
largest load. These issues were entered into the licensee’s corrective action program as 
condition reports 1201749 and 1199001. The licensee confirmed current operability and 
determined that likely corrective actions will include revisions to the surveillance 
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instructions. 
The performance deficiency was determined to be more than minor because it was 
associated with the Procedure Quality attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems to respond to initiating events to prevent undesirable consequences. 
Specifically, the licensee’s SIs to implement TS SR 3.8.1.9 failed to ensure that the tested 
kW level of the rejected load bounded the largest predicted post-accident load. The team 
determined the finding to be of very low safety significance (Green) because the finding 
was not a design deficiency, did not represent a loss of system and/or function, and did not 
represent the loss of any trains of Technical Specification or Non-Technical Specification 
equipment. The team determined the finding was indicative of current licensee 
performance and assigned a cross-cutting aspect of Documentation in the area of Human 
Performance. [H.7]
Inspection Report# : 2016011 (pdf)

Significance: Aug 26, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Evaluate Net Positive Suction Head to the Unit 1 AFW Pumps
The NRC identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, 
“Design Control,” for the licensee’s failure to properly evaluate the available net positive 
suction head to the Unit 1 auxiliary feedwater pumps. These issues were entered into the 
licensee’s corrective action program as condition reports 1196925 and 1201623. The licensee confirmed current 
operability and had determined that likely corrective actions will 
include revisions to the net positive suction head calculation. 
The performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of safety systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the licensee’s inadequate evaluation of the available NPSH 
for the AFW pumps resulted in a significant margin reduction of approximately 74%. The 
team determined the finding to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design of a mitigating SSC that maintained its 
operability. The team determined the finding was indicative of current licensee 
performance and assigned a cross-cutting aspect of Design Margin in the area of Human 
Performance. [H.6]
Inspection Report# : 2016011 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Translate Design Requirements into a Maintenance Procedure for the 1B-B Charging Pump Room 
Cooler
The inspectors identified an apparent violation of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion 
III, Design Control for the licensee’s failure to specify nominal shaft size along with specific acceptance criteria for 
shaft tolerance measurements for the 1B-B centrifugal charging pump (CCP) room cooler fan shaft. 

The failure to correctly translate design requirements into procedures as required by 10 CFR Part 50, Appendix B, 
Criterion III was a performance deficiency. The performance deficiency was more than minor because it affected the 
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equipment performance attribute of the mitigating system cornerstone to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors determined that this finding required a detailed risk analysis since it represented an actual loss of function 
of a single train for greater than its TS-allowed outage time. The finding does not present an immediate safety concern 
because the licensee has verified current operability. Because the safety characterization of this finding is not yet 
finalized, it is being documented with a significance of to be determined (TBD). The inspectors determined that the 
finding had a cross-cutting aspect of design margin in the area of Human Performance because the licensee failed to 
carefully guard margins through a systematic and rigorous process. Specifically, the translation of shaft diameter from 
design documents into 0-MI-0.16 lacked rigor and allowed an undersized shaft to go undetected, leading to cooler 
failure. [H.6] 

Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure that a Train of Source Range Detection was Available to Monitor Neutron Population 
During a Fire Event
The NRC identified a Green NCV of Operating License Condition 2.F for 
the licensee’s failure to ensure that a train of source range detection was available 
to monitor neutron population during the initial stages of a fire event on Unit 1. This 
issue was entered into the licensee’s corrective action program as CR 1098240. 
The licensee’s failure to ensure a train of source range detection was free from fire 
damage was a performance deficiency. The performance deficiency was more than 
minor because it was associated with the protection against external events (fire) 
attribute of the Mitigating Systems Cornerstone and it adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. 
Specifically, the licensee failed to maintain the capability to monitor neutron 
population during the early stage of a fire event. In accordance with IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” the finding was 
determined to be of very low safety significance (Green) because the reactor would 
have been able to reach and maintain a stable plant condition. No cross-cutting 
aspect was identified for this issue.
Inspection Report# : 2016002 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Use a Procedure Appropriate to the Circumstances for the Auxiliary Control Air System Train A
A self-revealing non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Procedures was identified for the licensee’s failure to use a procedure appropriate to the circumstances for work 
associated with the A-A auxiliary control air system (ACAS) compressor. Specifically, the licensee used a section of 
procedure 0-SOI-32.02, Auxiliary Air System, Revision 2, that placed the air compressor in “OFF” when it was 
intended to place it in “A-Auto”. The licensee restored the compressor to “A-Auto” and entered this issue into their 
corrective action program as condition report (CR) 1131261. 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
mitigating system cornerstone to ensure the availability, reliability, and capability of systems that respond to initiating 
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events to prevent undesirable consequences (i.e., core damage). Specifically, the ACAS train A was nonfunctional for 
approximately 19.5 hours on January 29, 2016 and as a supported system, the auxiliary feedwater system was 
inoperable during this time. The inspectors determined that this finding was of very low safety significance (Green) 
because the finding did not represent an actual loss of function of a single train for greater than its TS allowed outage 
time. The finding has a cross cutting aspect in the Work Management component of the Human Performance area 
because the licensee failed to implement a process of planning, controlling, and executing work activities such that 
nuclear safety is the overriding priority. Specifically, the planning and execution of work on the A-A ACAS 
compressor on January 29, 2016 lacked sufficient rigor to ensure the activity was performed as intended. [H.5] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for the Auxiliary Control Air System Train A
The NRC identified an NCV of 10 CFR 50, Appendix B, Criterion V, Procedures, for the licensee’s failure to follow 
TVA procedure OPDP-8, Operability Determination Process and Limiting Conditions for Operation Tracking, 
Revision 21. 
Specifically, the licensee failed to base an immediate determination of operability (IDO) for the auxiliary control air 
system on information sufficient to conclude that a reasonable expectation of operability/functionality existed. The 
licensee subsequently implemented compensatory measures and entered this issue into their corrective action program 
as CR 1129322. 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
mitigating system cornerstone to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, reasonable assurance of 
operability/functionality did not exist for the A train of auxiliary control air from January 13, 2016, until January 14, 
2016, and it therefore should have been declared inoperable/nonfunctional. The inspectors determined that this finding 
was of very low safety significance (Green) because the finding did not represent an actual loss of function of a single 
train for greater than its TS allowed outage time. This finding had a cross-cutting aspect in the area of Human 
Performance, conservative bias, because the licensee failed to make the conservative decisions. Specifically, the 
licensee reinstalled a degraded valve in the auxiliary control air system without fully understanding the failure 
mechanism or its impact on system operability/functionality.
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement the Administration of Site Technical Procedures for TDAFW Pump 
Governor Calibration
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s inadequate implementation of procedure 
NPG-SPP-01.2, Administration of Site Technical Procedures, Revision 8. Specifically, the licensee determined 
applicable acceptance criteria steps in technical procedures were not applicable (N/A) in lieu of performing a 
procedure change. This resulted in challenging the operability of safety-related plant equipment. The licensee entered 
this issue into their corrective action program as CR 1125256. 

The performance deficiency was more than minor because, if left uncorrected, it could lead to a more significant 
safety concern with the use of N/A and implementation of site technical procedures. Specifically, if further 
adjustments outside of the acceptance criteria or additional acceptance criteria were not met, it could have resulted in 
the turbine-driven auxiliary feedwater pump becoming inoperable. The inspectors determined this finding to be of 
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very low safety significance (Green) because it was a deficiency affecting the design or qualification of equipment and 
operability was maintained. The finding had a cross-cutting aspect of Procedure Adherence, as described in the 
Human Performance cross-cutting area because the licensee failed to comply with NPG-SPP-01.2. [H.8] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Place the RHR System in ECCS-Standby Mode Prior to Exceeding an RCS Temperature of 212 ºF
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to place the residual heat removal 
(RHR) system into ECCS-Standby Mode prior to the reactor coolant system (RCS) temperature exceeding 212 ºF as 
required by procedure 1-GO-1, Unit Startup from Cold Shutdown to Hot Standby, Revision 4. The licensee entered 
this issue into their corrective action program as CR 1127691. 

The performance deficiency was determined to be more than minor because, if left uncorrected, a failure to align a 
safety system under the proper plant conditions could lead to that system being inoperable or degraded. The inspectors 
determined that this finding was of very low safety significance (Green) because the system temperatures never rose 
high enough to allow the RHR pump suction header to form steam voids. The performance deficiency had a cross-
cutting aspect of Avoid Complacency in the area of Human Performance because licensee personnel were complacent 
and failed to question the long held idea that the particular step just needed to be started prior to exceeding an RCS 
temperature of 212 ºF. [H.12] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Use Approved Procedures to Place RHR Letdown In Service
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to use any approved procedures to 
place RHR Letdown in service. The licensee entered this issue into their corrective action program as CR 1127691. 

The performance deficiency was determined to be more than minor because if left uncorrected a failure to use 
procedures to place systems or portions of systems in service could result in equipment being operated incorrectly and 
that system could then become inoperable or degraded. The inspectors determined that this finding was of very low 
safety significance (Green) because the way that the system was placed in service did not cause any safety-related 
components to become inoperable nor did it represent an actual loss of function of one or more non-TS trains of 
equipment designated as high safety-significant in accordance with the licensee’s maintenance rule program for 
greater than 24 hours. The performance deficiency had a cross-cutting aspect of safety conscious work environment 
(SCWE) policy in the area of Safety Conscious Work Environment because the licensee organization failed to 
effectively implement a policy that supports individuals’ rights and responsibilities to raise safety concerns, and does 
not tolerate harassment, intimidation, retaliation, or discrimination for doing so [S.1] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to Track Applicable Technical Specification Action Statement for Charging Pump Inoperability
The NRC identified an NCV of TS 5.7.1.1.a, Procedures, for the licensee’s failure to implement OPDP-8, Operability 
Determinations and LCO tracking. Specifically, the licensee failed to track the applicability of action statement ‘B’ of 
TS LCO 3.5.3, ECCS- Shutdown, during planned testing. The licensee entered this issue into their corrective action 
program as CR 1134949. 

The licensee’s failure to track applicable TS LCOs, as required by Section 3.5.1 of OPDP-8 was a performance 
deficiency. The performance deficiency was more than minor because, if left uncorrected, it would have had the 
potential to lead to a more significant safety concern in that, the failure to track an applicable TS action statement 
could lead to plant operations outside of TS analyzed conditions. The inspectors determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train 
for greater than its TS allowed outage time nor did it represent an actual loss of function of one or more non-TS 
equipment for greater than 24 hours. The performance deficiency had a cross-cutting aspect of Challenge the 
Unknown in the area of Human Performance because licensee personnel did not appropriately stop, question, and 
evaluate the risks before proceeding when the 1A-A CCP oil cooler low flow alarm came in during flow testing. 
[H.11] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Adequate Surveillance Procedure for Emergency Core Cooling System Venting
The inspectors identified an apparent violation of TS 5.7.1.1.a, Procedures, for 
the licensee’s failure to maintain procedure 1-SI-63-10.1-A, “ECCS Discharge Pipes 
Venting – Train A Inside Containment,” Revisions 11-16, in accordance with the 
requirements of Regulatory Guide 1.33. Specifically, the procedure did not have 
provisions for quantifying accumulated gases during venting which allowed 
emergency core cooling system (ECCS) piping to be vented without being evaluated 
for potential adverse impacts on system operability. The licensee implemented 
manual ultrasonic testing (UT) of gas accumulation and entered this issue into their 
corrective action program as CR 1136359. 
The performance deficiency was more than minor because, if left uncorrected, it had 
the potential to lead to a more significant safety concern. Specifically, if left 
uncorrected, the potential existed for an unacceptable void affecting ECCS 
operability to develop prior to the next scheduled surveillance. The inspectors 
determined the finding could not be screened to GREEN and may require a detailed 
risk evaluation following a determination of whether the finding represents a loss of 
system and/or function. Because the safety characterization of this finding is not yet 
finalized, it is being documented with a significance of To Be Determined (TBD). The 
inspectors determined that the finding had a cross-cutting aspect of Change 
Management in the area of Human Performance because the licensee failed to use a 
systematic process to implement changes to the ECCS venting procedure to ensure 
that Generic Letter 2008-01 commitments would continue to be met. [H.3]
Inspection Report# : 2016001 (pdf)
Inspection Report# : 2016002 (pdf)

4Q/2016 Inspection Findings - Watts Bar 1

Page 6 of 9



Barrier Integrity

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Satisfy TS LCO 3.6.3
The NRC identified a Green NCV of TS for the failure to recognize and take the required actions in TS 3.6.3 for 
inoperable containment penetration flow paths. Specifically, the required actions of TS 3.6.3 applied on November 21, 
2015, and were not taken until January 30, 2016. 

The failure to take required actions associated with TS 3.6.3 for an inoperable containment penetration was a 
performance deficiency. The performance deficiency was more than minor because the ERCW supply and discharge 
containment penetrations for the 1D upper containment cooler were inoperable for longer than the TS allowed outage 
time. Because the 1D upper containment cooler ERCW containment penetrations were inoperable and resulted in the 
failure to satisfy TS LCO 3.6.3, reasonable assurance of the integrity of the containment design barrier was adversely 
affected. The inspectors determined the finding was of low safety significance (Green) because the upper containment 
cooler ERCW penetrations are small lines (<1-2 inches in diameter) and IMC 0609, Appendix H “Containment 
Integrity Significance Determination Process” dated May 6, 2004, Table 4.1 states that “small lines (<1-2 inches in 
diameter) would not generally contribute to LERF.” This finding had a cross-cutting aspect in the area of Human 
Performance, Conservative Bias, because the licensee failed to make the prudent choice to fully evaluate the 
unsuccessful surveillance test on November 15, 2015, and instead simply documented the issue in the corrective 
action program (CAP) and deferred the solution, resulting in the TS violation six days later. [H.14] 

Inspection Report# : 2016002 (pdf)

Emergency Preparedness

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Minimum On-Shift Emergency Response Staffing Levels 
The NRC identified a non-cited violation of 10 Code of Federal Regulations (CFR) 50.47(b)(2) for the licensee’s 
failure to maintain the effectiveness of its emergency plan, when on more than one occasion, the number of control 
room operators fell below minimum staffing, as required by Appendix C of NP-REP Tennessee Valley Authority 
(TVA) Nuclear Power Radiological Emergency Plan (E-Plan). The licensee’s corrective actions included entering the 
issue into their corrective action program as CR 1233650. 

The performance deficiency was more than minor because it was associated with the emergency response organization 
readiness attribute of the Emergency Preparedness cornerstone and adversely impacted the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public 
in the event of a radiological emergency. The inspectors assessed the finding in accordance with Inspection Manual 
Chapter 0609, Appendix B, Emergency Preparedness Significance Determination Process, and using Table 5.2-1 –
Significance Examples for 50.47(b)(2), determined that this finding represented an example of a staffing process that 
would permit a shift to go below E-Plan minimum staffing requirements. The inspectors determined that the licensee’s 
process, on more than one occasion, failed to ensure that on-shift staffing met E-Plan minimum staffing requirements 
between March 20 and May 6, 2016. The cause of the finding was determined to be associated with the cross-cutting 
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aspect of thorough evaluation of problems in the corrective action component of the problem identification and 
resolution area because the organization failed to periodically analyze information from the corrective action program 
and other assessments in the aggregate to identify programmatic and common cause issues
Inspection Report# : 2016501 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform 50.59 Screenings For Procedures
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” at Watts Bar Unit 1 for the 
licensee’s failure to perform 10 CFR 50.59 screening reviews for new technical 
procedures and changes to technical procedures, as directed by procedure NPG-SPP-
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01.2.1, “Interim Administration of Site Technical Programs and Procedures for Watts Bar 
1 and 2,” Rev. 2. The licensee entered this issue into their corrective action program as 
condition report 1145320 and performed the procedurally directed screening reviews 
which determined that no 50.59 Evaluations were required. 
The licensee’s failure to perform 10 CFR 50.59 screening reviews for new technical 
procedures and changes to technical procedures as directed by procedure NPG-SPP-
01.2.1 was determined to be a performance deficiency. The performance deficiency 
was more than minor because, if left uncorrected, it had the potential to lead to a more 
significant safety concern. The finding was determined to be of very low safety 
significance (Green) because the finding was not a design deficiency, did not represent 
a loss of system and/or function, and did not represent the loss of any trains of Technical 
Specification or Non-Technical Specification equipment. The finding was assigned a 
cross-cutting aspect of Change Management in the Human Performance area because 
the licensee failed to use a systematic process for evaluating and implementing change 
so that nuclear safety remained the overriding priority [H.3]. 

***NOTE*** 
For the Watts Bar Unit 2 Docket, this finding was issued as a SL IV NCV.
Inspection Report# : 2016008 (pdf)

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Verification and Validation for Abnormal Operating Instructions
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” at Watts Bar Unit 1 for the 
licensee’s failure to perform verification and validation for abnormal operating 
instructions as directed by technical instruction 0-TI-12.11, “Emergency Operating 
Instruction (EOI).” The licensee entered this issue into their corrective action program as 
condition reports 1151954 and 1153507, and performed the procedurally directed 
verifications and validations which determined that all of the abnormal operating 
instructions in question were adequate. 
The licensee’s failure to perform verification and validation for abnormal operating 
instructions as directed by technical instruction 0-TI-12.11 was determined to be a 
performance deficiency. The performance deficiency was more than minor because, if 
left uncorrected, it had the potential to lead to a more significant safety concern. The 
finding was determined to be of very low safety significance (Green) because the finding 
was not a design deficiency, did not represent a loss of system and/or function, and did 
not represent the loss of any trains of Technical Specification or Non-Technical 
Specification equipment. The finding was assigned a cross-cutting aspect of Change 
Management in the Human Performance area because the licensee failed to use a 
systematic process for evaluating and implementing change so that nuclear safety 
remained the overriding priority [H.3]. 

***NOTE*** 
For the Watts Bar Unit 2 Docket, this finding was issued as a SL IV NCV.
Inspection Report# : 2016008 (pdf)

Last modified : February 01, 2017
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Initiating Events
Mitigating Systems

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for Essential Raw Cooling Water Pumps
The NRC identified a non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion 
V, "Instructions, Procedures, and Drawings," for the licensee's failure to base an immediate determination of operability 
(IDO) for Essential Raw Cooling Water (ERCW) pumps on information sufficient to conclude that a reasonable 
expectation of operability existed. The licensee restored compliance on November 30, 2016 when they documented an 
IDO that met the requirements of OPDP-8. The violation was entered into the licensee's CAP as CR 1237178. 

The performance deficiency was more than minor because because it adversly affected the equipment performance 
attribute of the Mitigating Systems Cornerstone. Specifically, reasonable assurance of operability did not exist for the 
ERCW pumps from November 29, 2016 until November 30, 2016. The inspectors determined the finding was of very 
low safety significance (Green) because it did not represent an actual loss of function for at least a single train for 
longer than its technical specification allowed outage time. The cause of this finding had a cross cutting aspect of 
"Teamwork" in the Human Performance area, because individuals and work groups failed to communicate and 
coordinate their activities within and across organizational boundaries such that nuclear safety is the overriding priority.
Inspection Report# : 2016004 (pdf)

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inappropriate Procedure used for Work Order Scope Change Results in Loss of 1B-B Shutdown Board
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A self-revealed non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Instructions, Procedures, and Drawings, was identified for the licensee's failure to use a procedure appropriate to the 
circumstances when work scope changed which contributed to the loss of the 1B-B shutdown board on May 17, 2016. 

The failure to use a procedure appropriate to the circumstances, such as NPG-SPP-07.6, NPG Work Management 
Planning Procedure, Revision (Rev.) 14, for a work scope change associated with a design change work order on the 
1B-B shutdown board on May 17, 2016, was a performance deficiency. The performance deficiency was more than 
minor because it affected the equipment performance attribute of the mitigating systems cornerstone objective because 
the loss of the 1B-B shutdown board caused the inoperability of the B train of the onsite electrical distribution system 
and also resulted in the inoperability of all B train structures, systems, or components (SSCs) powered from the 1B-B 
shutdown board. The inspectors performed an initial screening of the finding and determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train for 
greater than its technical specification (TS) allowed outage time. The finding had a cross-cutting aspect in the Work 
Management component of the Human Performance area because the licensee failed to implement a process of 
planning, controlling, and executing work activities such that nuclear safety is the overriding priority. Specifically, the 
process of planning and executing the work activities for Design Change Notice (DCN) 64063 failed to identify and 
manage the risk associated with system restoration due to either equipment failure or personnel error [H.5]. 

Inspection Report# : 2016003 (pdf)

Significance:  Aug 26, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure Adequate Unit 1 Emergency Diesel Generator Surveillance Instructions
The NRC identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, 
"Instructions, Procedures and Drawings," for the licensee's failure to have adequate 
instructions and acceptance criteria in the emergency diesel generator surveillance 
instructions to ensure that the largest load rejection test bounds the power demand of the 
largest load. These issues were entered into the licensee's corrective action program as 
condition reports 1201749 and 1199001. The licensee confirmed current operability and 
determined that likely corrective actions will include revisions to the surveillance 
instructions. 
The performance deficiency was determined to be more than minor because it was 
associated with the Procedure Quality attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems to respond to initiating events to prevent undesirable consequences. 
Specifically, the licensee's SIs to implement TS SR 3.8.1.9 failed to ensure that the tested 
kW level of the rejected load bounded the largest predicted post-accident load. The team 
determined the finding to be of very low safety significance (Green) because the finding 
was not a design deficiency, did not represent a loss of system and/or function, and did not 
represent the loss of any trains of Technical Specification or Non-Technical Specification 
equipment. The team determined the finding was indicative of current licensee 
performance and assigned a cross-cutting aspect of Documentation in the area of Human 
Performance. [H.7]
Inspection Report# : 2016011 (pdf)

Significance:  Aug 26, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Adequately Evaluate Net Positive Suction Head to the Unit 1 AFW Pumps
The NRC identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, 
"Design Control," for the licensee's failure to properly evaluate the available net positive 
suction head to the Unit 1 auxiliary feedwater pumps. These issues were entered into the 
licensee's corrective action program as condition reports 1196925 and 1201623. The licensee confirmed current 
operability and had determined that likely corrective actions will 
include revisions to the net positive suction head calculation. 
The performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of safety systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the licensee's inadequate evaluation of the available NPSH 
for the AFW pumps resulted in a significant margin reduction of approximately 74%. The 
team determined the finding to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design of a mitigating SSC that maintained its 
operability. The team determined the finding was indicative of current licensee 
performance and assigned a cross-cutting aspect of Design Margin in the area of Human 
Performance. [H.6]
Inspection Report# : 2016011 (pdf)

Barrier Integrity

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for Containment Penetration X-65
The NRC identified a non-cited violation of 10 Code of Federal Regulations (CFR) Part 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," for the licensee's failure to address all the design criteria for check valve, 1-
CHV-31-3407, in the basis of the immediate determination of operability (IDO) for containment penetration X-65 to 
conclude that a reasonable expectation of operability existed. On September 19, TS compliance was restored when 
Penetration X-65 returned to operable when it was isolated and drained. The violation was entered into the licensee's 
CAP as CR 1216892. 

The performance deficiency was more than minor because it adversely affected the design control attribute of the 
barrier integrity system cornerstone. Specifically, reasonable assurance of operability did not exist for containment 
penetration X-65 from September 18, 2016 until September 19, 2016. The inspectors performed an initial screening of 
the finding and determined that this finding was of very low safety significance (Green) because the finding did not 
represent an actual open pathway in the physical integrity of reactor containment (valves, airlocks, etc.), containment 
isolation system (logic and instrumentation), and heat removal components; and hydrogen igniters are not applicable. 
The cause of this finding had a cross-cutting aspect of "Evaluation" in the area of Problem Identification and 
Resolution, because the licensee did not consider all functions of check valve 1-CKV-31-3407 when performing the 
IDO after the valve failed to pass the surveillance instruction.
Inspection Report# : 2016004 (pdf)

Emergency Preparedness

Significance:  Dec 31, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Maintain Minimum On-Shift Emergency Response Staffing Levels 
The NRC identified a non-cited violation of 10 Code of Federal Regulations (CFR) 50.47(b)(2) for the licensee's failure 
to maintain the effectiveness of its emergency plan, when on more than one occasion, the number of control room 
operators fell below minimum staffing, as required by Appendix C of NP-REP Tennessee Valley Authority (TVA) 
Nuclear Power Radiological Emergency Plan (E-Plan). The licensee's corrective actions included entering the issue into 
their corrective action program as CR 1233650. 

The performance deficiency was more than minor because it was associated with the emergency response organization 
readiness attribute of the Emergency Preparedness cornerstone and adversely impacted the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public in 
the event of a radiological emergency. The inspectors assessed the finding in accordance with Inspection Manual 
Chapter 0609, Appendix B, Emergency Preparedness Significance Determination Process, and using Table 5.2-1 - 
Significance Examples for 50.47(b)(2), determined that this finding represented an example of a staffing process that 
would permit a shift to go below E-Plan minimum staffing requirements. The inspectors determined that the licensee's 
process, on more than one occasion, failed to ensure that on-shift staffing met E-Plan minimum staffing requirements 
between March 20 and May 6, 2016. The cause of the finding was determined to be associated with the cross-cutting 
aspect of thorough evaluation of problems in the corrective action component of the problem identification and 
resolution area because the organization failed to periodically analyze information from the corrective action program 
and other assessments in the aggregate to identify programmatic and common cause issues
Inspection Report# : 2016501 (pdf)

Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous
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Initiating Events

Significance:  Jun 30, 2017
Identified By: Self-Revealing
Item Type: FIN Finding
Failure to Follow Procedure Results in Reactor Coolant Pump Failure to Transfer and Unit 1 Reactor Trip
A self-revealed Green finding was identified for the failure to follow procedure NPG-SPP-22.207, "Procedure Use and 
Adherence" Revision 4, which requires that applicable procedures are used for all activities controlled by a written 
procedure. The licensee entered this into their corrective action program as CR 1291140 

The failure to follow procedure NPG-SPP-22.207, "Procedure Use and Adherence," Revision 4, was a performance 
deficiency. The performance deficiency was more than minor because it affected the Initiating Events Cornerstone 
attribute of Human Performance and adversely affected the cornerstone objective in that it resulted in two reactor trips. 
The inspectors determined that the finding was of very low safety significance (Green) because it did not cause a 
reactor trip and the loss of mitigation equipment. The finding was not assigned a cross-cutting aspect since none of the 
CCAs described in IMC 0310 corresponded to an apparent cause or most significant causal factor of the performance 
deficiency.
Inspection Report# : 2017002 (pdf)

Mitigating Systems

Significance:  Jun 23, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Replace Namco Limit Switch Gasket to Maintain EQ Qualification
The NRC identified a Green non-cited violation (NCV) of title 10 Code of Federal 
Regulations (CFR) Part 50, Appendix B, Criterion V, "Instructions, Procedures, and 
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Drawings," for the licensee's failure to implement instructions to replace Namco limit 
switch gaskets as required to maintain environmental qualification. The licensee entered 
this issue into their corrective action program as CR 1309040. 

The performance deficiency was determined to be more than minor because it was 
associated with the Equipment Performance attribute of Mitigating Systems cornerstone 
and adversely affected the cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, not maintaining the main steam header isolation valve limit 
switches in their qualified condition impacted their reliability. The inspectors determined 
the finding to be of very low safety significance (Green) because the finding was a 
deficiency affecting the qualification of a mitigating structure, system, or component 
(SSC), and the SSC maintained its operability or functionality. Because the finding was 
indicative of current licensee performance, the inspectors assigned the cross-cutting 
aspect of Documentation in the area of Human Performance [H.7] because the 
procedure did not contain accurate instructions related to the replacement of the 
gaskets.
Inspection Report# : 2017007 (pdf)

Significance:  Jun 23, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain an Adequate Record of Qualification
The NRC identified a Green NCV of 10 CFR 50.49(j), for the licensee's failure to maintain a complete record of 
qualification for Brand-Rex cables under environmental qualification binder WBNEQ-CABL-050. Specifically, the 
licensee could not produce a certificate of conformance related to thermal aging test data obtained from Brand-Rex. 
The licensee entered this issue into their corrective action program as CR 1310230. 

The performance deficiency was determined to be more than minor because it was associated with the Design Control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of the safety related cable systems. Specifically, the irretrievable loss of 
quality records that demonstrate the equipment is qualified for its application in conformance to Appendix B 
requirements, impacted the reliability and capability of safety-related cable systems. The inspectors determined the 
finding was of very low safety significance (Green) because the finding was a deficiency affecting the 
qualification of a mitigating SSC and the SSC maintained its operability or functionality. This finding was not assigned 
a cross-cutting aspect because the issue did not reflect current licensee performance.
Inspection Report# : 2017007 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for Essential Raw Cooling Water Pumps
The NRC identified a non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion 
V, "Instructions, Procedures, and Drawings," for the licensee's failure to base an immediate determination of operability 
(IDO) for Essential Raw Cooling Water (ERCW) pumps on information sufficient to conclude that a reasonable 
expectation of operability existed. The licensee restored compliance on November 30, 2016 when they documented an 
IDO that met the requirements of OPDP-8. The violation was entered into the licensee's CAP as CR 1237178. 
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The performance deficiency was more than minor because because it adversly affected the equipment performance 
attribute of the Mitigating Systems Cornerstone. Specifically, reasonable assurance of operability did not exist for the 
ERCW pumps from November 29, 2016 until November 30, 2016. The inspectors determined the finding was of very 
low safety significance (Green) because it did not represent an actual loss of function for at least a single train for 
longer than its technical specification allowed outage time. The cause of this finding had a cross cutting aspect of 
"Teamwork" in the Human Performance area, because individuals and work groups failed to communicate and 
coordinate their activities within and across organizational boundaries such that nuclear safety is the overriding priority.
Inspection Report# : 2016004 (pdf)

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inappropriate Procedure used for Work Order Scope Change Results in Loss of 1B-B Shutdown Board
A self-revealed non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Instructions, Procedures, and Drawings, was identified for the licensee's failure to use a procedure appropriate to the 
circumstances when work scope changed which contributed to the loss of the 1B-B shutdown board on May 17, 2016. 

The failure to use a procedure appropriate to the circumstances, such as NPG-SPP-07.6, NPG Work Management 
Planning Procedure, Revision (Rev.) 14, for a work scope change associated with a design change work order on the 
1B-B shutdown board on May 17, 2016, was a performance deficiency. The performance deficiency was more than 
minor because it affected the equipment performance attribute of the mitigating systems cornerstone objective because 
the loss of the 1B-B shutdown board caused the inoperability of the B train of the onsite electrical distribution system 
and also resulted in the inoperability of all B train structures, systems, or components (SSCs) powered from the 1B-B 
shutdown board. The inspectors performed an initial screening of the finding and determined that this finding was of 
very low safety significance (Green) because the finding did not represent an actual loss of function of a single train for 
greater than its technical specification (TS) allowed outage time. The finding had a cross-cutting aspect in the Work 
Management component of the Human Performance area because the licensee failed to implement a process of 
planning, controlling, and executing work activities such that nuclear safety is the overriding priority. Specifically, the 
process of planning and executing the work activities for Design Change Notice (DCN) 64063 failed to identify and 
manage the risk associated with system restoration due to either equipment failure or personnel error [H.5]. 

Inspection Report# : 2016003 (pdf)

Significance:  Aug 26, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure Adequate Unit 1 Emergency Diesel Generator Surveillance Instructions
The NRC identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, 
"Instructions, Procedures and Drawings," for the licensee's failure to have adequate 
instructions and acceptance criteria in the emergency diesel generator surveillance 
instructions to ensure that the largest load rejection test bounds the power demand of the 
largest load. These issues were entered into the licensee's corrective action program as 
condition reports 1201749 and 1199001. The licensee confirmed current operability and 
determined that likely corrective actions will include revisions to the surveillance 
instructions. 
The performance deficiency was determined to be more than minor because it was 
associated with the Procedure Quality attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and 
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capability of systems to respond to initiating events to prevent undesirable consequences. 
Specifically, the licensee's SIs to implement TS SR 3.8.1.9 failed to ensure that the tested 
kW level of the rejected load bounded the largest predicted post-accident load. The team 
determined the finding to be of very low safety significance (Green) because the finding 
was not a design deficiency, did not represent a loss of system and/or function, and did not 
represent the loss of any trains of Technical Specification or Non-Technical Specification 
equipment. The team determined the finding was indicative of current licensee 
performance and assigned a cross-cutting aspect of Documentation in the area of Human 
Performance. [H.7]
Inspection Report# : 2016011 (pdf)

Significance:  Aug 26, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Evaluate Net Positive Suction Head to the Unit 1 AFW Pumps
The NRC identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, 
"Design Control," for the licensee's failure to properly evaluate the available net positive 
suction head to the Unit 1 auxiliary feedwater pumps. These issues were entered into the 
licensee's corrective action program as condition reports 1196925 and 1201623. The licensee confirmed current 
operability and had determined that likely corrective actions will 
include revisions to the net positive suction head calculation. 
The performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of safety systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the licensee's inadequate evaluation of the available NPSH 
for the AFW pumps resulted in a significant margin reduction of approximately 74%. The 
team determined the finding to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design of a mitigating SSC that maintained its 
operability. The team determined the finding was indicative of current licensee 
performance and assigned a cross-cutting aspect of Design Margin in the area of Human 
Performance. [H.6]
Inspection Report# : 2016011 (pdf)

Barrier Integrity

Significance:  Jun 30, 2017
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Implement Clearance on Containment Isolation Valve Results in TS 3.6.3 Violation
A self-revealed finding and associated non-cited violation of Technical Specification (TS) 3.6.3, "Containment 
isolation Valves," was identified for a failure to properly implement a clearance for containment isolation valve 
surveillance testing. Clearance 1-30-1011-WW removed fuses from a different valve than the one specified in the 
clearance. The licensee entered this issue into their corrective action program as CR 1245529. 

The failure to comply with NPG-SPP-10.2, Steps 3.1.2.B.5 and 6, was a performance deficiency. The performance 
deficiency was more than minor because it adversely affected the configuration control attribute of the Barrier Integrity 
Cornerstone because the incorrectly placed clearance resulted in the inoperability of the containment isolation valve for 
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longer than its TS allowed outage time, reducing assurance that the containment function assumed 
in the safety analyses would be maintained. The inspectors performed an initial screening of the finding in accordance 
with NRC IMC 0609, Appendix A, and determined that this finding was of very low safety significance (Green) 
because the finding did not represent an actual open pathway in the physical integrity of reactor containment and did 
not involve an actual reduction in function of hydrogen igniters. The finding has a cross-cutting aspect in the Avoid 
Complacency component of the Human Performance area as defined in NRC IMC 0310, because multiple personnel 
failed to recognize and plan for the possibility of mistakes and error reduction tools, such as concurrent verification, 
were not appropriately implemented [H.12]. 

Inspection Report# : 2017002 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for Containment Penetration X-65
The NRC identified a non-cited violation of 10 Code of Federal Regulations (CFR) Part 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," for the licensee's failure to address all the design criteria for check valve, 
1-CHV-31-3407, in the basis of the immediate determination of operability (IDO) for containment penetration X-65 to 
conclude that a reasonable expectation of operability existed. On September 19, TS compliance was restored when 
Penetration X-65 returned to operable when it was isolated and drained. The violation was entered into the licensee's 
CAP as CR 1216892. 

The performance deficiency was more than minor because it adversely affected the design control attribute of the 
barrier integrity system cornerstone. Specifically, reasonable assurance of operability did not exist for containment 
penetration X-65 from September 18, 2016 until September 19, 2016. The inspectors performed an initial screening of 
the finding and determined that this finding was of very low safety significance (Green) because the finding did not 
represent an actual open pathway in the physical integrity of reactor containment (valves, airlocks, etc.), containment 
isolation system (logic and instrumentation), and heat removal components; and hydrogen igniters are not applicable. 
The cause of this finding had a cross-cutting aspect of "Evaluation" in the area of Problem Identification and 
Resolution, because the licensee did not consider all functions of check valve 1-CKV-31-3407 when performing the 
IDO after the valve failed to pass the surveillance instruction.
Inspection Report# : 2016004 (pdf)

Emergency Preparedness

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Minimum On-Shift Emergency Response Staffing Levels 
The NRC identified a non-cited violation of 10 Code of Federal Regulations (CFR) 50.47(b)(2) for the licensee's failure 
to maintain the effectiveness of its emergency plan, when on more than one occasion, the number of control room 
operators fell below minimum staffing, as required by Appendix C of NP-REP Tennessee Valley Authority (TVA) 
Nuclear Power Radiological Emergency Plan (E-Plan). The licensee's corrective actions included entering the issue into 
their corrective action program as CR 1233650. 

The performance deficiency was more than minor because it was associated with the emergency response organization 
readiness attribute of the Emergency Preparedness cornerstone and adversely impacted the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public in 
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the event of a radiological emergency. The inspectors assessed the finding in accordance with Inspection Manual 
Chapter 0609, Appendix B, Emergency Preparedness Significance Determination Process, and using Table 5.2-1 - 
Significance Examples for 50.47(b)(2), determined that this finding represented an example of a staffing process that 
would permit a shift to go below E-Plan minimum staffing requirements. The inspectors determined that the licensee's 
process, on more than one occasion, failed to ensure that on-shift staffing met E-Plan minimum staffing requirements 
between March 20 and May 6, 2016. The cause of the finding was determined to be associated with the cross-cutting 
aspect of thorough evaluation of problems in the corrective action component of the problem identification and 
resolution area because the organization failed to periodically analyze information from the corrective action program 
and other assessments in the aggregate to identify programmatic and common cause issues
Inspection Report# : 2016501 (pdf)

Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous
Current data as of : September 05, 2017

Page Last Reviewed/Updated Wednesday, June 07, 2017
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Initiating Events

Significance:  Jun 30, 2017
Identified By: Self-Revealing
Item Type: FIN Finding
Failure to Follow Procedure Results in Reactor Coolant Pump Failure to Transfer and Unit 1 Reactor Trip
A self-revealed Green finding was identified for the failure to follow procedure NPG-SPP-22.207, "Procedure Use and 
Adherence" Revision 4, which requires that applicable procedures are used for all activities controlled by a written 
procedure. The licensee entered this into their corrective action program as CR 1291140 

The failure to follow procedure NPG-SPP-22.207, "Procedure Use and Adherence," Revision 4, was a performance 
deficiency. The performance deficiency was more than minor because it affected the Initiating Events Cornerstone 
attribute of Human Performance and adversely affected the cornerstone objective in that it resulted in two reactor trips. 
The inspectors determined that the finding was of very low safety significance (Green) because it did not cause a 
reactor trip and the loss of mitigation equipment. The finding was not assigned a cross-cutting aspect since none of the 
CCAs described in IMC 0310 corresponded to an apparent cause or most significant causal factor of the performance 
deficiency.
Inspection Report# : 2017002 (pdf)

Mitigating Systems

Significance:  Jun 23, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Replace Namco Limit Switch Gasket to Maintain EQ Qualification
The NRC identified a Green non-cited violation (NCV) of title 10 Code of Federal 
Regulations (CFR) Part 50, Appendix B, Criterion V, "Instructions, Procedures, and 
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Drawings," for the licensee's failure to implement instructions to replace Namco limit 
switch gaskets as required to maintain environmental qualification. The licensee entered 
this issue into their corrective action program as CR 1309040. 

The performance deficiency was determined to be more than minor because it was 
associated with the Equipment Performance attribute of Mitigating Systems cornerstone 
and adversely affected the cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, not maintaining the main steam header isolation valve limit 
switches in their qualified condition impacted their reliability. The inspectors determined 
the finding to be of very low safety significance (Green) because the finding was a 
deficiency affecting the qualification of a mitigating structure, system, or component 
(SSC), and the SSC maintained its operability or functionality. Because the finding was 
indicative of current licensee performance, the inspectors assigned the cross-cutting 
aspect of Documentation in the area of Human Performance [H.7] because the 
procedure did not contain accurate instructions related to the replacement of the 
gaskets.
Inspection Report# : 2017007 (pdf)

Significance:  Jun 23, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain an Adequate Record of Qualification
The NRC identified a Green NCV of 10 CFR 50.49(j), for the licensee's failure to maintain a complete record of 
qualification for Brand-Rex cables under environmental qualification binder WBNEQ-CABL-050. Specifically, the 
licensee could not produce a certificate of conformance related to thermal aging test data obtained from Brand-Rex. 
The licensee entered this issue into their corrective action program as CR 1310230. 

The performance deficiency was determined to be more than minor because it was associated with the Design Control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of the safety related cable systems. Specifically, the irretrievable loss of 
quality records that demonstrate the equipment is qualified for its application in conformance to Appendix B 
requirements, impacted the reliability and capability of safety-related cable systems. The inspectors determined the 
finding was of very low safety significance (Green) because the finding was a deficiency affecting the 
qualification of a mitigating SSC and the SSC maintained its operability or functionality. This finding was not assigned 
a cross-cutting aspect because the issue did not reflect current licensee performance.
Inspection Report# : 2017007 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for Essential Raw Cooling Water Pumps
The NRC identified a non-cited violation (NCV) of 10 Code of Federal Regulations (CFR) 50 Appendix B, Criterion 
V, "Instructions, Procedures, and Drawings," for the licensee's failure to base an immediate determination of operability 
(IDO) for Essential Raw Cooling Water (ERCW) pumps on information sufficient to conclude that a reasonable 
expectation of operability existed. The licensee restored compliance on November 30, 2016 when they documented an 
IDO that met the requirements of OPDP-8. The violation was entered into the licensee's CAP as CR 1237178. 
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The performance deficiency was more than minor because because it adversly affected the equipment performance 
attribute of the Mitigating Systems Cornerstone. Specifically, reasonable assurance of operability did not exist for the 
ERCW pumps from November 29, 2016 until November 30, 2016. The inspectors determined the finding was of very 
low safety significance (Green) because it did not represent an actual loss of function for at least a single train for 
longer than its technical specification allowed outage time. The cause of this finding had a cross cutting aspect of 
"Teamwork" in the Human Performance area, because individuals and work groups failed to communicate and 
coordinate their activities within and across organizational boundaries such that nuclear safety is the overriding priority.
Inspection Report# : 2016004 (pdf)

Barrier Integrity

Significance:  Jun 30, 2017
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Implement Clearance on Containment Isolation Valve Results in TS 3.6.3 Violation
A self-revealed finding and associated non-cited violation of Technical Specification (TS) 3.6.3, "Containment 
isolation Valves," was identified for a failure to properly implement a clearance for containment isolation valve 
surveillance testing. Clearance 1-30-1011-WW removed fuses from a different valve than the one specified in the 
clearance. The licensee entered this issue into their corrective action program as CR 1245529. 

The failure to comply with NPG-SPP-10.2, Steps 3.1.2.B.5 and 6, was a performance deficiency. The performance 
deficiency was more than minor because it adversely affected the configuration control attribute of the Barrier Integrity 
Cornerstone because the incorrectly placed clearance resulted in the inoperability of the containment isolation valve for 
longer than its TS allowed outage time, reducing assurance that the containment function assumed 
in the safety analyses would be maintained. The inspectors performed an initial screening of the finding in accordance 
with NRC IMC 0609, Appendix A, and determined that this finding was of very low safety significance (Green) 
because the finding did not represent an actual open pathway in the physical integrity of reactor containment and did 
not involve an actual reduction in function of hydrogen igniters. The finding has a cross-cutting aspect in the Avoid 
Complacency component of the Human Performance area as defined in NRC IMC 0310, because multiple personnel 
failed to recognize and plan for the possibility of mistakes and error reduction tools, such as concurrent verification, 
were not appropriately implemented [H.12]. 

Inspection Report# : 2017002 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Immediate Determination of Operability for Containment Penetration X-65
The NRC identified a non-cited violation of 10 Code of Federal Regulations (CFR) Part 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," for the licensee's failure to address all the design criteria for check valve, 
1-CHV-31-3407, in the basis of the immediate determination of operability (IDO) for containment penetration X-65 to 
conclude that a reasonable expectation of operability existed. On September 19, TS compliance was restored when 
Penetration X-65 returned to operable when it was isolated and drained. The violation was entered into the licensee's 
CAP as CR 1216892. 

The performance deficiency was more than minor because it adversely affected the design control attribute of the 
barrier integrity system cornerstone. Specifically, reasonable assurance of operability did not exist for containment 
penetration X-65 from September 18, 2016 until September 19, 2016. The inspectors performed an initial screening of 

Page 3 of 5NRC: Watts Bar 1 – Quarterly Plant Inspection Findings

01/23/2018https://www.nrc.gov/reactors/operating/oversight/wb1/wb1-pim.html



the finding and determined that this finding was of very low safety significance (Green) because the finding did not 
represent an actual open pathway in the physical integrity of reactor containment (valves, airlocks, etc.), containment 
isolation system (logic and instrumentation), and heat removal components; and hydrogen igniters are not applicable. 
The cause of this finding had a cross-cutting aspect of "Evaluation" in the area of Problem Identification and 
Resolution, because the licensee did not consider all functions of check valve 1-CKV-31-3407 when performing the 
IDO after the valve failed to pass the surveillance instruction.
Inspection Report# : 2016004 (pdf)

Emergency Preparedness

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Minimum On-Shift Emergency Response Staffing Levels 
The NRC identified a non-cited violation of 10 Code of Federal Regulations (CFR) 50.47(b)(2) for the licensee's failure 
to maintain the effectiveness of its emergency plan, when on more than one occasion, the number of control room 
operators fell below minimum staffing, as required by Appendix C of NP-REP Tennessee Valley Authority (TVA) 
Nuclear Power Radiological Emergency Plan (E-Plan). The licensee's corrective actions included entering the issue into 
their corrective action program as CR 1233650. 

The performance deficiency was more than minor because it was associated with the emergency response organization 
readiness attribute of the Emergency Preparedness cornerstone and adversely impacted the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public in 
the event of a radiological emergency. The inspectors assessed the finding in accordance with Inspection Manual 
Chapter 0609, Appendix B, Emergency Preparedness Significance Determination Process, and using Table 5.2-1 - 
Significance Examples for 50.47(b)(2), determined that this finding represented an example of a staffing process that 
would permit a shift to go below E-Plan minimum staffing requirements. The inspectors determined that the licensee's 
process, on more than one occasion, failed to ensure that on-shift staffing met E-Plan minimum staffing requirements 
between March 20 and May 6, 2016. The cause of the finding was determined to be associated with the cross-cutting 
aspect of thorough evaluation of problems in the corrective action component of the problem identification and 
resolution area because the organization failed to periodically analyze information from the corrective action program 
and other assessments in the aggregate to identify programmatic and common cause issues
Inspection Report# : 2016501 (pdf)

Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous
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Initiating Events

Significance:  Aug 11, 2017
Identified By: Self-Revealing
Item Type: FIN Finding
Failure to Follow Procedure Results in Reactor Coolant Pump Failure to Transfer and Unit 1 Reactor Trip
A self-revealed Green finding was identified for the failure to follow procedure NPG-SPP-22.207, "Procedure Use and 
Adherence" Revision 4, which requires that applicable procedures are used for all activities controlled by a written 
procedure. The licensee entered this into their corrective action program as CR 1291140

The failure to follow procedure NPG-SPP-22.207, "Procedure Use and Adherence," Revision 4, was a performance 
deficiency. The performance deficiency was more than minor because it affected the Initiating Events Cornerstone 
attribute of Human Performance and adversely affected the cornerstone objective in that it resulted in two reactor trips. 
The inspectors determined that the finding was of very low safety significance (Green) because it did not cause a 
reactor trip and the loss of mitigation equipment. The finding was not assigned a cross-cutting aspect since none of the 
CCAs described in IMC 0310 corresponded to an apparent cause or most significant causal factor of the performance 
deficiency.
Inspection Report# : 2017002 (pdf)

Significance:  May 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain the Abnormal Operating Instruction for Tornados

 Green. An NRC-identified non-cited violation (NCV) of Technical Specification (TS) 5.7.1.1.a, ?Procedures,? was 
identified for a failure to maintain procedure 0-AOI-8, Tornado Watch or Warning. The entry criteria were inadequate 
to ensure that the required actions for a tornado watch or warning would be performed in a manner such that potential 
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plant impact from a tornado would be mitigated or prevented. The violation was entered into the licensee?s corrective 
action program (CAP) as condition report (CR) 1280644. The licensee?s immediate corrective action was to install a 
weather radio in a continually manned security area with instructions for the security personnel to notify the control 
room for any tornado watch or warning declaration in Rhea County, TN.

The failure to maintain procedure 0-AOI-8 was a performance deficiency. The performance deficiency was more than 
minor because it adversely affected the procedure quality attribute of the Initiating Events Cornerstone objective, in that 
failure to take required actions in accordance with 0-AOI-8 after a tornado watch is issued could result in the inability 
to perform those actions if the watch is upgraded to a warning resulting in potential equipment failure. The inspectors 
determined that this finding was of very low safety significance (Green) because the finding did not cause a reactor trip, 
involve the complete or partial loss of mitigation or support equipment, or impact the frequency of a fire or internal 
flooding event. The finding has a cross-cutting aspect in the Identification component of the Problem Identification and 
Resolution area because the licensee had not identified procedure 0-AOI-8 inadequate entry criteria despite past issues 
with timely entry. [P.1].

Inspection Report# : 2017001 (pdf)

Mitigating Systems

Significance:  Nov 22, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Procedure for Unit Cooldown from Hot Standby to Cold Shutdown

An NRC-identified non-cited violation (NCV) of Technical Specification (TS) 5.7.1.1.a, ?Procedures,? was identified 
for the failure to maintain TVA procedures 1-GO-6 and 2-GO-6, both titled Unit Shutdown from Hot Standby to Cold 
Shutdown. The licensee failed to update the procedures prior to commencing dual unit operation to include steps that 
would shut down the running motor driven auxiliary feedwater pump prior to starting a third emergency raw cooling 
water (ERCW) pump during the time period where the opposite unit has been shut down less than 48 hours. The 
licensee?s immediate corrective actions included revising both procedures to add the required steps. This violation was 
documented in the licensee?s corrective action program as CR 1318176.

The performance deficiency was more than minor because it affected the Mitigating Systems Cornerstone attribute of 
Equipment Performance and adversely affected the cornerstone objective in that failure to maintain the procedures 
resulted in a situation where the emergency diesel generator would have been overloaded and rendered inoperable in 
response to a design basis event. The inspectors determined that this finding was of very low safety significance 
(Green) because the finding did not represent an actual loss of function of a single train for greater than its TS allowed 
outage time. The finding had a cross-cutting aspect in the Avoid Complacency attribute of the Human Performance 
area because engineering missed a critical aspect of the required procedure changes associated with design change 
notice 62151 when performing the prompt determination of operability and the review process was unsuccessful at 
identifying the error [H.12].

Inspection Report# : 2017003 (pdf)
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Significance:  Nov 22, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Procedures for Response to a Loss of Coolant Accident

An NRC-identified non-cited violation (NCV) was identified for the failure to maintain written procedures for 
emergencies. Emergency procedure 1-E-1, Revision 7 and 2-E-1 Revision 0, both titled Loss of Reactor or Secondary 
Coolant, were updated to include steps directing inappropriate actions that would have affected ERCW supply flow 
during an accident. The immediate corrective action was to remove the inappropriate steps. This violation was 
documented in the licensee?s corrective action program (CAP) as CR 1331422.

The performance deficiency was more than minor because it affected the Mitigating Systems Cornerstone attribute of 
Procedure Quality and adversely affected the cornerstone objective in that the reduced ERCW flow caused by the 
inappropriate steps affects the heat removal capability of the ERCW and component cooling systems (CCS) during a 
loss of coolant accident (LOCA). The finding was determined to require a detailed risk evaluation because it 
represented an actual loss of function of at least a single train for greater than its TS allowed outage time. The result 
was less than 1E-6 for each unit which would be a finding of very low significance (Green). The risk was mitigated 
because the performance deficiency would affect operation only when a LOCA occurred and the simultaneous loss of 
two shutdown boards. The finding has a cross-cutting aspect in the documentation attribute of the Human Performance 
area because the licensee did not maintain the accuracy of 1-E-1 through its revisions and did not maintain procedure 
2-E-1 accurate at its creation. (H.7)

Inspection Report# : 2017003 (pdf)

Significance:  Aug 07, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Replace Namco Limit Switch Gasket to Maintain EQ Qualification

The NRC identified a Green non-cited violation (NCV) of title 10 Code of Federal

Regulations (CFR) Part 50, Appendix B, Criterion V, "Instructions, Procedures, and

Drawings," for the licensee's failure to implement instructions to replace Namco limit

switch gaskets as required to maintain environmental qualification. The licensee entered

this issue into their corrective action program as CR 1309040.

The performance deficiency was determined to be more than minor because it was

associated with the Equipment Performance attribute of Mitigating Systems cornerstone

and adversely affected the cornerstone objective of ensuring the availability, reliability,
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and capability of systems that respond to initiating events to prevent undesirable

consequences. Specifically, not maintaining the main steam header isolation valve limit

switches in their qualified condition impacted their reliability. The inspectors determined

the finding to be of very low safety significance (Green) because the finding was a

deficiency affecting the qualification of a mitigating structure, system, or component

(SSC), and the SSC maintained its operability or functionality. Because the finding was

indicative of current licensee performance, the inspectors assigned the cross-cutting

aspect of Documentation in the area of Human Performance [H.7] because the

procedure did not contain accurate instructions related to the replacement of the

gaskets.

Inspection Report# : 2017007 (pdf)

Significance:  Aug 07, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain an Adequate Record of Qualification

The NRC identified a Green NCV of 10 CFR 50.49(j), for the licensee's failure to maintain a complete record of 
qualification for Brand-Rex cables under environmental qualification binder WBNEQ-CABL-050. Specifically, the 
licensee could not produce a certificate of conformance related to thermal aging test data obtained from Brand-Rex.

The licensee entered this issue into their corrective action program as CR 1310230.

The performance deficiency was determined to be more than minor because it was associated with the Design Control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of the safety related cable systems. Specifically, the irretrievable loss of

quality records that demonstrate the equipment is qualified for its application in conformance to Appendix B 
requirements, impacted the reliability and capability of safety-related cable systems. The inspectors determined the 
finding was of very low safety significance (Green) because the finding was a deficiency affecting the

qualification of a mitigating SSC and the SSC maintained its operability or functionality. This finding was not assigned 
a cross-cutting aspect because the issue did not reflect current licensee performance.

Inspection Report# : 2017007 (pdf)
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Significance:  Mar 10, 2017
Identified By: NRC
Item Type: FIN Finding
Failure Implement the Program Requirement to Enter Issues into the CAP

The NRC identified a Finding for the licensee?s failure to consistently implement the program requirements of the 
CAP. Specifically, the licensee failed to implement NPG-SPP-22.301, section 3.2.2 which required the licensee?s staff 
to initiate a Condition Report (CR) to enter various items into their CAP. The licensee placed this issue into their 
corrective action program. The performance deficiency was more than minor because, if left uncorrected, issues would 
remain unanalyzed that could represent a more significant safety concern. The performance deficiency was screened 
using IMC 0609, Appendix A, Exhibit 2 Mitigating Systems Cornerstone dated June 19, 2012. The finding screened to 
Green because none of the examples were related to any structure, system, component, (SSC) 3 exceeding its technical 
specification allowed outage time. A cross cutting aspect of Identification was assigned because the licensee?s 
threshold for identifying and entering issues into their CAP was not low enough as defined by their procedures. (P.1) 

Inspection Report# : 2016013 (pdf)

Barrier Integrity

Significance:  Aug 11, 2017
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Implement Clearance on Containment Isolation Valve Results in TS 3.6.3 Violation

A self-revealed finding and associated non-cited violation of Technical Specification (TS) 3.6.3, "Containment 
isolation Valves," was identified for a failure to properly implement a clearance for containment isolation valve 
surveillance testing. Clearance 1-30-1011-WW removed fuses from a different valve than the one specified in the 
clearance. The licensee entered this issue into their corrective action program as CR 1245529.

The failure to comply with NPG-SPP-10.2, Steps 3.1.2.B.5 and 6, was a performance deficiency. The performance 
deficiency was more than minor because it adversely affected the configuration control attribute of the Barrier Integrity 
Cornerstone because the incorrectly placed clearance resulted in the inoperability of the containment isolation valve for 
longer than its TS allowed outage time, reducing assurance that the containment function assumed 

in the safety analyses would be maintained. The inspectors performed an initial screening of the finding in accordance 
with NRC IMC 0609, Appendix A, and determined that this finding was of very low safety significance (Green) 
because the finding did not represent an actual open pathway in the physical integrity of reactor containment and did 
not involve an actual reduction in function of hydrogen igniters. The finding has a cross-cutting aspect in the Avoid 
Complacency component of the Human Performance area as defined in NRC IMC 0310, because multiple personnel 
failed to recognize and plan for the possibility of mistakes and error reduction tools, such as concurrent verification, 
were not appropriately implemented [H.12]. 

Inspection Report# : 2017002 (pdf)

Emergency Preparedness
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Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous
Significance: N/A Aug 11, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report Multiple Examples of a Loss of Safety Function in accordance with 10 CFR 50.72 and 50.73

Severity Level IV. The inspectors identified a Severity Level IV non-cited violations of 10 Code of Federal 
Regulations (CFR) 50.72 and 50.73, with multiple examples due to the licensee?s failure to make the required eight 
hour non-emergency notification and submit a Licensee Event Report (LER) to the NRC within 60 days for conditions 
that, at the time of discovery, could have prevented fulfillment of a safety function. These issues have been entered into 
the licensee?s corrective action program as condition report (CR) 1310096. 

The inspectors determined that the licensee?s failure to comply with 10 CFR 50.72(b)(3)(v) and 50.72(a)(2)(v) was a 
performance deficiency.  This performance deficiency was dispositioned under traditional enforcement because the 
failure to make a non-emergency notification and submit an LER within the time requirements may impact the ability 
of the NRC to perform its regulatory oversight function.  The violation was assessed using Sections 2.2.4 and 6.9.d.9 of 
the NRC?s Enforcement Policy and determined to be a SL IV violation.  Traditional enforcement violations are not 
assessed for cross-cutting aspects. (4OA5.2)

Inspection Report# : 2017002 (pdf)

Significance: N/A Mar 10, 2017
Identified By: NRC
Item Type: AV Apparent Violation
Failure to Implment Confirmatory Order Requirement for Adverse Employment Action

The NRC identified an Apparent Violation of Confirmatory Order Modifying License, (EA-09-009,203) Dated 
December 22, 2009 (ML093510993) for the licensee?s failure to; (1) implement a process to review proposed licensee 
adverse employment actions at Watts Bar Nuclear plant before actions were taken to determine whether the proposed 
action comports with employee protection regulations, and whether the proposed actions could negatively impact the 
SCWE; and (2) implement a process to review proposed significant adverse employment actions by contractors 
performing services at TVA?s nuclear plant sites before the actions were taken to determine whether the proposed 
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action comports with employee protection regulations, and whether the proposed action could negatively impact the 
SCWE. The NRC determined this violation constituted a more than minor traditional enforcement violation associated 
with failure to implement actions required by Confirmatory Order Modifying License, (EA-09-009,203). The ROP?s 
significance determination process does not specifically consider the regulatory process impact in its assessment of 
licensee performance. Therefore, it is necessary to address violations which impede the NRC?s ability to regulate using 
traditional enforcement. The inspector determined that the licensee?s failure to implement the requirements of the 
Confirmatory Order had the potential to impede or impact the regulatory process, and therefore subject to traditional 
enforcement as described in the NRC Enforcement Policy, dated November 1, 2016.  The NRC has not made an 
enforcement decision on this matter. 

Inspection Report# : 2016013 (pdf)

Significance: N/A Mar 10, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Provide Accurate information

The NRC identified a Non-cited Violation (NCV) of 10 CFR 50.9, ?Completeness and Accuracy of Information? for 
the licensee?s failure to provide accurate information in all material respects to the Commission. The team determined 
on April 22, 2016, the licensee provided inaccurate information in a letter to the NRC titled, RESPONSE TO NRC 
LETTER CONCERNING A CHILLED WORK ENVIRONMENT FOR RAISING AND ADDRESSING SAFETY 
CONCERNS AT THE WATTS BAR NUCLEAR PLANT (ML16113A228). This information was material because 
the NRC relied on this information to conclude that TVA was in compliance with CO-EA-09-009/203 requirements. 
The licensee placed this issue into their corrective action program. The NRC determined this violation constituted a 
more than minor traditional enforcement violation associated with failure to provide accurate information. The ROP?s 
significance determination process does not specifically consider the regulatory process impact in its assessment of 
licensee performance. Therefore, it is necessary to address violations which impede the NRC?s ability to regulate using 
traditional enforcement. The inspector determined that the licensee?s failure to provide accurate information was a 
violation of 10CFR50.9 which had the potential to impede or impact the regulatory process, and therefore subject to 
traditional enforcement as described in the NRC Enforcement Policy, dated November 1, 2016. This violation is 
characterized as a Severity Level IV violation because it was similar to Example Section 6.9.d.1 of the NRC 
Enforcement Policy. 

Inspection Report# : 2016013 (pdf)

Current data as of : February 01, 2018

Page Last Reviewed/Updated Monday, November 06, 2017
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