
Vogtle 1 

Initiating Events 

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Non-cited violation was identified for inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) 
Single Pump Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal operating procedure (AOP). The 
procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling Water System (NSCW), directed the operators to use a system 
operating procedure that did not provide adequate guidance to establish NSCW single pump operation for the condition that was being addressed 
by AOP 18021-C. This finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a RCP seal loss of coolant 
accident following a loss of both trains of the NSCW system. This finding was of very low safety significance based on the minimal risk increase 
associated with a non-proceduralized recovery action in the control room, given ample time to accomplish the task and sufficient indications and 
general training to know what to do, versus taking the same recovery action with the benefit of a procedure. 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the activities listed in Regulatory 
Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS surveillance procedure for conducting reactor protection 
system testing on December 9, 2000, was a violation of TS 5.4.1.a. This violation was entered in the licensee's corrective action program as CR 
2000002309. The inspectors reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be 
implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Regulatory Guide 1.33, Appendix A 
includes equipment control activities such as equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect 
position as required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, and was a 
violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and Component Cooling Water pump #6) 
inoperable for a period of approximately 17.5 hours. This issue was placed in the licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water leakage and chemical 
residue accumulation which had previously resulted in the failure of both overspeed trip vent valves on the 1A Emergency Diesel Generator (EDG). 
This finding was also a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action. This finding was more than minor 
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because a failure of the overspeed trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE CIRCUMSTANCES RESULTS IN 
INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented instructions or procedures of a type 
appropriate to the circumstances. On September 17, 2000, the licensee failed to perform testing of valve 1HV8802A with instructions appropriate to 
the circumstances, resulting in the failure to adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering 
both trains of SI inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors reviewed this 
licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate radiological hazards. The licensee 
failed to perform adequate surveys resulting in a package containing radioactive material being released offsite on November 9, 2000. This 
violation was entered in the licensee's corrective action program as CR 2000002181. The inspectors reviewed this licensee identified violation and 
determined the violation was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing to promptly enter potentially 
disqualifying information into the Plant Access Data System (PADS) for an individual who had apparently failed to provide accurate criminal history 
information during employee screening. Also, telephone contact was not made with other utilities where the individual was actively badged, 
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notifying them of the information. The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 
20, 2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low significance due to the 
absence of a malevolent act. It was more than minor because the individual was able to access two other Nuclear Plants after the licensee had 
received the potentially disqualifying information from the criminal history check. This information is relied upon by other utilities participating in the 
PADS program and may have may have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting problems. The threshold for entering 
problems into the CAP was low, resulting in a large number of Condition Reports (CRs). Problems entered into the CAP were adequately evaluated 
and appropriate actions were taken to resolve the problem. One exception was noted concerning the resolution of human performance errors 
associated with configuration control of components. Although the problem had been previously identified by the licensee as a management 
priority, the number of instances had remained elevated since the previous NRC team inspection of the CAP in March 2000. The problem was not 
captured in a single overall CAP trend CR. Therefore, a comprehensive analysis of the scope of the problem and a comprehensive corrective 
action plan was not developed. Although additional and appropriate corrective actions were taken by the licensee, they were not coordinated or 
tracked by the CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System engineers 
were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues but 
licensee self-assessments were inconsistent in scope and format. Self-assessment findings were not always entered into the CAP which was also 
noted on the previous NRC inspection of corrective action. A safety conscious work environment was found where employees felt free to raise 
safety issues in CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : April 01, 2002 

Page 3 of 31Q/2000 Inspection Findings - Vogtle 1



Vogtle 1 

Initiating Events 

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Non-cited violation was identified for inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) 
Single Pump Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal operating procedure (AOP). The 
procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling Water System (NSCW), directed the operators to use a system 
operating procedure that did not provide adequate guidance to establish NSCW single pump operation for the condition that was being addressed 
by AOP 18021-C. This finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a RCP seal loss of coolant 
accident following a loss of both trains of the NSCW system. This finding was of very low safety significance based on the minimal risk increase 
associated with a non-proceduralized recovery action in the control room, given ample time to accomplish the task and sufficient indications and 
general training to know what to do, versus taking the same recovery action with the benefit of a procedure. 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the activities listed in Regulatory 
Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS surveillance procedure for conducting reactor protection 
system testing on December 9, 2000, was a violation of TS 5.4.1.a. This violation was entered in the licensee's corrective action program as CR 
2000002309. The inspectors reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be 
implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Regulatory Guide 1.33, Appendix A 
includes equipment control activities such as equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect 
position as required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, and was a 
violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and Component Cooling Water pump #6) 
inoperable for a period of approximately 17.5 hours. This issue was placed in the licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water leakage and chemical 
residue accumulation which had previously resulted in the failure of both overspeed trip vent valves on the 1A Emergency Diesel Generator (EDG). 
This finding was also a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action. This finding was more than minor 
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because a failure of the overspeed trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE CIRCUMSTANCES RESULTS IN 
INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented instructions or procedures of a type 
appropriate to the circumstances. On September 17, 2000, the licensee failed to perform testing of valve 1HV8802A with instructions appropriate to 
the circumstances, resulting in the failure to adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering 
both trains of SI inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors reviewed this 
licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate radiological hazards. The licensee 
failed to perform adequate surveys resulting in a package containing radioactive material being released offsite on November 9, 2000. This 
violation was entered in the licensee's corrective action program as CR 2000002181. The inspectors reviewed this licensee identified violation and 
determined the violation was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing to promptly enter potentially 
disqualifying information into the Plant Access Data System (PADS) for an individual who had apparently failed to provide accurate criminal history 
information during employee screening. Also, telephone contact was not made with other utilities where the individual was actively badged, 
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notifying them of the information. The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 
20, 2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low significance due to the 
absence of a malevolent act. It was more than minor because the individual was able to access two other Nuclear Plants after the licensee had 
received the potentially disqualifying information from the criminal history check. This information is relied upon by other utilities participating in the 
PADS program and may have may have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting problems. The threshold for entering 
problems into the CAP was low, resulting in a large number of Condition Reports (CRs). Problems entered into the CAP were adequately evaluated 
and appropriate actions were taken to resolve the problem. One exception was noted concerning the resolution of human performance errors 
associated with configuration control of components. Although the problem had been previously identified by the licensee as a management 
priority, the number of instances had remained elevated since the previous NRC team inspection of the CAP in March 2000. The problem was not 
captured in a single overall CAP trend CR. Therefore, a comprehensive analysis of the scope of the problem and a comprehensive corrective 
action plan was not developed. Although additional and appropriate corrective actions were taken by the licensee, they were not coordinated or 
tracked by the CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System engineers 
were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues but 
licensee self-assessments were inconsistent in scope and format. Self-assessment findings were not always entered into the CAP which was also 
noted on the previous NRC inspection of corrective action. A safety conscious work environment was found where employees felt free to raise 
safety issues in CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : April 01, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Non-cited violation was identified for inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) 
Single Pump Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal operating procedure (AOP). The 
procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling Water System (NSCW), directed the operators to use a system 
operating procedure that did not provide adequate guidance to establish NSCW single pump operation for the condition that was being addressed 
by AOP 18021-C. This finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a RCP seal loss of coolant 
accident following a loss of both trains of the NSCW system. This finding was of very low safety significance based on the minimal risk increase 
associated with a non-proceduralized recovery action in the control room, given ample time to accomplish the task and sufficient indications and 
general training to know what to do, versus taking the same recovery action with the benefit of a procedure. 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the activities listed in Regulatory 
Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS surveillance procedure for conducting reactor protection 
system testing on December 9, 2000, was a violation of TS 5.4.1.a. This violation was entered in the licensee's corrective action program as CR 
2000002309. The inspectors reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be 
implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Regulatory Guide 1.33, Appendix A 
includes equipment control activities such as equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect 
position as required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, and was a 
violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and Component Cooling Water pump #6) 
inoperable for a period of approximately 17.5 hours. This issue was placed in the licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water leakage and chemical 
residue accumulation which had previously resulted in the failure of both overspeed trip vent valves on the 1A Emergency Diesel Generator (EDG). 
This finding was also a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action. This finding was more than minor 
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because a failure of the overspeed trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE CIRCUMSTANCES RESULTS IN 
INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented instructions or procedures of a type 
appropriate to the circumstances. On September 17, 2000, the licensee failed to perform testing of valve 1HV8802A with instructions appropriate to 
the circumstances, resulting in the failure to adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering 
both trains of SI inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors reviewed this 
licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate radiological hazards. The licensee 
failed to perform adequate surveys resulting in a package containing radioactive material being released offsite on November 9, 2000. This 
violation was entered in the licensee's corrective action program as CR 2000002181. The inspectors reviewed this licensee identified violation and 
determined the violation was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing to promptly enter potentially 
disqualifying information into the Plant Access Data System (PADS) for an individual who had apparently failed to provide accurate criminal history 
information during employee screening. Also, telephone contact was not made with other utilities where the individual was actively badged, 
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notifying them of the information. The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 
20, 2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low significance due to the 
absence of a malevolent act. It was more than minor because the individual was able to access two other Nuclear Plants after the licensee had 
received the potentially disqualifying information from the criminal history check. This information is relied upon by other utilities participating in the 
PADS program and may have may have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting problems. The threshold for entering 
problems into the CAP was low, resulting in a large number of Condition Reports (CRs). Problems entered into the CAP were adequately evaluated 
and appropriate actions were taken to resolve the problem. One exception was noted concerning the resolution of human performance errors 
associated with configuration control of components. Although the problem had been previously identified by the licensee as a management 
priority, the number of instances had remained elevated since the previous NRC team inspection of the CAP in March 2000. The problem was not 
captured in a single overall CAP trend CR. Therefore, a comprehensive analysis of the scope of the problem and a comprehensive corrective 
action plan was not developed. Although additional and appropriate corrective actions were taken by the licensee, they were not coordinated or 
tracked by the CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System engineers 
were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues but 
licensee self-assessments were inconsistent in scope and format. Self-assessment findings were not always entered into the CAP which was also 
noted on the previous NRC inspection of corrective action. A safety conscious work environment was found where employees felt free to raise 
safety issues in CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : March 29, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the activities listed in Regulatory 
Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS surveillance procedure for conducting reactor protection 
system testing on December 9, 2000, was a violation of TS 5.4.1.a. This violation was entered in the licensee's corrective action program as CR 
2000002309. The inspectors reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Non-cited violation was identified for inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) 
Single Pump Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal operating procedure (AOP). The 
procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling Water System (NSCW), directed the operators to use a system 
operating procedure that did not provide adequate guidance to establish NSCW single pump operation for the condition that was being addressed 
by AOP 18021-C. This finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a RCP seal loss of coolant 
accident following a loss of both trains of the NSCW system. This finding was of very low safety significance based on the minimal risk increase 
associated with a non-proceduralized recovery action in the control room, given ample time to accomplish the task and sufficient indications and 
general training to know what to do, versus taking the same recovery action with the benefit of a procedure. 
Inspection Report# : 2001008(pdf)  

Mitigating Systems 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE CIRCUMSTANCES RESULTS IN 
INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented instructions or procedures of a type 
appropriate to the circumstances. On September 17, 2000, the licensee failed to perform testing of valve 1HV8802A with instructions appropriate to 
the circumstances, resulting in the failure to adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering 
both trains of SI inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors reviewed this 
licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be 
implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Regulatory Guide 1.33, Appendix A 
includes equipment control activities such as equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect 
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position as required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, and was a 
violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and Component Cooling Water pump #6) 
inoperable for a period of approximately 17.5 hours. This issue was placed in the licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water leakage and chemical 
residue accumulation which had previously resulted in the failure of both overspeed trip vent valves on the 1A Emergency Diesel Generator (EDG). 
This finding was also a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action. This finding was more than minor 
because a failure of the overspeed trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate radiological hazards. The licensee 
failed to perform adequate surveys resulting in a package containing radioactive material being released offsite on November 9, 2000. This 
violation was entered in the licensee's corrective action program as CR 2000002181. The inspectors reviewed this licensee identified violation and 
determined the violation was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing to promptly enter potentially 
disqualifying information into the Plant Access Data System (PADS) for an individual who had apparently failed to provide accurate criminal history 
information during employee screening. Also, telephone contact was not made with other utilities where the individual was actively badged, 
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notifying them of the information. The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 
20, 2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low significance due to the 
absence of a malevolent act. It was more than minor because the individual was able to access two other Nuclear Plants after the licensee had 
received the potentially disqualifying information from the criminal history check. This information is relied upon by other utilities participating in the 
PADS program and may have may have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting problems. The threshold for entering 
problems into the CAP was low, resulting in a large number of Condition Reports (CRs). Problems entered into the CAP were adequately evaluated 
and appropriate actions were taken to resolve the problem. One exception was noted concerning the resolution of human performance errors 
associated with configuration control of components. Although the problem had been previously identified by the licensee as a management 
priority, the number of instances had remained elevated since the previous NRC team inspection of the CAP in March 2000. The problem was not 
captured in a single overall CAP trend CR. Therefore, a comprehensive analysis of the scope of the problem and a comprehensive corrective 
action plan was not developed. Although additional and appropriate corrective actions were taken by the licensee, they were not coordinated or 
tracked by the CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System engineers 
were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues but 
licensee self-assessments were inconsistent in scope and format. Self-assessment findings were not always entered into the CAP which was also 
noted on the previous NRC inspection of corrective action. A safety conscious work environment was found where employees felt free to raise 
safety issues in CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : March 28, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the activities listed in Regulatory 
Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS surveillance procedure for conducting reactor protection 
system testing on December 9, 2000, was a violation of TS 5.4.1.a. This violation was entered in the licensee's corrective action program as CR 
2000002309. The inspectors reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Non-cited violation was identified for inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) 
Single Pump Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal operating procedure (AOP). The 
procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling Water System (NSCW), directed the operators to use a system 
operating procedure that did not provide adequate guidance to establish NSCW single pump operation for the condition that was being addressed 
by AOP 18021-C. This finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a RCP seal loss of coolant 
accident following a loss of both trains of the NSCW system. This finding was of very low safety significance based on the minimal risk increase 
associated with a non-proceduralized recovery action in the control room, given ample time to accomplish the task and sufficient indications and 
general training to know what to do, versus taking the same recovery action with the benefit of a procedure. 
Inspection Report# : 2001008(pdf)  

Mitigating Systems 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE CIRCUMSTANCES RESULTS IN 
INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented instructions or procedures of a type 
appropriate to the circumstances. On September 17, 2000, the licensee failed to perform testing of valve 1HV8802A with instructions appropriate to 
the circumstances, resulting in the failure to adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering 
both trains of SI inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors reviewed this 
licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be 
implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Regulatory Guide 1.33, Appendix A 
includes equipment control activities such as equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect 
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position as required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, and was a 
violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and Component Cooling Water pump #6) 
inoperable for a period of approximately 17.5 hours. This issue was placed in the licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water leakage and chemical 
residue accumulation which had previously resulted in the failure of both overspeed trip vent valves on the 1A Emergency Diesel Generator (EDG). 
This finding was also a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action. This finding was more than minor 
because a failure of the overspeed trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate radiological hazards. The licensee 
failed to perform adequate surveys resulting in a package containing radioactive material being released offsite on November 9, 2000. This 
violation was entered in the licensee's corrective action program as CR 2000002181. The inspectors reviewed this licensee identified violation and 
determined the violation was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing to promptly enter potentially 
disqualifying information into the Plant Access Data System (PADS) for an individual who had apparently failed to provide accurate criminal history 
information during employee screening. Also, telephone contact was not made with other utilities where the individual was actively badged, 
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notifying them of the information. The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 
20, 2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low significance due to the 
absence of a malevolent act. It was more than minor because the individual was able to access two other Nuclear Plants after the licensee had 
received the potentially disqualifying information from the criminal history check. This information is relied upon by other utilities participating in the 
PADS program and may have may have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting problems. The threshold for entering 
problems into the CAP was low, resulting in a large number of Condition Reports (CRs). Problems entered into the CAP were adequately evaluated 
and appropriate actions were taken to resolve the problem. One exception was noted concerning the resolution of human performance errors 
associated with configuration control of components. Although the problem had been previously identified by the licensee as a management 
priority, the number of instances had remained elevated since the previous NRC team inspection of the CAP in March 2000. The problem was not 
captured in a single overall CAP trend CR. Therefore, a comprehensive analysis of the scope of the problem and a comprehensive corrective 
action plan was not developed. Although additional and appropriate corrective actions were taken by the licensee, they were not coordinated or 
tracked by the CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System engineers 
were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues but 
licensee self-assessments were inconsistent in scope and format. Self-assessment findings were not always entered into the CAP which was also 
noted on the previous NRC inspection of corrective action. A safety conscious work environment was found where employees felt free to raise 
safety issues in CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : March 28, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the activities listed in Regulatory 
Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS surveillance procedure for conducting reactor protection 
system testing on December 9, 2000, was a violation of TS 5.4.1.a. This violation was entered in the licensee's corrective action program as CR 
2000002309. The inspectors reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Non-cited violation was identified for inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) 
Single Pump Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal operating procedure (AOP). The 
procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling Water System (NSCW), directed the operators to use a system 
operating procedure that did not provide adequate guidance to establish NSCW single pump operation for the condition that was being addressed 
by AOP 18021-C. This finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a RCP seal loss of coolant 
accident following a loss of both trains of the NSCW system. This finding was of very low safety significance based on the minimal risk increase 
associated with a non-proceduralized recovery action in the control room, given ample time to accomplish the task and sufficient indications and 
general training to know what to do, versus taking the same recovery action with the benefit of a procedure. 
Inspection Report# : 2001008(pdf)  

Mitigating Systems 

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water leakage and chemical 
residue accumulation which had previously resulted in the failure of both overspeed trip vent valves on the 1A Emergency Diesel Generator (EDG). 
This finding was also a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action. This finding was more than minor 
because a failure of the overspeed trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE CIRCUMSTANCES RESULTS IN 
INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented instructions or procedures of a type 
appropriate to the circumstances. On September 17, 2000, the licensee failed to perform testing of valve 1HV8802A with instructions appropriate to 
the circumstances, resulting in the failure to adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering 
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both trains of SI inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors reviewed this 
licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be 
implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Regulatory Guide 1.33, Appendix A 
includes equipment control activities such as equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect 
position as required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, and was a 
violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and Component Cooling Water pump #6) 
inoperable for a period of approximately 17.5 hours. This issue was placed in the licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate radiological hazards. The licensee 
failed to perform adequate surveys resulting in a package containing radioactive material being released offsite on November 9, 2000. This 
violation was entered in the licensee's corrective action program as CR 2000002181. The inspectors reviewed this licensee identified violation and 
determined the violation was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing to promptly enter potentially 
disqualifying information into the Plant Access Data System (PADS) for an individual who had apparently failed to provide accurate criminal history 
information during employee screening. Also, telephone contact was not made with other utilities where the individual was actively badged, 
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notifying them of the information. The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 
20, 2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low significance due to the 
absence of a malevolent act. It was more than minor because the individual was able to access two other Nuclear Plants after the licensee had 
received the potentially disqualifying information from the criminal history check. This information is relied upon by other utilities participating in the 
PADS program and may have may have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting problems. The threshold for entering 
problems into the CAP was low, resulting in a large number of Condition Reports (CRs). Problems entered into the CAP were adequately evaluated 
and appropriate actions were taken to resolve the problem. One exception was noted concerning the resolution of human performance errors 
associated with configuration control of components. Although the problem had been previously identified by the licensee as a management 
priority, the number of instances had remained elevated since the previous NRC team inspection of the CAP in March 2000. The problem was not 
captured in a single overall CAP trend CR. Therefore, a comprehensive analysis of the scope of the problem and a comprehensive corrective 
action plan was not developed. Although additional and appropriate corrective actions were taken by the licensee, they were not coordinated or 
tracked by the CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System engineers 
were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues but 
licensee self-assessments were inconsistent in scope and format. Self-assessment findings were not always entered into the CAP which was also 
noted on the previous NRC inspection of corrective action. A safety conscious work environment was found where employees felt free to raise 
safety issues in CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : March 27, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the activities listed in Regulatory 
Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS surveillance procedure for conducting reactor protection 
system testing on December 9, 2000, was a violation of TS 5.4.1.a. This violation was entered in the licensee's corrective action program as CR 
2000002309. The inspectors reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Non-cited violation was identified for inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) 
Single Pump Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal operating procedure (AOP). The 
procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling Water System (NSCW), directed the operators to use a system 
operating procedure that did not provide adequate guidance to establish NSCW single pump operation for the condition that was being addressed 
by AOP 18021-C. This finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a RCP seal loss of coolant 
accident following a loss of both trains of the NSCW system. This finding was of very low safety significance based on the minimal risk increase 
associated with a non-proceduralized recovery action in the control room, given ample time to accomplish the task and sufficient indications and 
general training to know what to do, versus taking the same recovery action with the benefit of a procedure. 
Inspection Report# : 2001008(pdf)  

Mitigating Systems 

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water leakage and chemical 
residue accumulation which had previously resulted in the failure of both overspeed trip vent valves on the 1A Emergency Diesel Generator (EDG). 
This finding was also a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action. This finding was more than minor 
because a failure of the overspeed trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE CIRCUMSTANCES RESULTS IN 
INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented instructions or procedures of a type 
appropriate to the circumstances. On September 17, 2000, the licensee failed to perform testing of valve 1HV8802A with instructions appropriate to 
the circumstances, resulting in the failure to adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering 
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both trains of SI inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors reviewed this 
licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be 
implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Regulatory Guide 1.33, Appendix A 
includes equipment control activities such as equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect 
position as required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, and was a 
violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and Component Cooling Water pump #6) 
inoperable for a period of approximately 17.5 hours. This issue was placed in the licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate radiological hazards. The licensee 
failed to perform adequate surveys resulting in a package containing radioactive material being released offsite on November 9, 2000. This 
violation was entered in the licensee's corrective action program as CR 2000002181. The inspectors reviewed this licensee identified violation and 
determined the violation was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing to promptly enter potentially 
disqualifying information into the Plant Access Data System (PADS) for an individual who had apparently failed to provide accurate criminal history 
information during employee screening. Also, telephone contact was not made with other utilities where the individual was actively badged, 
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notifying them of the information. The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 
20, 2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low significance due to the 
absence of a malevolent act. It was more than minor because the individual was able to access two other Nuclear Plants after the licensee had 
received the potentially disqualifying information from the criminal history check. This information is relied upon by other utilities participating in the 
PADS program and may have may have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting problems. The threshold for entering 
problems into the CAP was low, resulting in a large number of Condition Reports (CRs). Problems entered into the CAP were adequately evaluated 
and appropriate actions were taken to resolve the problem. One exception was noted concerning the resolution of human performance errors 
associated with configuration control of components. Although the problem had been previously identified by the licensee as a management 
priority, the number of instances had remained elevated since the previous NRC team inspection of the CAP in March 2000. The problem was not 
captured in a single overall CAP trend CR. Therefore, a comprehensive analysis of the scope of the problem and a comprehensive corrective 
action plan was not developed. Although additional and appropriate corrective actions were taken by the licensee, they were not coordinated or 
tracked by the CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System engineers 
were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues but 
licensee self-assessments were inconsistent in scope and format. Self-assessment findings were not always entered into the CAP which was also 
noted on the previous NRC inspection of corrective action. A safety conscious work environment was found where employees felt free to raise 
safety issues in CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : March 26, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Non-cited violation was identified for inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) 
Single Pump Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal operating procedure (AOP). The 
procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling Water System (NSCW), directed the operators to use a system 
operating procedure that did not provide adequate guidance to establish NSCW single pump operation for the condition that was being addressed 
by AOP 18021-C. This finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a RCP seal loss of coolant 
accident following a loss of both trains of the NSCW system. This finding was of very low safety significance based on the minimal risk increase 
associated with a non-proceduralized recovery action in the control room, given ample time to accomplish the task and sufficient indications and 
general training to know what to do, versus taking the same recovery action with the benefit of a procedure. 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the activities listed in Regulatory 
Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS surveillance procedure for conducting reactor protection 
system testing on December 9, 2000, was a violation of TS 5.4.1.a. This violation was entered in the licensee's corrective action program as CR 
2000002309. The inspectors reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be 
implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Regulatory Guide 1.33, Appendix A 
includes equipment control activities such as equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect 
position as required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, and was a 
violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and Component Cooling Water pump #6) 
inoperable for a period of approximately 17.5 hours. This issue was placed in the licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water leakage and chemical 
residue accumulation which had previously resulted in the failure of both overspeed trip vent valves on the 1A Emergency Diesel Generator (EDG). 
This finding was also a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action. This finding was more than minor 
because a failure of the overspeed trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Significance:  Dec 30, 2000 
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Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE CIRCUMSTANCES RESULTS IN 
INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented instructions or procedures of a type 
appropriate to the circumstances. On September 17, 2000, the licensee failed to perform testing of valve 1HV8802A with instructions appropriate to 
the circumstances, resulting in the failure to adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering 
both trains of SI inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors reviewed this 
licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate radiological hazards. The licensee 
failed to perform adequate surveys resulting in a package containing radioactive material being released offsite on November 9, 2000. This 
violation was entered in the licensee's corrective action program as CR 2000002181. The inspectors reviewed this licensee identified violation and 
determined the violation was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing to promptly enter potentially 
disqualifying information into the Plant Access Data System (PADS) for an individual who had apparently failed to provide accurate criminal history 
information during employee screening. Also, telephone contact was not made with other utilities where the individual was actively badged, 
notifying them of the information. The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 
20, 2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low significance due to the 
absence of a malevolent act. It was more than minor because the individual was able to access two other Nuclear Plants after the licensee had 
received the potentially disqualifying information from the criminal history check. This information is relied upon by other utilities participating in the 
PADS program and may have may have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Jan 26, 2001 
Identified By: NRC 
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Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting problems. The threshold for entering 
problems into the CAP was low, resulting in a large number of Condition Reports (CRs). Problems entered into the CAP were adequately evaluated 
and appropriate actions were taken to resolve the problem. One exception was noted concerning the resolution of human performance errors 
associated with configuration control of components. Although the problem had been previously identified by the licensee as a management 
priority, the number of instances had remained elevated since the previous NRC team inspection of the CAP in March 2000. The problem was not 
captured in a single overall CAP trend CR. Therefore, a comprehensive analysis of the scope of the problem and a comprehensive corrective 
action plan was not developed. Although additional and appropriate corrective actions were taken by the licensee, they were not coordinated or 
tracked by the CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System engineers 
were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues but 
licensee self-assessments were inconsistent in scope and format. Self-assessment findings were not always entered into the CAP which was also 
noted on the previous NRC inspection of corrective action. A safety conscious work environment was found where employees felt free to raise 
safety issues in CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : March 01, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Non-cited violation was identified for inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water 
System (NSCW) Single Pump Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal operating procedure 
(AOP). The procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling Water System (NSCW), directed the 
operators to use a system operating procedure that did not provide adequate guidance to establish NSCW single pump operation for 
the condition that was being addressed by AOP 18021-C. This finding had a credible impact on safety, in that, the inadequate 
guidance in AOP 18021-C could affect the ability of the operators to establish cooling to the reactor coolant pump (RCP) seals in a 
timely manner to reduce the likelihood of a RCP seal loss of coolant accident following a loss of both trains of the NSCW system. 
This finding was of very low safety significance based on the minimal risk increase associated with a non-proceduralized recovery 
action in the control room, given ample time to accomplish the task and sufficient indications and general training to know what to 
do, versus taking the same recovery action with the benefit of a procedure. 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the activities listed in 
Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS surveillance procedure for 
conducting reactor protection system testing on December 9, 2000, was a violation of TS 5.4.1.a. This violation was entered in the 
licensee's corrective action program as CR 2000002309. The inspectors reviewed this licensee identified violation and determined 
the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a requires that written 
procedures be implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. 
Regulatory Guide 1.33, Appendix A includes equipment control activities such as equipment locking and tagging. The failure to 
correctly position breaker 1BA03-15 in the disconnect position as required by the clearance step was a failure to follow licensee 
Procedure 00304-C, Equipment Clearance and Tagging, and was a violation of TS 5.4.1. a. This failure rendered the adjacent 
breakers (1B Containment Spray pump and Component Cooling Water pump #6) inoperable for a period of approximately 17.5 
hours. This issue was placed in the licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water leakage and 
chemical residue accumulation which had previously resulted in the failure of both overspeed trip vent valves on the 1A Emergency 
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Diesel Generator (EDG). This finding was also a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective 
Action. This finding was more than minor because a failure of the overspeed trip vent valves could result in engine damage during 
an overspeed condition. The finding was of very low safety significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE CIRCUMSTANCES RESULTS 
IN INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented instructions or 
procedures of a type appropriate to the circumstances. On September 17, 2000, the licensee failed to perform testing of valve 
1HV8802A with instructions appropriate to the circumstances, resulting in the failure to adequately control the system configuration 
and the inadvertent entry into TS 3.0.3 due to rendering both trains of SI inoperable. This violation was entered in the licensee's 
corrective action program as CR 2000001563. The inspectors reviewed this licensee identified violation and determined the violation 
was of very low significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate radiological hazards. 
The licensee failed to perform adequate surveys resulting in a package containing radioactive material being released offsite on 
November 9, 2000. This violation was entered in the licensee's corrective action program as CR 2000002181. The inspectors 
reviewed this licensee identified violation and determined the violation was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing to promptly 
enter potentially disqualifying information into the Plant Access Data System (PADS) for an individual who had apparently failed to 
provide accurate criminal history information during employee screening. Also, telephone contact was not made with other utilities 
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where the individual was actively badged, notifying them of the information. The licensee received the criminal history information on 
March 29, 1999. PADS was not updated until September 20, 2000. Using the Physical Protection Significance Determination 
Process, this finding was determined to be of very low significance due to the absence of a malevolent act. It was more than minor 
because the individual was able to access two other Nuclear Plants after the licensee had received the potentially disqualifying 
information from the criminal history check. This information is relied upon by other utilities participating in the PADS program and 
may have may have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 
Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting problems. The 
threshold for entering problems into the CAP was low, resulting in a large number of Condition Reports (CRs). Problems entered into 
the CAP were adequately evaluated and appropriate actions were taken to resolve the problem. One exception was noted 
concerning the resolution of human performance errors associated with configuration control of components. Although the problem 
had been previously identified by the licensee as a management priority, the number of instances had remained elevated since the 
previous NRC team inspection of the CAP in March 2000. The problem was not captured in a single overall CAP trend CR. 
Therefore, a comprehensive analysis of the scope of the problem and a comprehensive corrective action plan was not developed. 
Although additional and appropriate corrective actions were taken by the licensee, they were not coordinated or tracked by the CAP. 
Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System engineers were 
found to use the CAP effectively to address equipment issues. Quality Assurance organization audits were effective in identifying 
issues but licensee self-assessments were inconsistent in scope and format. Self-assessment findings were not always entered into 
the CAP which was also noted on the previous NRC inspection of corrective action. A safety conscious work environment was found 
where employees felt free to raise safety issues in CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : July 22, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Apr 20, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Loss of Main Feedwater Leads to Unplanned ESF Actuation and Manual Reactor Trip 
Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be implemented covering the activities 
listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978, which includes administrative procedures 
covering authorities and responsibilities for safe operation. Licensee Procedure 10000-C, Conduct of Operations, 
Revision 50, requires that for any abnormal conditions or indications, the shift operating crew take appropriate actions 
to stabilize the plant. The failure to take appropriate actions in response to lowering steam generator water levels was a 
failure to follow Procedure 10000-C. This violation of TS 5.4.1.a is being treated as a non-cited violation. The failure 
resulted in an unexpected reactor trip and a challenge to safety systems. This [violation] was placed in the licensee's 
corrective action program as CR 2002001458. 
Inspection Report# : 2002002(pdf)  

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) Single Pump 
Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal 
operating procedure (AOP). The procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling 
Water System (NSCW), directed the operators to use a system operating procedure that did not provide adequate 
guidance to establish NSCW single pump operation for the condition that was being addressed by AOP 18021-C. This 
finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a 
RCP seal loss of coolant accident following a loss of both trains of the NSCW system. This finding was of very low 
safety significance based on the minimal risk increase associated with a non-proceduralized recovery action in the 
control room, given ample time to accomplish the task and sufficient indications and general training to know what to 
do, versus taking the same recovery action with the benefit of a procedure. [T]he licensee has included this [violation] 
in their corrective action program as Condition Report (CR) 2001002851[.] 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN 
REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the 
activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS 
surveillance procedure for conducting reactor protection system testing on December 9, 2000, was a violation of TS 
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5.4.1.a. This violation was entered in the licensee's corrective action program as CR 2000002309. The inspectors 
reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Scaffold Construction Procedure - Two Examples 
A Non-Cited Violation of Technical Specification 5.4.1.a was identified for plant personnel failing to follow safety 
related maintenance activity procedures associated with the construction of scaffold near/around safety-related 
equipment in containment and a Nuclear Service Cooling Water pump. The procedure violations resulted in numerous 
scaffold construction deviations that were not evaluated for adequacy by engineering to ensure that safety-related 
equipment would not be adversely impacted by the scaffold during a seismic event. This finding was of very low safety 
significance because the procedure deviations would most likely not have resulted in the actual collapse of the scaffold 
during a design basis seismic event. However, failure to follow scaffold construction procedures was identified as a 
widespread problem due to the multiple examples that were identified. [The violation has been entered into the 
licensee's corrective action program as CRs 2002001346, 2002001392, and 2002001697.] The direct cause of this 
finding involved the cross-cutting area of Human Performance (Sections 1R19 and 1R20). 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Isolation of the Designated Boration Flow Path 
Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be implemented covering the activities 
listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978, which includes equipment control activities 
such as locking and tagging. Licensee Procedure 00304-C, Equipment Clearance and Tagging, Revision 45, Section 
4.2.2.3.f, requires that clearances be evaluated for impact on component/system operability and configuration control. 
The failure to properly evaluate the impact of Clearance 10215123 resulted in the isolation of the designated boration 
flow path established by Procedure 14406-1, Boron Injection Flow Path Verification - Shutdown. This finding is of 
very low safety significance since core alterations and positive reactivity additions were not in progress and another 
boration flow path was available. This issue was placed in the licensee's corrective action program as CR 2002001251. 
(Green) 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 07, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Improperly Wired Interlocks Affects ECCS Recirculation Valve 
Unit 1 Technical Specification (TS) 3.5.2 requires that two trains of ECCS shall be available when in modes 1, 2 and 3. 
The licensee discovered that, due to valve wiring errors, a loss of A train power (single failure) would have prevented 
the establishment of High Pressure Recirculation from the control room from either train. This was a violation of TS 
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3.5.2 which was caused by human performance errors. This issue was placed in the licensee's corrective action program 
as CR's 2002000723 and 2002001223. Additional information on this issue can be found in Section 4OA3 of this 
report. (Green) 
Inspection Report# : 2002002(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a 
requires that written procedures be implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, 
Appendix A, February 1978. Regulatory Guide 1.33, Appendix A includes equipment control activities such as 
equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect position as 
required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, 
and was a violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and 
Component Cooling Water pump #6) inoperable for a period of approximately 17.5 hours. This issue was placed in the 
licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water 
leakage and chemical residue accumulation which had previously resulted in the failure of both overspeed trip vent 
valves on the 1A Emergency Diesel Generator (EDG). This finding was also a Non-Cited Violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, Corrective Action. This finding was more than minor because a failure of the overspeed 
trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE 
CIRCUMSTANCES RESULTS IN INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented 
instructions or procedures of a type appropriate to the circumstances. On September 17, 2000, the licensee failed to 
perform testing of valve 1HV8802A with instructions appropriate to the circumstances, resulting in the failure to 
adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering both trains of SI 
inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors 
reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  
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Barrier Integrity 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Implementation of Containment Equipment Hatch Emergency Closure Administrative Controls 
A Non-Cited Violation of Technical Specification 5.4.1.a was identified for plant personnel failing to follow safety 
related maintenance activity procedures associated with emergency closure of the containment equipment hatch during 
reactor vessel refueling. The procedure violations had the potential to affect the licensee's capability to promptly close 
the containment equipment hatch during a fuel handling accident. The finding was of very low safety significance 
because no fuel handling event actually occurred requiring implementation of the containment equipment hatch 
emergency closure procedure and the discrepancies identified would likely not have resulted in preventing the 
licensee's capability of closing the equipment hatch at the time the issue was identified. In addition, the licensee's 
analyses of a fuel handling accident without closure of the equipment hatch does not result in radiological exposures to 
the public or control room operators that exceed regulatory limits. [The violation has been entered into the licensee's 
corrective action program as CRs 2002001165, 2002001172, and 2002001322.] The direct cause of this finding 
involved the cross-cutting area of Human Performance (Section 1R20).  
Inspection Report# : 2002002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate 
radiological hazards. The licensee failed to perform adequate surveys resulting in a package containing radioactive 
material being released offsite on November 9, 2000. This violation was entered in the licensee's corrective action 
program as CR 2000002181. The inspectors reviewed this licensee identified violation and determined the violation 
was of very low significanceon. 
Inspection Report# : 2000005(pdf)  

Physical Protection 
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Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing 
to promptly enter potentially disqualifying information into the Plant Access Data System (PADS) for an individual 
who had apparently failed to provide accurate criminal history information during employee screening. Also, telephone 
contact was not made with other utilities where the individual was actively badged, notifying them of the information. 
The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 20, 
2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low 
significance due to the absence of a malevolent act. It was more than minor because the individual was able to access 
two other Nuclear Plants after the licensee had received the potentially disqualifying information from the criminal 
history check. This information is relied upon by other utilities participating in the PADS program and may have may 
have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 
Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting 
problems. The threshold for entering problems into the CAP was low, resulting in a large number of Condition Reports 
(CRs). Problems entered into the CAP were adequately evaluated and appropriate actions were taken to resolve the 
problem. One exception was noted concerning the resolution of human performance errors associated with 
configuration control of components. Although the problem had been previously identified by the licensee as a 
management priority, the number of instances had remained elevated since the previous NRC team inspection of the 
CAP in March 2000. The problem was not captured in a single overall CAP trend CR. Therefore, a comprehensive 
analysis of the scope of the problem and a comprehensive corrective action plan was not developed. Although 
additional and appropriate corrective actions were taken by the licensee, they were not coordinated or tracked by the 
CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System 
engineers were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits 
were effective in identifying issues but licensee self-assessments were inconsistent in scope and format. Self-
assessment findings were not always entered into the CAP which was also noted on the previous NRC inspection of 
corrective action. A safety conscious work environment was found where employees felt free to raise safety issues in 
CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : August 29, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Apr 20, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Loss of Main Feedwater Leads to Unplanned ESF Actuation and Manual Reactor Trip 
Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be implemented covering the activities 
listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978, which includes administrative procedures 
covering authorities and responsibilities for safe operation. Licensee Procedure 10000-C, Conduct of Operations, 
Revision 50, requires that for any abnormal conditions or indications, the shift operating crew take appropriate actions 
to stabilize the plant. The failure to take appropriate actions in response to lowering steam generator water levels was a 
failure to follow Procedure 10000-C. This violation of TS 5.4.1.a is being treated as a non-cited violation. The failure 
resulted in an unexpected reactor trip and a challenge to safety systems. This [violation] was placed in the licensee's 
corrective action program as CR 2002001458. 
Inspection Report# : 2002002(pdf)  

Significance:  Dec 14, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Establishing Nuclear Service Cooling Water System (NSCW) Single Pump 
Operation.  
A non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a. was identified for an inadequate abnormal 
operating procedure (AOP). The procedural guidance contained in AOP 18021-C, Loss of Nuclear Service Cooling 
Water System (NSCW), directed the operators to use a system operating procedure that did not provide adequate 
guidance to establish NSCW single pump operation for the condition that was being addressed by AOP 18021-C. This 
finding had a credible impact on safety, in that, the inadequate guidance in AOP 18021-C could affect the ability of the 
operators to establish cooling to the reactor coolant pump (RCP) seals in a timely manner to reduce the likelihood of a 
RCP seal loss of coolant accident following a loss of both trains of the NSCW system. This finding was of very low 
safety significance based on the minimal risk increase associated with a non-proceduralized recovery action in the 
control room, given ample time to accomplish the task and sufficient indications and general training to know what to 
do, versus taking the same recovery action with the benefit of a procedure. [T]he licensee has included this [violation] 
in their corrective action program as Condition Report (CR) 2001002851[.] 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
INADEQUATE TECHNICAL SPECIFICATION (TS) SURVEILLANCE PROCEDURE RESULTS IN 
REACTOR TRIP 
Unit 1 TS 5.4.1.a requires that written procedures shall be established, implemented and maintained covering the 
activities listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. The failure to have an adequate TS 
surveillance procedure for conducting reactor protection system testing on December 9, 2000, was a violation of TS 
5.4.1.a. This violation was entered in the licensee's corrective action program as CR 2000002309. The inspectors 
reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  
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Mitigating Systems 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Correct EDG TS Surveillance Preconditioning Problem 
The inspectors identified that ineffective corrective actions were implemented to address the performance of certain 
preventive maintenance (PM) activities that was determined to be unacceptable preconditioning prior to EDG TS 
surveillance testing. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct Unit 1, Component Cooling Water Pump #2 Bearing Degradation 
Problem 
The inspectors identified that the licensee failed to take prompt and effective corrective actions following a degraded 
pump inboard oil bearing analysis result associated with Unit 1, CCW Pump #2. 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Scaffold Construction Procedure - Two Examples 
A Non-Cited Violation of Technical Specification 5.4.1.a was identified for plant personnel failing to follow safety 
related maintenance activity procedures associated with the construction of scaffold near/around safety-related 
equipment in containment and a Nuclear Service Cooling Water pump. The procedure violations resulted in numerous 
scaffold construction deviations that were not evaluated for adequacy by engineering to ensure that safety-related 
equipment would not be adversely impacted by the scaffold during a seismic event. This finding was of very low safety 
significance because the procedure deviations would most likely not have resulted in the actual collapse of the scaffold 
during a design basis seismic event. However, failure to follow scaffold construction procedures was identified as a 
widespread problem due to the multiple examples that were identified. [The violation has been entered into the 
licensee's corrective action program as CRs 2002001346, 2002001392, and 2002001697.] The direct cause of this 
finding involved the cross-cutting area of Human Performance (Sections 1R19 and 1R20). 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Isolation of the Designated Boration Flow Path 
Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be implemented covering the activities 
listed in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978, which includes equipment control activities 
such as locking and tagging. Licensee Procedure 00304-C, Equipment Clearance and Tagging, Revision 45, Section 
4.2.2.3.f, requires that clearances be evaluated for impact on component/system operability and configuration control. 
The failure to properly evaluate the impact of Clearance 10215123 resulted in the isolation of the designated boration 
flow path established by Procedure 14406-1, Boron Injection Flow Path Verification - Shutdown. This finding is of 
very low safety significance since core alterations and positive reactivity additions were not in progress and another 
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boration flow path was available. This issue was placed in the licensee's corrective action program as CR 2002001251. 
(Green) 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 07, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Improperly Wired Interlocks Affects ECCS Recirculation Valve 
Unit 1 Technical Specification (TS) 3.5.2 requires that two trains of ECCS shall be available when in modes 1, 2 and 3. 
The licensee discovered that, due to valve wiring errors, a loss of A train power (single failure) would have prevented 
the establishment of High Pressure Recirculation from the control room from either train. This was a violation of TS 
3.5.2 which was caused by human performance errors. This issue was placed in the licensee's corrective action program 
as CR's 2002000723 and 2002001223. Additional information on this issue can be found in Section 4OA3 of this 
report. (Green) 
Inspection Report# : 2002002(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure was a Violation of Unit 1 Technical Specification 4.1.a. 
NCV 50-424/01-06-01was issued for a licensee identified violation. Unit 1 Technical Specification (TS) 5.4.1.a 
requires that written procedures be implemented covering the activities listed in Regulatory Guide 1.33, Revision 2, 
Appendix A, February 1978. Regulatory Guide 1.33, Appendix A includes equipment control activities such as 
equipment locking and tagging. The failure to correctly position breaker 1BA03-15 in the disconnect position as 
required by the clearance step was a failure to follow licensee Procedure 00304-C, Equipment Clearance and Tagging, 
and was a violation of TS 5.4.1. a. This failure rendered the adjacent breakers (1B Containment Spray pump and 
Component Cooling Water pump #6) inoperable for a period of approximately 17.5 hours. This issue was placed in the 
licensee's corrective action program as CR 2001001914. 
Inspection Report# : 2001006(pdf)  

Significance:  May 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Recurrence of Chemical Residue Accumulation on EDG Overspeed Trip Valves 
The inspectors identified that the licensee failed to implement adequate corrective actions in response to jacket water 
leakage and chemical residue accumulation which had previously resulted in the failure of both overspeed trip vent 
valves on the 1A Emergency Diesel Generator (EDG). This finding was also a Non-Cited Violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, Corrective Action. This finding was more than minor because a failure of the overspeed 
trip vent valves could result in engine damage during an overspeed condition. The finding was of very low safety 
significance because no loss of safety function of the EDG occurred. 
Inspection Report# : 2001003(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO TEST SAFETY INJECTION VALVE WITH INSTRUCTIONS APPROPRIATE TO THE 
CIRCUMSTANCES RESULTS IN INOPERABILITY OF SAFETY INJECTION SYSTEM 
10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be prescribed by documented 
instructions or procedures of a type appropriate to the circumstances. On September 17, 2000, the licensee failed to 
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perform testing of valve 1HV8802A with instructions appropriate to the circumstances, resulting in the failure to 
adequately control the system configuration and the inadvertent entry into TS 3.0.3 due to rendering both trains of SI 
inoperable. This violation was entered in the licensee's corrective action program as CR 2000001563. The inspectors 
reviewed this licensee identified violation and determined the violation was of very low significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Implementation of Containment Equipment Hatch Emergency Closure Administrative Controls 
A Non-Cited Violation of Technical Specification 5.4.1.a was identified for plant personnel failing to follow safety 
related maintenance activity procedures associated with emergency closure of the containment equipment hatch during 
reactor vessel refueling. The procedure violations had the potential to affect the licensee's capability to promptly close 
the containment equipment hatch during a fuel handling accident. The finding was of very low safety significance 
because no fuel handling event actually occurred requiring implementation of the containment equipment hatch 
emergency closure procedure and the discrepancies identified would likely not have resulted in preventing the 
licensee's capability of closing the equipment hatch at the time the issue was identified. In addition, the licensee's 
analyses of a fuel handling accident without closure of the equipment hatch does not result in radiological exposures to 
the public or control room operators that exceed regulatory limits. [The violation has been entered into the licensee's 
corrective action program as CRs 2002001165, 2002001172, and 2002001322.] The direct cause of this finding 
involved the cross-cutting area of Human Performance (Section 1R20).  
Inspection Report# : 2002002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO SURVEY RADIOACTIVE MATERIAL AS REQUIRED BY 10 CFR 20.1501 
10 CFR 20.1501 requires licensee's perform surveys that are reasonable under the circumstances to evaluate 
radiological hazards. The licensee failed to perform adequate surveys resulting in a package containing radioactive 
material being released offsite on November 9, 2000. This violation was entered in the licensee's corrective action 
program as CR 2000002181. The inspectors reviewed this licensee identified violation and determined the violation 
was of very low significanceon. 
Inspection Report# : 2000005(pdf)  
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Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DISQUALIFYING BACKGROUND INFORMATION NOT PROCESSED PER LICENSEE PROCEDURES 
A non-cited violation of licensee procedures as required by 10 CFR Part 73.55 was identified due to the licensee failing 
to promptly enter potentially disqualifying information into the Plant Access Data System (PADS) for an individual 
who had apparently failed to provide accurate criminal history information during employee screening. Also, telephone 
contact was not made with other utilities where the individual was actively badged, notifying them of the information. 
The licensee received the criminal history information on March 29, 1999. PADS was not updated until September 20, 
2000. Using the Physical Protection Significance Determination Process, this finding was determined to be of very low 
significance due to the absence of a malevolent act. It was more than minor because the individual was able to access 
two other Nuclear Plants after the licensee had received the potentially disqualifying information from the criminal 
history check. This information is relied upon by other utilities participating in the PADS program and may have may 
have led to a decision by the other utilities to deny the worker unescorted access.  
Inspection Report# : 2000006(pdf)  

Miscellaneous 
Significance: N/A Jan 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
ANNUAL BASELINE INSPECTION FOR PROBLEM IDENTIFICATION AND RESOLUTION 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting 
problems. The threshold for entering problems into the CAP was low, resulting in a large number of Condition Reports 
(CRs). Problems entered into the CAP were adequately evaluated and appropriate actions were taken to resolve the 
problem. One exception was noted concerning the resolution of human performance errors associated with 
configuration control of components. Although the problem had been previously identified by the licensee as a 
management priority, the number of instances had remained elevated since the previous NRC team inspection of the 
CAP in March 2000. The problem was not captured in a single overall CAP trend CR. Therefore, a comprehensive 
analysis of the scope of the problem and a comprehensive corrective action plan was not developed. Although 
additional and appropriate corrective actions were taken by the licensee, they were not coordinated or tracked by the 
CAP. Some instances of incorrect classification, evaluation, and documentation of low-level CRs were noted. System 
engineers were found to use the CAP effectively to address equipment issues. Quality Assurance organization audits 
were effective in identifying issues but licensee self-assessments were inconsistent in scope and format. Self-
assessment findings were not always entered into the CAP which was also noted on the previous NRC inspection of 
corrective action. A safety conscious work environment was found where employees felt free to raise safety issues in 
CRs or the employee concerns program. 
Inspection Report# : 2001002(pdf)  

Last modified : December 02, 2002 
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Vogtle 1 

Initiating Events 

Significance:  Jun 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Loss of Main Feedwater Leads to Unplanned ESF Actuation and Manual Reactor Trip 
Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be implemented covering the activities listed in Regulatory Guide 
1.33, Revision 2, Appendix A, February 1978, which includes administrative procedures covering authorities and responsibilities for safe 
operation. Licensee Procedure 10000-C, Conduct of Operations, Revision 50, requires that for any abnormal conditions or indications, the shift 
operating crew take appropriate actions to stabilize the plant. The failure to take appropriate actions in response to lowering steam generator 
water levels was a failure to follow Procedure 10000-C. This violation of TS 5.4.1.a is being treated as a non-cited violation. The failure 
resulted in an unexpected reactor trip and a challenge to safety systems. This [violation] was placed in the licensee's corrective action program 
as CR 2002001458. 
Inspection Report# : 2002002(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Assemble CCW Valve 1HV11817 Results in CCW Transient 
Green. The improper reassembly of a Component Cooling Water isolation valve resulted in the loss of CCW inventory when CCW relief 
valves lifted. A self-revealing non-cited violation of Technical Specification 5.4.1.a was identified for maintenance personnel failure to follow 
valve reassembly procedures in March 2002. This finding is greater than minor because it affected the mitigating system cornerstone objective 
of equipment unavailability and reliability, in that, the lifting of system relief valves challenged the CCW system inventory. The finding is of 
very low safety significance because the CCW inventory loss was not in excess of the normal system makeup capability. 
Inspection Report# : 2002004(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Correct EDG TS Surveillance Preconditioning Problem 
Green. A Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for failing to implement 
adequate corrective actions for unacceptable preconditioning of the Emergency Diesel Generators (EDGs) prior to Technical Specification 
surveillance testing. This preconditioning was identified by the NRC in May 2001 and again in July 2002. Licensee corrective actions were 
ineffective at preventing recurrence of this condition. This finding was of very low significance because no actual loss of EDG safety function 
or undetected EDG performance condition actually occurred. The direct cause of this finding involved the cross-cutting area of Problem 
Identification and Resolution (Section 1R22.1).  
Inspection Report# : 2002003(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct Unit 1, Component Cooling Water Pump #2 Bearing Degradation Problem 
Green. A Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for failing to take prompt 
and effective corrective actions following degraded pump inboard oil bearing analysis results associated with Unit 1, Component Cooling 
Water (CCW) Pump #2. This finding was of concern because it rendered the CCW pump inoperable, but of very low safety significance 
because no actual loss of CCW safety function occurred. The direct cause of this finding involved the cross-cutting area of Problem 
Identification and Resolution (Section 1R22.2). 
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Inspection Report# : 2002003(pdf)  

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Scaffold Construction Procedure - Two Examples 
A Non-Cited Violation of Technical Specification 5.4.1.a was identified for plant personnel failing to follow safety related maintenance activity 
procedures associated with the construction of scaffold near/around safety-related equipment in containment and a Nuclear Service Cooling 
Water pump. The procedure violations resulted in numerous scaffold construction deviations that were not evaluated for adequacy by 
engineering to ensure that safety-related equipment would not be adversely impacted by the scaffold during a seismic event. This finding was 
of very low safety significance because the procedure deviations would most likely not have resulted in the actual collapse of the scaffold 
during a design basis seismic event. However, failure to follow scaffold construction procedures was identified as a widespread problem due to 
the multiple examples that were identified. [The violation has been entered into the licensee's corrective action program as CRs 2002001346, 
2002001392, and 2002001697.] The direct cause of this finding involved the cross-cutting area of Human Performance (Sections 1R19 and 
1R20). 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Isolation of the Designated Boration Flow Path 
Unit 1 Technical Specification (TS) 5.4.1.a requires that written procedures be implemented covering the activities listed in Regulatory Guide 
1.33, Revision 2, Appendix A, February 1978, which includes equipment control activities such as locking and tagging. Licensee Procedure 
00304-C, Equipment Clearance and Tagging, Revision 45, Section 4.2.2.3.f, requires that clearances be evaluated for impact on 
component/system operability and configuration control. The failure to properly evaluate the impact of Clearance 10215123 resulted in the 
isolation of the designated boration flow path established by Procedure 14406-1, Boron Injection Flow Path Verification - Shutdown. This 
finding is of very low safety significance since core alterations and positive reactivity additions were not in progress and another boration flow 
path was available. This issue was placed in the licensee's corrective action program as CR 2002001251. (Green) 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Improperly Wired Interlocks Affects ECCS Recirculation Valve 
Unit 1 Technical Specification (TS) 3.5.2 requires that two trains of ECCS shall be available when in modes 1, 2 and 3. The licensee 
discovered that, due to valve wiring errors, a loss of A train power (single failure) would have prevented the establishment of High Pressure 
Recirculation from the control room from either train. This was a violation of TS 3.5.2 which was caused by human performance errors. This 
issue was placed in the licensee's corrective action program as CR's 2002000723 and 2002001223. Additional information on this issue can be 
found in Section 4OA3 of this report. (Green) 
Inspection Report# : 2002002(pdf)  

Barrier Integrity 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Implementation of Containment Equipment Hatch Emergency Closure Administrative Controls 
A Non-Cited Violation of Technical Specification 5.4.1.a was identified for plant personnel failing to follow safety related maintenance activity 
procedures associated with emergency closure of the containment equipment hatch during reactor vessel refueling. The procedure violations 
had the potential to affect the licensee's capability to promptly close the containment equipment hatch during a fuel handling accident. The 
finding was of very low safety significance because no fuel handling event actually occurred requiring implementation of the containment 
equipment hatch emergency closure procedure and the discrepancies identified would likely not have resulted in preventing the licensee's 
capability of closing the equipment hatch at the time the issue was identified. In addition, the licensee's analyses of a fuel handling accident 
without closure of the equipment hatch does not result in radiological exposures to the public or control room operators that exceed regulatory 
limits. [The violation has been entered into the licensee's corrective action program as CRs 2002001165, 2002001172, and 2002001322.] The 
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direct cause of this finding involved the cross-cutting area of Human Performance (Section 1R20).  
Inspection Report# : 2002002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Significance: SL-IV Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Falsification of Security Access Control System Records 
A Severity Level IV, non-cited violation of 10 CFR 50.9 was identified for the failure to maintain the results of a drug screening test and the 
associated entry in the licensee's Access Control System database complete and accurate in that the site Fitness-for-Duty Coordinator 
deliberately altered information indicating a specimen was negative for drugs when it was, in fact, positive for marijuana and amphetamines. 
Because this issue involved willfulness on the part of a licensee employee and inaccurate information which impacts the regulatory process, it 
was not subject to the provisions of the Reactor Oversight Process, and was dispositioned in accordance with traditional enforcement. The 
finding was determined to be greater than minor because a barrier was lost in the physical security system in that the failure to properly 
categorize and report a positive drug test result had the potential to allow unescorted plant access to an individual who did not meet access 
requirements. 
Inspection Report# : 2002004(pdf)  

Miscellaneous 
Last modified : March 25, 2003 
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Vogtle 1 
1Q/2003 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Assemble CCW Valve 1HV11817 Results in CCW Transient 
Green. The improper reassembly of a Component Cooling Water isolation valve resulted in the loss of CCW inventory 
when CCW relief valves lifted. A self-revealing non-cited violation of Technical Specification 5.4.1.a was identified 
for maintenance personnel failure to follow valve reassembly procedures in March 2002. This finding is greater than 
minor because it affected the mitigating system cornerstone objective of equipment unavailability and reliability, in 
that, the lifting of system relief valves challenged the CCW system inventory. The finding is of very low safety 
significance because the CCW inventory loss was not in excess of the normal system makeup capability. 
Inspection Report# : 2002004(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Correct EDG TS Surveillance Preconditioning Problem 
Green. A Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for 
failing to implement adequate corrective actions for unacceptable preconditioning of the Emergency Diesel Generators 
(EDGs) prior to Technical Specification surveillance testing. This preconditioning was identified by the NRC in May 
2001 and again in July 2002. Licensee corrective actions were ineffective at preventing recurrence of this condition. 
This finding was of very low significance because no actual loss of EDG safety function or undetected EDG 
performance condition actually occurred. The direct cause of this finding involved the cross-cutting area of Problem 
Identification and Resolution (Section 1R22.1).  
Inspection Report# : 2002003(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct Unit 1, Component Cooling Water Pump #2 Bearing Degradation 
Problem 
Green. A Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for 
failing to take prompt and effective corrective actions following degraded pump inboard oil bearing analysis results 
associated with Unit 1, Component Cooling Water (CCW) Pump #2. This finding was of concern because it rendered 
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the CCW pump inoperable, but of very low safety significance because no actual loss of CCW safety function 
occurred. The direct cause of this finding involved the cross-cutting area of Problem Identification and Resolution 
(Section 1R22.2). 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Scaffold Construction Procedure - Two Examples 
A Non-Cited Violation of Technical Specification 5.4.1.a was identified for plant personnel failing to follow safety 
related maintenance activity procedures associated with the construction of scaffold near/around safety-related 
equipment in containment and a Nuclear Service Cooling Water pump. The procedure violations resulted in numerous 
scaffold construction deviations that were not evaluated for adequacy by engineering to ensure that safety-related 
equipment would not be adversely impacted by the scaffold during a seismic event. This finding was of very low safety 
significance because the procedure deviations would most likely not have resulted in the actual collapse of the scaffold 
during a design basis seismic event. However, failure to follow scaffold construction procedures was identified as a 
widespread problem due to the multiple examples that were identified. [The violation has been entered into the 
licensee's corrective action program as CRs 2002001346, 2002001392, and 2002001697.] The direct cause of this 
finding involved the cross-cutting area of Human Performance (Sections 1R19 and 1R20). 
Inspection Report# : 2002002(pdf)  

Barrier Integrity 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Implementation of Containment Equipment Hatch Emergency Closure Administrative Controls 
A Non-Cited Violation of Technical Specification 5.4.1.a was identified for plant personnel failing to follow safety 
related maintenance activity procedures associated with emergency closure of the containment equipment hatch during 
reactor vessel refueling. The procedure violations had the potential to affect the licensee's capability to promptly close 
the containment equipment hatch during a fuel handling accident. The finding was of very low safety significance 
because no fuel handling event actually occurred requiring implementation of the containment equipment hatch 
emergency closure procedure and the discrepancies identified would likely not have resulted in preventing the 
licensee's capability of closing the equipment hatch at the time the issue was identified. In addition, the licensee's 
analyses of a fuel handling accident without closure of the equipment hatch does not result in radiological exposures to 
the public or control room operators that exceed regulatory limits. [The violation has been entered into the licensee's 
corrective action program as CRs 2002001165, 2002001172, and 2002001322.] The direct cause of this finding 
involved the cross-cutting area of Human Performance (Section 1R20).  
Inspection Report# : 2002002(pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Significance: SL-IV Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Falsification of Security Access Control System Records 
A Severity Level IV, non-cited violation of 10 CFR 50.9 was identified for the failure to maintain the results of a drug 
screening test and the associated entry in the licensee's Access Control System database complete and accurate in that 
the site Fitness-for-Duty Coordinator deliberately altered information indicating a specimen was negative for drugs 
when it was, in fact, positive for marijuana and amphetamines. Because this issue involved willfulness on the part of a 
licensee employee and inaccurate information which impacts the regulatory process, it was not subject to the provisions 
of the Reactor Oversight Process, and was dispositioned in accordance with traditional enforcement. The finding was 
determined to be greater than minor because a barrier was lost in the physical security system in that the failure to 
properly categorize and report a positive drug test result had the potential to allow unescorted plant access to an 
individual who did not meet access requirements. 
Inspection Report# : 2002004(pdf)  

Miscellaneous 
Significance: N/A Jan 03, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting 
problems. The threshold for entering problems into the CAP was low, resulting in a large number of Condition Reports 
(CRs). Problems entered into the CAP were adequately evaluated and appropriate actions were taken to resolve the 
problem. Recent events, including two reactor trips during low power feed water operations, and a dual unit shutdown 
due to secondary chemistry problems, were caused in part by human performance errors combined with weak 
supervisory oversight. The licensee is currently addressing these common root causes and developing corrective 
actions. Some instances of missed problem identification were noted. System engineers were found to use the CAP 
effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues. 
Self-assessments were appropriate and findings were entered into the CAP. A safety conscious work environment was 
found where employees felt free to raise safety issues in CRs or the employee concerns program. 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Significance:  Apr 05, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Chemical Control Procedures Results in Excessive Steam Generator Sodium Concentrations 
and Dual Unit Forced Shutdowns 
Failure to follow chemistry control procedures resulted in the wrong corrosion control chemicals being added to the 
feedwater systems on both units and the unplanned forced shutdown of Unit 1 and Unit 2 to Mode 5, Cold Shutdown, 
due to high sodium concentrations in both units' feedwater systems. A self-revealing non-cited violation of Technical 
Specification 5.4.1.a was identified. This finding is greater than minor because it affected the initiating events 
cornerstone objective by causing a perturbation of plant secondary side chemistry resulting in the unplanned forced 
shutdown of both units. The finding is of very low safety significance because the consequence of the chemical 
addition error was limited to the unplanned forced shutdown of both units. The direct cause of this finding involved the 
cross-cutting area of Human Performance. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Assemble CCW Valve 1HV11817 Results in CCW Transient 
Green. The improper reassembly of a Component Cooling Water isolation valve resulted in the loss of CCW inventory 
when CCW relief valves lifted. A self-revealing non-cited violation of Technical Specification 5.4.1.a was identified 
for maintenance personnel failure to follow valve reassembly procedures in March 2002. This finding is greater than 
minor because it affected the mitigating system cornerstone objective of equipment unavailability and reliability, in 
that, the lifting of system relief valves challenged the CCW system inventory. The finding is of very low safety 
significance because the CCW inventory loss was not in excess of the normal system makeup capability. 
Inspection Report# : 2002004(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Correct EDG TS Surveillance Preconditioning Problem 
Green. A Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for 
failing to implement adequate corrective actions for unacceptable preconditioning of the Emergency Diesel Generators 
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(EDGs) prior to Technical Specification surveillance testing. This preconditioning was identified by the NRC in May 
2001 and again in July 2002. Licensee corrective actions were ineffective at preventing recurrence of this condition. 
This finding was of very low significance because no actual loss of EDG safety function or undetected EDG 
performance condition actually occurred. The direct cause of this finding involved the cross-cutting area of Problem 
Identification and Resolution (Section 1R22.1).  
Inspection Report# : 2002003(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct Unit 1, Component Cooling Water Pump #2 Bearing Degradation 
Problem 
Green. A Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for 
failing to take prompt and effective corrective actions following degraded pump inboard oil bearing analysis results 
associated with Unit 1, Component Cooling Water (CCW) Pump #2. This finding was of concern because it rendered 
the CCW pump inoperable, but of very low safety significance because no actual loss of CCW safety function 
occurred. The direct cause of this finding involved the cross-cutting area of Problem Identification and Resolution 
(Section 1R22.2). 
Inspection Report# : 2002003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Significance: SL-IV Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Falsification of Security Access Control System Records 
A Severity Level IV, non-cited violation of 10 CFR 50.9 was identified for the failure to maintain the results of a drug 
screening test and the associated entry in the licensee's Access Control System database complete and accurate in that 
the site Fitness-for-Duty Coordinator deliberately altered information indicating a specimen was negative for drugs 
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when it was, in fact, positive for marijuana and amphetamines. Because this issue involved willfulness on the part of a 
licensee employee and inaccurate information which impacts the regulatory process, it was not subject to the provisions 
of the Reactor Oversight Process, and was dispositioned in accordance with traditional enforcement. The finding was 
determined to be greater than minor because a barrier was lost in the physical security system in that the failure to 
properly categorize and report a positive drug test result had the potential to allow unescorted plant access to an 
individual who did not meet access requirements. 
Inspection Report# : 2002004(pdf)  

Miscellaneous 
Significance: N/A Jan 03, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting 
problems. The threshold for entering problems into the CAP was low, resulting in a large number of Condition Reports 
(CRs). Problems entered into the CAP were adequately evaluated and appropriate actions were taken to resolve the 
problem. Recent events, including two reactor trips during low power feed water operations, and a dual unit shutdown 
due to secondary chemistry problems, were caused in part by human performance errors combined with weak 
supervisory oversight. The licensee is currently addressing these common root causes and developing corrective 
actions. Some instances of missed problem identification were noted. System engineers were found to use the CAP 
effectively to address equipment issues. Quality Assurance organization audits were effective in identifying issues. 
Self-assessments were appropriate and findings were entered into the CAP. A safety conscious work environment was 
found where employees felt free to raise safety issues in CRs or the employee concerns program. 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Significance:  Apr 05, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Chemical Control Procedures Results in Excessive Steam Generator Sodium Concentrations 
and Dual Unit Forced Shutdowns 
Failure to follow chemistry control procedures resulted in the wrong corrosion control chemicals being added to the 
feedwater systems on both units and the unplanned forced shutdown of Unit 1 and Unit 2 to Mode 5, Cold Shutdown, 
due to high sodium concentrations in both units' feedwater systems.  
 
A self-revealing non-cited violation of Technical Specification 5.4.1.a was identified. This finding is greater than minor 
because it affected the initiating events cornerstone objective by causing a perturbation of plant secondary side 
chemistry resulting in the unplanned forced shutdown of both units. The finding is of very low safety significance 
because the consequence of the chemical addition error was limited to the unplanned forced shutdown of both units. 
The direct cause of this finding involved the cross-cutting area of Human Performance. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Reactivate Part 55 Licenses in Accordance with Procedure 
A non-cited violation was identified for the failure of multiple Part 55 licensees to reactivate Reactor Operator and 
Senior Reactor Operator licenses in accordance with procedure 10010-C, Operator Qualification Program, Revision 
(Rev) 2.  
 
This finding is greater than minor because it is associated with human performance attributes of license reactivation 
that affect operational safety. The finding was evaluated using the Operator Requalification Human Performance SDP 
(IMC 0609 Appendix I) and determined of very low safety significance because more than 20 percent of the 
reactivation records reviewed failed to meet the requirements. 
Inspection Report# : 2003004(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Properly Assemble CCW Valve 1HV11817 Results in CCW Transient 
Green. The improper reassembly of a Component Cooling Water isolation valve resulted in the loss of CCW inventory 
when CCW relief valves lifted.  
 
A self-revealing non-cited violation of Technical Specification 5.4.1.a was identified for maintenance personnel failure 
to follow valve reassembly procedures in March 2002. This finding is greater than minor because it affected the 
mitigating system cornerstone objective of equipment unavailability and reliability, in that, the lifting of system relief 
valves challenged the CCW system inventory. The finding is of very low safety significance because the CCW 
inventory loss was not in excess of the normal system makeup capability. 
Inspection Report# : 2002004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Significance: SL-IV Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Falsification of Security Access Control System Records 
A Severity Level IV, non-cited violation of 10 CFR 50.9 was identified for the failure to maintain the results of a drug 
screening test and the associated entry in the licensee's Access Control System database complete and accurate in that 
the site Fitness-for-Duty Coordinator deliberately altered information indicating a specimen was negative for drugs 
when it was, in fact, positive for marijuana and amphetamines.  
 
Because this issue involved willfulness on the part of a licensee employee and inaccurate information which impacts 
the regulatory process, it was not subject to the provisions of the Reactor Oversight Process, and was dispositioned in 
accordance with traditional enforcement. The finding was determined to be greater than minor because a barrier was 
lost in the physical security system in that the failure to properly categorize and report a positive drug test result had the 
potential to allow unescorted plant access to an individual who did not meet access requirements. 
Inspection Report# : 2002004(pdf)  
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Miscellaneous 
Significance: N/A Jan 03, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting 
problems. The threshold for entering problems into the CAP was low, resulting in a large number of Condition Reports 
(CRs). Problems entered into the CAP were adequately evaluated and appropriate actions were taken to resolve the 
problem. Recent events, including two reactor trips during low power feed water operations, and a dual unit shutdown 
due to secondary chemistry problems, were caused in part by human performance errors combined with weak 
supervisory oversight. The licensee is currently addressing these common root causes and developing corrective 
actions.  
 
Some instances of missed problem identification were noted. System engineers were found to use the CAP effectively 
to address equipment issues. Quality Assurance organization audits were effective in identifying issues. Self-
assessments were appropriate and findings were entered into the CAP. A safety conscious work environment was found 
where employees felt free to raise safety issues in CRs or the employee concerns program. 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Significance:  Apr 05, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Chemical Control Procedures Results in Excessive Steam Generator Sodium Concentrations 
and Dual Unit Forced Shutdowns 
Failure to follow chemistry control procedures resulted in the wrong corrosion control chemicals being added to the 
feedwater systems on both units and the unplanned forced shutdown of Unit 1 and Unit 2 to Mode 5, Cold Shutdown, 
due to high sodium concentrations in both units' feedwater systems.  
 
A self-revealing non-cited violation of Technical Specification 5.4.1.a was identified. This finding is greater than minor 
because it affected the initiating events cornerstone objective by causing a perturbation of plant secondary side 
chemistry resulting in the unplanned forced shutdown of both units. The finding is of very low safety significance 
because the consequence of the chemical addition error was limited to the unplanned forced shutdown of both units. 
The direct cause of this finding involved the cross-cutting area of Human Performance. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Perform Containment Closeout Inspection Resulted in Possible Loss of Post-Accident 
Recirculation Function of the Residual Heat Removal System 
An NRC-identified NCV of Technical Specification (TS) 5.4.1.a was identified for failure to perform an adequate Unit 
1 containment closeout inspection in accordance with plant procedures.  
 
This finding is greater than minor because it affected the equipment performance attribute of the Mitigating System 
Cornerstone, in that, the failure to perform an adequate closeout inspection resulted in debris left in containment that 
could have resulted in inadequate net positive suction head for the Residual Heat Removal (RHR) system in the 
recirculation phase during a design basis loss of coolant accident (LOCA). This would have affected the cornerstone 
objective of ensuring the availability, reliability and capability of systems (i.e. RHR in recirculation) that respond to 
initiating events (such as a design basis LOCA). The direct cause of this finding involved the cross-cutting area of 
Human Performance. 
Inspection Report# : 2003005(pdf)  
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Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Reactivate Part 55 Licenses in Accordance with Procedure 
A non-cited violation was identified for the failure of multiple Part 55 licensees to reactivate Reactor Operator and 
Senior Reactor Operator licenses in accordance with procedure 10010-C, Operator Qualification Program, Revision 
(Rev) 2.  
 
This finding is greater than minor because it is associated with human performance attributes of license reactivation 
that affect operational safety. The finding was evaluated using the Operator Requalification Human Performance SDP 
(IMC 0609 Appendix I) and determined of very low safety significance because more than 20 percent of the 
reactivation records reviewed failed to meet the requirements. 
Inspection Report# : 2003004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Jan 03, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection 
Overall, the licensee's Corrective Action Program (CAP) was effective at identifying, evaluating, and correcting 
problems. The threshold for entering problems into the CAP was low, resulting in a large number of Condition Reports 
(CRs). Problems entered into the CAP were adequately evaluated and appropriate actions were taken to resolve the 
problem. Recent events, including two reactor trips during low power feed water operations, and a dual unit shutdown 
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due to secondary chemistry problems, were caused in part by human performance errors combined with weak 
supervisory oversight. The licensee is currently addressing these common root causes and developing corrective 
actions.  
 
Some instances of missed problem identification were noted. System engineers were found to use the CAP effectively 
to address equipment issues. Quality Assurance organization audits were effective in identifying issues. Self-
assessments were appropriate and findings were entered into the CAP. A safety conscious work environment was found 
where employees felt free to raise safety issues in CRs or the employee concerns program. 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Significance:  Apr 05, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Chemical Control Procedures Results in Excessive Steam Generator Sodium Concentrations and Dual Unit Forced 
Shutdowns 
Failure to follow chemistry control procedures resulted in the wrong corrosion control chemicals being added to the feedwater systems on both 
units and the unplanned forced shutdown of Unit 1 and Unit 2 to Mode 5, Cold Shutdown, due to high sodium concentrations in both units' 
feedwater systems.  
 
A self-revealing non-cited violation of Technical Specification 5.4.1.a was identified. This finding is greater than minor because it affected the 
initiating events cornerstone objective by causing a perturbation of plant secondary side chemistry resulting in the unplanned forced shutdown 
of both units. The finding is of very low safety significance because the consequence of the chemical addition error was limited to the 
unplanned forced shutdown of both units. The direct cause of this finding involved the cross-cutting area of Human Performance. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Perform Containment Closeout Inspection Resulted in Possible Loss of Post-Accident Recirculation Function of 
the Residual Heat Removal System 
An NRC-identified NCV of Technical Specification (TS) 5.4.1.a was identified for failure to perform an adequate Unit 1 containment closeout 
inspection in accordance with plant procedures.  
 
This finding is greater than minor because it affected the equipment performance attribute of the Mitigating System Cornerstone, in that, the 
failure to perform an adequate closeout inspection resulted in debris left in containment that could have resulted in inadequate net positive 
suction head for the Residual Heat Removal (RHR) system in the recirculation phase during a design basis loss of coolant accident (LOCA). 
This would have affected the cornerstone objective of ensuring the availability, reliability and capability of systems (i.e. RHR in recirculation) 
that respond to initiating events (such as a design basis LOCA). The direct cause of this finding involved the cross-cutting area of Human 
Performance. 
Inspection Report# : 2003005(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Reactivate Part 55 Licenses in Accordance with Procedure 
A non-cited violation was identified for the failure of multiple Part 55 licensees to reactivate Reactor Operator and Senior Reactor Operator 
licenses in accordance with procedure 10010-C, Operator Qualification Program, Revision (Rev) 2.  
 
This finding is greater than minor because it is associated with human performance attributes of license reactivation that affect operational 
safety. The finding was evaluated using the Operator Requalification Human Performance SDP (IMC 0609 Appendix I) and determined of 
very low safety significance because more than 20 percent of the reactivation records reviewed failed to meet the requirements. 
Inspection Report# : 2003004(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Last modified : May 05, 2004 
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Vogtle 1 
2Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Feedpump Turbine Control Valve Work Instruction 
A self-revealing finding for inadequate feedpump turbine control valve work instructions was identified which resulted in the loss of feedwater flow 
control and a subsequent manual reactor trip.  
 
This finding is greater than minor because it affected the procedure quality attribute of the Initiating Events cornerstone and affected the cornerstone 
objective by resulting in a reactor trip. The finding was determined to be of very low safety significance because it did not contribute to the likelihood of 
a primary or secondary system loss of coolant accident initiator, it did not contribute to a loss of mitigation equipment functions, and it did not increase 
the likelihood of a fire or internal/external flood. 
Inspection Report# : 2004004(pdf)  

Mitigating Systems 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Timely and Appropriate Operability Evaluation of AFW Valve Degradation 
A finding was identified by the inspectors for failure to perform a timely and appropriate operability assessment to address a common cause equipment 
degradation identified with the AFW discharge control valves.  
 
The failure to perform a timely and appropriate operability evaluation for the common cause valve degradation is greater than minor because it was 
associated with the equipment performance attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the 
availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. The finding is of very low safety 
significance because, although the motor driven AFW discharge control valves with the missing cotter pins were considered degraded, the pilot plug 
assembly retaining nuts for all the valves were still held in place by the disrupted metal on the valve stem threads, therefore the immediate functional 
capability of the valves was not actually impacted. The direct cause of this finding involved the cross-cutting area of Problem Identification and 
Resolution. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate NSCW Operating Procedure 
An violation of TS 5.4.1.a was identified by the inspectors for failure to maintain adequate Unit 1 and Unit 2 Nuclear Service Cooling Water (NSCW) 
system operating procedures.  
 
This finding is greater than minor because it affected the Mitigating Systems cornerstone attribute of configuration control and affected the cornerstone 
objective of ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences by 
rendering the automatic NSCW heat removal function inoperable. This finding is of very low safety significance because the duration did not exceed the 
72 hour allowed outage time for one inoperable NSCW train and it did not represent an actual loss of service water safety function. 
Inspection Report# : 2004004(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Perform Containment Closeout Inspection Resulted in Possible Loss of Post-Accident Recirculation Function of the 
Residual Heat Removal System 
An NRC-identified NCV of Technical Specification (TS) 5.4.1.a was identified for failure to perform an adequate Unit 1 containment closeout 
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inspection in accordance with plant procedures.  
 
This finding is greater than minor because it affected the equipment performance attribute of the Mitigating System Cornerstone, in that, the failure to 
perform an adequate closeout inspection resulted in debris left in containment that could have resulted in inadequate net positive suction head for the 
Residual Heat Removal (RHR) system in the recirculation phase during a design basis loss of coolant accident (LOCA). This would have affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems (i.e. RHR in recirculation) that respond to initiating events (such 
as a design basis LOCA). The direct cause of this finding involved the cross-cutting area of Human Performance. 
Inspection Report# : 2003005(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Reactivate Part 55 Licenses in Accordance with Procedure 
A non-cited violation was identified for the failure of multiple Part 55 licensees to reactivate Reactor Operator and Senior Reactor Operator licenses in 
accordance with procedure 10010-C, Operator Qualification Program, Revision (Rev) 2.  
 
This finding is greater than minor because it is associated with human performance attributes of license reactivation that affect operational safety. The 
finding was evaluated using the Operator Requalification Human Performance SDP (IMC 0609 Appendix I) and determined of very low safety 
significance because more than 20 percent of the reactivation records reviewed failed to meet the requirements. 
Inspection Report# : 2003004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Implement Adequate Administrative Control Over Keys to Very High Radiation Areas 
A finding was identified by the inspectors for inadequate control of keys to Very High Radiation Areas (VHRAs).  
 
This finding is greater than minor because if left uncorrected the issue could become a more significant safety concern, in that, someone could gain 
unauthorized access to a VHRA. The finding is of very low safety significance because there was no overexposure, there was no evidence of 
unauthorized access into a VHRA, and the licensee's ability to assess dose was not compromised. 
Inspection Report# : 2004004(pdf)  

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
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Vogtle 1 
3Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Feedpump Turbine Control Valve Work Instruction 
A self-revealing finding for inadequate feedpump turbine control valve work instructions was identified which resulted in the loss of feedwater 
flow control and a subsequent manual reactor trip.  
 
This finding is greater than minor because it affected the procedure quality attribute of the Initiating Events cornerstone and affected the 
cornerstone objective by resulting in a reactor trip. The finding was determined to be of very low safety significance because it did not 
contribute to the likelihood of a primary or secondary system loss of coolant accident initiator, it did not contribute to a loss of mitigation 
equipment functions, and it did not increase the likelihood of a fire or internal/external flood. 
Inspection Report# : 2004004(pdf)  

Mitigating Systems 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Timely and Appropriate Operability Evaluation of AFW Valve Degradation 
A finding was identified by the inspectors for failure to perform a timely and appropriate operability assessment to address a common cause 
equipment degradation identified with the AFW discharge control valves.  
 
The failure to perform a timely and appropriate operability evaluation for the common cause valve degradation is greater than minor because it 
was associated with the equipment performance attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of 
ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. The finding 
is of very low safety significance because, although the motor driven AFW discharge control valves with the missing cotter pins were 
considered degraded, the pilot plug assembly retaining nuts for all the valves were still held in place by the disrupted metal on the valve stem 
threads, therefore the immediate functional capability of the valves was not actually impacted. The direct cause of this finding involved the 
cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate NSCW Operating Procedure 
An violation of TS 5.4.1.a was identified by the inspectors for failure to maintain adequate Unit 1 and Unit 2 Nuclear Service Cooling Water 
(NSCW) system operating procedures.  
 
This finding is greater than minor because it affected the Mitigating Systems cornerstone attribute of configuration control and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences by rendering the automatic NSCW heat removal function inoperable. This finding is of very low safety significance because the 
duration did not exceed the 72 hour allowed outage time for one inoperable NSCW train and it did not represent an actual loss of service water 
safety function. 
Inspection Report# : 2004004(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Perform Containment Closeout Inspection Resulted in Possible Loss of Post-Accident Recirculation Function of 
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the Residual Heat Removal System 
An NRC-identified NCV of Technical Specification (TS) 5.4.1.a was identified for failure to perform an adequate Unit 1 containment closeout 
inspection in accordance with plant procedures.  
 
This finding is greater than minor because it affected the equipment performance attribute of the Mitigating System Cornerstone, in that, the 
failure to perform an adequate closeout inspection resulted in debris left in containment that could have resulted in inadequate net positive 
suction head for the Residual Heat Removal (RHR) system in the recirculation phase during a design basis loss of coolant accident (LOCA). 
This would have affected the cornerstone objective of ensuring the availability, reliability and capability of systems (i.e. RHR in recirculation) 
that respond to initiating events (such as a design basis LOCA). The direct cause of this finding involved the cross-cutting area of Human 
Performance. 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Implement Adequate Administrative Control Over Keys to Very High Radiation Areas 
A finding was identified by the inspectors for inadequate control of keys to Very High Radiation Areas (VHRAs).  
 
This finding is greater than minor because if left uncorrected the issue could become a more significant safety concern, in that, someone could 
gain unauthorized access to a VHRA. The finding is of very low safety significance because there was no overexposure, there was no evidence 
of unauthorized access into a VHRA, and the licensee's ability to assess dose was not compromised. 
Inspection Report# : 2004004(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Feedpump Turbine Control Valve Work Instruction 
A self-revealing finding for inadequate feedpump turbine control valve work instructions was identified which resulted in the loss of feedwater 
flow control and a subsequent manual reactor trip.  
 
This finding is greater than minor because it affected the procedure quality attribute of the Initiating Events cornerstone and affected the 
cornerstone objective by resulting in a reactor trip. The finding was determined to be of very low safety significance because it did not 
contribute to the likelihood of a primary or secondary system loss of coolant accident initiator, it did not contribute to a loss of mitigation 
equipment functions, and it did not increase the likelihood of a fire or internal/external flood. 
Inspection Report# : 2004004(pdf)  

Mitigating Systems 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Timely and Appropriate Operability Evaluation of AFW Valve Degradation 
A finding was identified by the inspectors for failure to perform a timely and appropriate operability assessment to address a common cause 
equipment degradation identified with the AFW discharge control valves.  
 
The failure to perform a timely and appropriate operability evaluation for the common cause valve degradation is greater than minor because it 
was associated with the equipment performance attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of 
ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. The finding 
is of very low safety significance because, although the motor driven AFW discharge control valves with the missing cotter pins were 
considered degraded, the pilot plug assembly retaining nuts for all the valves were still held in place by the disrupted metal on the valve stem 
threads, therefore the immediate functional capability of the valves was not actually impacted. The direct cause of this finding involved the 
cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate NSCW Operating Procedure 
An violation of TS 5.4.1.a was identified by the inspectors for failure to maintain adequate Unit 1 and Unit 2 Nuclear Service Cooling Water 
(NSCW) system operating procedures.  
 
This finding is greater than minor because it affected the Mitigating Systems cornerstone attribute of configuration control and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences by rendering the automatic NSCW heat removal function inoperable. This finding is of very low safety significance because the 
duration did not exceed the 72 hour allowed outage time for one inoperable NSCW train and it did not represent an actual loss of service water 
safety function. 
Inspection Report# : 2004004(pdf)  

Barrier Integrity 
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Implement Adequate Administrative Control Over Keys to Very High Radiation Areas 
A finding was identified by the inspectors for inadequate control of keys to Very High Radiation Areas (VHRAs).  
 
This finding is greater than minor because if left uncorrected the issue could become a more significant safety concern, in that, someone could 
gain unauthorized access to a VHRA. The finding is of very low safety significance because there was no overexposure, there was no evidence 
of unauthorized access into a VHRA, and the licensee's ability to assess dose was not compromised. 
Inspection Report# : 2004004(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Nov 19, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection Summary 
The inspection team determined that the licensee was identifying plant deficiencies at an appropriate low level and entering them into the 
corrective action program. After reviewing condition reports, conducting system walkdowns, and examining equipment tracking databases, the 
team identified some minor deficiencies. During system walkdowns, the inspectors identified three minor conditions adverse to quality that had 
not been identified by the licensee. Also, inspectors identified several minor documentation discrepancies. Quality Assurance audits were 
effective at identifying issues at a very low level. The licensee adequately prioritized issues and evaluations were technically accurate and of 
sufficient depth. Formal root cause evaluations using widely accepted methods were adequate in determining the root and contributing causes 
of problems. Corrective actions to fix problems were appropriate and timely. Because the licensee had identified a number of problems related 
to human error which were not restricted to any one group, the licensee had implemented a site wide human performance improvement 
initiative. The inspectors did not identify any reluctance on the part of the employees to document safety concerns in the corrective action 
program. 
Inspection Report# : 2004008(pdf)  

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

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Properly Sequence Plant Activities Causes Unanticipated Reactor Coolant System Drain Path 
A self-revealing non-cited violation (NCV) was identified for failure to properly sequence plant activities which resulted in an unanticipated 
Unit 1 reactor coolant system (RCS) drain path.  
 
This finding is of greater than minor significance because it affected the configuration control attribute of the initiating events cornerstone and 
affected the cornerstone objective in that it created an unanticipated RCS drain path. The finding is of very low safety significance (Green) 
because it did not contribute to the likelihood that any mitigation equipment or functions would not be available. The residual heat removal 
system remained operable during the transient and a large volume of makeup water was available. This finding also involved the cross-cutting 
aspect of human performance, in that, the improper sequencing of activities created an unanticipated drain path. 
Inspection Report# : 2005002(pdf)  

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Feedpump Turbine Control Valve Work Instruction 
A self-revealing finding for inadequate feedpump turbine control valve work instructions was identified which resulted in the loss of feedwater 
flow control and a subsequent manual reactor trip.  
 
This finding is greater than minor because it affected the procedure quality attribute of the Initiating Events cornerstone and affected the 
cornerstone objective by resulting in a reactor trip. The finding was determined to be of very low safety significance because it did not 
contribute to the likelihood of a primary or secondary system loss of coolant accident initiator, it did not contribute to a loss of mitigation 
equipment functions, and it did not increase the likelihood of a fire or internal/external flood. 
Inspection Report# : 2004004(pdf)  

Mitigating Systems 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Timely and Appropriate Operability Evaluation of AFW Valve Degradation 
A finding was identified by the inspectors for failure to perform a timely and appropriate operability assessment to address a common cause 
equipment degradation identified with the AFW discharge control valves.  
 
The failure to perform a timely and appropriate operability evaluation for the common cause valve degradation is greater than minor because it 
was associated with the equipment performance attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of 
ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. The finding 
is of very low safety significance because, although the motor driven AFW discharge control valves with the missing cotter pins were 
considered degraded, the pilot plug assembly retaining nuts for all the valves were still held in place by the disrupted metal on the valve stem 
threads, therefore the immediate functional capability of the valves was not actually impacted. The direct cause of this finding involved the 
cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate NSCW Operating Procedure 
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An violation of TS 5.4.1.a was identified by the inspectors for failure to maintain adequate Unit 1 and Unit 2 Nuclear Service Cooling Water 
(NSCW) system operating procedures.  
 
This finding is greater than minor because it affected the Mitigating Systems cornerstone attribute of configuration control and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences by rendering the automatic NSCW heat removal function inoperable. This finding is of very low safety significance because the 
duration did not exceed the 72 hour allowed outage time for one inoperable NSCW train and it did not represent an actual loss of service water 
safety function. 
Inspection Report# : 2004004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Implement Adequate Administrative Control Over Keys to Very High Radiation Areas 
A finding was identified by the inspectors for inadequate control of keys to Very High Radiation Areas (VHRAs).  
 
This finding is greater than minor because if left uncorrected the issue could become a more significant safety concern, in that, someone could 
gain unauthorized access to a VHRA. The finding is of very low safety significance because there was no overexposure, there was no evidence 
of unauthorized access into a VHRA, and the licensee's ability to assess dose was not compromised. 
Inspection Report# : 2004004(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Nov 19, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection Summary 
The inspection team determined that the licensee was identifying plant deficiencies at an appropriate low level and entering them into the 
corrective action program. After reviewing condition reports, conducting system walkdowns, and examining equipment tracking databases, the 
team identified some minor deficiencies. During system walkdowns, the inspectors identified three minor conditions adverse to quality that had 
not been identified by the licensee. Also, inspectors identified several minor documentation discrepancies. Quality Assurance audits were 
effective at identifying issues at a very low level. The licensee adequately prioritized issues and evaluations were technically accurate and of 
sufficient depth. Formal root cause evaluations using widely accepted methods were adequate in determining the root and contributing causes 
of problems. Corrective actions to fix problems were appropriate and timely. Because the licensee had identified a number of problems related 
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to human error which were not restricted to any one group, the licensee had implemented a site wide human performance improvement 
initiative. The inspectors did not identify any reluctance on the part of the employees to document safety concerns in the corrective action 
program. 
Inspection Report# : 2004008(pdf)  

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

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Properly Sequence Plant Activities Causes Unanticipated Reactor Coolant System Drain Path 
A self-revealing non-cited violation (NCV) was identified for failure to properly sequence plant activities which resulted in an unanticipated 
Unit 1 reactor coolant system (RCS) drain path.  
 
This finding is of greater than minor significance because it affected the configuration control attribute of the initiating events cornerstone and 
affected the cornerstone objective in that it created an unanticipated RCS drain path. The finding is of very low safety significance (Green) 
because it did not contribute to the likelihood that any mitigation equipment or functions would not be available. The residual heat removal 
system remained operable during the transient and a large volume of makeup water was available. This finding also involved the cross-cutting 
aspect of human performance, in that, the improper sequencing of activities created an unanticipated drain path. 
Inspection Report# : 2005002(pdf)  

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Nov 19, 2004 
Identified By: NRC 
Item Type: FIN Finding 
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Biennial Problem Identification and Resolution Inspection Summary 
The inspection team determined that the licensee was identifying plant deficiencies at an appropriate low level and entering them into the 
corrective action program. After reviewing condition reports, conducting system walkdowns, and examining equipment tracking databases, the 
team identified some minor deficiencies. During system walkdowns, the inspectors identified three minor conditions adverse to quality that had 
not been identified by the licensee. Also, inspectors identified several minor documentation discrepancies. Quality Assurance audits were 
effective at identifying issues at a very low level. The licensee adequately prioritized issues and evaluations were technically accurate and of 
sufficient depth. Formal root cause evaluations using widely accepted methods were adequate in determining the root and contributing causes 
of problems. Corrective actions to fix problems were appropriate and timely. Because the licensee had identified a number of problems related 
to human error which were not restricted to any one group, the licensee had implemented a site wide human performance improvement 
initiative. The inspectors did not identify any reluctance on the part of the employees to document safety concerns in the corrective action 
program. 
Inspection Report# : 2004008(pdf)  

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

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Properly Sequence Plant Activities Causes Unanticipated Reactor Coolant System Drain Path 
A self-revealing non-cited violation (NCV) was identified for failure to properly sequence plant activities which resulted in an unanticipated 
Unit 1 reactor coolant system (RCS) drain path.  
 
This finding is of greater than minor significance because it affected the configuration control attribute of the initiating events cornerstone and 
affected the cornerstone objective in that it created an unanticipated RCS drain path. The finding is of very low safety significance (Green) 
because it did not contribute to the likelihood that any mitigation equipment or functions would not be available. The residual heat removal 
system remained operable during the transient and a large volume of makeup water was available. This finding also involved the cross-cutting 
aspect of human performance, in that, the improper sequencing of activities created an unanticipated drain path. 
Inspection Report# : 2005002(pdf)  

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Respiratory Protection Equipment for Emergency Response 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(10) was identified for the failure to provide adequate respiratory protection 
equipment for emergency response, compromising the protective actions developed for the plume exposure pathway for emergency workers.  
 
This finding is greater than minor because it is associated with the Emergency Preparedness cornerstone attribute of Response Organization 
Performance 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 provide appropriate respiratory protective equipment for 
a required worker could result in the individual being unable to perform his emergency response function. The finding was evaluated using the 
Emergency Preparedness Significance Determination Process, Sheet 1. The finding was a failure to comply that was a planning standard 
problem, was not a risk-significant planning standard problem, and did not involve a planning standard function failure. For these reasons, the 
inspectors concluded that the issue is of very low safety significance. 
Inspection Report# : 2005004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 
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Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Nov 19, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection Summary 
The inspection team determined that the licensee was identifying plant deficiencies at an appropriate low level and entering them into the 
corrective action program. After reviewing condition reports, conducting system walkdowns, and examining equipment tracking databases, the 
team identified some minor deficiencies. During system walkdowns, the inspectors identified three minor conditions adverse to quality that had 
not been identified by the licensee. Also, inspectors identified several minor documentation discrepancies. Quality Assurance audits were 
effective at identifying issues at a very low level. The licensee adequately prioritized issues and evaluations were technically accurate and of 
sufficient depth. Formal root cause evaluations using widely accepted methods were adequate in determining the root and contributing causes 
of problems. Corrective actions to fix problems were appropriate and timely. Because the licensee had identified a number of problems related 
to human error which were not restricted to any one group, the licensee had implemented a site wide human performance improvement 
initiative. The inspectors did not identify any reluctance on the part of the employees to document safety concerns in the corrective action 
program. 
Inspection Report# : 2004008(pdf)  

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

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Properly Sequence Plant Activities Causes Unanticipated Reactor Coolant System Drain Path 
A self-revealing non-cited violation (NCV) was identified for failure to properly sequence plant activities which resulted in an unanticipated 
Unit 1 reactor coolant system (RCS) drain path.  
 
This finding is of greater than minor significance because it affected the configuration control attribute of the initiating events cornerstone and 
affected the cornerstone objective in that it created an unanticipated RCS drain path. The finding is of very low safety significance (Green) 
because it did not contribute to the likelihood that any mitigation equipment or functions would not be available. The residual heat removal 
system remained operable during the transient and a large volume of makeup water was available. This finding also involved the cross-cutting 
aspect of human performance, in that, the improper sequencing of activities created an unanticipated drain path. 
Inspection Report# : 2005002(pdf)  

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Respiratory Protection Equipment for Emergency Response 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(10) was identified for the failure to provide adequate respiratory protection 
equipment for emergency response, compromising the protective actions developed for the plume exposure pathway for emergency workers.  
 
This finding is greater than minor because it is associated with the Emergency Preparedness cornerstone attribute of Response Organization 
Performance 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 provide appropriate respiratory protective equipment for 
a required worker could result in the individual being unable to perform his emergency response function. The finding was evaluated using the 
Emergency Preparedness Significance Determination Process, Sheet 1. The finding was a failure to comply that was a planning standard 
problem, was not a risk-significant planning standard problem, and did not involve a planning standard function failure. For these reasons, the 
inspectors concluded that the issue is of very low safety significance. 
Inspection Report# : 2005004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 
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Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Respiratory Protection Equipment for Emergency Response 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(10) was identified for the failure to provide adequate respiratory protection 
equipment for emergency response, compromising the protective actions developed for the plume exposure pathway for emergency workers.  
 
This finding is greater than minor because it is associated with the Emergency Preparedness cornerstone attribute of Response Organization 
Performance 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 provide appropriate respiratory protective equipment for 
a required worker could result in the individual being unable to perform his emergency response function. The finding was evaluated using the 
Emergency Preparedness Significance Determination Process, Sheet 1. The finding was a failure to comply that was a planning standard 
problem, was not a risk-significant planning standard problem, and did not involve a planning standard function failure. For these reasons, the 
inspectors concluded that the issue is of very low safety significance. 
Inspection Report# : 2005004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance: TBD Jun 05, 2006 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure of Exercise Critique to identify an RSPS weakness as a DEP PI opportunity Failure 
The NRC identified an Apparent Violation for failure of the licensee’s exercise critique process to properly identify a weakness associated with a 
risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise Performance (DEP) Performance Indicator (PI) opportunity 
failure during a full-scale exercise. The AV is associated with emergency preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47
(b)(4) and the requirements of Section IV.F.2.g of Appendix E to 10 CFR Part 50. This finding was not entered into the licensee’s corrective action 
program.  
 
The failure of the licensee’s exercise critique process was a performance deficiency. This finding was greater than minor because it was associated 
with the Emergency Preparedness Cornerstone and affected the cornerstone objective to ensure that the licensee was capable of implementing 
adequate measures to protect the health and safety of the public in the event of a radiological emergency. The finding was an identified weakness 
that demonstrated a level of performance that could preclude effective implementation of the Emergency Plan in an actual emergency. This finding 
was also determined to potentially have greater significance because the licensee’s exercise critique process failed to properly identify a weakness 
associated with an RSPS that was determined to be a DEP PI opportunity failure during a full-scale exercise. 
Inspection Report# : 2006009(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Respiratory Protection Equipment for Emergency Response 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(10) was identified for the failure to provide adequate respiratory protection equipment 
for emergency response, compromising the protective actions developed for the plume exposure pathway for emergency workers.  
 
This finding is greater than minor because it is associated with the Emergency Preparedness cornerstone attribute of Response Organization 
Performance 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 provide appropriate respiratory protective equipment for a 
required worker could result in the individual being unable to perform his emergency response function. The finding was evaluated using the 
Emergency Preparedness Significance Determination Process, Sheet 1. The finding was a failure to comply that was a planning standard problem, 
was not a risk-significant planning standard problem, and did not involve a planning standard function failure. For these reasons, the inspectors 
concluded that the issue is of very low safety significance. 
Inspection Report# : 2005004(pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance:  Aug 31, 2006 
Identified By: NRC 
Item Type: VIO Violation 
White Finding Involving Failure to Identify A Weakness During an Emergency Exercise Critique Associated with 
an RSPS. 
The NRC identified a Violation for failure of the licensee’s exercise critique process to properly identify a weakness 
associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise Performance (DEP) 
Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated with emergency 
preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(4) and the requirements of Section IV.F.2.g of 
Appendix E to 10 CFR Part 50. This finding was not entered into the licensee’s corrective action program.  
 
The failure of the licensee’s exercise critique process was a performance deficiency. This finding was greater than minor 
because it was associated with the Emergency Preparedness Cornerstone and affected the cornerstone objective to ensure 
that the licensee was capable of implementing adequate measures to protect the health and safety of the public in the event 
of a radiological emergency. The finding was an identified weakness that demonstrated a level of performance that could 
preclude effective implementation of the Emergency Plan in an actual emergency. This finding was also determined to 
potentially have greater significance because the licensee’s exercise critique process failed to properly identify a weakness 
associated with an RSPS that was determined to be a DEP PI opportunity failure during a full-scale exercise. 
Inspection Report# : 2006011(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Physical Protection information not publicly available. 

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

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance:  Aug 31, 2006 
Identified By: NRC 
Item Type: VIO Violation 
White Finding Involving Failure to Identify A Weakness During an Emergency Exercise Critique Associated with 
an RSPS. 
The NRC identified a Violation for failure of the licensee’s exercise critique process to properly identify a weakness 
associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise Performance (DEP) 
Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated with emergency 
preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(4) and the requirements of Section IV.F.2.g of 
Appendix E to 10 CFR Part 50. This finding was not entered into the licensee’s corrective action program.  
 
The failure of the licensee’s exercise critique process was a performance deficiency. This finding was greater than minor 
because it was associated with the Emergency Preparedness Cornerstone and affected the cornerstone objective to ensure 
that the licensee was capable of implementing adequate measures to protect the health and safety of the public in the event 
of a radiological emergency. The finding was an identified weakness that demonstrated a level of performance that could 
preclude effective implementation of the Emergency Plan in an actual emergency. This finding was also determined to 
potentially have greater significance because the licensee’s exercise critique process failed to properly identify a weakness 
associated with an RSPS that was determined to be a DEP PI opportunity failure during a full-scale exercise. 
Inspection Report# : 2006011 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use only NIOSH certified respiratory protection equipment. 
The inspectors identified a non-cited violation of 10 CFR Part 20.1703(a) for the use of respiratory protection equipment 
that had not been certified as safe by the National Institute for Occupational Safety and Health (NIOSH). The licensee 
discontinued use of the respiratory protection equpment and the issue was entered into the corrective action program under 
condition report (CR) number 2006111584.  
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The finding is more than minor because it is associated with the Occupational Radiation Safety cornerstone attribute of 
Equipment and Instrumentation and adversely affects the cornerstone objective of protecting worker health and safety from 
exposure to radiation. When using non-NIOSH approved respirators to limit intake of readioactive material, the potential 
exists to put workers in a situation that may be more hazardous than the radiological danger that the respirator is meant to 
protect against (e.g. loss of air flow). The finding was determined to be of very low safety significance because it was not 
an As Low As Reasonably Achievable (ALARA) planning issue, there was no overexposure nor potential for 
overexposure, and the licensee's ability to assess dose was not compromised. 
Inspection Report# : 2006005 (pdf)  

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

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

Initiating Events 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Work Instructions for Maintenance Resulted in the Failure of Unit 1 Loop 2 Main Feedwater 
Regulating Valve 
A self-revealing finding was identified for poor work practices associated with the installation of the loop 2 main feedwater 
regulating valve (MFRV) electro-pneumatic transducer. The transducer was mounted in a manner that did not prevent 
water ingress and allow drainage. During washdown activities in the vicinity of the MFRV water entered the transducer 
causing the loop 2 MFRV to close. When the MFRV could not re-opened from the control room, operators manually 
tripped the reactor.  
 
This finding is more than minor because it affected the procedure quality attribute of the Initiating Events cornerstone in 
that inadequate installation instructions caused transducer failure which resulted in a manual reactor trip. The finding was 
determined to be of very low safety significance (Green) because it did not increase the likelihood that mitigation 
equipment or functions would not be available. This finding is directly related to the complete and accurate procedures 
aspect of the Human Performance cross-cutting area because the procedure did not incorporate the vendor’s 
recommendations. 
Inspection Report# : 2007002 (pdf)  

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance:  Aug 31, 2006 
Identified By: NRC 
Item Type: VIO Violation 
White Finding Involving Failure to Identify A Weakness During an Emergency Exercise Critique Associated with 
an RSPS. 
The NRC identified a Violation for failure of the licensee’s exercise critique process to properly identify a weakness 
associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise Performance (DEP) 
Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated with emergency 
preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(4) and the requirements of Section IV.F.2.g of 
Appendix E to 10 CFR Part 50. This finding was not entered into the licensee’s corrective action program.  
 
The failure of the licensee’s exercise critique process was a performance deficiency. This finding was greater than minor 
because it was associated with the Emergency Preparedness Cornerstone and affected the cornerstone objective to ensure 
that the licensee was capable of implementing adequate measures to protect the health and safety of the public in the event 
of a radiological emergency. The finding was an identified weakness that demonstrated a level of performance that could 



preclude effective implementation of the Emergency Plan in an actual emergency. This finding was also determined to 
potentially have greater significance because the licensee’s exercise critique process failed to properly identify a weakness 
associated with an RSPS that was determined to be a DEP PI opportunity failure during a full-scale exercise. 
Inspection Report# : 2006011 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use only NIOSH certified respiratory protection equipment. 
The inspectors identified a non-cited violation of 10 CFR Part 20.1703(a) for the use of respiratory protection equipment 
that had not been certified as safe by the National Institute for Occupational Safety and Health (NIOSH). The licensee 
discontinued use of the respiratory protection equpment and the issue was entered into the corrective action program under 
condition report (CR) number 2006111584.  
 
The finding is more than minor because it is associated with the Occupational Radiation Safety cornerstone attribute of 
Equipment and Instrumentation and adversely affects the cornerstone objective of protecting worker health and safety from 
exposure to radiation. When using non-NIOSH approved respirators to limit intake of readioactive material, the potential 
exists to put workers in a situation that may be more hazardous than the radiological danger that the respirator is meant to 
protect against (e.g. loss of air flow). The finding was determined to be of very low safety significance because it was not 
an As Low As Reasonably Achievable (ALARA) planning issue, there was no overexposure nor potential for 
overexposure, and the licensee's ability to assess dose was not compromised. 
Inspection Report# : 2006005 (pdf)  

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Feb 16, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems Inspection Summary 
No findings of significance were identified. The licensee was generally effective in identifying problems at a low threshold 
and entering them into the corrective action program. The licensee properly prioritized issues entered into the corrective 
action program (CAP) and routinely performed evaluations that were technically accurate and of sufficient depth to address 
the issue documented in the condition reports (CRs). Station management has recently been providing increased focus and 
attention on the quality of root cause and apparent cause determinations based on the results of any internal self 
assessments. Improvements were noted in the documents produced over the past quarter. Operating experience was found 
to be used both proactively and reactively by personnel involved in the corrective action program. The licensee’s 
programmatic self-assessments and audits were generally effective in identifying weaknesses in the corrective action 
program. Weaknesses in the performance of required effectiveness reviews by the department(s) responsible for specific 



CRs were identified by the inspectors which have the potential to allow similar events to occur at the station by not 
ensuring corrective action deficiencies are identified and corrected. The inspectors concluded that the workers at Vogtle 
felt free to report safety concerns.  
 
 
Inspection Report# : 2007009 (pdf)  

Last modified : June 01, 2007 



Vogtle 1 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Work Instructions for Maintenance Resulted in the Failure of Unit 1 Loop 2 Main Feedwater 
Regulating Valve 
A self-revealing finding was identified for poor work practices associated with the installation of the loop 2 main 
feedwater regulating valve (MFRV) electro-pneumatic transducer. The transducer was mounted in a manner that did 
not prevent water ingress and allow drainage. During washdown activities in the vicinity of the MFRV water entered 
the transducer causing the loop 2 MFRV to close. When the MFRV could not re-opened from the control room, 
operators manually tripped the reactor.  
 
This finding is more than minor because it affected the procedure quality attribute of the Initiating Events cornerstone 
in that inadequate installation instructions caused transducer failure which resulted in a manual reactor trip. The 
finding was determined to be of very low safety significance (Green) because it did not increase the likelihood that 
mitigation equipment or functions would not be available. This finding is directly related to the complete and accurate 
procedures aspect of the Human Performance cross-cutting area because the procedure did not incorporate the 
vendor’s recommendations. 
Inspection Report# : 2007002 (pdf)  

Mitigating Systems 

Significance:  Jun 04, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Safety-Related 480 VAC Molded Case Circuit Breakers On MCC 1ABF, 1BBF, 2ABF, and 2BBF Not Tested 
The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control, for failure to implement a 
test program to assure that all installed safety related molded case circuit breakers (MCCBs) will perform 
satisfactorily in service. Under postulated electrical fault conditions, failure of one of these circuit breakers to operate 
properly would lead to either a loss of power to safety-related components or lead to a potential for compromising 
other equipment on a single fault that the MCCB was designed to isolate. The 1A, 1B, 2A, and 2B motor driven 
auxiliary feedwater pump (MDAFWP) recirculation valve motor operators and the MDAFWP room cooler fans for 
both trains at both units receive their power through MCCBs.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
Procedure Quality. It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the 
MDAFW pumps to perform their intended safety function during a design basis event. The inspectors assessed the 
finding using the SDP and determined the finding was of very low safety significance (Green) because the inspectors 
found no documented history of in-service failures of MCCBs rendering safety-related equipment inoperative. This 
issue is documented in the corrective action program as condition report (CR) 2007105855. 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 04, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Maximum Differential Pressure for Containment Emergency Sump Isolation Valves Not Calculated 
The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure to evaluate 
the impact of an increase of the residual heat removal (RHR) system pressure during the RHR pump operation in a 
minimum flow alignment in determining the maximum dP across the containment emergency sump isolation valves 
1/2-HV-8811A/B, which could have challenged the capability of these motor operated valves (MOVs) to open 
following a small break loss of coolant accident (SBLOCA). Maximum system pressure would occur following a 
SBLOCA.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of Design 
Control. It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the containment 
emergency sump isolation valves to perform their safety function during a SBLOCA event. The calculation 
deficiencies represented reasonable doubt regarding the operability of MOVs 1/2-HV-8811A/B pending the outcome 
of additional calculations initiated after the inspectors questioned the condition. The lack of an accurately calculated 
maximum dP across these MOVs created the possibility for repairs or modifications to be performed while using an 
incorrect dP value as a design input. The inspectors assessed the finding using the SDP and determined the finding 
was of very low safety significance (Green) because there was not a loss of safety system function based upon the 
inspector’s verification of the SNC analysis that the containment emergency sump isolation valves 1/2-HV-8811A/B 
were currently operable. This issue is documented in the corrective action program as CR 2007100247 and CR 
2007105848. 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Aug 31, 2006 
Identified By: NRC 
Item Type: VIO Violation 
White Finding Involving Failure to Identify A Weakness During an Emergency Exercise Critique Associated 
with an RSPS. 
The NRC identified a Violation for failure of the licensee’s exercise critique process to properly identify a weakness 
associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise Performance 
(DEP) Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated with 
emergency preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(4) and the requirements of 
Section IV.F.2.g of Appendix E to 10 CFR Part 50. This finding was not entered into the licensee’s corrective action 
program.  
 
The failure of the licensee’s exercise critique process was a performance deficiency. This finding was greater than 
minor because it was associated with the Emergency Preparedness Cornerstone and affected the cornerstone objective 
to ensure that the licensee was capable of implementing adequate measures to protect the health and safety of the 
public in the event of a radiological emergency. The finding was an identified weakness that demonstrated a level of 
performance that could preclude effective implementation of the Emergency Plan in an actual emergency. This 
finding was also determined to potentially have greater significance because the licensee’s exercise critique process 
failed to properly identify a weakness associated with an RSPS that was determined to be a DEP PI opportunity 
failure during a full-scale exercise. 
Inspection Report# : 2006011 (pdf)  

Occupational Radiation Safety 



Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use only NIOSH certified respiratory protection equipment. 
The inspectors identified a non-cited violation of 10 CFR Part 20.1703(a) for the use of respiratory protection 
equipment that had not been certified as safe by the National Institute for Occupational Safety and Health (NIOSH). 
The licensee discontinued use of the respiratory protection equpment and the issue was entered into the corrective 
action program under condition report (CR) number 2006111584.  
 
The finding is more than minor because it is associated with the Occupational Radiation Safety cornerstone attribute 
of Equipment and Instrumentation and adversely affects the cornerstone objective of protecting worker health and 
safety from exposure to radiation. When using non-NIOSH approved respirators to limit intake of readioactive 
material, the potential exists to put workers in a situation that may be more hazardous than the radiological danger that 
the respirator is meant to protect against (e.g. loss of air flow). The finding was determined to be of very low safety 
significance because it was not an As Low As Reasonably Achievable (ALARA) planning issue, there was no 
overexposure nor potential for overexposure, and the licensee's ability to assess dose was not compromised. 
Inspection Report# : 2006005 (pdf)  

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 Feb 16, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems Inspection Summary 
No findings of significance were identified. The licensee was generally effective in identifying problems at a low 
threshold and entering them into the corrective action program. The licensee properly prioritized issues entered into 
the corrective action program (CAP) and routinely performed evaluations that were technically accurate and of 
sufficient depth to address the issue documented in the condition reports (CRs). Station management has recently been 
providing increased focus and attention on the quality of root cause and apparent cause determinations based on the 
results of any internal self assessments. Improvements were noted in the documents produced over the past quarter. 
Operating experience was found to be used both proactively and reactively by personnel involved in the corrective 
action program. The licensee’s programmatic self-assessments and audits were generally effective in identifying 
weaknesses in the corrective action program. Weaknesses in the performance of required effectiveness reviews by the 
department(s) responsible for specific CRs were identified by the inspectors which have the potential to allow similar 
events to occur at the station by not ensuring corrective action deficiencies are identified and corrected. The inspectors 
concluded that the workers at Vogtle felt free to report safety concerns.  
 
 
Inspection Report# : 2007009 (pdf)  

Last modified : August 24, 2007 



Vogtle 1 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Work Instructions for Maintenance Resulted in the Failure of Unit 1 Loop 2 Main Feedwater 
Regulating Valve 
A self-revealing finding was identified for poor work practices associated with the installation of the loop 2 main 
feedwater regulating valve (MFRV) electro-pneumatic transducer. The transducer was mounted in a manner that did 
not prevent water ingress and allow drainage. During washdown activities in the vicinity of the MFRV water entered 
the transducer causing the loop 2 MFRV to close. When the MFRV could not re-opened from the control room, 
operators manually tripped the reactor.  
 
This finding is more than minor because it affected the procedure quality attribute of the Initiating Events cornerstone 
in that inadequate installation instructions caused transducer failure which resulted in a manual reactor trip. The 
finding was determined to be of very low safety significance (Green) because it did not increase the likelihood that 
mitigation equipment or functions would not be available. This finding is directly related to the complete and accurate 
procedures aspect of the Human Performance cross-cutting area because the procedure did not incorporate the 
vendor’s recommendations. 
Inspection Report# : 2007002 (pdf)  

Mitigating Systems 

Significance:  Jun 04, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Safety-Related 480 VAC Molded Case Circuit Breakers On MCC 1ABF, 1BBF, 2ABF, and 2BBF Not Tested 
The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control, for failure to implement a 
test program to assure that all installed safety related molded case circuit breakers (MCCBs) will perform 
satisfactorily in service. Under postulated electrical fault conditions, failure of one of these circuit breakers to operate 
properly would lead to either a loss of power to safety-related components or lead to a potential for compromising 
other equipment on a single fault that the MCCB was designed to isolate. The 1A, 1B, 2A, and 2B motor driven 
auxiliary feedwater pump (MDAFWP) recirculation valve motor operators and the MDAFWP room cooler fans for 
both trains at both units receive their power through MCCBs.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
Procedure Quality. It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the 
MDAFW pumps to perform their intended safety function during a design basis event. The inspectors assessed the 
finding using the SDP and determined the finding was of very low safety significance (Green) because the inspectors 
found no documented history of in-service failures of MCCBs rendering safety-related equipment inoperative. This 
issue is documented in the corrective action program as condition report (CR) 2007105855. 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 04, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Maximum Differential Pressure for Containment Emergency Sump Isolation Valves Not Calculated 
The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure to evaluate 
the impact of an increase of the residual heat removal (RHR) system pressure during the RHR pump operation in a 
minimum flow alignment in determining the maximum dP across the containment emergency sump isolation valves 
1/2-HV-8811A/B, which could have challenged the capability of these motor operated valves (MOVs) to open 
following a small break loss of coolant accident (SBLOCA). Maximum system pressure would occur following a 
SBLOCA.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of Design 
Control. It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the containment 
emergency sump isolation valves to perform their safety function during a SBLOCA event. The calculation 
deficiencies represented reasonable doubt regarding the operability of MOVs 1/2-HV-8811A/B pending the outcome 
of additional calculations initiated after the inspectors questioned the condition. The lack of an accurately calculated 
maximum dP across these MOVs created the possibility for repairs or modifications to be performed while using an 
incorrect dP value as a design input. The inspectors assessed the finding using the SDP and determined the finding 
was of very low safety significance (Green) because there was not a loss of safety system function based upon the 
inspector’s verification of the SNC analysis that the containment emergency sump isolation valves 1/2-HV-8811A/B 
were currently operable. This issue is documented in the corrective action program as CR 2007100247 and CR 
2007105848. 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Aug 31, 2006 
Identified By: NRC 
Item Type: VIO Violation 
White Finding Involving Failure to Identify A Weakness During an Emergency Exercise Critique Associated 
with an RSPS. 
The NRC identified a Violation for failure of the licensee’s exercise critique process to properly identify a weakness 
associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise Performance 
(DEP) Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated with 
emergency preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(4) and the requirements of 
Section IV.F.2.g of Appendix E to 10 CFR Part 50. This finding was not entered into the licensee’s corrective action 
program.  
 
The failure of the licensee’s exercise critique process was a performance deficiency. This finding was greater than 
minor because it was associated with the Emergency Preparedness Cornerstone and affected the cornerstone objective 
to ensure that the licensee was capable of implementing adequate measures to protect the health and safety of the 
public in the event of a radiological emergency. The finding was an identified weakness that demonstrated a level of 
performance that could preclude effective implementation of the Emergency Plan in an actual emergency. This 
finding was also determined to potentially have greater significance because the licensee’s exercise critique process 
failed to properly identify a weakness associated with an RSPS that was determined to be a DEP PI opportunity 
failure during a full-scale exercise. 
Inspection Report# : 2006011 (pdf)  

Occupational Radiation Safety 



Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use only NIOSH certified respiratory protection equipment. 
The inspectors identified a non-cited violation of 10 CFR Part 20.1703(a) for the use of respiratory protection 
equipment that had not been certified as safe by the National Institute for Occupational Safety and Health (NIOSH). 
The licensee discontinued use of the respiratory protection equpment and the issue was entered into the corrective 
action program under condition report (CR) number 2006111584.  
 
The finding is more than minor because it is associated with the Occupational Radiation Safety cornerstone attribute 
of Equipment and Instrumentation and adversely affects the cornerstone objective of protecting worker health and 
safety from exposure to radiation. When using non-NIOSH approved respirators to limit intake of readioactive 
material, the potential exists to put workers in a situation that may be more hazardous than the radiological danger that 
the respirator is meant to protect against (e.g. loss of air flow). The finding was determined to be of very low safety 
significance because it was not an As Low As Reasonably Achievable (ALARA) planning issue, there was no 
overexposure nor potential for overexposure, and the licensee's ability to assess dose was not compromised. 
Inspection Report# : 2006005 (pdf)  

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 Feb 16, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems Inspection Summary 
No findings of significance were identified. The licensee was generally effective in identifying problems at a low 
threshold and entering them into the corrective action program. The licensee properly prioritized issues entered into 
the corrective action program (CAP) and routinely performed evaluations that were technically accurate and of 
sufficient depth to address the issue documented in the condition reports (CRs). Station management has recently been 
providing increased focus and attention on the quality of root cause and apparent cause determinations based on the 
results of any internal self assessments. Improvements were noted in the documents produced over the past quarter. 
Operating experience was found to be used both proactively and reactively by personnel involved in the corrective 
action program. The licensee’s programmatic self-assessments and audits were generally effective in identifying 
weaknesses in the corrective action program. Weaknesses in the performance of required effectiveness reviews by the 
department(s) responsible for specific CRs were identified by the inspectors which have the potential to allow similar 
events to occur at the station by not ensuring corrective action deficiencies are identified and corrected. The inspectors 
concluded that the workers at Vogtle felt free to report safety concerns.  
 
 
Inspection Report# : 2007009 (pdf)  

Last modified : December 07, 2007 



Vogtle 1 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Work Instructions for Maintenance Resulted in the Failure of Unit 1 Loop 2 Main Feedwater 
Regulating Valve 
A self-revealing finding was identified for poor work practices associated with the installation of the loop 2 main 
feedwater regulating valve (MFRV) electro-pneumatic transducer. The transducer was mounted in a manner that did 
not prevent water ingress and allow drainage. During washdown activities in the vicinity of the MFRV water entered 
the transducer causing the loop 2 MFRV to close. When the MFRV could not re-opened from the control room, 
operators manually tripped the reactor.  
 
This finding is more than minor because it affected the procedure quality attribute of the Initiating Events cornerstone 
in that inadequate installation instructions caused transducer failure which resulted in a manual reactor trip. The 
finding was determined to be of very low safety significance (Green) because it did not increase the likelihood that 
mitigation equipment or functions would not be available. This finding is directly related to the complete and accurate 
procedures aspect of the Human Performance cross-cutting area because the procedure did not incorporate the 
vendor’s recommendations. 
Inspection Report# : 2007002 (pdf)  

Mitigating Systems 

Significance:  Jun 04, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Safety-Related 480 VAC Molded Case Circuit Breakers On MCC 1ABF, 1BBF, 2ABF, and 2BBF Not Tested 
The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control, for failure to implement a 
test program to assure that all installed safety related molded case circuit breakers (MCCBs) will perform 
satisfactorily in service. Under postulated electrical fault conditions, failure of one of these circuit breakers to operate 
properly would lead to either a loss of power to safety-related components or lead to a potential for compromising 
other equipment on a single fault that the MCCB was designed to isolate. The 1A, 1B, 2A, and 2B motor driven 
auxiliary feedwater pump (MDAFWP) recirculation valve motor operators and the MDAFWP room cooler fans for 
both trains at both units receive their power through MCCBs.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
Procedure Quality. It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the 
MDAFW pumps to perform their intended safety function during a design basis event. The inspectors assessed the 
finding using the SDP and determined the finding was of very low safety significance (Green) because the inspectors 
found no documented history of in-service failures of MCCBs rendering safety-related equipment inoperative. This 
issue is documented in the corrective action program as condition report (CR) 2007105855. 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 04, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Maximum Differential Pressure for Containment Emergency Sump Isolation Valves Not Calculated 
The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure to evaluate 
the impact of an increase of the residual heat removal (RHR) system pressure during the RHR pump operation in a 
minimum flow alignment in determining the maximum dP across the containment emergency sump isolation valves 
1/2-HV-8811A/B, which could have challenged the capability of these motor operated valves (MOVs) to open 
following a small break loss of coolant accident (SBLOCA). Maximum system pressure would occur following a 
SBLOCA.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of Design 
Control. It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the containment 
emergency sump isolation valves to perform their safety function during a SBLOCA event. The calculation 
deficiencies represented reasonable doubt regarding the operability of MOVs 1/2-HV-8811A/B pending the outcome 
of additional calculations initiated after the inspectors questioned the condition. The lack of an accurately calculated 
maximum dP across these MOVs created the possibility for repairs or modifications to be performed while using an 
incorrect dP value as a design input. The inspectors assessed the finding using the SDP and determined the finding 
was of very low safety significance (Green) because there was not a loss of safety system function based upon the 
inspector’s verification of the SNC analysis that the containment emergency sump isolation valves 1/2-HV-8811A/B 
were currently operable. This issue is documented in the corrective action program as CR 2007100247 and CR 
2007105848. 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Aug 31, 2006 
Identified By: NRC 
Item Type: VIO Violation 
White Finding Involving Failure to Identify A Weakness During an Emergency Exercise Critique Associated 
with an RSPS. 
The NRC identified a Violation for failure of the licensee’s exercise critique process to properly identify a weakness 
associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise Performance 
(DEP) Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated with 
emergency preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(4) and the requirements of 
Section IV.F.2.g of Appendix E to 10 CFR Part 50. This finding was not entered into the licensee’s corrective action 
program.  
 
The failure of the licensee’s exercise critique process was a performance deficiency. This finding was greater than 
minor because it was associated with the Emergency Preparedness Cornerstone and affected the cornerstone objective 
to ensure that the licensee was capable of implementing adequate measures to protect the health and safety of the 
public in the event of a radiological emergency. The finding was an identified weakness that demonstrated a level of 
performance that could preclude effective implementation of the Emergency Plan in an actual emergency. This 
finding was also determined to potentially have greater significance because the licensee’s exercise critique process 
failed to properly identify a weakness associated with an RSPS that was determined to be a DEP PI opportunity 
failure during a full-scale exercise. 
Inspection Report# : 2006011 (pdf)  

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 Feb 16, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems Inspection Summary 
No findings of significance were identified. The licensee was generally effective in identifying problems at a low 
threshold and entering them into the corrective action program. The licensee properly prioritized issues entered into 
the corrective action program (CAP) and routinely performed evaluations that were technically accurate and of 
sufficient depth to address the issue documented in the condition reports (CRs). Station management has recently been 
providing increased focus and attention on the quality of root cause and apparent cause determinations based on the 
results of any internal self assessments. Improvements were noted in the documents produced over the past quarter. 
Operating experience was found to be used both proactively and reactively by personnel involved in the corrective 
action program. The licensee’s programmatic self-assessments and audits were generally effective in identifying 
weaknesses in the corrective action program. Weaknesses in the performance of required effectiveness reviews by the 
department(s) responsible for specific CRs were identified by the inspectors which have the potential to allow similar 
events to occur at the station by not ensuring corrective action deficiencies are identified and corrected. The inspectors 
concluded that the workers at Vogtle felt free to report safety concerns.  
 
 
Inspection Report# : 2007009 (pdf)  

Last modified : February 04, 2008 



Vogtle 1 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10CFR50, Appendix B, Criterion XI for Failure To Establish Adequate Test Control Measures For 
TS SR 3.7.5.2 
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XI, Test Control, for failure to 
consider the effects of instrument uncertainty, water temperature, or system orifice resistance during auxiliary 
feedwater (AFW) pump technical specification required surveillance testing. This finding was entered into the 
licensee’s corrective action program as condition reports CR 2007105436, CR 2007105713, CR 2007105870, and CR 
2007105895. Planned corrective actions included revision of the AFW pump test procedures to correct the non-
conservative acceptance criteria.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the AFW pumps to perform the intended safety function during a design 
basis event and the cornerstone attribute of Procedure Quality, i.e. maintenance and testing procedures. The inspectors 
assessed the finding using the SDP and determined that the finding was of very low safety significance (Green) 
because the deficiency did not result in any AFW pumps being inoperable based upon a recent review of AFW 
surveillance testing results. (Section 4OA5)  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Mar 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Capability of Auxiliary Feedwater System to Meet Design and Licensing Requirements 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure to 
include the cumulative effects of the replacement of the 1A motor driven auxiliary feedwater (AFW) pump rotating 
element, accuracy of AFW system resistance values, safety relief valve setpoint tolerances, and turbine driven AFW 
pump speed settings on evaluation of the performance of the AFW system. This finding was entered into the 
licensee’s corrective action program as condition report CR 2007105979. Planned corrective actions included revision 
of the AFW system flow calculations to incorporate the most limiting design inputs.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the AFW system to perform the intended safety function during a design 
basis event and the cornerstone attribute of Design Control, i.e. initial design. The inspectors assessed the finding 
using the SDP and determined that the finding was of very low safety significance (Green) because the deficiencies 
did not result in the AFW system being inoperable based upon additional analysis that showed that the AFW system 
had sufficient flow performance margin to accommodate pump performance and the increased system flow resistance 
when applying appropriate resistance values and steam generator backpressures.  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Jun 04, 2007 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Safety-Related 480 VAC Molded Case Circuit Breakers On MCC 1ABF, 1BBF, 2ABF, and 2BBF Not Tested 
The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control, for failure to implement a 
test program to assure that all installed safety related molded case circuit breakers (MCCBs) will perform 
satisfactorily in service. Under postulated electrical fault conditions, failure of one of these circuit breakers to operate 
properly would lead to either a loss of power to safety-related components or lead to a potential for compromising 
other equipment on a single fault that the MCCB was designed to isolate. The 1A, 1B, 2A, and 2B motor driven 
auxiliary feedwater pump (MDAFWP) recirculation valve motor operators and the MDAFWP room cooler fans for 
both trains at both units receive their power through MCCBs.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
Procedure Quality. It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the 
MDAFW pumps to perform their intended safety function during a design basis event. The inspectors assessed the 
finding using the SDP and determined the finding was of very low safety significance (Green) because the inspectors 
found no documented history of in-service failures of MCCBs rendering safety-related equipment inoperative. This 
issue is documented in the corrective action program as condition report (CR) 2007105855. 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 04, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maximum Differential Pressure for Containment Emergency Sump Isolation Valves Not Calculated 
The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure to evaluate 
the impact of an increase of the residual heat removal (RHR) system pressure during the RHR pump operation in a 
minimum flow alignment in determining the maximum dP across the containment emergency sump isolation valves 
1/2-HV-8811A/B, which could have challenged the capability of these motor operated valves (MOVs) to open 
following a small break loss of coolant accident (SBLOCA). Maximum system pressure would occur following a 
SBLOCA.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of Design 
Control. It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the containment
emergency sump isolation valves to perform their safety function during a SBLOCA event. The calculation 
deficiencies represented reasonable doubt regarding the operability of MOVs 1/2-HV-8811A/B pending the outcome 
of additional calculations initiated after the inspectors questioned the condition. The lack of an accurately calculated 
maximum dP across these MOVs created the possibility for repairs or modifications to be performed while using an 
incorrect dP value as a design input. The inspectors assessed the finding using the SDP and determined the finding 
was of very low safety significance (Green) because there was not a loss of safety system function based upon the 
inspector’s verification of the SNC analysis that the containment emergency sump isolation valves 1/2-HV-8811A/B 
were currently operable. This issue is documented in the corrective action program as CR 2007100247 and CR 
2007105848. 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Aug 31, 2006 
Identified By: NRC 
Item Type: VIO Violation 
White Finding Involving Failure to Identify A Weakness During an Emergency Exercise Critique Associated 
with an RSPS. 



The NRC identified a Violation for failure of the licensee’s exercise critique process to properly identify a weakness 
associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise Performance 
(DEP) Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated with 
emergency preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(4) and the requirements of 
Section IV.F.2.g of Appendix E to 10 CFR Part 50. This finding was not entered into the licensee’s corrective action 
program.  
 
The failure of the licensee’s exercise critique process was a performance deficiency. This finding was greater than 
minor because it was associated with the Emergency Preparedness Cornerstone and affected the cornerstone objective 
to ensure that the licensee was capable of implementing adequate measures to protect the health and safety of the 
public in the event of a radiological emergency. The finding was an identified weakness that demonstrated a level of 
performance that could preclude effective implementation of the Emergency Plan in an actual emergency. This 
finding was also determined to potentially have greater significance because the licensee’s exercise critique process 
failed to properly identify a weakness associated with an RSPS that was determined to be a DEP PI opportunity 
failure during a full-scale exercise. 
Inspection Report# : 2006011 (pdf)  

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 : June 05, 2008 



Vogtle 1 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10CFR50, Appendix B, Criterion XI for Failure To Establish Adequate Test Control Measures For 
TS SR 3.7.5.2 
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XI, Test Control, for failure to 
consider the effects of instrument uncertainty, water temperature, or system orifice resistance during auxiliary 
feedwater (AFW) pump technical specification required surveillance testing. This finding was entered into the 
licensee’s corrective action program as condition reports CR 2007105436, CR 2007105713, CR 2007105870, and CR 
2007105895. Planned corrective actions included revision of the AFW pump test procedures to correct the non-
conservative acceptance criteria.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the AFW pumps to perform the intended safety function during a design 
basis event and the cornerstone attribute of Procedure Quality, i.e. maintenance and testing procedures. The inspectors 
assessed the finding using the SDP and determined that the finding was of very low safety significance (Green) 
because the deficiency did not result in any AFW pumps being inoperable based upon a recent review of AFW 
surveillance testing results. (Section 4OA5)  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Mar 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Capability of Auxiliary Feedwater System to Meet Design and Licensing Requirements 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure to 
include the cumulative effects of the replacement of the 1A motor driven auxiliary feedwater (AFW) pump rotating 
element, accuracy of AFW system resistance values, safety relief valve setpoint tolerances, and turbine driven AFW 
pump speed settings on evaluation of the performance of the AFW system. This finding was entered into the 
licensee’s corrective action program as condition report CR 2007105979. Planned corrective actions included revision 
of the AFW system flow calculations to incorporate the most limiting design inputs.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the AFW system to perform the intended safety function during a design 
basis event and the cornerstone attribute of Design Control, i.e. initial design. The inspectors assessed the finding 
using the SDP and determined that the finding was of very low safety significance (Green) because the deficiencies 
did not result in the AFW system being inoperable based upon additional analysis that showed that the AFW system 
had sufficient flow performance margin to accommodate pump performance and the increased system flow resistance 
when applying appropriate resistance values and steam generator backpressures.  
 
Inspection Report# : 2008002 (pdf)  



Barrier Integrity 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures Associated with Degraded Ability to Detect Boric Acid Leakage 
A NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified for lack of procedures to 
address compensatory measures for containment conditions which would mask indications of boric acid leakage. A 
combination of condensation and leaking containment cooler coils produced a white, crystalline film in large portions 
of the lower levels of containment that would reduce the adequacy of visuals inspections performed to detect boric 
acid leakage on susceptible components. The licensee entered the deficiency into their corrective action program for 
resolution.  
 
This finding is more than minor because it affected the procedure quality attribute of the Barrier Integrity Cornerstone 
in that there were no additional measures taken to discriminate between boric acid leakage and the white residue 
present in containment which masked actual boric acid leakage. The finding is of very low safety significance because 
no degradation discovered called into question the operability of an affected component. 
Inspection Report# : 2008003 (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 
Last modified : August 29, 2008 



Vogtle 1 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Human Performance Error Results in Unplanned Reactivity Addition 
Green. A self-revealing non-cited violation of TS 5.4, Procedures, was identified when the licensed control room operator failed to perform 
step 4.3.5.10.b of procedure 3010- 1, Boron Thermal Regeneration System, Rev 57. Failure to properly perform this step resulted in 
approximately 500 gallons of unborated water being added to the VCT causing an inadvertent positive reactivity addition to the Unit 1 
reactor.  
 
The failure to place handswitch 1-HS-7054 in the CLOSED position as required by procedure is a performance deficiency. The minor 
screening criteria in IMC 0612, Power Reactor Inspection Reports, Appendix B, was not used due to the lack of clear guidance regarding 
inadvertent reactivity additions. Therefore, in consultation with the NRR program office, regional management determined this finding is 
more than minor because the licensed operator failed to properly implement procedure 13010-C which resulted an inadvertent positive 
reactivity addition causing reactor power to briefly increase above 100%. The finding, assessed using the Significance Determination Process, 
was determined to be of very low safety significance (Green) because the resulting transient did not contribute to both the likelihood of a 
reactor trip and the likelihood that mitigation equipment or functions would not be available. The inspectors determined this finding was 
related to the Work Practices component of the Human Performance cross-cutting area in that the licensed operator did not have the 
procedure in-hand during use as required by procedure 00054-C, Rules for Performing Procedures, Rev. 19. [H.4(b)] (Section 4OA3)  
 
Inspection Report# : 2008004 (pdf)  

Mitigating Systems 

Significance:  Mar 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10CFR50, Appendix B, Criterion XI for Failure To Establish Adequate Test Control Measures For TS SR 3.7.5.2 
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XI, Test Control, for failure to consider the effects of 
instrument uncertainty, water temperature, or system orifice resistance during auxiliary feedwater (AFW) pump technical specification 
required surveillance testing. This finding was entered into the licensee’s corrective action program as condition reports CR 2007105436, CR 
2007105713, CR 2007105870, and CR 2007105895. Planned corrective actions included revision of the AFW pump test procedures to correct 
the non-conservative acceptance criteria.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the availability, reliability, and 
operability of the AFW pumps to perform the intended safety function during a design basis event and the cornerstone attribute of Procedure 
Quality, i.e. maintenance and testing procedures. The inspectors assessed the finding using the SDP and determined that the finding was of 
very low safety significance (Green) because the deficiency did not result in any AFW pumps being inoperable based upon a recent review of 
AFW surveillance testing results. (Section 4OA5)  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Mar 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Capability of Auxiliary Feedwater System to Meet Design and Licensing Requirements 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure to include the cumulative effects 
of the replacement of the 1A motor driven auxiliary feedwater (AFW) pump rotating element, accuracy of AFW system resistance values, 
safety relief valve setpoint tolerances, and turbine driven AFW pump speed settings on evaluation of the performance of the AFW system. 
This finding was entered into the licensee’s corrective action program as condition report CR 2007105979. Planned corrective actions 
included revision of the AFW system flow calculations to incorporate the most limiting design inputs. 



 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the availability, reliability, and 
operability of the AFW system to perform the intended safety function during a design basis event and the cornerstone attribute of Design 
Control, i.e. initial design. The inspectors assessed the finding using the SDP and determined that the finding was of very low safety 
significance (Green) because the deficiencies did not result in the AFW system being inoperable based upon additional analysis that showed 
that the AFW system had sufficient flow performance margin to accommodate pump performance and the increased system flow resistance 
when applying appropriate resistance values and steam generator backpressures.  
 
Inspection Report# : 2008002 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures Associated with Degraded Ability to Detect Boric Acid Leakage 
A NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified for lack of procedures to address compensatory 
measures for containment conditions which would mask indications of boric acid leakage. A combination of condensation and leaking 
containment cooler coils produced a white, crystalline film in large portions of the lower levels of containment that would reduce the 
adequacy of visuals inspections performed to detect boric acid leakage on susceptible components. The licensee entered the deficiency into 
their corrective action program for resolution.  
 
This finding is more than minor because it affected the procedure quality attribute of the Barrier Integrity Cornerstone in that there were no 
additional measures taken to discriminate between boric acid leakage and the white residue present in containment which masked actual boric 
acid leakage. The finding is of very low safety significance because no degradation discovered called into question the operability of an 
affected component. 
Inspection Report# : 2008003 (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 

Last modified : November 26, 2008 



Vogtle 1 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Human Performance Error Results in Unplanned Reactivity Addition 
Green. A self-revealing non-cited violation of TS 5.4, Procedures, was identified when the licensed control room 
operator failed to perform step 4.3.5.10.b of procedure 3010- 1, Boron Thermal Regeneration System, Rev 57. Failure 
to properly perform this step resulted in approximately 500 gallons of unborated water being added to the VCT 
causing an inadvertent positive reactivity addition to the Unit 1 reactor.  
 
The failure to place handswitch 1-HS-7054 in the CLOSED position as required by procedure is a performance 
deficiency. The minor screening criteria in IMC 0612, Power Reactor Inspection Reports, Appendix B, was not used 
due to the lack of clear guidance regarding inadvertent reactivity additions. Therefore, in consultation with the NRR 
program office, regional management determined this finding is more than minor because the licensed operator failed 
to properly implement procedure 13010-C which resulted an inadvertent positive reactivity addition causing reactor 
power to briefly increase above 100%. The finding, assessed using the Significance Determination Process, was 
determined to be of very low safety significance (Green) because the resulting transient did not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be available. The 
inspectors determined this finding was related to the Work Practices component of the Human Performance cross-
cutting area in that the licensed operator did not have the procedure in-hand during use as required by procedure 
00054-C, Rules for Performing Procedures, Rev. 19. [H.4(b)] (Section 4OA3)  
 
Inspection Report# : 2008004 (pdf)  

Mitigating Systems 

Significance:  Mar 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10CFR50, Appendix B, Criterion XI for Failure To Establish Adequate Test Control Measures For 
TS SR 3.7.5.2 
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XI, Test Control, for failure to 
consider the effects of instrument uncertainty, water temperature, or system orifice resistance during auxiliary 
feedwater (AFW) pump technical specification required surveillance testing. This finding was entered into the 
licensee’s corrective action program as condition reports CR 2007105436, CR 2007105713, CR 2007105870, and CR 
2007105895. Planned corrective actions included revision of the AFW pump test procedures to correct the non-
conservative acceptance criteria.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the AFW pumps to perform the intended safety function during a design 
basis event and the cornerstone attribute of Procedure Quality, i.e. maintenance and testing procedures. The inspectors 
assessed the finding using the SDP and determined that the finding was of very low safety significance (Green) 
because the deficiency did not result in any AFW pumps being inoperable based upon a recent review of AFW 
surveillance testing results. (Section 4OA5)  



 
Inspection Report# : 2008002 (pdf)  

Significance:  Mar 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Capability of Auxiliary Feedwater System to Meet Design and Licensing Requirements 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, Design Control, for failure to 
include the cumulative effects of the replacement of the 1A motor driven auxiliary feedwater (AFW) pump rotating 
element, accuracy of AFW system resistance values, safety relief valve setpoint tolerances, and turbine driven AFW 
pump speed settings on evaluation of the performance of the AFW system. This finding was entered into the 
licensee’s corrective action program as condition report CR 2007105979. Planned corrective actions included revision 
of the AFW system flow calculations to incorporate the most limiting design inputs.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the AFW system to perform the intended safety function during a design 
basis event and the cornerstone attribute of Design Control, i.e. initial design. The inspectors assessed the finding 
using the SDP and determined that the finding was of very low safety significance (Green) because the deficiencies 
did not result in the AFW system being inoperable based upon additional analysis that showed that the AFW system 
had sufficient flow performance margin to accommodate pump performance and the increased system flow resistance 
when applying appropriate resistance values and steam generator backpressures.  
 
Inspection Report# : 2008002 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures Associated with Degraded Ability to Detect Boric Acid Leakage 
A NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified for lack of procedures to 
address compensatory measures for containment conditions which would mask indications of boric acid leakage. A 
combination of condensation and leaking containment cooler coils produced a white, crystalline film in large portions 
of the lower levels of containment that would reduce the adequacy of visuals inspections performed to detect boric 
acid leakage on susceptible components. The licensee entered the deficiency into their corrective action program for 
resolution.  
 
This finding is more than minor because it affected the procedure quality attribute of the Barrier Integrity Cornerstone 
in that there were no additional measures taken to discriminate between boric acid leakage and the white residue 
present in containment which masked actual boric acid leakage. The finding is of very low safety significance because 
no degradation discovered called into question the operability of an affected component. 
Inspection Report# : 2008003 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 



Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unauthorized Entries Into High Radiation Areas 
Two examples of a self-revealing non-cited violation of Technical Specification 5.7.1, High Radiation Area, [were] 
identified for unauthorized entry into High Radiation Areas (HRAs). Inadequate communication between workers and 
Health Physics department resulted in licensee personnel breaching HRA boundaries without prior knowledge of the 
radiological conditions. The licensee had entered these issues into the corrective action program as Condition Reports 
2007105476 and 2007108830.  
 
This finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affects 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 
and was determined to be of very low safety significance because it not related to As Low As Reasonably Achievable 
(ALARA) planning, did not involve an overexposure or substantial potential for overexposure, and the ability to 
assess dose was not compromised. This finding involved the cross-cutting aspect of Human Performance, Work 
Practices [H.4.a] because the HRA events were a direct result of poor communications during pre-job briefings and a 
willingness on the part of licensee personnel to proceed in the face of uncertainty. 
Inspection Report# : 2008005 (pdf)  

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 : April 07, 2009 



Vogtle 1 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Human Performance Error Results in Unplanned Reactivity Addition 
Green. A self-revealing non-cited violation of TS 5.4, Procedures, was identified when the licensed control room 
operator failed to perform step 4.3.5.10.b of procedure 3010- 1, Boron Thermal Regeneration System, Rev 57. Failure 
to properly perform this step resulted in approximately 500 gallons of unborated water being added to the VCT 
causing an inadvertent positive reactivity addition to the Unit 1 reactor.  
 
The failure to place handswitch 1-HS-7054 in the CLOSED position as required by procedure is a performance 
deficiency. The minor screening criteria in IMC 0612, Power Reactor Inspection Reports, Appendix B, was not used 
due to the lack of clear guidance regarding inadvertent reactivity additions. Therefore, in consultation with the NRR 
program office, regional management determined this finding is more than minor because the licensed operator failed 
to properly implement procedure 13010-C which resulted an inadvertent positive reactivity addition causing reactor 
power to briefly increase above 100%. The finding, assessed using the Significance Determination Process, was 
determined to be of very low safety significance (Green) because the resulting transient did not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be available. The 
inspectors determined this finding was related to the Work Practices component of the Human Performance cross-
cutting area in that the licensed operator did not have the procedure in-hand during use as required by procedure 
00054-C, Rules for Performing Procedures, Rev. 19. [H.4(b)] (Section 4OA3)  
 
Inspection Report# : 2008004 (pdf)  

Mitigating Systems 

Barrier Integrity 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures Associated with Degraded Ability to Detect Boric Acid Leakage 
A NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified for lack of procedures to 
address compensatory measures for containment conditions which would mask indications of boric acid leakage. A 
combination of condensation and leaking containment cooler coils produced a white, crystalline film in large portions 
of the lower levels of containment that would reduce the adequacy of visuals inspections performed to detect boric 
acid leakage on susceptible components. The licensee entered the deficiency into their corrective action program for 
resolution.  
 
This finding is more than minor because it affected the procedure quality attribute of the Barrier Integrity Cornerstone 
in that there were no additional measures taken to discriminate between boric acid leakage and the white residue 
present in containment which masked actual boric acid leakage. The finding is of very low safety significance because 



no degradation discovered called into question the operability of an affected component. 
Inspection Report# : 2008003 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unauthorized Entries Into High Radiation Areas 
Two examples of a self-revealing non-cited violation of Technical Specification 5.7.1, High Radiation Area, [were] 
identified for unauthorized entry into High Radiation Areas (HRAs). Inadequate communication between workers and 
Health Physics department resulted in licensee personnel breaching HRA boundaries without prior knowledge of the 
radiological conditions. The licensee had entered these issues into the corrective action program as Condition Reports 
2007105476 and 2007108830.  
 
This finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affects 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 
and was determined to be of very low safety significance because it not related to As Low As Reasonably Achievable 
(ALARA) planning, did not involve an overexposure or substantial potential for overexposure, and the ability to 
assess dose was not compromised. This finding involved the cross-cutting aspect of Human Performance, Work 
Practices [H.4.a] because the HRA events were a direct result of poor communications during pre-job briefings and a 
willingness on the part of licensee personnel to proceed in the face of uncertainty. 
Inspection Report# : 2008005 (pdf)  

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 Feb 27, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Vogtle PI&R Summary 



The team concluded that, in general, problems were identified, evaluated, prioritized, and  
corrected. The licensee was effective at identifying problems and entering them into the  
corrective action program (CAP) for resolution, as evidenced by the relatively few  
deficiencies identified by external organizations (including the NRC) that had not been  
previously identified by the licensee, during the review period. Generally, prioritization and  
evaluation of issues were adequate, 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 effective and  
implemented in a timely manner. However, the team identified examples of minor problems,  
including closing of a corrective action prior to completion and closing of a corrective action  
without clear documentation of what was performed.  
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 : May 28, 2009 



Vogtle 1 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Human Performance Error Results in Unplanned Reactivity Addition 
Green. A self-revealing non-cited violation of TS 5.4, Procedures, was identified when the licensed control room 
operator failed to perform step 4.3.5.10.b of procedure 3010- 1, Boron Thermal Regeneration System, Rev 57. Failure 
to properly perform this step resulted in approximately 500 gallons of unborated water being added to the VCT 
causing an inadvertent positive reactivity addition to the Unit 1 reactor.  
 
The failure to place handswitch 1-HS-7054 in the CLOSED position as required by procedure is a performance 
deficiency. The minor screening criteria in IMC 0612, Power Reactor Inspection Reports, Appendix B, was not used 
due to the lack of clear guidance regarding inadvertent reactivity additions. Therefore, in consultation with the NRR 
program office, regional management determined this finding is more than minor because the licensed operator failed 
to properly implement procedure 13010-C which resulted an inadvertent positive reactivity addition causing reactor 
power to briefly increase above 100%. The finding, assessed using the Significance Determination Process, was 
determined to be of very low safety significance (Green) because the resulting transient did not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be available. The 
inspectors determined this finding was related to the Work Practices component of the Human Performance cross-
cutting area in that the licensed operator did not have the procedure in-hand during use as required by procedure 
00054-C, Rules for Performing Procedures, Rev. 19. [H.4(b)] (Section 4OA3)  
 
Inspection Report# : 2008004 (pdf)  

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unauthorized Entries Into High Radiation Areas 
Two examples of a self-revealing non-cited violation of Technical Specification 5.7.1, High Radiation Area, [were] 



identified for unauthorized entry into High Radiation Areas (HRAs). Inadequate communication between workers and 
Health Physics department resulted in licensee personnel breaching HRA boundaries without prior knowledge of the 
radiological conditions. The licensee had entered these issues into the corrective action program as Condition Reports 
2007105476 and 2007108830.  
 
This finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affects 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 
and was determined to be of very low safety significance because it not related to As Low As Reasonably Achievable 
(ALARA) planning, did not involve an overexposure or substantial potential for overexposure, and the ability to 
assess dose was not compromised. This finding involved the cross-cutting aspect of Human Performance, Work 
Practices [H.4.a] because the HRA events were a direct result of poor communications during pre-job briefings and a 
willingness on the part of licensee personnel to proceed in the face of uncertainty. 
Inspection Report# : 2008005 (pdf)  

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 Feb 27, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Vogtle PI&R Summary 
The team concluded that, in general, problems were identified, evaluated, prioritized, and  
corrected. The licensee was effective at identifying problems and entering them into the  
corrective action program (CAP) for resolution, as evidenced by the relatively few  
deficiencies identified by external organizations (including the NRC) that had not been  
previously identified by the licensee, during the review period. Generally, prioritization and  
evaluation of issues were adequate, 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 effective and  
implemented in a timely manner. However, the team identified examples of minor problems,  
including closing of a corrective action prior to completion and closing of a corrective action  
without clear documentation of what was performed.  
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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Vogtle 1 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
MOV program procedures were inadequate with regard to periodicity of preventive maintenance activities for 
stem lubrication 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion V,  
“Instructions, Procedures, and Drawings,” was identified. Specifically, Vogtle Electric Generating Plant’s (VEGP) 
MOV preventative maintenance (PM) procedures lacked specific instructions that provided an adequate frequency for 
performing valve stem lubrication, which resulted in test failures of safety-related MOVs and affected the reliability 
of the MOVs’ safety functions. The licensee removed the hardened grease, re-lubricated and successfully tested the 
MOVs. They have entered the issue into their corrective action program and are in the process of revising existing 
maintenance procedures to change the PM frequency from 54 months to 36 months for long stem, safety-related MOV 
stem lubrication.  
 
The finding was more than minor because if left uncorrected other safety related MOVs could be affected by the 
inadequate stem lubrication PM frequencies. The finding is associated with the configuration control attribute of the 
Barrier Integrity (BI) Cornerstone and affected the cornerstone objective of providing reasonable assurance that 
physical design barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or 
events. Specifically, Containment Spray (CS) pump sump suction isolation MOVs experienced test failures and were 
declared inoperable, which required operability evaluations, thereby challenging their reliability and capability to 
perform their safety function. Using the Phase 1 worksheet in Attachment 4 of Manual Chapter 0609, “Significance 
Determination Process,” the finding affected the BI cornerstone and was of very low safety significance (Green) 
because it did not represent an actual open pathway in the physical integrity of reactor containment. Although the CS 
sump suction MOV’s condition affected the mitigating system cornerstone, the finding analysis was assigned to the BI 
cornerstone because it best reflected the dominant risk of the finding. This finding has a cross-cutting aspect in the 
area of PI&R, Corrective Action Program, because VEGP did not thoroughly evaluate problems such that the 
resolutions addressed the causes and extent of condition [P.1(c)]. Specifically, VEGP failed to thoroughly evaluate 
previous conditions of degraded and hardened grease on safety-related valves, such that the extent of the condition 
was considered and the cause was resolved. 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 



Occupational Radiation Safety 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unauthorized Entries Into High Radiation Areas 
Two examples of a self-revealing non-cited violation of Technical Specification 5.7.1, High Radiation Area, [were] 
identified for unauthorized entry into High Radiation Areas (HRAs). Inadequate communication between workers and 
Health Physics department resulted in licensee personnel breaching HRA boundaries without prior knowledge of the 
radiological conditions. The licensee had entered these issues into the corrective action program as Condition Reports 
2007105476 and 2007108830.  
 
This finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affects 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 
and was determined to be of very low safety significance because it not related to As Low As Reasonably Achievable 
(ALARA) planning, did not involve an overexposure or substantial potential for overexposure, and the ability to 
assess dose was not compromised. This finding involved the cross-cutting aspect of Human Performance, Work 
Practices [H.4.a] because the HRA events were a direct result of poor communications during pre-job briefings and a 
willingness on the part of licensee personnel to proceed in the face of uncertainty. 
Inspection Report# : 2008005 (pdf)  

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 Feb 27, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Vogtle PI&R Summary 
The team concluded that, in general, problems were identified, evaluated, prioritized, and  
corrected. The licensee was effective at identifying problems and entering them into the  
corrective action program (CAP) for resolution, as evidenced by the relatively few  
deficiencies identified by external organizations (including the NRC) that had not been  
previously identified by the licensee, during the review period. Generally, prioritization and  
evaluation of issues were adequate, 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 effective and  
implemented in a timely manner. However, the team identified examples of minor problems,  
including closing of a corrective action prior to completion and closing of a corrective action  
without clear documentation of what was performed. 



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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Vogtle 1 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
MOV program procedures were inadequate with regard to periodicity of preventive maintenance activities for 
stem lubrication 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion V,  
“Instructions, Procedures, and Drawings,” was identified. Specifically, Vogtle Electric Generating Plant’s (VEGP) 
MOV preventative maintenance (PM) procedures lacked specific instructions that provided an adequate frequency for 
performing valve stem lubrication, which resulted in test failures of safety-related MOVs and affected the reliability of 
the MOVs’ safety functions. The licensee removed the hardened grease, re-lubricated and successfully tested the 
MOVs. They have entered the issue into their corrective action program and are in the process of revising existing 
maintenance procedures to change the PM frequency from 54 months to 36 months for long stem, safety-related MOV 
stem lubrication.  
 
The finding was more than minor because if left uncorrected other safety related MOVs could be affected by the 
inadequate stem lubrication PM frequencies. The finding is associated with the configuration control attribute of the 
Barrier Integrity (BI) Cornerstone and affected the cornerstone objective of providing reasonable assurance that 
physical design barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or 
events. Specifically, Containment Spray (CS) pump sump suction isolation MOVs experienced test failures and were 
declared inoperable, which required operability evaluations, thereby challenging their reliability and capability to 
perform their safety function. Using the Phase 1 worksheet in Attachment 4 of Manual Chapter 0609, “Significance 
Determination Process,” the finding affected the BI cornerstone and was of very low safety significance (Green) 
because it did not represent an actual open pathway in the physical integrity of reactor containment. Although the CS 
sump suction MOV’s condition affected the mitigating system cornerstone, the finding analysis was assigned to the BI 
cornerstone because it best reflected the dominant risk of the finding. This finding has a cross-cutting aspect in the 
area of PI&R, Corrective Action Program, because VEGP did not thoroughly evaluate problems such that the 
resolutions addressed the causes and extent of condition [P.1(c)]. Specifically, VEGP failed to thoroughly evaluate 
previous conditions of degraded and hardened grease on safety-related valves, such that the extent of the condition 
was considered and the cause was resolved. 
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: N/A Feb 27, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Vogtle PI&R Summary 
The team concluded that, in general, problems were identified, evaluated, prioritized, and  
corrected. The licensee was effective at identifying problems and entering them into the  
corrective action program (CAP) for resolution, as evidenced by the relatively few  
deficiencies identified by external organizations (including the NRC) that had not been  
previously identified by the licensee, during the review period. Generally, prioritization and  
evaluation of issues were adequate, 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 effective and  
implemented in a timely manner. However, the team identified examples of minor problems,  
including closing of a corrective action prior to completion and closing of a corrective action  
without clear documentation of what was performed.  
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 



Vogtle 1 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
MOV program procedures were inadequate with regard to periodicity of preventive maintenance activities for 
stem lubrication 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion V,  
“Instructions, Procedures, and Drawings,” was identified. Specifically, Vogtle Electric Generating Plant’s (VEGP) 
MOV preventative maintenance (PM) procedures lacked specific instructions that provided an adequate frequency for 
performing valve stem lubrication, which resulted in test failures of safety-related MOVs and affected the reliability of 
the MOVs’ safety functions. The licensee removed the hardened grease, re-lubricated and successfully tested the 
MOVs. They have entered the issue into their corrective action program and are in the process of revising existing 
maintenance procedures to change the PM frequency from 54 months to 36 months for long stem, safety-related MOV 
stem lubrication.  
 
The finding was more than minor because if left uncorrected other safety related MOVs could be affected by the 
inadequate stem lubrication PM frequencies. The finding is associated with the configuration control attribute of the 
Barrier Integrity (BI) Cornerstone and affected the cornerstone objective of providing reasonable assurance that 
physical design barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or 
events. Specifically, Containment Spray (CS) pump sump suction isolation MOVs experienced test failures and were 
declared inoperable, which required operability evaluations, thereby challenging their reliability and capability to 
perform their safety function. Using the Phase 1 worksheet in Attachment 4 of Manual Chapter 0609, “Significance 
Determination Process,” the finding affected the BI cornerstone and was of very low safety significance (Green) 
because it did not represent an actual open pathway in the physical integrity of reactor containment. Although the CS 
sump suction MOV’s condition affected the mitigating system cornerstone, the finding analysis was assigned to the BI 
cornerstone because it best reflected the dominant risk of the finding. This finding has a cross-cutting aspect in the 
area of PI&R, Corrective Action Program, because VEGP did not thoroughly evaluate problems such that the 
resolutions addressed the causes and extent of condition [P.1(c)]. Specifically, VEGP failed to thoroughly evaluate 
previous conditions of degraded and hardened grease on safety-related valves, such that the extent of the condition 
was considered and the cause was resolved. 
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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 26, 2010 



Vogtle 1 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to verify purchased equipment conformed to design specifications 
Green: A self revealing, non-cited violation of 10 CFR Part 50, Appendix B, Criterion VII, Control of Purchased 
Material, Equipment, and Services, was identified for failure to establish measures to assure that purchased material, 
equipment, and services conform to the procurement documents. More specifically that safety-related EMAX breaker 
closing coils were capable of performing their safety related function. All affected EMAX breaker closing coils were 
replaced with a qualified 90V closing coil capable of continuous duty cycle.  
 
This finding is more than minor because if left uncorrected, the failure to establish measures to assure that purchased 
material, equipment, and services conform to procurement documents could become a more significant safety 
concern. Additionally, it impacted the Reactor Safety Cornerstones of Mitigating Systems and Barrier Integrity in that, 
the failure to establish measures to assure that purchased material, equipment, and services conform to procurement 
documents to ensure that safety-related breakers are assembled and functionally tested correctly, impacted the design 
control and equipment performance (availability and reliability) attributes. This finding was determined to be of very 
low safety significance (Green) because it did not result in a loss of operability or functionality. This finding was 
determined to not have a cross-cutting aspect associated with it due to the timeframe of the event and that the cause of 
the event is not indicative of current plant performance. (Section 1R18) 
Inspection Report# : 2010003 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operation of NSCW system with tower return valves in open bypass 
•Green. A NRC-identified NCV for failure to enter TS LCO 3.7.8 Condition A as required was identified. 
Specifically, the licensee’s failure to follow the requirements of TS LCO 3.0.2 and enter TS LCO 3.7.8 Condition A 
when the NSCW tower return valves are placed in a position other than that required by TS SR 3.7.8.1. The licensee 
has entered the issue into their corrective action program and began procedure revisions to ensure operation of the 
NSCW system in accordance with Technical Specifications and the UFSAR at all times.  
This issue is more than minor because it is associated with a cornerstone attribute and adversely affected the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency is a configuration control error which 
affected the operability of an entire train of emergency core cooling system equipment, and thus impacts the 
equipment’s automatic function to respond to a loss of coolant accident. The finding was determined to be of very low 
safety significance (Green) because the event did not represent an actual loss of safety function of a single train for 
greater than its Technical Specification allowed outage time. The inspectors determined that this issue does not have a 
cross-cutting aspect. The issue centers on differing interpretations of the Technical Specifications and the UFSAR, 
and does not align itself with any cross-cutting aspect. (Section 4OA5.1)  
 
Inspection Report# : 2009005 (pdf)  



Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate surveillance procedures for TS SR 3.7.8.2 
•Green. A NRC-identified NCV for inadequate surveillance procedures was identified. Specifically, TS SR 3.7.8.2 
requires the licensee to periodically verify that each NSCW system automatic valve in the system flow path actuates 
to the correct position on an actuation signal. The current procedures used to meet the requirements of TS SR 3.7.8.2 
do not verify that the tower return header valves actuate to the correct position when demanded during an automatic 
actuation signal. As a result, the NSCW systems do not currently meet the requirements of TS SR 3.7.8.2. The 
licensee has entered the issue into their corrective action program and began procedure revisions necessary to support 
operation of the NSCW system in accordance with Technical Specifications and the UFSAR at all times.  
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affected the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency is an equipment performance error 
which affected the reliability of the NSCW systems. The finding was determined to be of very low safety significance 
(Green) because the finding did not represent the actual loss of safety function of a single train for greater than its 
technical specification allowed outage time. The inspectors determined that this issue does not have a cross-cutting 
aspect. The issue centers on differing interpretations of the Technical Specifications and the UFSAR, and does not 
align itself with any cross-cutting aspect. (Section 4OA5.2)  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly maintain the approved fire protection program with regard to the relocation of the plant 
the fire alarm annunciation signal outside of the MCRs. 
•Green. NRC identified a NCV of Vogtle Nuclear Plant Units 1 & 2 Operating License Condition 2.G, “Fire 
Protection,” for failure to properly maintain the NRC-approved fire protection program with regard to the location of 
the fire alarm computer audible and visual annunciation notification signal. Specifically, the licensee had implemented 
a plant change, in December 2006, for the fire alarm computer which relocated the fire alarm computer annunciation 
signal outside the continuously manned main control room to a clearance and tagging office which was not 
continuously manned. The plant change could have resulted in a delay of up to 2 minutes before the alarm would have 
been relayed to the main control room for actions to dispatch the fire brigade and initiate safe shutdown actions.  
 
 
 
 
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 affected the objective of ensuring reliability and 
capability of systems (i.e., fire detection) that respond to initiating events. The finding was determined to be of very 
low safety significance (Green) in a Significance Determination Process Phase 1 analysis because the two minute 
delay had only minimum impact on the feasibility or reliability of the time critical operator actions and fire brigade 
performance in response to a fire. This violation was entered into the licensee’s corrective action program as 
Condition Report 2007110797. No cross cutting issue was identified, because the finding is not indicative of current 
plant performance. (Section 4OA5.3).  
 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2009 



Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
MOV program procedures were inadequate with regard to periodicity of preventive maintenance activities for 
stem lubrication 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion V,  
“Instructions, Procedures, and Drawings,” was identified. Specifically, Vogtle Electric Generating Plant’s (VEGP) 
MOV preventative maintenance (PM) procedures lacked specific instructions that provided an adequate frequency for 
performing valve stem lubrication, which resulted in test failures of safety-related MOVs and affected the reliability of 
the MOVs’ safety functions. The licensee removed the hardened grease, re-lubricated and successfully tested the 
MOVs. They have entered the issue into their corrective action program and are in the process of revising existing 
maintenance procedures to change the PM frequency from 54 months to 36 months for long stem, safety-related MOV 
stem lubrication.  
 
The finding was more than minor because if left uncorrected other safety related MOVs could be affected by the 
inadequate stem lubrication PM frequencies. The finding is associated with the configuration control attribute of the 
Barrier Integrity (BI) Cornerstone and affected the cornerstone objective of providing reasonable assurance that 
physical design barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or 
events. Specifically, Containment Spray (CS) pump sump suction isolation MOVs experienced test failures and were 
declared inoperable, which required operability evaluations, thereby challenging their reliability and capability to 
perform their safety function. Using the Phase 1 worksheet in Attachment 4 of Manual Chapter 0609, “Significance 
Determination Process,” the finding affected the BI cornerstone and was of very low safety significance (Green) 
because it did not represent an actual open pathway in the physical integrity of reactor containment. Although the CS 
sump suction MOV’s condition affected the mitigating system cornerstone, the finding analysis was assigned to the BI 
cornerstone because it best reflected the dominant risk of the finding. This finding has a cross-cutting aspect in the 
area of PI&R, Corrective Action Program, because VEGP did not thoroughly evaluate problems such that the 
resolutions addressed the causes and extent of condition [P.1(c)]. Specifically, VEGP failed to thoroughly evaluate 
previous conditions of degraded and hardened grease on safety-related valves, such that the extent of the condition 
was considered and the cause was resolved. 
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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. 
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Vogtle 1 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct instrument uncertainty associated with the ECCS accumulators 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
failure to promptly correct an equipment deficiency. Specifically, in February 2006, the licensee identified an issue 
with the instrument uncertainty associated with the pressure transmitters installed on the emergency core cooling 
system (ECCS) accumulators. However, several outages later, the design change packages requiring the transmitter 
change out had been inexplicably deleted and the instrument uncertainty issue remains uncorrected.  
 
This issue was more than minor because it was associated with a cornerstone attribute and adversely affected the 
objective of the Mitigating Systems cornerstone. Specifically, the performance deficiency was an equipment 
performance issue which affected the availability, reliability, and capability of the ECCS accumulators to respond to a 
loss of coolant accident. The finding was determined to be of very low safety significance (Green) because the finding 
did not result in the actual loss of safety function of a single train for greater than its technical specification (TS) 
allowed outage time. The inspectors determined that the cause of this finding was related to the Work Control 
component of the Human Performance cross-cutting area due to the licensee’s failure to appropriately coordinate work 
activities by incorporating actions to address the impact of changes to the work scope on the plant and human 
performance [H.3(b)]. (Section 4OA2.2)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to verify purchased equipment conformed to design specifications 
Green: A self revealing, non-cited violation of 10 CFR Part 50, Appendix B, Criterion VII, Control of Purchased 
Material, Equipment, and Services, was identified for failure to establish measures to assure that purchased material, 
equipment, and services conform to the procurement documents. More specifically that safety-related EMAX breaker 
closing coils were capable of performing their safety related function. All affected EMAX breaker closing coils were 
replaced with a qualified 90V closing coil capable of continuous duty cycle.  
 
This finding is more than minor because if left uncorrected, the failure to establish measures to assure that purchased 
material, equipment, and services conform to procurement documents could become a more significant safety 
concern. Additionally, it impacted the Reactor Safety Cornerstones of Mitigating Systems and Barrier Integrity in that, 
the failure to establish measures to assure that purchased material, equipment, and services conform to procurement 
documents to ensure that safety-related breakers are assembled and functionally tested correctly, impacted the design 
control and equipment performance (availability and reliability) attributes. This finding was determined to be of very 
low safety significance (Green) because it did not result in a loss of operability or functionality. This finding was 
determined to not have a cross-cutting aspect associated with it due to the timeframe of the event and that the cause of 
the event is not indicative of current plant performance. (Section 1R18) 
Inspection Report# : 2010003 (pdf)  



Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operation of NSCW system with tower return valves in open bypass 
•Green. A NRC-identified NCV for failure to enter TS LCO 3.7.8 Condition A as required was identified. 
Specifically, the licensee’s failure to follow the requirements of TS LCO 3.0.2 and enter TS LCO 3.7.8 Condition A 
when the NSCW tower return valves are placed in a position other than that required by TS SR 3.7.8.1. The licensee 
has entered the issue into their corrective action program and began procedure revisions to ensure operation of the 
NSCW system in accordance with Technical Specifications and the UFSAR at all times.  
This issue is more than minor because it is associated with a cornerstone attribute and adversely affected the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency is a configuration control error which 
affected the operability of an entire train of emergency core cooling system equipment, and thus impacts the 
equipment’s automatic function to respond to a loss of coolant accident. The finding was determined to be of very low 
safety significance (Green) because the event did not represent an actual loss of safety function of a single train for 
greater than its Technical Specification allowed outage time. The inspectors determined that this issue does not have a 
cross-cutting aspect. The issue centers on differing interpretations of the Technical Specifications and the UFSAR, 
and does not align itself with any cross-cutting aspect. (Section 4OA5.1)  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate surveillance procedures for TS SR 3.7.8.2 
•Green. A NRC-identified NCV for inadequate surveillance procedures was identified. Specifically, TS SR 3.7.8.2 
requires the licensee to periodically verify that each NSCW system automatic valve in the system flow path actuates 
to the correct position on an actuation signal. The current procedures used to meet the requirements of TS SR 3.7.8.2 
do not verify that the tower return header valves actuate to the correct position when demanded during an automatic 
actuation signal. As a result, the NSCW systems do not currently meet the requirements of TS SR 3.7.8.2. The 
licensee has entered the issue into their corrective action program and began procedure revisions necessary to support 
operation of the NSCW system in accordance with Technical Specifications and the UFSAR at all times.  
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affected the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency is an equipment performance error 
which affected the reliability of the NSCW systems. The finding was determined to be of very low safety significance 
(Green) because the finding did not represent the actual loss of safety function of a single train for greater than its 
technical specification allowed outage time. The inspectors determined that this issue does not have a cross-cutting 
aspect. The issue centers on differing interpretations of the Technical Specifications and the UFSAR, and does not 
align itself with any cross-cutting aspect. (Section 4OA5.2)  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly maintain the approved fire protection program with regard to the relocation of the plant 
the fire alarm annunciation signal outside of the MCRs. 
•Green. NRC identified a NCV of Vogtle Nuclear Plant Units 1 & 2 Operating License Condition 2.G, “Fire 
Protection,” for failure to properly maintain the NRC-approved fire protection program with regard to the location of 
the fire alarm computer audible and visual annunciation notification signal. Specifically, the licensee had implemented 
a plant change, in December 2006, for the fire alarm computer which relocated the fire alarm computer annunciation 
signal outside the continuously manned main control room to a clearance and tagging office which was not 
continuously manned. The plant change could have resulted in a delay of up to 2 minutes before the alarm would have 
been relayed to the main control room for actions to dispatch the fire brigade and initiate safe shutdown actions. 



 
 
 
 
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 affected the objective of ensuring reliability and 
capability of systems (i.e., fire detection) that respond to initiating events. The finding was determined to be of very 
low safety significance (Green) in a Significance Determination Process Phase 1 analysis because the two minute 
delay had only minimum impact on the feasibility or reliability of the time critical operator actions and fire brigade 
performance in response to a fire. This violation was entered into the licensee’s corrective action program as 
Condition Report 2007110797. No cross cutting issue was identified, because the finding is not indicative of current 
plant performance. (Section 4OA5.3).  
 
Inspection Report# : 2009005 (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 : November 29, 2010 



Vogtle 1 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct instrument uncertainty associated with the ECCS accumulators 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
failure to promptly correct an equipment deficiency. Specifically, in February 2006, the licensee identified an issue 
with the instrument uncertainty associated with the pressure transmitters installed on the emergency core cooling 
system (ECCS) accumulators. However, several outages later, the design change packages requiring the transmitter 
change out had been inexplicably deleted and the instrument uncertainty issue remains uncorrected.  
 
This issue was more than minor because it was associated with a cornerstone attribute and adversely affected the 
objective of the Mitigating Systems cornerstone. Specifically, the performance deficiency was an equipment 
performance issue which affected the availability, reliability, and capability of the ECCS accumulators to respond to a 
loss of coolant accident. The finding was determined to be of very low safety significance (Green) because the finding 
did not result in the actual loss of safety function of a single train for greater than its technical specification (TS) 
allowed outage time. The inspectors determined that the cause of this finding was related to the Work Control 
component of the Human Performance cross-cutting area due to the licensee’s failure to appropriately coordinate work 
activities by incorporating actions to address the impact of changes to the work scope on the plant and human 
performance [H.3(b)]. (Section 4OA2.2)  
 
Inspection Report# : 2010004 (pdf)  

Significance: SL-IV Jul 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50.71(e)(4) for Failure to Reflect Changes to Facility and Procedures in Final Safety 
Analysis Report Periodic Revisions 
The inspectors identified a Severity Level (SL) IV non-cited violation (NCV) of 10 CFR 50.71(e)(4) for the failure to 
reflect all changes made in the facility or procedures as described in the updated final safety analysis report (UFSAR) 
up to a maximum of six months prior to the date of filing of periodic updates to the UFSAR with the NRC. Licensee 
procedure NMP-ES-022, “DCP Site Approval, Implementation and Closure,” Ver. 7.0 addressed the processing of 
documentation regarding design change packages (DCPs). Step 6.7.2.3 of this procedure required the modification 
engineer to assign an action item to the licensing document owner identified in the licensing document change request 
(LDCR). Licensee procedure NMP-AD-009, “Licensing Document Change Requests,” Ver. 8.0 addressed the 
processing of LDCRs. NMP-AD-009 included updates to the UFSAR in the scope of LDCRs. This procedure did not 
contain any timeliness guidance regarding the completion of LDCRs which impacted the UFSAR to ensure 
compliance with the requirements of 10 CFR 50.71(e)(4). The licensee submitted Revision 15 of the UFSAR to the 
NRC on April 16, 2009. The inspectors identified five instances where DCPs were implemented which made changes 
to the facility or procedures as described in the UFSAR more than six months prior to the April 16, 2009 submittal. 
This finding was entered into the licensee’s corrective action program as condition report (CR) 2010109181.  
 
The failure to reflect all changes made in the facility or procedures as described in the UFSAR up to a maximum of 
six months prior to the date of filing of periodic updates to the UFSAR with the NRC is a performance deficiency. 



Traditional enforcement applies since this finding reflects an impact on the regulatory process in the form of timely 
and accurate reports to the NRC. This finding is more than minor consistent with Section XIII, Supplement I, D.6 of 
the NRC Enforcement Policy. This section of the enforcement policy states, in part, that a failure to update the FSAR 
as required by 10 CFR 50.71(e) in cases where the information is not used to make an unacceptable change to the 
facility or procedures is a SL IV violation. The team reviewed the five DCPs which were implemented greater than six 
months prior to the submission of Revision 15 of the UFSAR to the NRC and conducted focused queries of licensee 
CRs dating back to the implementation of the oldest of the five affected DCPs. The team was not able to find any 
occurrences where the lack of timely updates to the UFSAR resulted in an unacceptable change to the facility or 
procedures.  
 
The inspectors determined that the thorough evaluation of problems such that resolutions address causes and extent of 
conditions, as necessary was a significant cause of this performance deficiency. The licensee generated CR 
2007107068 in June 2007 in response to a discovery that the FSAR did not reflect the changes associated with a DCP. 
The extent of condition of the corrective actions associated with this failed to identify that the LDCR procedure did 
not contain any timeliness guidance to ensure compliance with 10 CFR 50.71(e)(4). This is directly related to the 
Corrective Action Program component of the cross-cutting area of Problem Identification and Resolution (P.1.(c)). 
Inspection Report# : 2010007 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to verify purchased equipment conformed to design specifications 
Green: A self revealing, non-cited violation of 10 CFR Part 50, Appendix B, Criterion VII, Control of Purchased 
Material, Equipment, and Services, was identified for failure to establish measures to assure that purchased material, 
equipment, and services conform to the procurement documents. More specifically that safety-related EMAX breaker 
closing coils were capable of performing their safety related function. All affected EMAX breaker closing coils were 
replaced with a qualified 90V closing coil capable of continuous duty cycle.  
 
This finding is more than minor because if left uncorrected, the failure to establish measures to assure that purchased 
material, equipment, and services conform to procurement documents could become a more significant safety 
concern. Additionally, it impacted the Reactor Safety Cornerstones of Mitigating Systems and Barrier Integrity in that, 
the failure to establish measures to assure that purchased material, equipment, and services conform to procurement 
documents to ensure that safety-related breakers are assembled and functionally tested correctly, impacted the design 
control and equipment performance (availability and reliability) attributes. This finding was determined to be of very 
low safety significance (Green) because it did not result in a loss of operability or functionality. This finding was 
determined to not have a cross-cutting aspect associated with it due to the timeframe of the event and that the cause of 
the event is not indicative of current plant performance. (Section 1R18) 
Inspection Report# : 2010003 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to utilize the Corrective Action Program to identify a condition adverse to quality 
An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was 
identified for the failure of the licensee to identify within their CAP to correct a condition adverse to quality. Plant 
personnel had knowledge of 480V ABB EMAX circuit breaker failures caused by the upper right hand screw holding 
down the front cover of the circuit breaker contacting the breaker’s closing mechanism, preventing the breaker from 
closing. The failure to identify and correct the cause of the breaker failures resulted in Containment Cooler Fan #8 
being inoperable when the fan’s breaker failed to close. The licensee wrote a Condition Report (CR 2010113375) on 
the Containment Cooler Fan breaker. Corrective actions included a temporary modification to remove the upper right 
hand screw from all of the 1E 480V ABB EMAX circuit breakers. The licensee further plans to restore the breakers to 



their original configuration with new shorter screws and apply a maximum torque value for the screws. 
 
The finding is more than minor because it had a direct impact on the Containment Cooler breaker’s ability to perform 
its safety related function; resulted in containment cooling train B being inoperable for 22 hours. The finding affected 
the Barrier Integrity Cornerstone due to reduced containment heat removal capability with a containment cooler 
inoperable. The finding was determined to be of very low safety significance (Green) because the loss of the cooler 
did not meet the criteria identified in IMC 609.04, Phase 1 - Initial Screening and Characterization of Findings, for the 
containment barrier which would result in the finding being greater than green. The finding is indicative of current 
licensee performance and the cause of the finding was related to the Corrective Action Program component of the 
Problem Identification and Resolution cross-cutting area. Specifically, the licensee does not implement a corrective 
action program with a low threshold for identifying issues. The licensee did not identify the 480V ABB breaker issues 
completely, accurately, and in a timely manner commensurate with their safety significance (P.1(a)). (Section 
4OA2.2)  
 
Inspection Report# : 2010005 (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 
Last modified : March 03, 2011 



Vogtle 1 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Depressurization of main firewater header 
A self-revealing NCV of Vogtle Unit 1 operating license condition 2.G. and Vogtle Unit 2 operating license condition 
2.G. was identified for failure to maintain the main firewater header pressurized. Specifically, in response to two 
firewater header low  
pressure alarms, operations personnel failed to perform the steps listed in the alarm response procedure. This led to the 
inadvertent depressurization of the main firewater header. Once the licensee became aware of the system 
depressurization, the shift supervisor directed an operator to start the available jockey pump, and within a few minutes 
system pressure was restored. This event was entered into the licensee’s corrective action program as CR 
2010113782.  
 
The finding is considered more than minor because it is associated with external events attribute of the Mitigating 
Systems cornerstone. Specifically, the performance deficiency adversely affected the protection against external 
events (fire) attribute of the Mitigating Systems cornerstone objective to ensure the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences. Both the Phase 1 and Phase 2 screening 
worksheets of IMC 0609, Appendix F, indicated that the violation was potentially greater-than-green. The regional 
Senior Reactor Analyst completed a Phase 3 evaluation. This evaluation concluded that the violation was of very low 
safety significance (Green). The inspectors determined that the cause of this finding was related to the Decision-
Making component of the Human Performance cross-cutting area due to operators using non-conservative 
assumptions in their decision making. [H.1(a)] (Section 4OA5.2)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct instrument uncertainty associated with the ECCS accumulators 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
failure to promptly correct an equipment deficiency. Specifically, in February 2006, the licensee identified an issue 
with the instrument uncertainty associated with the pressure transmitters installed on the emergency core cooling 
system (ECCS) accumulators. However, several outages later, the design change packages requiring the transmitter 
change out had been inexplicably deleted and the instrument uncertainty issue remains uncorrected.  
 
This issue was more than minor because it was associated with a cornerstone attribute and adversely affected the 
objective of the Mitigating Systems cornerstone. Specifically, the performance deficiency was an equipment 
performance issue which affected the availability, reliability, and capability of the ECCS accumulators to respond to a 
loss of coolant accident. The finding was determined to be of very low safety significance (Green) because the finding 
did not result in the actual loss of safety function of a single train for greater than its technical specification (TS) 
allowed outage time. The inspectors determined that the cause of this finding was related to the Work Control 
component of the Human Performance cross-cutting area due to the licensee’s failure to appropriately coordinate work 



activities by incorporating actions to address the impact of changes to the work scope on the plant and human 
performance [H.3(b)]. (Section 4OA2.2)  
 
Inspection Report# : 2010004 (pdf)  

Significance: SL-IV Jul 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50.71(e)(4) for Failure to Reflect Changes to Facility and Procedures in Final Safety 
Analysis Report Periodic Revisions 
The inspectors identified a Severity Level (SL) IV non-cited violation (NCV) of 10 CFR 50.71(e)(4) for the failure to 
reflect all changes made in the facility or procedures as described in the updated final safety analysis report (UFSAR) 
up to a maximum of six months prior to the date of filing of periodic updates to the UFSAR with the NRC. Licensee 
procedure NMP-ES-022, “DCP Site Approval, Implementation and Closure,” Ver. 7.0 addressed the processing of 
documentation regarding design change packages (DCPs). Step 6.7.2.3 of this procedure required the modification 
engineer to assign an action item to the licensing document owner identified in the licensing document change request 
(LDCR). Licensee procedure NMP-AD-009, “Licensing Document Change Requests,” Ver. 8.0 addressed the 
processing of LDCRs. NMP-AD-009 included updates to the UFSAR in the scope of LDCRs. This procedure did not 
contain any timeliness guidance regarding the completion of LDCRs which impacted the UFSAR to ensure 
compliance with the requirements of 10 CFR 50.71(e)(4). The licensee submitted Revision 15 of the UFSAR to the 
NRC on April 16, 2009. The inspectors identified five instances where DCPs were implemented which made changes 
to the facility or procedures as described in the UFSAR more than six months prior to the April 16, 2009 submittal. 
This finding was entered into the licensee’s corrective action program as condition report (CR) 2010109181.  
 
The failure to reflect all changes made in the facility or procedures as described in the UFSAR up to a maximum of 
six months prior to the date of filing of periodic updates to the UFSAR with the NRC is a performance deficiency. 
Traditional enforcement applies since this finding reflects an impact on the regulatory process in the form of timely 
and accurate reports to the NRC. This finding is more than minor consistent with Section XIII, Supplement I, D.6 of 
the NRC Enforcement Policy. This section of the enforcement policy states, in part, that a failure to update the FSAR 
as required by 10 CFR 50.71(e) in cases where the information is not used to make an unacceptable change to the 
facility or procedures is a SL IV violation. The team reviewed the five DCPs which were implemented greater than six 
months prior to the submission of Revision 15 of the UFSAR to the NRC and conducted focused queries of licensee 
CRs dating back to the implementation of the oldest of the five affected DCPs. The team was not able to find any 
occurrences where the lack of timely updates to the UFSAR resulted in an unacceptable change to the facility or 
procedures.  
 
The inspectors determined that the thorough evaluation of problems such that resolutions address causes and extent of 
conditions, as necessary was a significant cause of this performance deficiency. The licensee generated CR 
2007107068 in June 2007 in response to a discovery that the FSAR did not reflect the changes associated with a DCP. 
The extent of condition of the corrective actions associated with this failed to identify that the LDCR procedure did 
not contain any timeliness guidance to ensure compliance with 10 CFR 50.71(e)(4). This is directly related to the 
Corrective Action Program component of the cross-cutting area of Problem Identification and Resolution (P.1.(c)). 
Inspection Report# : 2010007 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to verify purchased equipment conformed to design specifications 
Green: A self revealing, non-cited violation of 10 CFR Part 50, Appendix B, Criterion VII, Control of Purchased 
Material, Equipment, and Services, was identified for failure to establish measures to assure that purchased material, 
equipment, and services conform to the procurement documents. More specifically that safety-related EMAX breaker 
closing coils were capable of performing their safety related function. All affected EMAX breaker closing coils were 
replaced with a qualified 90V closing coil capable of continuous duty cycle.  
 
This finding is more than minor because if left uncorrected, the failure to establish measures to assure that purchased 
material, equipment, and services conform to procurement documents could become a more significant safety 



concern. Additionally, it impacted the Reactor Safety Cornerstones of Mitigating Systems and Barrier Integrity in that, 
the failure to establish measures to assure that purchased material, equipment, and services conform to procurement 
documents to ensure that safety-related breakers are assembled and functionally tested correctly, impacted the design 
control and equipment performance (availability and reliability) attributes. This finding was determined to be of very 
low safety significance (Green) because it did not result in a loss of operability or functionality. This finding was 
determined to not have a cross-cutting aspect associated with it due to the timeframe of the event and that the cause of 
the event is not indicative of current plant performance. (Section 1R18) 
Inspection Report# : 2010003 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform general visual examination of containment metallic liner in reactor vessel cavity underneath 
the reactor vessel 
The NRC identified a Green NCV of 10 CFR Part 50.55a, “Codes and Standards,” for the licensee’s failure to conduct 
a general visual examination of the Units 1 and 2 containment metallic liner around the reactor cavity underneath the 
reactor vessel. The licensee took corrective actions to conduct the required visual examinations in Unit 1, including 
ultrasonic testing (UT) thickness measurements to evaluate the condition of the liner, and initiated action items to 
examine the same area in Unit 2 during the next refueling outage. The licensee initiated Condition Report (CR) 
2011104688 to address the issue through the Corrective Action Program (CAP) and conducted the required general 
visual inspection in Unit 1 containment and found no pitting or cracking in the area examined. In addition, the 
licensee performed UT thickness measurements in affected areas of the metallic liner to evaluate the liner thickness 
against the design criteria  
 
The licensee’s failure to conduct a general visual examination of the containment metallic liner in the reactor cavity 
area underneath the reactor vessel in accordance with the American Society of Mechanical Engineers (ASME) Code, 
Section XI, Subsection IWE was a performance deficiency. The finding was more than minor because it was 
associated with the Design Control attribute of the Barrier Integrity Cornerstone and affected the cornerstone objective
in that visual inspections of the containment metallic liner were not performed to provide reasonable assurance that 
the liner remained capable of performing its intended safety function. The finding was of very low safety significance 
(Green) because the finding did not represent an actual open pathway in the physical integrity of the reactor 
containment. The finding has a cross-cutting aspect in the operating experience (OE) component of the area of 
problem identification and resolution because OE was not implemented and institutionalized through station 
procedures. [P.2.b] (Section 1R08)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to utilize the Corrective Action Program to identify a condition adverse to quality 
An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was 
identified for the failure of the licensee to identify within their CAP to correct a condition adverse to quality. Plant 
personnel had knowledge of 480V ABB EMAX circuit breaker failures caused by the upper right hand screw holding 
down the front cover of the circuit breaker contacting the breaker’s closing mechanism, preventing the breaker from 
closing. The failure to identify and correct the cause of the breaker failures resulted in Containment Cooler Fan #8 
being inoperable when the fan’s breaker failed to close. The licensee wrote a Condition Report (CR 2010113375) on 
the Containment Cooler Fan breaker. Corrective actions included a temporary modification to remove the upper right 
hand screw from all of the 1E 480V ABB EMAX circuit breakers. The licensee further plans to restore the breakers to 
their original configuration with new shorter screws and apply a maximum torque value for the screws.  
 



The finding is more than minor because it had a direct impact on the Containment Cooler breaker’s ability to perform 
its safety related function; resulted in containment cooling train B being inoperable for 22 hours. The finding affected 
the Barrier Integrity Cornerstone due to reduced containment heat removal capability with a containment cooler 
inoperable. The finding was determined to be of very low safety significance (Green) because the loss of the cooler 
did not meet the criteria identified in IMC 609.04, Phase 1 - Initial Screening and Characterization of Findings, for the 
containment barrier which would result in the finding being greater than green. The finding is indicative of current 
licensee performance and the cause of the finding was related to the Corrective Action Program component of the 
Problem Identification and Resolution cross-cutting area. Specifically, the licensee does not implement a corrective 
action program with a low threshold for identifying issues. The licensee did not identify the 480V ABB breaker issues 
completely, accurately, and in a timely manner commensurate with their safety significance (P.1(a)). (Section 
4OA2.2)  
 
Inspection Report# : 2010005 (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 
Last modified : June 07, 2011 



Vogtle 1 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish and implement adequate post maintenance testing for 1HV-0943B 
A self-revealing, non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, 
and Drawings, was identified for failure to specify and implement adequate post maintenance testing to ensure 
important maintenance activities have been satisfactorily accomplished. Specifically, inadequate post maintenance 
testing (PMT) resulted in the depressurization of all four safety injection (SI) accumulators below minimum technical 
specification (TS) allowed values. Upon recognizing that the accumulators were below TS allowed pressure setpoint 
of 626 psig, the licensee immediately restored accumulator pressures to within TS allowed pressure band of 626 to 
678 psig. The licensee has entered the issue into their corrective action program (CR 2011105621) and is in the 
process of enhancing the work control process to require a peer review of all post maintenance testing prior to work 
order release.  
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affects the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency of failing to specify adequate PMT 
resulted in the depressurization of all four SI accumulators. The finding was determined to be of very low safety 
significance (Green) because the event did not result in the actual loss of system safety function or the safety function 
of a single train for greater than its TS allowed outage time. The inspectors determined that the cause of this finding 
was related to the Resources component of the Human Performance cross-cutting area. Specifically, the licensee did 
not ensure complete and accurate work packages associated with the repair of 1HV-0943B, SI Accumulator Nitrogen 
Vent valve. [H.2(c)] (Section 1R19) 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Depressurization of main firewater header 
A self-revealing NCV of Vogtle Unit 1 operating license condition 2.G. and Vogtle Unit 2 operating license condition 
2.G. was identified for failure to maintain the main firewater header pressurized. Specifically, in response to two 
firewater header low  
pressure alarms, operations personnel failed to perform the steps listed in the alarm response procedure. This led to the 
inadvertent depressurization of the main firewater header. Once the licensee became aware of the system 
depressurization, the shift supervisor directed an operator to start the available jockey pump, and within a few minutes 
system pressure was restored. This event was entered into the licensee’s corrective action program as CR 
2010113782.  
 
The finding is considered more than minor because it is associated with external events attribute of the Mitigating 
Systems cornerstone. Specifically, the performance deficiency adversely affected the protection against external 
events (fire) attribute of the Mitigating Systems cornerstone objective to ensure the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences. Both the Phase 1 and Phase 2 screening 
worksheets of IMC 0609, Appendix F, indicated that the violation was potentially greater-than-green. The regional 



Senior Reactor Analyst completed a Phase 3 evaluation. This evaluation concluded that the violation was of very low 
safety significance (Green). The inspectors determined that the cause of this finding was related to the Decision-
Making component of the Human Performance cross-cutting area due to operators using non-conservative 
assumptions in their decision making. [H.1(a)] (Section 4OA5.2)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct instrument uncertainty associated with the ECCS accumulators 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
failure to promptly correct an equipment deficiency. Specifically, in February 2006, the licensee identified an issue 
with the instrument uncertainty associated with the pressure transmitters installed on the emergency core cooling 
system (ECCS) accumulators. However, several outages later, the design change packages requiring the transmitter 
change out had been inexplicably deleted and the instrument uncertainty issue remains uncorrected.  
 
This issue was more than minor because it was associated with a cornerstone attribute and adversely affected the 
objective of the Mitigating Systems cornerstone. Specifically, the performance deficiency was an equipment 
performance issue which affected the availability, reliability, and capability of the ECCS accumulators to respond to a 
loss of coolant accident. The finding was determined to be of very low safety significance (Green) because the finding 
did not result in the actual loss of safety function of a single train for greater than its technical specification (TS) 
allowed outage time. The inspectors determined that the cause of this finding was related to the Work Control 
component of the Human Performance cross-cutting area due to the licensee’s failure to appropriately coordinate work 
activities by incorporating actions to address the impact of changes to the work scope on the plant and human 
performance [H.3(b)]. (Section 4OA2.2)  
 
Inspection Report# : 2010004 (pdf)  

Significance: SL-IV Jul 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50.71(e)(4) for Failure to Reflect Changes to Facility and Procedures in Final Safety 
Analysis Report Periodic Revisions 
The inspectors identified a Severity Level (SL) IV non-cited violation (NCV) of 10 CFR 50.71(e)(4) for the failure to 
reflect all changes made in the facility or procedures as described in the updated final safety analysis report (UFSAR) 
up to a maximum of six months prior to the date of filing of periodic updates to the UFSAR with the NRC. Licensee 
procedure NMP-ES-022, “DCP Site Approval, Implementation and Closure,” Ver. 7.0 addressed the processing of 
documentation regarding design change packages (DCPs). Step 6.7.2.3 of this procedure required the modification 
engineer to assign an action item to the licensing document owner identified in the licensing document change request 
(LDCR). Licensee procedure NMP-AD-009, “Licensing Document Change Requests,” Ver. 8.0 addressed the 
processing of LDCRs. NMP-AD-009 included updates to the UFSAR in the scope of LDCRs. This procedure did not 
contain any timeliness guidance regarding the completion of LDCRs which impacted the UFSAR to ensure 
compliance with the requirements of 10 CFR 50.71(e)(4). The licensee submitted Revision 15 of the UFSAR to the 
NRC on April 16, 2009. The inspectors identified five instances where DCPs were implemented which made changes 
to the facility or procedures as described in the UFSAR more than six months prior to the April 16, 2009 submittal. 
This finding was entered into the licensee’s corrective action program as condition report (CR) 2010109181.  
 
The failure to reflect all changes made in the facility or procedures as described in the UFSAR up to a maximum of 
six months prior to the date of filing of periodic updates to the UFSAR with the NRC is a performance deficiency. 
Traditional enforcement applies since this finding reflects an impact on the regulatory process in the form of timely 
and accurate reports to the NRC. This finding is more than minor consistent with Section XIII, Supplement I, D.6 of 
the NRC Enforcement Policy. This section of the enforcement policy states, in part, that a failure to update the FSAR 
as required by 10 CFR 50.71(e) in cases where the information is not used to make an unacceptable change to the 
facility or procedures is a SL IV violation. The team reviewed the five DCPs which were implemented greater than six 
months prior to the submission of Revision 15 of the UFSAR to the NRC and conducted focused queries of licensee 



CRs dating back to the implementation of the oldest of the five affected DCPs. The team was not able to find any 
occurrences where the lack of timely updates to the UFSAR resulted in an unacceptable change to the facility or 
procedures.  
 
The inspectors determined that the thorough evaluation of problems such that resolutions address causes and extent of 
conditions, as necessary was a significant cause of this performance deficiency. The licensee generated CR 
2007107068 in June 2007 in response to a discovery that the FSAR did not reflect the changes associated with a DCP. 
The extent of condition of the corrective actions associated with this failed to identify that the LDCR procedure did 
not contain any timeliness guidance to ensure compliance with 10 CFR 50.71(e)(4). This is directly related to the 
Corrective Action Program component of the cross-cutting area of Problem Identification and Resolution (P.1.(c)). 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform general visual examination of containment metallic liner in reactor vessel cavity underneath 
the reactor vessel 
The NRC identified a Green NCV of 10 CFR Part 50.55a, “Codes and Standards,” for the licensee’s failure to conduct 
a general visual examination of the Units 1 and 2 containment metallic liner around the reactor cavity underneath the 
reactor vessel. The licensee took corrective actions to conduct the required visual examinations in Unit 1, including 
ultrasonic testing (UT) thickness measurements to evaluate the condition of the liner, and initiated action items to 
examine the same area in Unit 2 during the next refueling outage. The licensee initiated Condition Report (CR) 
2011104688 to address the issue through the Corrective Action Program (CAP) and conducted the required general 
visual inspection in Unit 1 containment and found no pitting or cracking in the area examined. In addition, the 
licensee performed UT thickness measurements in affected areas of the metallic liner to evaluate the liner thickness 
against the design criteria  
 
The licensee’s failure to conduct a general visual examination of the containment metallic liner in the reactor cavity 
area underneath the reactor vessel in accordance with the American Society of Mechanical Engineers (ASME) Code, 
Section XI, Subsection IWE was a performance deficiency. The finding was more than minor because it was 
associated with the Design Control attribute of the Barrier Integrity Cornerstone and affected the cornerstone objective
in that visual inspections of the containment metallic liner were not performed to provide reasonable assurance that 
the liner remained capable of performing its intended safety function. The finding was of very low safety significance 
(Green) because the finding did not represent an actual open pathway in the physical integrity of the reactor 
containment. The finding has a cross-cutting aspect in the operating experience (OE) component of the area of 
problem identification and resolution because OE was not implemented and institutionalized through station 
procedures. [P.2.b] (Section 1R08)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to utilize the Corrective Action Program to identify a condition adverse to quality 
An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was 
identified for the failure of the licensee to identify within their CAP to correct a condition adverse to quality. Plant 
personnel had knowledge of 480V ABB EMAX circuit breaker failures caused by the upper right hand screw holding 
down the front cover of the circuit breaker contacting the breaker’s closing mechanism, preventing the breaker from 
closing. The failure to identify and correct the cause of the breaker failures resulted in Containment Cooler Fan #8 
being inoperable when the fan’s breaker failed to close. The licensee wrote a Condition Report (CR 2010113375) on 
the Containment Cooler Fan breaker. Corrective actions included a temporary modification to remove the upper right 



hand screw from all of the 1E 480V ABB EMAX circuit breakers. The licensee further plans to restore the breakers to 
their original configuration with new shorter screws and apply a maximum torque value for the screws.  
 
The finding is more than minor because it had a direct impact on the Containment Cooler breaker’s ability to perform 
its safety related function; resulted in containment cooling train B being inoperable for 22 hours. The finding affected 
the Barrier Integrity Cornerstone due to reduced containment heat removal capability with a containment cooler 
inoperable. The finding was determined to be of very low safety significance (Green) because the loss of the cooler 
did not meet the criteria identified in IMC 609.04, Phase 1 - Initial Screening and Characterization of Findings, for the 
containment barrier which would result in the finding being greater than green. The finding is indicative of current 
licensee performance and the cause of the finding was related to the Corrective Action Program component of the 
Problem Identification and Resolution cross-cutting area. Specifically, the licensee does not implement a corrective 
action program with a low threshold for identifying issues. The licensee did not identify the 480V ABB breaker issues 
completely, accurately, and in a timely manner commensurate with their safety significance (P.1(a)). (Section 
4OA2.2)  
 
Inspection Report# : 2010005 (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 
Last modified : October 14, 2011 



Vogtle 1 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish and implement adequate post maintenance testing for 1HV-0943B 
A self-revealing, non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, 
and Drawings, was identified for failure to specify and implement adequate post maintenance testing to ensure 
important maintenance activities have been satisfactorily accomplished. Specifically, inadequate post maintenance 
testing (PMT) resulted in the depressurization of all four safety injection (SI) accumulators below minimum technical 
specification (TS) allowed values. Upon recognizing that the accumulators were below TS allowed pressure setpoint 
of 626 psig, the licensee immediately restored accumulator pressures to within TS allowed pressure band of 626 to 
678 psig. The licensee has entered the issue into their corrective action program (CR 2011105621) and is in the 
process of enhancing the work control process to require a peer review of all post maintenance testing prior to work 
order release.  
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affects the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency of failing to specify adequate PMT 
resulted in the depressurization of all four SI accumulators. The finding was determined to be of very low safety 
significance (Green) because the event did not result in the actual loss of system safety function or the safety function 
of a single train for greater than its TS allowed outage time. The inspectors determined that the cause of this finding 
was related to the Resources component of the Human Performance cross-cutting area. Specifically, the licensee did 
not ensure complete and accurate work packages associated with the repair of 1HV-0943B, SI Accumulator Nitrogen 
Vent valve. [H.2(c)] (Section 1R19) 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Depressurization of main firewater header 
A self-revealing NCV of Vogtle Unit 1 operating license condition 2.G. and Vogtle Unit 2 operating license condition 
2.G. was identified for failure to maintain the main firewater header pressurized. Specifically, in response to two 
firewater header low  
pressure alarms, operations personnel failed to perform the steps listed in the alarm response procedure. This led to the 
inadvertent depressurization of the main firewater header. Once the licensee became aware of the system 
depressurization, the shift supervisor directed an operator to start the available jockey pump, and within a few minutes 
system pressure was restored. This event was entered into the licensee’s corrective action program as CR 
2010113782.  
 
The finding is considered more than minor because it is associated with external events attribute of the Mitigating 
Systems cornerstone. Specifically, the performance deficiency adversely affected the protection against external 
events (fire) attribute of the Mitigating Systems cornerstone objective to ensure the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences. Both the Phase 1 and Phase 2 screening 
worksheets of IMC 0609, Appendix F, indicated that the violation was potentially greater-than-green. The regional 



Senior Reactor Analyst completed a Phase 3 evaluation. This evaluation concluded that the violation was of very low 
safety significance (Green). The inspectors determined that the cause of this finding was related to the Decision-
Making component of the Human Performance cross-cutting area due to operators using non-conservative 
assumptions in their decision making. [H.1(a)] (Section 4OA5.2)  
 
Inspection Report# : 2011002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform general visual examination of containment metallic liner in reactor vessel cavity underneath 
the reactor vessel 
The NRC identified a Green NCV of 10 CFR Part 50.55a, “Codes and Standards,” for the licensee’s failure to conduct 
a general visual examination of the Units 1 and 2 containment metallic liner around the reactor cavity underneath the 
reactor vessel. The licensee took corrective actions to conduct the required visual examinations in Unit 1, including 
ultrasonic testing (UT) thickness measurements to evaluate the condition of the liner, and initiated action items to 
examine the same area in Unit 2 during the next refueling outage. The licensee initiated Condition Report (CR) 
2011104688 to address the issue through the Corrective Action Program (CAP) and conducted the required general 
visual inspection in Unit 1 containment and found no pitting or cracking in the area examined. In addition, the 
licensee performed UT thickness measurements in affected areas of the metallic liner to evaluate the liner thickness 
against the design criteria  
 
The licensee’s failure to conduct a general visual examination of the containment metallic liner in the reactor cavity 
area underneath the reactor vessel in accordance with the American Society of Mechanical Engineers (ASME) Code, 
Section XI, Subsection IWE was a performance deficiency. The finding was more than minor because it was 
associated with the Design Control attribute of the Barrier Integrity Cornerstone and affected the cornerstone objective
in that visual inspections of the containment metallic liner were not performed to provide reasonable assurance that 
the liner remained capable of performing its intended safety function. The finding was of very low safety significance 
(Green) because the finding did not represent an actual open pathway in the physical integrity of the reactor 
containment. The finding has a cross-cutting aspect in the operating experience (OE) component of the area of 
problem identification and resolution because OE was not implemented and institutionalized through station 
procedures. [P.2.b] (Section 1R08)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to utilize the Corrective Action Program to identify a condition adverse to quality 
An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was 
identified for the failure of the licensee to identify within their CAP to correct a condition adverse to quality. Plant 
personnel had knowledge of 480V ABB EMAX circuit breaker failures caused by the upper right hand screw holding 
down the front cover of the circuit breaker contacting the breaker’s closing mechanism, preventing the breaker from 
closing. The failure to identify and correct the cause of the breaker failures resulted in Containment Cooler Fan #8 
being inoperable when the fan’s breaker failed to close. The licensee wrote a Condition Report (CR 2010113375) on 
the Containment Cooler Fan breaker. Corrective actions included a temporary modification to remove the upper right 
hand screw from all of the 1E 480V ABB EMAX circuit breakers. The licensee further plans to restore the breakers to 
their original configuration with new shorter screws and apply a maximum torque value for the screws.  
 
The finding is more than minor because it had a direct impact on the Containment Cooler breaker’s ability to perform 
its safety related function; resulted in containment cooling train B being inoperable for 22 hours. The finding affected 



the Barrier Integrity Cornerstone due to reduced containment heat removal capability with a containment cooler 
inoperable. The finding was determined to be of very low safety significance (Green) because the loss of the cooler 
did not meet the criteria identified in IMC 609.04, Phase 1 - Initial Screening and Characterization of Findings, for the 
containment barrier which would result in the finding being greater than green. The finding is indicative of current 
licensee performance and the cause of the finding was related to the Corrective Action Program component of the 
Problem Identification and Resolution cross-cutting area. Specifically, the licensee does not implement a corrective 
action program with a low threshold for identifying issues. The licensee did not identify the 480V ABB breaker issues 
completely, accurately, and in a timely manner commensurate with their safety significance (P.1(a)). (Section 
4OA2.2)  
 
Inspection Report# : 2010005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
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Vogtle 1 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to ensure Unit 1 and Unit 2 reactor coolant process variables can be maintained within those predicted 
for a loss of normal ac power for a large main control room fire. 
Green: A Green NRC identified NCV of Unit 1 Operating License Condition 2.G and Unit 2 Operating License 
Condition 2.G for failure to implement and maintain in effect all provisions of the approved Fire Protection Program 
(FPP) as described in the FSAR for the facility. Specifically, the licensee failed to ensure that, during post-fire safe 
shutdown, Unit 1 and Unit 2 reactor coolant process variables would be maintained within those predicted for a loss of 
normal ac power. The licensee entered this issue into their corrective action program (CAP) as Condition Report (CR) 
2010112114.  
The finding was determined to be more than minor because it was associated with the Reactor Safety Mitigating 
Systems cornerstone attribute of protection against external factors (i.e. fire) and it affected the cornerstone objective 
of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences.  
 
The inspectors determined that this performance deficiency did not have a cross-cutting aspect because it did not 
represent current licensee performance.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Installation of non-conforming safety-related breakers due to a failure to implement corrective action to 
prevent recurrence to address a significant condition adverse to quality 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
failure to develop and implement adequate corrective action to prevent recurrence (CAPR) in response to a significant 
condition adverse to quality (SCAQ) associated with E-MAX safety-related breaker front cover mounting screws. The 
licensee performed a field walk-down of all installed E-MAX breakers and identified a total of six breakers that had 
been inadvertently installed with the top right-hand front cover plate screw not removed. The licensee immediately 
removed the suspect screws and implemented corrective actions to address future E-MAX breaker installations. The 
licensee entered this issue into their corrective action program (CAP) as CR 332562.  
 
The finding was considered more than minor because it impacted the Reactor Safety Mitigating Systems Cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences and affected the cornerstone attribute of equipment performance. Specifically, the 
inadequate corrective action allowed for the installation of non-conforming safety-related breakers that incurred 
unplanned unavailability to implement the associated temporary modification and also decreased reliability during the 
time the breaker was in-service without the temporary modification installed. The inspectors determined that the cause 
of this finding was related to the Corrective Action Program component of the Problem Identification and Resolution 
cross-cutting area due to the licensee’s failure to take appropriate corrective actions to address safety issues in a timely 



manner, commensurate with their safety significance and complexity [P.1(d)]. (Section 4OA2.2)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish and implement adequate post maintenance testing for 1HV-0943B 
A self-revealing, non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, 
and Drawings, was identified for failure to specify and implement adequate post maintenance testing to ensure 
important maintenance activities have been satisfactorily accomplished. Specifically, inadequate post maintenance 
testing (PMT) resulted in the depressurization of all four safety injection (SI) accumulators below minimum technical 
specification (TS) allowed values. Upon recognizing that the accumulators were below TS allowed pressure setpoint 
of 626 psig, the licensee immediately restored accumulator pressures to within TS allowed pressure band of 626 to 
678 psig. The licensee has entered the issue into their corrective action program (CR 2011105621) and is in the 
process of enhancing the work control process to require a peer review of all post maintenance testing prior to work 
order release.  
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affects the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency of failing to specify adequate PMT 
resulted in the depressurization of all four SI accumulators. The finding was determined to be of very low safety 
significance (Green) because the event did not result in the actual loss of system safety function or the safety function 
of a single train for greater than its TS allowed outage time. The inspectors determined that the cause of this finding 
was related to the Resources component of the Human Performance cross-cutting area. Specifically, the licensee did 
not ensure complete and accurate work packages associated with the repair of 1HV-0943B, SI Accumulator Nitrogen 
Vent valve. [H.2(c)] (Section 1R19) 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Depressurization of main firewater header 
A self-revealing NCV of Vogtle Unit 1 operating license condition 2.G. and Vogtle Unit 2 operating license condition 
2.G. was identified for failure to maintain the main firewater header pressurized. Specifically, in response to two 
firewater header low  
pressure alarms, operations personnel failed to perform the steps listed in the alarm response procedure. This led to the 
inadvertent depressurization of the main firewater header. Once the licensee became aware of the system 
depressurization, the shift supervisor directed an operator to start the available jockey pump, and within a few minutes 
system pressure was restored. This event was entered into the licensee’s corrective action program as CR 
2010113782.  
 
The finding is considered more than minor because it is associated with external events attribute of the Mitigating 
Systems cornerstone. Specifically, the performance deficiency adversely affected the protection against external 
events (fire) attribute of the Mitigating Systems cornerstone objective to ensure the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences. Both the Phase 1 and Phase 2 screening 
worksheets of IMC 0609, Appendix F, indicated that the violation was potentially greater-than-green. The regional 
Senior Reactor Analyst completed a Phase 3 evaluation. This evaluation concluded that the violation was of very low 
safety significance (Green). The inspectors determined that the cause of this finding was related to the Decision-
Making component of the Human Performance cross-cutting area due to operators using non-conservative 
assumptions in their decision making. [H.1(a)] (Section 4OA5.2)  
 
Inspection Report# : 2011002 (pdf)  



Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform general visual examination of containment metallic liner in reactor vessel cavity underneath 
the reactor vessel 
The NRC identified a Green NCV of 10 CFR Part 50.55a, “Codes and Standards,” for the licensee’s failure to conduct 
a general visual examination of the Units 1 and 2 containment metallic liner around the reactor cavity underneath the 
reactor vessel. The licensee took corrective actions to conduct the required visual examinations in Unit 1, including 
ultrasonic testing (UT) thickness measurements to evaluate the condition of the liner, and initiated action items to 
examine the same area in Unit 2 during the next refueling outage. The licensee initiated Condition Report (CR) 
2011104688 to address the issue through the Corrective Action Program (CAP) and conducted the required general 
visual inspection in Unit 1 containment and found no pitting or cracking in the area examined. In addition, the 
licensee performed UT thickness measurements in affected areas of the metallic liner to evaluate the liner thickness 
against the design criteria  
 
The licensee’s failure to conduct a general visual examination of the containment metallic liner in the reactor cavity 
area underneath the reactor vessel in accordance with the American Society of Mechanical Engineers (ASME) Code, 
Section XI, Subsection IWE was a performance deficiency. The finding was more than minor because it was 
associated with the Design Control attribute of the Barrier Integrity Cornerstone and affected the cornerstone objective
in that visual inspections of the containment metallic liner were not performed to provide reasonable assurance that 
the liner remained capable of performing its intended safety function. The finding was of very low safety significance 
(Green) because the finding did not represent an actual open pathway in the physical integrity of the reactor 
containment. The finding has a cross-cutting aspect in the operating experience (OE) component of the area of 
problem identification and resolution because OE was not implemented and institutionalized through station 
procedures. [P.2.b] (Section 1R08)  
 
Inspection Report# : 2011002 (pdf)  

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 : March 02, 2012 



Vogtle 1 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to ensure Unit 1 and Unit 2 reactor coolant process variables can be maintained within those predicted 
for a loss of normal ac power for a large main control room fire. 
Green: A Green NRC identified NCV of Unit 1 Operating License Condition 2.G and Unit 2 Operating License 
Condition 2.G for failure to implement and maintain in effect all provisions of the approved Fire Protection Program 
(FPP) as described in the FSAR for the facility. Specifically, the licensee failed to ensure that, during post-fire safe 
shutdown, Unit 1 and Unit 2 reactor coolant process variables would be maintained within those predicted for a loss of 
normal ac power. The licensee entered this issue into their corrective action program (CAP) as Condition Report (CR) 
2010112114.  
The finding was determined to be more than minor because it was associated with the Reactor Safety Mitigating 
Systems cornerstone attribute of protection against external factors (i.e. fire) and it affected the cornerstone objective 
of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences.  
 
The inspectors determined that this performance deficiency did not have a cross-cutting aspect because it did not 
represent current licensee performance.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Installation of non-conforming safety-related breakers due to a failure to implement corrective action to 
prevent recurrence to address a significant condition adverse to quality 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
failure to develop and implement adequate corrective action to prevent recurrence (CAPR) in response to a significant 
condition adverse to quality (SCAQ) associated with E-MAX safety-related breaker front cover mounting screws. The 
licensee performed a field walk-down of all installed E-MAX breakers and identified a total of six breakers that had 
been inadvertently installed with the top right-hand front cover plate screw not removed. The licensee immediately 
removed the suspect screws and implemented corrective actions to address future E-MAX breaker installations. The 
licensee entered this issue into their corrective action program (CAP) as CR 332562.  
 
The finding was considered more than minor because it impacted the Reactor Safety Mitigating Systems Cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences and affected the cornerstone attribute of equipment performance. Specifically, the 
inadequate corrective action allowed for the installation of non-conforming safety-related breakers that incurred 
unplanned unavailability to implement the associated temporary modification and also decreased reliability during the 
time the breaker was in-service without the temporary modification installed. The inspectors determined that the cause 
of this finding was related to the Corrective Action Program component of the Problem Identification and Resolution 
cross-cutting area due to the licensee’s failure to take appropriate corrective actions to address safety issues in a timely 



manner, commensurate with their safety significance and complexity [P.1(d)]. (Section 4OA2.2)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to establish and implement adequate post maintenance testing for 1HV-0943B 
A self-revealing, non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, 
and Drawings, was identified for failure to specify and implement adequate post maintenance testing to ensure 
important maintenance activities have been satisfactorily accomplished. Specifically, inadequate post maintenance 
testing (PMT) resulted in the depressurization of all four safety injection (SI) accumulators below minimum technical 
specification (TS) allowed values. Upon recognizing that the accumulators were below TS allowed pressure setpoint 
of 626 psig, the licensee immediately restored accumulator pressures to within TS allowed pressure band of 626 to 
678 psig. The licensee has entered the issue into their corrective action program (CR 2011105621) and is in the 
process of enhancing the work control process to require a peer review of all post maintenance testing prior to work 
order release.  
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affects the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency of failing to specify adequate PMT 
resulted in the depressurization of all four SI accumulators. The finding was determined to be of very low safety 
significance (Green) because the event did not result in the actual loss of system safety function or the safety function 
of a single train for greater than its TS allowed outage time. The inspectors determined that the cause of this finding 
was related to the Resources component of the Human Performance cross-cutting area. Specifically, the licensee did 
not ensure complete and accurate work packages associated with the repair of 1HV-0943B, SI Accumulator Nitrogen 
Vent valve. [H.2(c)] (Section 1R19) 
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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Vogtle 1 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedures renders safety related battery chargers inoperable 
The inspectors identified a self-revealing NCV of Technical Specification (TS) 5.4.1, for two instances of failure to 
properly implement approved maintenance procedures and work order instructions. Specifically, maintenance 
electricians inadvertently removed the 2BD1CB safety related battery charger from service while attempting to 
perform a routine quarterly battery surveillance on the 2DD1CB battery charger. When the ‘2BD1CA/2BD1CB 
Trouble’ alarm was received in the control room, the operators immediately contacted the electricians and the work 
was halted. Battery charger 2BD1CB was restored to service within 31 minutes. In the second instance, maintenance 
electricians inadvertently rendered both battery chargers for the 1CD1 safety-related battery inoperable during load-
sharing adjustments on the 1CD1CB battery charger. The licensee restored the 1CD1CA battery charger to service 
within a few minutes. The licensee entered both of these issues into their corrective action program (CR 445343 & 
457102 respectively).  
 
The inspectors concluded that this finding was more than minor because it impacted the Reactor Safety Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences and affected the cornerstone attribute of equipment 
performance. Specifically, the unintentional opening of the AC input breakers to the 2BD1CB, 1CD1CA and 
1CD1CB battery chargers resulted in the chargers being declared inoperable for several minutes. The inspectors used 
the Phase 1 Initial Screening and Characterization of Findings (IMC 0609.04 Exhibit 1) to characterize the finding. 
Since the inspectors answered “No” to all of the Table 4a Mitigating Systems Cornerstone questions, the inspectors 
concluded that the finding was of very low safety significance (Green). The inspectors determined that the cause of 
this finding was related to the Work Practices component of the Human Performance cross-cutting area due to less 
than adequate procedure use and self/peer checking. [H.4(a)] (Section 1R22)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to ensure Unit 1 and Unit 2 reactor coolant process variables can be maintained within those predicted 
for a loss of normal ac power for a large main control room fire. 
Green: A Green NRC identified NCV of Unit 1 Operating License Condition 2.G and Unit 2 Operating License 
Condition 2.G for failure to implement and maintain in effect all provisions of the approved Fire Protection Program 
(FPP) as described in the FSAR for the facility. Specifically, the licensee failed to ensure that, during post-fire safe 
shutdown, Unit 1 and Unit 2 reactor coolant process variables would be maintained within those predicted for a loss of 
normal ac power. The licensee entered this issue into their corrective action program (CAP) as Condition Report (CR) 
2010112114.  
The finding was determined to be more than minor because it was associated with the Reactor Safety Mitigating 
Systems cornerstone attribute of protection against external factors (i.e. fire) and it affected the cornerstone objective 



of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences.  
 
The inspectors determined that this performance deficiency did not have a cross-cutting aspect because it did not 
represent current licensee performance.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Installation of non-conforming safety-related breakers due to a failure to implement corrective action to 
prevent recurrence to address a significant condition adverse to quality 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
failure to develop and implement adequate corrective action to prevent recurrence (CAPR) in response to a significant 
condition adverse to quality (SCAQ) associated with E-MAX safety-related breaker front cover mounting screws. The 
licensee performed a field walk-down of all installed E-MAX breakers and identified a total of six breakers that had 
been inadvertently installed with the top right-hand front cover plate screw not removed. The licensee immediately 
removed the suspect screws and implemented corrective actions to address future E-MAX breaker installations. The 
licensee entered this issue into their corrective action program (CAP) as CR 332562.  
 
The finding was considered more than minor because it impacted the Reactor Safety Mitigating Systems Cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences and affected the cornerstone attribute of equipment performance. Specifically, the 
inadequate corrective action allowed for the installation of non-conforming safety-related breakers that incurred 
unplanned unavailability to implement the associated temporary modification and also decreased reliability during the 
time the breaker was in-service without the temporary modification installed. The inspectors determined that the cause 
of this finding was related to the Corrective Action Program component of the Problem Identification and Resolution 
cross-cutting area due to the licensee’s failure to take appropriate corrective actions to address safety issues in a timely 
manner, commensurate with their safety significance and complexity [P.1(d)]. (Section 4OA2.2)  
 
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. 

Miscellaneous 
Last modified : September 12, 2012 



Vogtle 1 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective corrective action renders Unit 1A ESF chiller inoperable 
A NRC identified, non-cited violation (NCV) for failure to meet the requirements of 10 CFR 50, Appendix B, 
Criterion XVI was identified. Specifically, the licensee’s failure to follow the requirements of 10 CFR 50, Appendix 
B, Criterion XVI to promptly identify and correct a condition adverse to quality. The condition adverse to quality was 
that the Unit 1A Engineered Safety Features (ESF) chiller purge compressor resistance temperature detector (RTD) 
was discovered out of its thermo well. The licensee reinstalled the RTD and took no additional corrective actions. 
During a subsequent walkdown by a resident inspector and system engineer, they found the RTD not in its thermo 
well and they informed the control room operators. The licensee’s investigation revealed that the RTD’s thermo well 
threads had been cross threaded. The licensee’s immediate action was to install a clamping device to hold the RTD 
inside the thermo well. The licensee has entered the issue into their corrective action program (CR 51198) and has 
initiated actions to permanently correct the issue with the Unit 1A ESF chiller purge compressor RTD.  
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affects the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency is an equipment performance issue 
which affects the availability, reliability, and capability of the A train ESF chiller to perform its intended safety 
function. The finding was determined to be Green because the event did not represent an actual loss of safety function 
of a single train for greater than its Technical Specification allowed outage time. The inspectors determined that the 
cause of this finding was related to the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area due to less-than-adequate problem evaluation. [P.1(c)]. Specifically, the corrective 
maintenance actions used to resolve the issue of the purge unit RTD becoming dislodged from its thermo well were 
less than adequate. (Section 1R12) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedures renders safety related battery chargers inoperable 
The inspectors identified a self-revealing NCV of Technical Specification (TS) 5.4.1, for two instances of failure to 
properly implement approved maintenance procedures and work order instructions. Specifically, maintenance 
electricians inadvertently removed the 2BD1CB safety related battery charger from service while attempting to 
perform a routine quarterly battery surveillance on the 2DD1CB battery charger. When the ‘2BD1CA/2BD1CB 
Trouble’ alarm was received in the control room, the operators immediately contacted the electricians and the work 
was halted. Battery charger 2BD1CB was restored to service within 31 minutes. In the second instance, maintenance 
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electricians inadvertently rendered both battery chargers for the 1CD1 safety-related battery inoperable during load-
sharing adjustments on the 1CD1CB battery charger. The licensee restored the 1CD1CA battery charger to service 
within a few minutes. The licensee entered both of these issues into their corrective action program (CR 445343 & 
457102 respectively).  
 
The inspectors concluded that this finding was more than minor because it impacted the Reactor Safety Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences and affected the cornerstone attribute of equipment 
performance. Specifically, the unintentional opening of the AC input breakers to the 2BD1CB, 1CD1CA and 
1CD1CB battery chargers resulted in the chargers being declared inoperable for several minutes. The inspectors used 
the Phase 1 Initial Screening and Characterization of Findings (IMC 0609.04 Exhibit 1) to characterize the finding. 
Since the inspectors answered “No” to all of the Table 4a Mitigating Systems Cornerstone questions, the inspectors 
concluded that the finding was of very low safety significance (Green). The inspectors determined that the cause of 
this finding was related to the Work Practices component of the Human Performance cross-cutting area due to less 
than adequate procedure use and self/peer checking. [H.4(a)] (Section 1R22)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to ensure Unit 1 and Unit 2 reactor coolant process variables can be maintained within those predicted 
for a loss of normal ac power for a large main control room fire. 
Green: A Green NRC identified NCV of Unit 1 Operating License Condition 2.G and Unit 2 Operating License 
Condition 2.G for failure to implement and maintain in effect all provisions of the approved Fire Protection Program 
(FPP) as described in the FSAR for the facility. Specifically, the licensee failed to ensure that, during post-fire safe 
shutdown, Unit 1 and Unit 2 reactor coolant process variables would be maintained within those predicted for a loss of 
normal ac power. The licensee entered this issue into their corrective action program (CAP) as Condition Report (CR) 
2010112114.  
The finding was determined to be more than minor because it was associated with the Reactor Safety Mitigating 
Systems cornerstone attribute of protection against external factors (i.e. fire) and it affected the cornerstone objective 
of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences.  
 
The inspectors determined that this performance deficiency did not have a cross-cutting aspect because it did not 
represent current licensee performance.  
 
Inspection Report# : 2011005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedure results in a misplaced fuel assembly 
A self-revealing NCV of technical specification (TS) 5.4.1 was identified for failure to follow procedure 93641-C 
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Rev.19.2, Development and Implementation of the Fuel Shuffle Sequence Plan during spent fuel pool fuel moves in 
preparation for an upcoming full core off-load. As a result, a fuel assembly was moved to an unintended, unanalyzed 
location and remained unanalyzed for 50 days. Upon discovery, the licensee immediately performed an analysis, 
determined that the location was suitable for the fuel assembly, and verified that all other fuel assemblies moved 
during the reshuffle sequence were located in their correct locations. This issue was entered into the licensee’s 
corrective action program as Condition Report (CR) 523617.  
 
The inspector determined that the failure to follow procedure 93641-C is a performance deficiency. This finding was 
more than minor because it was associated with the Human Performance attribute of the Barrier Integrity cornerstone 
and adversely affected the cornerstone objective of providing 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, a spent fuel assembly was stored in a location for which it had not been analyzed for 50 days. 
IMC 0609, “Significance Determination Process,” Phase 1 screening worksheet of the SDP, instructed the inspector to 
process this finding using IMC 0609, Appendix G, “Shutdown Operations Significance Determination Process.” 
Checklist 4 from IMC 0609, Appendix G, Attachment 1 was determined to be the most appropriate because the water 
level was greater than 23 feet and the time to boil was greater than two hours in the Spent Fuel Pool. Using Checklist 
4, the inspectors determined that the finding did not require a quantitative assessment because the licensee met the 
Technical Specifications for the spent fuel pool, specifically water level and boron concentration. Therefore, this 
finding was determined to be of very low safety significance (Green). The inspectors determined that the cause of this 
finding was related to the Work Practices component of the Human Performance cross-cutting area due to less than 
adequate procedure use and self/peer checking. [H.4(a)] (Section 1R20)  
 
Inspection Report# : 2012004 (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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Vogtle 1 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate operations and maintenance procedures results in brittle failure of the loop 2 and loop 3 outboard 
MSIV stems 
A self-revealing non-cited violation (NCV) for failure to meet the requirements of 10 CFR Part 50 Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings” was identified for failure to provide adequate work instructions 
in the operations and maintenance procedures used to open main steam isolation valves (MSIVs) that were bound in 
their closed seat. Specifically, the operations and maintenance procedures used to open the loop 2 and loop 3 outboard 
MSIVs did not provide instructions to limit the magnitude of the force applied to the valve stems while attempting to 
open the valves, which ultimately resulted in the brittle failure of the valve stems. The licensee conducted ultrasonic 
testing of the remaining six Unit 1 MSIVs to verify that the valve stems were intact. The two failed valve stems were 
replaced, and the reactor was restarted nine days later.  
 
The finding was more than minor because it was associated with the procedure quality attribute of the reactor safety - 
initiating events cornerstone and it adversely affected the cornerstone 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 failure to provide adequate work instructions to operations and maintenance personnel resulted in the failure of 
both the loop 2 and loop 3 outboard MSIVs and the subsequent manual reactor trip. Since the inspectors answered 
“no” to the Exhibit 1, section B, initiating events screening question, the inspectors concluded that the finding was of 
very low safety significance (Green). The cause of the finding was related to the work control component of the 
human performance cross-cutting area due to less-than-adequate work planning. [H.3(a)] Specifically, the licensees’ 
procedures used to open the MSIVs that were stuck on their closed seat did not contain instructions or precautions to 
limit the magnitude of the force applied to the valve stems while attempting to open the valves. The licensee entered 
this issue into their corrective action program as CR 530916. (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective corrective action renders Unit 1A ESF chiller inoperable 
A NRC identified, non-cited violation (NCV) for failure to meet the requirements of 10 CFR 50, Appendix B, 
Criterion XVI was identified. Specifically, the licensee’s failure to follow the requirements of 10 CFR 50, Appendix 
B, Criterion XVI to promptly identify and correct a condition adverse to quality. The condition adverse to quality was 
that the Unit 1A Engineered Safety Features (ESF) chiller purge compressor resistance temperature detector (RTD) 
was discovered out of its thermo well. The licensee reinstalled the RTD and took no additional corrective actions. 
During a subsequent walkdown by a resident inspector and system engineer, they found the RTD not in its thermo 
well and they informed the control room operators. The licensee’s investigation revealed that the RTD’s thermo well 
threads had been cross threaded. The licensee’s immediate action was to install a clamping device to hold the RTD 
inside the thermo well. The licensee has entered the issue into their corrective action program (CR 51198) and has 
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initiated actions to permanently correct the issue with the Unit 1A ESF chiller purge compressor RTD. 
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affects the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency is an equipment performance issue 
which affects the availability, reliability, and capability of the A train ESF chiller to perform its intended safety 
function. The finding was determined to be Green because the event did not represent an actual loss of safety function 
of a single train for greater than its Technical Specification allowed outage time. The inspectors determined that the 
cause of this finding was related to the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area due to less-than-adequate problem evaluation. [P.1(c)]. Specifically, the corrective 
maintenance actions used to resolve the issue of the purge unit RTD becoming dislodged from its thermo well were 
less than adequate. (Section 1R12) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jul 13, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to install freeze protection for exposed fire protection piping 
An NRC-identified non-cited violation of Vogtle Unit 1, Operating License Condition 2.G, was identified for the 
licensee’s failure to provide proper freeze protection for an 8“ diameter above ground fire water line located along 
side the Unit 1 Main Steam Valve Room. The NCV was associated with exposed fire protection lines and piping that 
was not provided electrical freeze protection or insulated. Specifically, Design Basis Document DC-2301, Fire 
Protection Water System Section 3.3.6 stated, in part, that exposed lines shall be electrically freeze-protected and 
insulated. Vogtle’s NFPA codes of record, NFPA-14 (1983 Edition) and NFPA-24(1984 Edition), required proper 
safeguards to be provided to prevent freezing for areas that were unheated and that exposed lines and equipment shall 
be electrically freeze protected and insulated. The licensee documented the deficiency in their corrective action 
program as CR482524. No immediate compensatory measures were needed because the temperature at the time of the 
discovery was well above freezing.  
 
The licensee’s failure to provide freeze protection for the Unit 1 fire protection piping, as required by the design bases 
document and applicable NFPA codes, was a performance deficiency. The performance deficiency was more than 
minor because it adversely affected the Mitigating Systems cornerstone attribute of Protection Against External 
Events and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the failure to provide freeze 
protection for exposed sections of fire protection piping could result in the unavailability of fire suppression capability 
during a fire event. In accordance with NRC IMC 0609, Appendix F, Fire Protection (SDP) Phase 1 Worksheet, the 
inspectors conducted a screening and determined the finding to be of very low safety significance (Green) because 
temperatures at Vogtle are normally well above freezing and there was a low likelihood of complete loss of 
suppression capability; therefore, the deficiency was determined to be low degradation. No cross cutting aspect was 
assigned to this finding because the NRC concluded the finding did not reflect current licensee performance. (Section 
1R05.03)  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedures renders safety related battery chargers inoperable 
The inspectors identified a self-revealing NCV of Technical Specification (TS) 5.4.1, for two instances of failure to 
properly implement approved maintenance procedures and work order instructions. Specifically, maintenance 
electricians inadvertently removed the 2BD1CB safety related battery charger from service while attempting to 
perform a routine quarterly battery surveillance on the 2DD1CB battery charger. When the ‘2BD1CA/2BD1CB 
Trouble’ alarm was received in the control room, the operators immediately contacted the electricians and the work 
was halted. Battery charger 2BD1CB was restored to service within 31 minutes. In the second instance, maintenance 
electricians inadvertently rendered both battery chargers for the 1CD1 safety-related battery inoperable during load-
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sharing adjustments on the 1CD1CB battery charger. The licensee restored the 1CD1CA battery charger to service 
within a few minutes. The licensee entered both of these issues into their corrective action program (CR 445343 & 
457102 respectively).  
 
The inspectors concluded that this finding was more than minor because it impacted the Reactor Safety Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences and affected the cornerstone attribute of equipment 
performance. Specifically, the unintentional opening of the AC input breakers to the 2BD1CB, 1CD1CA and 
1CD1CB battery chargers resulted in the chargers being declared inoperable for several minutes. The inspectors used 
the Phase 1 Initial Screening and Characterization of Findings (IMC 0609.04 Exhibit 1) to characterize the finding. 
Since the inspectors answered “No” to all of the Table 4a Mitigating Systems Cornerstone questions, the inspectors 
concluded that the finding was of very low safety significance (Green). The inspectors determined that the cause of 
this finding was related to the Work Practices component of the Human Performance cross-cutting area due to less 
than adequate procedure use and self/peer checking. [H.4(a)] (Section 1R22)  
 
Inspection Report# : 2012003 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedure results in a misplaced fuel assembly 
A self-revealing NCV of technical specification (TS) 5.4.1 was identified for failure to follow procedure 93641-C 
Rev.19.2, Development and Implementation of the Fuel Shuffle Sequence Plan during spent fuel pool fuel moves in 
preparation for an upcoming full core off-load. As a result, a fuel assembly was moved to an unintended, unanalyzed 
location and remained unanalyzed for 50 days. Upon discovery, the licensee immediately performed an analysis, 
determined that the location was suitable for the fuel assembly, and verified that all other fuel assemblies moved 
during the reshuffle sequence were located in their correct locations. This issue was entered into the licensee’s 
corrective action program as Condition Report (CR) 523617.  
 
The inspector determined that the failure to follow procedure 93641-C is a performance deficiency. This finding was 
more than minor because it was associated with the Human Performance attribute of the Barrier Integrity cornerstone 
and adversely affected the cornerstone objective of providing 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, a spent fuel assembly was stored in a location for which it had not been analyzed for 50 days. 
IMC 0609, “Significance Determination Process,” Phase 1 screening worksheet of the SDP, instructed the inspector to 
process this finding using IMC 0609, Appendix G, “Shutdown Operations Significance Determination Process.” 
Checklist 4 from IMC 0609, Appendix G, Attachment 1 was determined to be the most appropriate because the water 
level was greater than 23 feet and the time to boil was greater than two hours in the Spent Fuel Pool. Using Checklist 
4, the inspectors determined that the finding did not require a quantitative assessment because the licensee met the 
Technical Specifications for the spent fuel pool, specifically water level and boron concentration. Therefore, this 
finding was determined to be of very low safety significance (Green). The inspectors determined that the cause of this 
finding was related to the Work Practices component of the Human Performance cross-cutting area due to less than 
adequate procedure use and self/peer checking. [H.4(a)] (Section 1R20)  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unauthorized entry into a high radiation area 
The inspectors identified a Green, self-revealing, Non-cited Violation of technical specification 5.7.1, “High Radiation 
Area”, for an unauthorized entry into a High Radiation Area (HRA). A maintenance worker entered a HRA in Unit 1 
containment without being briefed on the radiological conditions. The licensee entered this issue into their corrective 
action program as CR 523976 and took immediate corrective actions including an outage work crew stand down.  
 
This finding was more than minor because it was associated with the occupational radiation safety cornerstone 
attribute of human performance and adversely affects 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 (ALARA) planning, nor did it involve an overexposure 
or substantial potential for overexposure, and the ability to assess dose was not compromised. Therefore, the finding 
was determined to be of very low safety significance (Green). This finding involved the cross-cutting aspect of human 
performance, work practices [H.4.b] because the HRA event was a direct result of poor communications during the 
pre-job briefing and a lack of procedure adherence on the part of the maintenance worker. The licensee entered this 
issue into the Corrective Action Program (CAP) as CR 523976. (Section 2RS1)  
 
Inspection Report# : 2012005 (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 : February 28, 2013 
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Vogtle 1 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate operations and maintenance procedures results in brittle failure of the loop 2 and loop 3 outboard 
MSIV stems 
A self-revealing non-cited violation (NCV) for failure to meet the requirements of 10 CFR Part 50 Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings” was identified for failure to provide adequate work instructions 
in the operations and maintenance procedures used to open main steam isolation valves (MSIVs) that were bound in 
their closed seat. Specifically, the operations and maintenance procedures used to open the loop 2 and loop 3 outboard 
MSIVs did not provide instructions to limit the magnitude of the force applied to the valve stems while attempting to 
open the valves, which ultimately resulted in the brittle failure of the valve stems. The licensee conducted ultrasonic 
testing of the remaining six Unit 1 MSIVs to verify that the valve stems were intact. The two failed valve stems were 
replaced, and the reactor was restarted nine days later.  
 
The finding was more than minor because it was associated with the procedure quality attribute of the reactor safety - 
initiating events cornerstone and it adversely affected the cornerstone 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 failure to provide adequate work instructions to operations and maintenance personnel resulted in the failure of 
both the loop 2 and loop 3 outboard MSIVs and the subsequent manual reactor trip. Since the inspectors answered 
“no” to the Exhibit 1, section B, initiating events screening question, the inspectors concluded that the finding was of 
very low safety significance (Green). The cause of the finding was related to the work control component of the 
human performance cross-cutting area due to less-than-adequate work planning. [H.3(a)] Specifically, the licensees’ 
procedures used to open the MSIVs that were stuck on their closed seat did not contain instructions or precautions to 
limit the magnitude of the force applied to the valve stems while attempting to open the valves. The licensee entered 
this issue into their corrective action program as CR 530916. (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Maintenance Procedures Results in Failure of the Inboard Bearing on the Unit 1A CCW pump #1
Green: A self-revealing non-cited violation (NCV) of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings” was identified for failure to provide appropriate quantitative or qualitative acceptance 
criteria for determining that important activities have been satisfactorily accomplished. Specifically, procedure 27080-
C, “CCW Pump Maintenance”, did not provide adequate direction as to the duration of and instrumentation required 
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to properly perform a post-maintenance test that would detect a misalignment between the pump and motor shafts. 
The licensee entered this issue into their corrective action program as CR 526268, and revised maintenance procedure 
27080-C to specify the proper post maintenance testing required after rebuilding CCW pumps.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it 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). Specifically, the post-maintenance test performed after rebuilding the Unit 1A component cooling water 
(CCW) pump #1 failed to identify excessive misalignment between the motor and pump shafts, which subsequently 
resulted in the catastrophic failure of the inboard pump bearing once the pump was returned to service. Because the 
inspectors answered “No” to all of the IMC 0609 Appendix A (dated June 19, 2012) Exhibit 2, Section A, “Mitigating 
Systems Screening Questions,” the inspectors concluded that the finding was of very low safety significance (Green). 
The inspectors determined that the cause of this finding was related to the work control component of the human 
performance cross-cutting area due to less-than-adequate procedures. Specifically, the maintenance procedures used to 
reassemble the CCW pumps did not provide adequate direction as to the duration of and instrumentation required to 
properly perform an adequate post-maintenance test. [H.2(c)] 
Inspection Report# : 2013002 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective corrective action renders Unit 1A ESF chiller inoperable 
A NRC identified, non-cited violation (NCV) for failure to meet the requirements of 10 CFR 50, Appendix B, 
Criterion XVI was identified. Specifically, the licensee’s failure to follow the requirements of 10 CFR 50, Appendix 
B, Criterion XVI to promptly identify and correct a condition adverse to quality. The condition adverse to quality was 
that the Unit 1A Engineered Safety Features (ESF) chiller purge compressor resistance temperature detector (RTD) 
was discovered out of its thermo well. The licensee reinstalled the RTD and took no additional corrective actions. 
During a subsequent walkdown by a resident inspector and system engineer, they found the RTD not in its thermo 
well and they informed the control room operators. The licensee’s investigation revealed that the RTD’s thermo well 
threads had been cross threaded. The licensee’s immediate action was to install a clamping device to hold the RTD 
inside the thermo well. The licensee has entered the issue into their corrective action program (CR 51198) and has 
initiated actions to permanently correct the issue with the Unit 1A ESF chiller purge compressor RTD.  
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affects the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency is an equipment performance issue 
which affects the availability, reliability, and capability of the A train ESF chiller to perform its intended safety 
function. The finding was determined to be Green because the event did not represent an actual loss of safety function 
of a single train for greater than its Technical Specification allowed outage time. The inspectors determined that the 
cause of this finding was related to the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area due to less-than-adequate problem evaluation. [P.1(c)]. Specifically, the corrective 
maintenance actions used to resolve the issue of the purge unit RTD becoming dislodged from its thermo well were 
less than adequate. (Section 1R12) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jul 13, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to install freeze protection for exposed fire protection piping 
An NRC-identified non-cited violation of Vogtle Unit 1, Operating License Condition 2.G, was identified for the 
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licensee’s failure to provide proper freeze protection for an 8“ diameter above ground fire water line located along 
side the Unit 1 Main Steam Valve Room. The NCV was associated with exposed fire protection lines and piping that 
was not provided electrical freeze protection or insulated. Specifically, Design Basis Document DC-2301, Fire 
Protection Water System Section 3.3.6 stated, in part, that exposed lines shall be electrically freeze-protected and 
insulated. Vogtle’s NFPA codes of record, NFPA-14 (1983 Edition) and NFPA-24(1984 Edition), required proper 
safeguards to be provided to prevent freezing for areas that were unheated and that exposed lines and equipment shall 
be electrically freeze protected and insulated. The licensee documented the deficiency in their corrective action 
program as CR482524. No immediate compensatory measures were needed because the temperature at the time of the 
discovery was well above freezing.  
 
The licensee’s failure to provide freeze protection for the Unit 1 fire protection piping, as required by the design bases 
document and applicable NFPA codes, was a performance deficiency. The performance deficiency was more than 
minor because it adversely affected the Mitigating Systems cornerstone attribute of Protection Against External 
Events and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the failure to provide freeze 
protection for exposed sections of fire protection piping could result in the unavailability of fire suppression capability 
during a fire event. In accordance with NRC IMC 0609, Appendix F, Fire Protection (SDP) Phase 1 Worksheet, the 
inspectors conducted a screening and determined the finding to be of very low safety significance (Green) because 
temperatures at Vogtle are normally well above freezing and there was a low likelihood of complete loss of 
suppression capability; therefore, the deficiency was determined to be low degradation. No cross cutting aspect was 
assigned to this finding because the NRC concluded the finding did not reflect current licensee performance. (Section 
1R05.03)  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedures renders safety related battery chargers inoperable 
The inspectors identified a self-revealing NCV of Technical Specification (TS) 5.4.1, for two instances of failure to 
properly implement approved maintenance procedures and work order instructions. Specifically, maintenance 
electricians inadvertently removed the 2BD1CB safety related battery charger from service while attempting to 
perform a routine quarterly battery surveillance on the 2DD1CB battery charger. When the ‘2BD1CA/2BD1CB 
Trouble’ alarm was received in the control room, the operators immediately contacted the electricians and the work 
was halted. Battery charger 2BD1CB was restored to service within 31 minutes. In the second instance, maintenance 
electricians inadvertently rendered both battery chargers for the 1CD1 safety-related battery inoperable during load-
sharing adjustments on the 1CD1CB battery charger. The licensee restored the 1CD1CA battery charger to service 
within a few minutes. The licensee entered both of these issues into their corrective action program (CR 445343 & 
457102 respectively).  
 
The inspectors concluded that this finding was more than minor because it impacted the Reactor Safety Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences and affected the cornerstone attribute of equipment 
performance. Specifically, the unintentional opening of the AC input breakers to the 2BD1CB, 1CD1CA and 
1CD1CB battery chargers resulted in the chargers being declared inoperable for several minutes. The inspectors used 
the Phase 1 Initial Screening and Characterization of Findings (IMC 0609.04 Exhibit 1) to characterize the finding. 
Since the inspectors answered “No” to all of the Table 4a Mitigating Systems Cornerstone questions, the inspectors 
concluded that the finding was of very low safety significance (Green). The inspectors determined that the cause of 
this finding was related to the Work Practices component of the Human Performance cross-cutting area due to less 
than adequate procedure use and self/peer checking. [H.4(a)] (Section 1R22) 
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Inspection Report# : 2012003 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Human Performance Error Renders 1A CS Pump Inoperable 
Green. A self-revealing non-cited violation (NCV) for failure to meet the requirements of plant Technical 
Specification (TS) 5.4, Procedures was identified. While realigning equipment to support the filling and venting of the 
Unit 2 containment spray header the system operator inadvertently closed 1HV-9017A, refueling water storage tank 
(RWST) suction to Unit 1 containment spray (CS) pump A. As a result, the 1A CS pump was temporarily rendered 
inoperable. The valve was subsequently re-opened and the pump was declared operable. The licensee entered the issue 
into their corrective action program (CR 608718).  
 
This finding is more than minor because it is associated with the human performance attribute of the barrier integrity 
cornerstone and it 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 performance deficiency is a human performance error which affected the 
availability, reliability, and capability of the Unit 1 “A” train containment spray system to limit and maintain post 
accident conditions to less than containment design values. Because the inspectors answered “No” to all of the IMC 
0609 Appendix A (dated June 19, 2012) Exhibit 3, Section B, “Barrier Integrity Cornerstone Screening Questions,” 
the inspectors concluded that the finding was of very low safety significance (Green). The inspectors determined that 
the cause of this finding was related to the work practices component of the human performance cross-cutting area 
due to less-than-adequate human error prevention techniques. Specifically, peer checking techniques were less than 
adequate. [H.4(a)] 
Inspection Report# : 2013002 (pdf)  

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedure results in a misplaced fuel assembly 
A self-revealing NCV of technical specification (TS) 5.4.1 was identified for failure to follow procedure 93641-C 
Rev.19.2, Development and Implementation of the Fuel Shuffle Sequence Plan during spent fuel pool fuel moves in 
preparation for an upcoming full core off-load. As a result, a fuel assembly was moved to an unintended, unanalyzed 
location and remained unanalyzed for 50 days. Upon discovery, the licensee immediately performed an analysis, 
determined that the location was suitable for the fuel assembly, and verified that all other fuel assemblies moved 
during the reshuffle sequence were located in their correct locations. This issue was entered into the licensee’s 
corrective action program as Condition Report (CR) 523617.  
 
The inspector determined that the failure to follow procedure 93641-C is a performance deficiency. This finding was 
more than minor because it was associated with the Human Performance attribute of the Barrier Integrity cornerstone 
and adversely affected the cornerstone objective of providing 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, a spent fuel assembly was stored in a location for which it had not been analyzed for 50 days. 
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IMC 0609, “Significance Determination Process,” Phase 1 screening worksheet of the SDP, instructed the inspector to 
process this finding using IMC 0609, Appendix G, “Shutdown Operations Significance Determination Process.” 
Checklist 4 from IMC 0609, Appendix G, Attachment 1 was determined to be the most appropriate because the water 
level was greater than 23 feet and the time to boil was greater than two hours in the Spent Fuel Pool. Using Checklist 
4, the inspectors determined that the finding did not require a quantitative assessment because the licensee met the 
Technical Specifications for the spent fuel pool, specifically water level and boron concentration. Therefore, this 
finding was determined to be of very low safety significance (Green). The inspectors determined that the cause of this 
finding was related to the Work Practices component of the Human Performance cross-cutting area due to less than 
adequate procedure use and self/peer checking. [H.4(a)] (Section 1R20)  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unauthorized entry into a high radiation area 
The inspectors identified a Green, self-revealing, Non-cited Violation of technical specification 5.7.1, “High Radiation 
Area”, for an unauthorized entry into a High Radiation Area (HRA). A maintenance worker entered a HRA in Unit 1 
containment without being briefed on the radiological conditions. The licensee entered this issue into their corrective 
action program as CR 523976 and took immediate corrective actions including an outage work crew stand down.  
 
This finding was more than minor because it was associated with the occupational radiation safety cornerstone 
attribute of human performance and adversely affects 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 (ALARA) planning, nor did it involve an overexposure 
or substantial potential for overexposure, and the ability to assess dose was not compromised. Therefore, the finding 
was determined to be of very low safety significance (Green). This finding involved the cross-cutting aspect of human 
performance, work practices [H.4.b] because the HRA event was a direct result of poor communications during the 
pre-job briefing and a lack of procedure adherence on the part of the maintenance worker. The licensee entered this 
issue into the Corrective Action Program (CAP) as CR 523976. (Section 2RS1)  
 
Inspection Report# : 2012005 (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 : June 04, 2013 
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Vogtle 1 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate operations and maintenance procedures results in brittle failure of the loop 2 and loop 3 outboard 
MSIV stems 
A self-revealing non-cited violation (NCV) for failure to meet the requirements of 10 CFR Part 50 Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings” was identified for failure to provide adequate work instructions 
in the operations and maintenance procedures used to open main steam isolation valves (MSIVs) that were bound in 
their closed seat. Specifically, the operations and maintenance procedures used to open the loop 2 and loop 3 outboard 
MSIVs did not provide instructions to limit the magnitude of the force applied to the valve stems while attempting to 
open the valves, which ultimately resulted in the brittle failure of the valve stems. The licensee conducted ultrasonic 
testing of the remaining six Unit 1 MSIVs to verify that the valve stems were intact. The two failed valve stems were 
replaced, and the reactor was restarted nine days later.  
 
The finding was more than minor because it was associated with the procedure quality attribute of the reactor safety - 
initiating events cornerstone and it adversely affected the cornerstone 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 failure to provide adequate work instructions to operations and maintenance personnel resulted in the failure of 
both the loop 2 and loop 3 outboard MSIVs and the subsequent manual reactor trip. Since the inspectors answered 
“no” to the Exhibit 1, section B, initiating events screening question, the inspectors concluded that the finding was of 
very low safety significance (Green). The cause of the finding was related to the work control component of the 
human performance cross-cutting area due to less-than-adequate work planning. [H.3(a)] Specifically, the licensees’ 
procedures used to open the MSIVs that were stuck on their closed seat did not contain instructions or precautions to 
limit the magnitude of the force applied to the valve stems while attempting to open the valves. The licensee entered 
this issue into their corrective action program as CR 530916. (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Maintenance Procedures Results in Failure of the Inboard Bearing on the Unit 1A CCW pump #1
Green: A self-revealing non-cited violation (NCV) of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings” was identified for failure to provide appropriate quantitative or qualitative acceptance 
criteria for determining that important activities have been satisfactorily accomplished. Specifically, procedure 27080-
C, “CCW Pump Maintenance”, did not provide adequate direction as to the duration of and instrumentation required 
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to properly perform a post-maintenance test that would detect a misalignment between the pump and motor shafts. 
The licensee entered this issue into their corrective action program as CR 526268, and revised maintenance procedure 
27080-C to specify the proper post maintenance testing required after rebuilding CCW pumps.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it 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). Specifically, the post-maintenance test performed after rebuilding the Unit 1A component cooling water 
(CCW) pump #1 failed to identify excessive misalignment between the motor and pump shafts, which subsequently 
resulted in the catastrophic failure of the inboard pump bearing once the pump was returned to service. Because the 
inspectors answered “No” to all of the IMC 0609 Appendix A (dated June 19, 2012) Exhibit 2, Section A, “Mitigating 
Systems Screening Questions,” the inspectors concluded that the finding was of very low safety significance (Green). 
The inspectors determined that the cause of this finding was related to the work control component of the human 
performance cross-cutting area due to less-than-adequate procedures. Specifically, the maintenance procedures used to 
reassemble the CCW pumps did not provide adequate direction as to the duration of and instrumentation required to 
properly perform an adequate post-maintenance test. [H.2(c)] 
Inspection Report# : 2013002 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective corrective action renders Unit 1A ESF chiller inoperable 
A NRC identified, non-cited violation (NCV) for failure to meet the requirements of 10 CFR 50, Appendix B, 
Criterion XVI was identified. Specifically, the licensee’s failure to follow the requirements of 10 CFR 50, Appendix 
B, Criterion XVI to promptly identify and correct a condition adverse to quality. The condition adverse to quality was 
that the Unit 1A Engineered Safety Features (ESF) chiller purge compressor resistance temperature detector (RTD) 
was discovered out of its thermo well. The licensee reinstalled the RTD and took no additional corrective actions. 
During a subsequent walkdown by a resident inspector and system engineer, they found the RTD not in its thermo 
well and they informed the control room operators. The licensee’s investigation revealed that the RTD’s thermo well 
threads had been cross threaded. The licensee’s immediate action was to install a clamping device to hold the RTD 
inside the thermo well. The licensee has entered the issue into their corrective action program (CR 51198) and has 
initiated actions to permanently correct the issue with the Unit 1A ESF chiller purge compressor RTD.  
 
This issue is more than minor because it is associated with a cornerstone attribute and adversely affects the objective 
of the Mitigating Systems cornerstone. Specifically, the performance deficiency is an equipment performance issue 
which affects the availability, reliability, and capability of the A train ESF chiller to perform its intended safety 
function. The finding was determined to be Green because the event did not represent an actual loss of safety function 
of a single train for greater than its Technical Specification allowed outage time. The inspectors determined that the 
cause of this finding was related to the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area due to less-than-adequate problem evaluation. [P.1(c)]. Specifically, the corrective 
maintenance actions used to resolve the issue of the purge unit RTD becoming dislodged from its thermo well were 
less than adequate. (Section 1R12) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jul 13, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to install freeze protection for exposed fire protection piping 
An NRC-identified non-cited violation of Vogtle Unit 1, Operating License Condition 2.G, was identified for the 
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licensee’s failure to provide proper freeze protection for an 8“ diameter above ground fire water line located along 
side the Unit 1 Main Steam Valve Room. The NCV was associated with exposed fire protection lines and piping that 
was not provided electrical freeze protection or insulated. Specifically, Design Basis Document DC-2301, Fire 
Protection Water System Section 3.3.6 stated, in part, that exposed lines shall be electrically freeze-protected and 
insulated. Vogtle’s NFPA codes of record, NFPA-14 (1983 Edition) and NFPA-24(1984 Edition), required proper 
safeguards to be provided to prevent freezing for areas that were unheated and that exposed lines and equipment shall 
be electrically freeze protected and insulated. The licensee documented the deficiency in their corrective action 
program as CR482524. No immediate compensatory measures were needed because the temperature at the time of the 
discovery was well above freezing.  
 
The licensee’s failure to provide freeze protection for the Unit 1 fire protection piping, as required by the design bases 
document and applicable NFPA codes, was a performance deficiency. The performance deficiency was more than 
minor because it adversely affected the Mitigating Systems cornerstone attribute of Protection Against External 
Events and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the failure to provide freeze 
protection for exposed sections of fire protection piping could result in the unavailability of fire suppression capability 
during a fire event. In accordance with NRC IMC 0609, Appendix F, Fire Protection (SDP) Phase 1 Worksheet, the 
inspectors conducted a screening and determined the finding to be of very low safety significance (Green) because 
temperatures at Vogtle are normally well above freezing and there was a low likelihood of complete loss of 
suppression capability; therefore, the deficiency was determined to be low degradation. No cross cutting aspect was 
assigned to this finding because the NRC concluded the finding did not reflect current licensee performance. (Section 
1R05.03)  
 
Inspection Report# : 2012007 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Human Performance Error Renders 1A CS Pump Inoperable 
Green. A self-revealing non-cited violation (NCV) for failure to meet the requirements of plant Technical 
Specification (TS) 5.4, Procedures was identified. While realigning equipment to support the filling and venting of the 
Unit 2 containment spray header the system operator inadvertently closed 1HV-9017A, refueling water storage tank 
(RWST) suction to Unit 1 containment spray (CS) pump A. As a result, the 1A CS pump was temporarily rendered 
inoperable. The valve was subsequently re-opened and the pump was declared operable. The licensee entered the issue 
into their corrective action program (CR 608718).  
 
This finding is more than minor because it is associated with the human performance attribute of the barrier integrity 
cornerstone and it 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 performance deficiency is a human performance error which affected the 
availability, reliability, and capability of the Unit 1 “A” train containment spray system to limit and maintain post 
accident conditions to less than containment design values. Because the inspectors answered “No” to all of the IMC 
0609 Appendix A (dated June 19, 2012) Exhibit 3, Section B, “Barrier Integrity Cornerstone Screening Questions,” 
the inspectors concluded that the finding was of very low safety significance (Green). The inspectors determined that 
the cause of this finding was related to the work practices component of the human performance cross-cutting area 
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due to less-than-adequate human error prevention techniques. Specifically, peer checking techniques were less than 
adequate. [H.4(a)] 
Inspection Report# : 2013002 (pdf)  

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedure results in a misplaced fuel assembly 
A self-revealing NCV of technical specification (TS) 5.4.1 was identified for failure to follow procedure 93641-C 
Rev.19.2, Development and Implementation of the Fuel Shuffle Sequence Plan during spent fuel pool fuel moves in 
preparation for an upcoming full core off-load. As a result, a fuel assembly was moved to an unintended, unanalyzed 
location and remained unanalyzed for 50 days. Upon discovery, the licensee immediately performed an analysis, 
determined that the location was suitable for the fuel assembly, and verified that all other fuel assemblies moved 
during the reshuffle sequence were located in their correct locations. This issue was entered into the licensee’s 
corrective action program as Condition Report (CR) 523617.  
 
The inspector determined that the failure to follow procedure 93641-C is a performance deficiency. This finding was 
more than minor because it was associated with the Human Performance attribute of the Barrier Integrity cornerstone 
and adversely affected the cornerstone objective of providing 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, a spent fuel assembly was stored in a location for which it had not been analyzed for 50 days. 
IMC 0609, “Significance Determination Process,” Phase 1 screening worksheet of the SDP, instructed the inspector to 
process this finding using IMC 0609, Appendix G, “Shutdown Operations Significance Determination Process.” 
Checklist 4 from IMC 0609, Appendix G, Attachment 1 was determined to be the most appropriate because the water 
level was greater than 23 feet and the time to boil was greater than two hours in the Spent Fuel Pool. Using Checklist 
4, the inspectors determined that the finding did not require a quantitative assessment because the licensee met the 
Technical Specifications for the spent fuel pool, specifically water level and boron concentration. Therefore, this 
finding was determined to be of very low safety significance (Green). The inspectors determined that the cause of this 
finding was related to the Work Practices component of the Human Performance cross-cutting area due to less than 
adequate procedure use and self/peer checking. [H.4(a)] (Section 1R20)  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unauthorized entry into a high radiation area 
The inspectors identified a Green, self-revealing, Non-cited Violation of technical specification 5.7.1, “High Radiation 
Area”, for an unauthorized entry into a High Radiation Area (HRA). A maintenance worker entered a HRA in Unit 1 
containment without being briefed on the radiological conditions. The licensee entered this issue into their corrective 
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action program as CR 523976 and took immediate corrective actions including an outage work crew stand down. 
 
This finding was more than minor because it was associated with the occupational radiation safety cornerstone 
attribute of human performance and adversely affects 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 (ALARA) planning, nor did it involve an overexposure 
or substantial potential for overexposure, and the ability to assess dose was not compromised. Therefore, the finding 
was determined to be of very low safety significance (Green). This finding involved the cross-cutting aspect of human 
performance, work practices [H.4.b] because the HRA event was a direct result of poor communications during the 
pre-job briefing and a lack of procedure adherence on the part of the maintenance worker. The licensee entered this 
issue into the Corrective Action Program (CAP) as CR 523976. (Section 2RS1)  
 
Inspection Report# : 2012005 (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 : September 03, 2013 
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Vogtle 1 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate operations and maintenance procedures results in brittle failure of the loop 2 and loop 3 outboard 
MSIV stems 
A self-revealing non-cited violation (NCV) for failure to meet the requirements of 10 CFR Part 50 Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings” was identified for failure to provide adequate work instructions 
in the operations and maintenance procedures used to open main steam isolation valves (MSIVs) that were bound in 
their closed seat. Specifically, the operations and maintenance procedures used to open the loop 2 and loop 3 outboard 
MSIVs did not provide instructions to limit the magnitude of the force applied to the valve stems while attempting to 
open the valves, which ultimately resulted in the brittle failure of the valve stems. The licensee conducted ultrasonic 
testing of the remaining six Unit 1 MSIVs to verify that the valve stems were intact. The two failed valve stems were 
replaced, and the reactor was restarted nine days later.  
 
The finding was more than minor because it was associated with the procedure quality attribute of the reactor safety - 
initiating events cornerstone and it adversely affected the cornerstone 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 failure to provide adequate work instructions to operations and maintenance personnel resulted in the failure of 
both the loop 2 and loop 3 outboard MSIVs and the subsequent manual reactor trip. Since the inspectors answered 
“no” to the Exhibit 1, section B, initiating events screening question, the inspectors concluded that the finding was of 
very low safety significance (Green). The cause of the finding was related to the work control component of the 
human performance cross-cutting area due to less-than-adequate work planning. [H.3(a)] Specifically, the licensees’ 
procedures used to open the MSIVs that were stuck on their closed seat did not contain instructions or precautions to 
limit the magnitude of the force applied to the valve stems while attempting to open the valves. The licensee entered 
this issue into their corrective action program as CR 530916. (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Mitigating Systems 

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Correct a Condition Affecting EDG Recovery Capability under Station Blackout Conditions 
Green. The team identified a Green finding for the licensee’s failure to follow guidance in nuclear management 
procedure NMP-GM-002-001, “Corrective Action Program Instructions,” Version 30.1, which resulted in their failure 
to correct a condition that adversely affected the implementation of the station’s mitigating strategies for a station 
blackout (SBO). This was a performance deficiency. The licensee entered the issue into their corrective action 
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program as Condition Report 673722, and performed an evaluation that determined the ‘as-found’ condition would 
not prevent successful implementation of their SBO mitigating strategies.  
 
The performance deficiency was more than minor because it affected 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. Specifically, the capability of the 
emergency diesel generator air start system following the SBO coping duration was not ensured since the licensee did 
not adequately evaluate and address the test acceptance criteria for the air start check valves, as captured in Condition 
Report 599089. The finding was determined to be of very low safety significance (Green) because the finding was a 
deficiency affecting the design of a mitigating structure, system, or component, confirmed not to have resulted in the 
loss of functionality. The cause of the finding was indicative of current licensee performance and involved the 
Corrective Action component of the Problem Identification and Resolution cross-cutting area, because the licensee 
failed to thoroughly evaluate a problem involving a deficiency in their SBO mitigation strategies such that the 
resolution addressed the cause of the deficiency. [P.1(c)]. 
Inspection Report# : 2013007 (pdf)  

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Maintenance Procedures Results in Failure of the Inboard Bearing on the Unit 1A CCW pump #1
Green: A self-revealing non-cited violation (NCV) of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings” was identified for failure to provide appropriate quantitative or qualitative acceptance 
criteria for determining that important activities have been satisfactorily accomplished. Specifically, procedure 27080-
C, “CCW Pump Maintenance”, did not provide adequate direction as to the duration of and instrumentation required 
to properly perform a post-maintenance test that would detect a misalignment between the pump and motor shafts. 
The licensee entered this issue into their corrective action program as CR 526268, and revised maintenance procedure 
27080-C to specify the proper post maintenance testing required after rebuilding CCW pumps.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it 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). Specifically, the post-maintenance test performed after rebuilding the Unit 1A component cooling water 
(CCW) pump #1 failed to identify excessive misalignment between the motor and pump shafts, which subsequently 
resulted in the catastrophic failure of the inboard pump bearing once the pump was returned to service. Because the 
inspectors answered “No” to all of the IMC 0609 Appendix A (dated June 19, 2012) Exhibit 2, Section A, “Mitigating 
Systems Screening Questions,” the inspectors concluded that the finding was of very low safety significance (Green). 
The inspectors determined that the cause of this finding was related to the work control component of the human 
performance cross-cutting area due to less-than-adequate procedures. Specifically, the maintenance procedures used to 
reassemble the CCW pumps did not provide adequate direction as to the duration of and instrumentation required to 
properly perform an adequate post-maintenance test. [H.2(c)] 
Inspection Report# : 2013002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
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Item Type: NCV NonCited Violation 
Human Performance Error Renders 1A CS Pump Inoperable 
Green. A self-revealing non-cited violation (NCV) for failure to meet the requirements of plant Technical 
Specification (TS) 5.4, Procedures was identified. While realigning equipment to support the filling and venting of the 
Unit 2 containment spray header the system operator inadvertently closed 1HV-9017A, refueling water storage tank 
(RWST) suction to Unit 1 containment spray (CS) pump A. As a result, the 1A CS pump was temporarily rendered 
inoperable. The valve was subsequently re-opened and the pump was declared operable. The licensee entered the issue 
into their corrective action program (CR 608718).  
 
This finding is more than minor because it is associated with the human performance attribute of the barrier integrity 
cornerstone and it 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 performance deficiency is a human performance error which affected the 
availability, reliability, and capability of the Unit 1 “A” train containment spray system to limit and maintain post 
accident conditions to less than containment design values. Because the inspectors answered “No” to all of the IMC 
0609 Appendix A (dated June 19, 2012) Exhibit 3, Section B, “Barrier Integrity Cornerstone Screening Questions,” 
the inspectors concluded that the finding was of very low safety significance (Green). The inspectors determined that 
the cause of this finding was related to the work practices component of the human performance cross-cutting area 
due to less-than-adequate human error prevention techniques. Specifically, peer checking techniques were less than 
adequate. [H.4(a)] 
Inspection Report# : 2013002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unauthorized entry into a high radiation area 
The inspectors identified a Green, self-revealing, Non-cited Violation of technical specification 5.7.1, “High Radiation 
Area”, for an unauthorized entry into a High Radiation Area (HRA). A maintenance worker entered a HRA in Unit 1 
containment without being briefed on the radiological conditions. The licensee entered this issue into their corrective 
action program as CR 523976 and took immediate corrective actions including an outage work crew stand down.  
 
This finding was more than minor because it was associated with the occupational radiation safety cornerstone 
attribute of human performance and adversely affects 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 (ALARA) planning, nor did it involve an overexposure 
or substantial potential for overexposure, and the ability to assess dose was not compromised. Therefore, the finding 
was determined to be of very low safety significance (Green). This finding involved the cross-cutting aspect of human 
performance, work practices [H.4.b] because the HRA event was a direct result of poor communications during the 
pre-job briefing and a lack of procedure adherence on the part of the maintenance worker. The licensee entered this 
issue into the Corrective Action Program (CAP) as CR 523976. (Section 2RS1) 
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Inspection Report# : 2012005 (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 03, 2013 
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Vogtle 1 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to meet the conditions of TS LCO 3.8.4 
A Green, self-revealing non-cited violation (NCV) of plant Technical Specification (TS) 3.8.4, “DC Sources - 
Operating,” was identified for failure to meet the conditions of TS limiting condition for operation (LCO) 3.8.4. 
Specifically, placing the 1AD1CA battery charger out of service during performance of the 18 month load test 
surveillance, concurrent with the failure of the 1AD1CB battery charger, caused the 1A train chargers to be unable to 
fulfill their specified safety function. As a result, the 1AD1 safety-related 1E 125 VDC source was inoperable. The 
1AD1CB battery charger was repaired, functionally tested, and placed back in service. This violation was entered into 
the licensee’s corrective action program as condition report (CR) 735160.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it 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). Specifically, removing the 1AD1CA battery charger from service to conduct a 18 month load test while the 
1AD1CB battery charger was not capable of performing its specified safety function resulted in the loss of a single 
train for greater than its TS allowed outage time. The inspector evaluated the finding in accordance with IMC 0609 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” dated June 19, 2012. Since the 
inspectors answered “Yes” to the question A.3 of the Mitigating Systems Screening Questions, “Does the finding 
represent an actual loss of function of at least a single Train for greater than its TS allowed outage time,” a detailed 
risk evaluation was required. A detailed risk evaluation was performed by resident inspectors and reviewed by a 
regional senior reactor analyst in accordance IMC 0609 Appendix A guidance using the NRC Vogtle Standardized 
Plant Analysis Risk (SPAR) model and the NRC Saphire 8 risk analysis code. An SDP Module Condition Analysis 
was run with the Unit 1 A train battery chargers, 1AD1CA and 1AD1CB failed with no recovery allowed for a 14 
hour exposure period. The dominant sequence was a transient consisting of a reactor trip coincident with the common 
cause failure of auxiliary feed pumps (AFW) to run and the inability of an operator to restore main feedwater (MFW). 
The detailed risk evaluation determined that the risk due to the performance deficiency was an increase in core 
damage frequency (?CDF) of <1E-7/year, a GREEN finding of very low safety significance. Because the increase in ?
CDF was <1E-7/year no external events analysis was required. The risk was mitigated by the availability of alternate 
trains of components and the short exposure period. The detailed risk evaluation was reviewed by a regional senior 
reactor analyst. The inspectors determined that the cause of this finding was related to the corrective action program 
(CAP) component of the problem identification and resolution (PI&R) cross-cutting area due to less-than-adequate 
problem evaluation techniques. Specifically, licensee failed to adequately investigate why the wires were rolled during 
initial functional testing. [P.1(c)] (Section 1R19) 
Inspection Report# : 2013005 (pdf)  
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Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Correct a Condition Affecting EDG Recovery Capability under Station Blackout Conditions 
Green. The team identified a Green finding for the licensee’s failure to follow guidance in nuclear management 
procedure NMP-GM-002-001, “Corrective Action Program Instructions,” Version 30.1, which resulted in their failure 
to correct a condition that adversely affected the implementation of the station’s mitigating strategies for a station 
blackout (SBO). This was a performance deficiency. The licensee entered the issue into their corrective action 
program as Condition Report 673722, and performed an evaluation that determined the ‘as-found’ condition would 
not prevent successful implementation of their SBO mitigating strategies.  
 
The performance deficiency was more than minor because it affected 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. Specifically, the capability of the 
emergency diesel generator air start system following the SBO coping duration was not ensured since the licensee did 
not adequately evaluate and address the test acceptance criteria for the air start check valves, as captured in Condition 
Report 599089. The finding was determined to be of very low safety significance (Green) because the finding was a 
deficiency affecting the design of a mitigating structure, system, or component, confirmed not to have resulted in the 
loss of functionality. The cause of the finding was indicative of current licensee performance and involved the 
Corrective Action component of the Problem Identification and Resolution cross-cutting area, because the licensee 
failed to thoroughly evaluate a problem involving a deficiency in their SBO mitigation strategies such that the 
resolution addressed the cause of the deficiency. [P.1(c)]. 
Inspection Report# : 2013007 (pdf)  

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Maintenance Procedures Results in Failure of the Inboard Bearing on the Unit 1A CCW pump #1
Green: A self-revealing non-cited violation (NCV) of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings” was identified for failure to provide appropriate quantitative or qualitative acceptance 
criteria for determining that important activities have been satisfactorily accomplished. Specifically, procedure 27080-
C, “CCW Pump Maintenance”, did not provide adequate direction as to the duration of and instrumentation required 
to properly perform a post-maintenance test that would detect a misalignment between the pump and motor shafts. 
The licensee entered this issue into their corrective action program as CR 526268, and revised maintenance procedure 
27080-C to specify the proper post maintenance testing required after rebuilding CCW pumps.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it 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). Specifically, the post-maintenance test performed after rebuilding the Unit 1A component cooling water 
(CCW) pump #1 failed to identify excessive misalignment between the motor and pump shafts, which subsequently 
resulted in the catastrophic failure of the inboard pump bearing once the pump was returned to service. Because the 
inspectors answered “No” to all of the IMC 0609 Appendix A (dated June 19, 2012) Exhibit 2, Section A, “Mitigating 
Systems Screening Questions,” the inspectors concluded that the finding was of very low safety significance (Green). 
The inspectors determined that the cause of this finding was related to the work control component of the human 
performance cross-cutting area due to less-than-adequate procedures. Specifically, the maintenance procedures used to 
reassemble the CCW pumps did not provide adequate direction as to the duration of and instrumentation required to 
properly perform an adequate post-maintenance test. [H.2(c)] 
Inspection Report# : 2013002 (pdf)  
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Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Human Performance Error Renders 1A CS Pump Inoperable 
Green. A self-revealing non-cited violation (NCV) for failure to meet the requirements of plant Technical 
Specification (TS) 5.4, Procedures was identified. While realigning equipment to support the filling and venting of the 
Unit 2 containment spray header the system operator inadvertently closed 1HV-9017A, refueling water storage tank 
(RWST) suction to Unit 1 containment spray (CS) pump A. As a result, the 1A CS pump was temporarily rendered 
inoperable. The valve was subsequently re-opened and the pump was declared operable. The licensee entered the issue 
into their corrective action program (CR 608718).  
 
This finding is more than minor because it is associated with the human performance attribute of the barrier integrity 
cornerstone and it 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 performance deficiency is a human performance error which affected the 
availability, reliability, and capability of the Unit 1 “A” train containment spray system to limit and maintain post 
accident conditions to less than containment design values. Because the inspectors answered “No” to all of the IMC 
0609 Appendix A (dated June 19, 2012) Exhibit 3, Section B, “Barrier Integrity Cornerstone Screening Questions,” 
the inspectors concluded that the finding was of very low safety significance (Green). The inspectors determined that 
the cause of this finding was related to the work practices component of the human performance cross-cutting area 
due to less-than-adequate human error prevention techniques. Specifically, peer checking techniques were less than 
adequate. [H.4(a)] 
Inspection Report# : 2013002 (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. 
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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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Vogtle 1 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to meet the conditions of TS LCO 3.8.4 
A Green, self-revealing non-cited violation (NCV) of plant Technical Specification (TS) 3.8.4, “DC Sources - 
Operating,” was identified for failure to meet the conditions of TS limiting condition for operation (LCO) 3.8.4. 
Specifically, placing the 1AD1CA battery charger out of service during performance of the 18 month load test 
surveillance, concurrent with the failure of the 1AD1CB battery charger, caused the 1A train chargers to be unable to 
fulfill their specified safety function. As a result, the 1AD1 safety-related 1E 125 VDC source was inoperable. The 
1AD1CB battery charger was repaired, functionally tested, and placed back in service. This violation was entered into 
the licensee’s corrective action program as condition report (CR) 735160.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it 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). Specifically, removing the 1AD1CA battery charger from service to conduct a 18 month load test while the 
1AD1CB battery charger was not capable of performing its specified safety function resulted in the loss of a single 
train for greater than its TS allowed outage time. The inspector evaluated the finding in accordance with IMC 0609 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” dated June 19, 2012. Since the 
inspectors answered “Yes” to the question A.3 of the Mitigating Systems Screening Questions, “Does the finding 
represent an actual loss of function of at least a single Train for greater than its TS allowed outage time,” a detailed 
risk evaluation was required. A detailed risk evaluation was performed by resident inspectors and reviewed by a 
regional senior reactor analyst in accordance IMC 0609 Appendix A guidance using the NRC Vogtle Standardized 
Plant Analysis Risk (SPAR) model and the NRC Saphire 8 risk analysis code. An SDP Module Condition Analysis 
was run with the Unit 1 A train battery chargers, 1AD1CA and 1AD1CB failed with no recovery allowed for a 14 
hour exposure period. The dominant sequence was a transient consisting of a reactor trip coincident with the common 
cause failure of auxiliary feed pumps (AFW) to run and the inability of an operator to restore main feedwater (MFW). 
The detailed risk evaluation determined that the risk due to the performance deficiency was an increase in core 
damage frequency (?CDF) of <1E-7/year, a GREEN finding of very low safety significance. Because the increase in ?
CDF was <1E-7/year no external events analysis was required. The risk was mitigated by the availability of alternate 
trains of components and the short exposure period. The detailed risk evaluation was reviewed by a regional senior 
reactor analyst. The inspectors determined that the cause of this finding was related to the corrective action program 
(CAP) component of the problem identification and resolution (PI&R) cross-cutting area due to less-than-adequate 
problem evaluation techniques. Specifically, licensee failed to adequately investigate why the wires were rolled during 
initial functional testing. [P.1(c)] (Section 1R19) 
Inspection Report# : 2013005 (pdf)  
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Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Correct a Condition Affecting EDG Recovery Capability under Station Blackout Conditions 
Green. The team identified a Green finding for the licensee’s failure to follow guidance in nuclear management 
procedure NMP-GM-002-001, “Corrective Action Program Instructions,” Version 30.1, which resulted in their failure 
to correct a condition that adversely affected the implementation of the station’s mitigating strategies for a station 
blackout (SBO). This was a performance deficiency. The licensee entered the issue into their corrective action 
program as Condition Report 673722, and performed an evaluation that determined the ‘as-found’ condition would 
not prevent successful implementation of their SBO mitigating strategies.  
 
The performance deficiency was more than minor because it affected 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. Specifically, the capability of the 
emergency diesel generator air start system following the SBO coping duration was not ensured since the licensee did 
not adequately evaluate and address the test acceptance criteria for the air start check valves, as captured in Condition 
Report 599089. The finding was determined to be of very low safety significance (Green) because the finding was a 
deficiency affecting the design of a mitigating structure, system, or component, confirmed not to have resulted in the 
loss of functionality. The cause of the finding was indicative of current licensee performance and involved the 
Corrective Action component of the Problem Identification and Resolution cross-cutting area, because the licensee 
failed to thoroughly evaluate a problem involving a deficiency in their SBO mitigation strategies such that the 
resolution addressed the cause of the deficiency. [P.1(c)]. 
Inspection Report# : 2013007 (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. 
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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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Vogtle 1 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Maintenance Procedure Results in a Failed MSIV and a Manual Reactor Trip 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, 
and Drawings,” was identified for failure to provide adequate work instructions in the maintenance procedure used for 
main steam isolation valve (MSIV) maintenance. Specifically, maintenance procedure 26854-C, “Main Steam 
Isolation Valve Actuator Maintenance,” used to perform maintenance on Rockwell MSIV(s), did not provide adequate 
instructions for installing the lower manifold/cylinder O-ring during reassembly. This resulted in a ‘pinched’ O-ring 
on 1HV3006B, a subsequent failure of the O-ring causing the MSIV to fail closed, and a manual reactor trip. The 
licensee conducted a root cause investigation and entered the event into their corrective action program (condition 
report (CR) 800018). The licensee replaced the O-ring, performed an extent of condition evaluation for all other 
MSIVs, and revised the maintenance procedure to include specific instructions for the installation of the lower 
manifold/cylinder O-ring.  
 
The finding was more than minor because it was associated with the procedure quality attribute of the reactor safety - 
initiating events cornerstone and it adversely affected the cornerstone 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 failure to provide an adequate procedure with adequate instructions for ensuring proper O-ring installation resulted 
in the failure of the Unit 1 loop 1 outboard MSIV hydraulic actuator causing the loop 1 MSIV to fail closed and a 
subsequent manual reactor trip due to lowering steam generator water level. Because the inspectors answered “No” to 
all of the IMC 0609 Appendix A (dated June 19, 2012) Exhibit 1, Section B, “Initiating Events Screening Questions,” 
the inspectors concluded that the finding was of very low safety significance (Green). The inspectors determined the 
finding had a cross-cutting aspect of “resources” in the human performance area, because the maintenance procedure 
used to install manifold/cylinder O-ring did not provide adequate instructions for the proper installation of the O-ring. 
[H.1] (Section 1R12)  
 
Inspection Report# : 2014003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to meet the conditions of TS LCO 3.8.4 
A Green, self-revealing non-cited violation (NCV) of plant Technical Specification (TS) 3.8.4, “DC Sources - 
Operating,” was identified for failure to meet the conditions of TS limiting condition for operation (LCO) 3.8.4. 
Specifically, placing the 1AD1CA battery charger out of service during performance of the 18 month load test 
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surveillance, concurrent with the failure of the 1AD1CB battery charger, caused the 1A train chargers to be unable to 
fulfill their specified safety function. As a result, the 1AD1 safety-related 1E 125 VDC source was inoperable. The 
1AD1CB battery charger was repaired, functionally tested, and placed back in service. This violation was entered into 
the licensee’s corrective action program as condition report (CR) 735160.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it 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). Specifically, removing the 1AD1CA battery charger from service to conduct a 18 month load test while the 
1AD1CB battery charger was not capable of performing its specified safety function resulted in the loss of a single 
train for greater than its TS allowed outage time. The inspector evaluated the finding in accordance with IMC 0609 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” dated June 19, 2012. Since the 
inspectors answered “Yes” to the question A.3 of the Mitigating Systems Screening Questions, “Does the finding 
represent an actual loss of function of at least a single Train for greater than its TS allowed outage time,” a detailed 
risk evaluation was required. A detailed risk evaluation was performed by resident inspectors and reviewed by a 
regional senior reactor analyst in accordance IMC 0609 Appendix A guidance using the NRC Vogtle Standardized 
Plant Analysis Risk (SPAR) model and the NRC Saphire 8 risk analysis code. An SDP Module Condition Analysis 
was run with the Unit 1 A train battery chargers, 1AD1CA and 1AD1CB failed with no recovery allowed for a 14 
hour exposure period. The dominant sequence was a transient consisting of a reactor trip coincident with the common 
cause failure of auxiliary feed pumps (AFW) to run and the inability of an operator to restore main feedwater (MFW). 
The detailed risk evaluation determined that the risk due to the performance deficiency was an increase in core 
damage frequency (?CDF) of <1E-7/year, a GREEN finding of very low safety significance. Because the increase in ?
CDF was <1E-7/year no external events analysis was required. The risk was mitigated by the availability of alternate 
trains of components and the short exposure period. The detailed risk evaluation was reviewed by a regional senior 
reactor analyst. The inspectors determined that the cause of this finding was related to the corrective action program 
(CAP) component of the problem identification and resolution (PI&R) cross-cutting area due to less-than-adequate 
problem evaluation techniques. Specifically, licensee failed to adequately investigate why the wires were rolled during 
initial functional testing. [P.1(c)] (Section 1R19) 
Inspection Report# : 2013005 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Correct a Condition Affecting EDG Recovery Capability under Station Blackout Conditions 
Green. The team identified a Green finding for the licensee’s failure to follow guidance in nuclear management 
procedure NMP-GM-002-001, “Corrective Action Program Instructions,” Version 30.1, which resulted in their failure 
to correct a condition that adversely affected the implementation of the station’s mitigating strategies for a station 
blackout (SBO). This was a performance deficiency. The licensee entered the issue into their corrective action 
program as Condition Report 673722, and performed an evaluation that determined the ‘as-found’ condition would 
not prevent successful implementation of their SBO mitigating strategies.  
 
The performance deficiency was more than minor because it affected 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. Specifically, the capability of the 
emergency diesel generator air start system following the SBO coping duration was not ensured since the licensee did 
not adequately evaluate and address the test acceptance criteria for the air start check valves, as captured in Condition 
Report 599089. The finding was determined to be of very low safety significance (Green) because the finding was a 
deficiency affecting the design of a mitigating structure, system, or component, confirmed not to have resulted in the 
loss of functionality. The cause of the finding was indicative of current licensee performance and involved the 
Corrective Action component of the Problem Identification and Resolution cross-cutting area, because the licensee 
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failed to thoroughly evaluate a problem involving a deficiency in their SBO mitigation strategies such that the 
resolution addressed the cause of the deficiency. [P.1(c)]. 
Inspection Report# : 2013007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Jun 30, 2014 
Identified By: Licensee 
Item Type: VIO Violation 
Calculation Error Results in Significantly Non-Conservative EAL Threshold Values 
White: A finding and associated violation of 10 CFR 50.54(q)(2) was identified by the licensee for the failure to 
follow and maintain the effectiveness of emergency plans which use a standard emergency classification and action 
level scheme. Specifically, the licensee's emergency plan emergency action level (EAL) Category R – Abnormal 
Radiological RG1 (General Emergency) and RS1(Site Area Emergency) specified threshold values which were sixty 
times too high due to a calculation error. As immediate corrective action, the licensee provided the corrected threshold 
values to appropriate management and decision-makers (shift managers/emergency directors). The licensee entered 
this issue into the corrective action program as CR 648248.  
The performance deficiency was determined to be more than minor because it was associated with the emergency 
preparedness cornerstone attribute of procedure quality. It impacted the cornerstone objective because it was 
associated with inappropriate EAL and emergency plan changes and their adequacy to protect the health and safety of 
the public in the event of a radiological emergency. Specifically, the licensee’s ability to declare a Site Area 
Emergency and General Emergency based on effluent radiation monitor values was degraded in that event 
classification using these radiation monitors would be delayed. The finding was assessed for significance in 
accordance with NRC Manual Chapter 0609, Appendix B, “Emergency Preparedness Significance Determination 
Process,” which states, “Failure to comply means that a program is noncompliant with a Regulatory requirement.” 
The inspector determined that the issue of concern constituted a degraded rather than lost risk-significant planning 
standard (RSPS). The issue of concern was similar to the example in Table 5.4.1 (Degraded RSPS) and was 
determined to be of low to moderate safety significance (White). The violation was determined to meet the IMC 0305 
criteria for enforcement discretion as an old design issue. A cross-cutting aspect was not assigned based on the 
elapsed time since the performance deficiency occurred and because the inspectors determined it was not reflective of 
current licensee performance. (Section 4OA2)  
 
Inspection Report# : 2014003 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
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Unauthorized entry into a High Radiation Area
Green. A self-revealing NCV of Technical Specification (TS) 5.7.1, “High Radiation Area”, was identified for an 
entry into a high radiation area (HRA) without meeting the entry requirements as specified therein. Specifically, on 
March 17, 2014, an operator was authorized to enter an HRA on Unit 1 under conditions where dose rates were 
known to be changing. This allowed the operator entry into an HRA without knowledge of actual radiological 
conditions. He was not provided with a radiation monitoring device that continuously indicated dose rates in the area, 
nor was he accompanied by an individual qualified in radiation protection procedures with a radiation monitoring 
device providing positive control over his activities. Upon discovery of the condition, the licensee secured access to 
the area, performed follow-up surveys and convened a human performance review board to examine causal factors 
and identify corrective actions. The licensee entered this issue into the corrective action program as CR 787908.  
 
This finding was more than minor because it was associated with the occupational radiation safety cornerstone 
attribute of human performance and adversely affects 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. Specifically, workers permitted entry into HRAs with inadequate knowledge of current radiological 
conditions could receive unintended occupational exposures. The finding was evaluated using IMC 0609, Appendix 
C, “Occupational Radiation Safety Significance Determination Process (SDP)”, dated August 19, 2008. The finding 
was not related to As Low As Reasonably Achievable (ALARA) planning, nor did it involve an overexposure or 
substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, the finding was 
determined to be of very low safety significance (Green). This finding had a cross-cutting aspect of “avoid 
complacency” in the human performance area because health physics (HP) personnel failed to verify plant conditions 
through available means when an evolution was in progress that was known to increase area dose rates prior to 
authorizing entry into an HRA. [H.12] (Section 2RS1)  
 
Inspection Report# : 2014003 (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 : August 29, 2014 
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Vogtle 1 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correctly Implement a Condensate and Feedwater Systems Procedure for Startup 
Green: A self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a, “Procedures,” was 
identified for the licensee’s failure to implement system operating procedure (SOP) 13615-1, “Condensate and 
Feedwater Systems,” Version 84. Specifically, on July 30, 2014, the licensee conducted a power increase from Mode 
2 (approximately 3 percent reactor power) to Mode 1 (approximately 8 percent reactor power) with main condenser 
hotwell level control in “manual” versus “automatic” as directed by procedure. This resulted in a main feedwater 
transient and a subsequent reactor shutdown. The licensee initiated an incident response team and entered this event 
into their corrective action program as condition report (CR) 847734. Additional corrective actions included revising 
the SOP to include specific instructions for the control of main condenser hotwell level with corresponding number of 
operating condensate pumps.  
 
The performance deficiency 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 events that 
upset plant stability and challenge critical safety functions during power operations. Specifically, the performance 
deficiency was associated with a human error during implementation of SOP 13615-1, resulting in a main feedwater 
transient event (i.e. loss of condensate pump net positive suction head (NPSH) in the condenser hotwell resulting in 
lowering steam generator water levels), that subsequently upset plant stability. The inspectors evaluated the finding 
using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” issued June 
19, 2012. The finding screened as Green because it did not cause a reactor trip. The inspectors determined the finding 
had a cross-cutting aspect of “procedure adherence” in the human performance area because the unit operator did not 
implement SOP 13615-1 procedure Step 4.1.1.5, which required the UO to ‘verify’ condenser hotwell control, 1LIC-
4415, is in ‘auto’ maintaining normal level. [H.8] (Section 1R11)  
 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correctly Implement a Chemical and Volume Control System Procedure for Reactor Water Makeup 
 
Green: A self-revealing NCV of TS 5.4.1.a, “Procedures,” was identified for the licensee’s failure to implement SOP 
13009-1, “CVCS Reactor Makeup Control System,” Version 50.1. Specifically, on July 9, 2014, the licensee 
conducted a blended makeup to the volume control tank (VCT) at a boric acid concentration lower than what the 
procedure required, which resulted in an inadvertent boron dilution of the reactor coolant system (RCS), and caused a 
subsequent power excursion. Upon recognition, the unit operator took immediate actions to reduce power to an 
acceptable level. The licensee entered this issue into their corrective action program as 837899.  
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The performance deficiency 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 events that 
upset plant stability and challenge critical safety functions during power operations. Specifically, the performance 
deficiency was associated with a human error during implementation of SOP 13009-1, resulting in a reactivity event 
(i.e. inadvertent boron dilution), that subsequently upset plant stability. The inspectors evaluated the finding using 
IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 
2012. The finding screened as Green because it did not cause a reactor trip. The inspectors determined the finding had 
a cross-cutting aspect of “avoid complacency” in the human performance area because the reactor operator did not 
implement error reduction tools, such as ‘STAR’ (Stop, Think, Act, Review), as self-check to ensure that work 
activities were performed safely. [H.12]  
 
Inspection Report# : 2014004 (pdf)  

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Maintenance Procedure Results in a Failed MSIV and a Manual Reactor Trip 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, 
and Drawings,” was identified for failure to provide adequate work instructions in the maintenance procedure used for 
main steam isolation valve (MSIV) maintenance. Specifically, maintenance procedure 26854-C, “Main Steam 
Isolation Valve Actuator Maintenance,” used to perform maintenance on Rockwell MSIV(s), did not provide adequate 
instructions for installing the lower manifold/cylinder O-ring during reassembly. This resulted in a ‘pinched’ O-ring 
on 1HV3006B, a subsequent failure of the O-ring causing the MSIV to fail closed, and a manual reactor trip. The 
licensee conducted a root cause investigation and entered the event into their corrective action program (condition 
report (CR) 800018). The licensee replaced the O-ring, performed an extent of condition evaluation for all other 
MSIVs, and revised the maintenance procedure to include specific instructions for the installation of the lower 
manifold/cylinder O-ring.  
 
The finding was more than minor because it was associated with the procedure quality attribute of the reactor safety - 
initiating events cornerstone and it adversely affected the cornerstone 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 failure to provide an adequate procedure with adequate instructions for ensuring proper O-ring installation resulted 
in the failure of the Unit 1 loop 1 outboard MSIV hydraulic actuator causing the loop 1 MSIV to fail closed and a 
subsequent manual reactor trip due to lowering steam generator water level. Because the inspectors answered “No” to 
all of the IMC 0609 Appendix A (dated June 19, 2012) Exhibit 1, Section B, “Initiating Events Screening Questions,” 
the inspectors concluded that the finding was of very low safety significance (Green). The inspectors determined the 
finding had a cross-cutting aspect of “resources” in the human performance area, because the maintenance procedure 
used to install manifold/cylinder O-ring did not provide adequate instructions for the proper installation of the O-ring. 
[H.1] (Section 1R12)  
 
Inspection Report# : 2014003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
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Item Type: NCV NonCited Violation 
Failure to meet the conditions of TS LCO 3.8.4 
A Green, self-revealing non-cited violation (NCV) of plant Technical Specification (TS) 3.8.4, “DC Sources - 
Operating,” was identified for failure to meet the conditions of TS limiting condition for operation (LCO) 3.8.4. 
Specifically, placing the 1AD1CA battery charger out of service during performance of the 18 month load test 
surveillance, concurrent with the failure of the 1AD1CB battery charger, caused the 1A train chargers to be unable to 
fulfill their specified safety function. As a result, the 1AD1 safety-related 1E 125 VDC source was inoperable. The 
1AD1CB battery charger was repaired, functionally tested, and placed back in service. This violation was entered into 
the licensee’s corrective action program as condition report (CR) 735160.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it 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). Specifically, removing the 1AD1CA battery charger from service to conduct a 18 month load test while the 
1AD1CB battery charger was not capable of performing its specified safety function resulted in the loss of a single 
train for greater than its TS allowed outage time. The inspector evaluated the finding in accordance with IMC 0609 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” dated June 19, 2012. Since the 
inspectors answered “Yes” to the question A.3 of the Mitigating Systems Screening Questions, “Does the finding 
represent an actual loss of function of at least a single Train for greater than its TS allowed outage time,” a detailed 
risk evaluation was required. A detailed risk evaluation was performed by resident inspectors and reviewed by a 
regional senior reactor analyst in accordance IMC 0609 Appendix A guidance using the NRC Vogtle Standardized 
Plant Analysis Risk (SPAR) model and the NRC Saphire 8 risk analysis code. An SDP Module Condition Analysis 
was run with the Unit 1 A train battery chargers, 1AD1CA and 1AD1CB failed with no recovery allowed for a 14 
hour exposure period. The dominant sequence was a transient consisting of a reactor trip coincident with the common 
cause failure of auxiliary feed pumps (AFW) to run and the inability of an operator to restore main feedwater (MFW). 
The detailed risk evaluation determined that the risk due to the performance deficiency was an increase in core 
damage frequency (?CDF) of <1E-7/year, a GREEN finding of very low safety significance. Because the increase in ?
CDF was <1E-7/year no external events analysis was required. The risk was mitigated by the availability of alternate 
trains of components and the short exposure period. The detailed risk evaluation was reviewed by a regional senior 
reactor analyst. The inspectors determined that the cause of this finding was related to the corrective action program 
(CAP) component of the problem identification and resolution (PI&R) cross-cutting area due to less-than-adequate 
problem evaluation techniques. Specifically, licensee failed to adequately investigate why the wires were rolled during 
initial functional testing. [P.1(c)] (Section 1R19) 
Inspection Report# : 2013005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inoperability of Unit 1 Emergency Containment Coolers due to Incorrect Tagout 
Green: A self-revealing NCV of TS 5.4.1.a, “Procedures,” was identified for the licensee’s failure to specify and 
verify the correct unit designation in clearance and tagout instructions for removing the Unit 2 nuclear service cooling 
water (NSCW) system “B” train from service, as required by Administrative Procedure NMP-AD-003, “Equipment 
Clearance and Tagging,” Ver. 17.4. As a result, on September 23, 2014, operators isolated the NSCW supply valve to 
the “B” train containment coolers on the wrong unit (i.e. Unit 1), rendering it inoperable. Following closure of the 
valve, operators in the Unit 1 control room received containment coolers low flow alarms and took actions to 
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reposition the valve and restored NSCW flow. The licensee entered this issue into their corrective action program as 
CR 870005.  
 
The performance deficiency was more than minor because it was associated with the SSC and barrier performance 
attribute of the barrier integrity cornerstone and adversely affected the cornerstone objective to provide reasonable 
assurance that the containment barrier to protects the public from radionuclide releases caused by accidents or events. 
Specifically, the performance deficiency affected the availability of the “B” train of the emergency containment 
coolers which support the capability of the containment barrier to protect the public from radionuclide releases caused 
by accidents or events. The inspectors evaluated the finding using IMC 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” issued June 19, 2012. The finding screened as Green because it 
did not represent an actual open pathway in the physical integrity of reactor containment, containment isolation 
system, or heat removal components, and it did not involve a reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined the finding had a cross-cutting aspect of “challenge the unknown” in the 
human performance area because neither of the individuals that reviewed the tagout documentation stopped, after 
questioning appropriateness of manipulating 1HV-11689, and evaluated the situation before proceeding. [H.11] 
(Section 1R20)  
 
 
Inspection Report# : 2014004 (pdf)  

Emergency Preparedness 

Significance:  Jun 30, 2014 
Identified By: Licensee 
Item Type: VIO Violation 
Calculation Error Results in Significantly Non-Conservative EAL Threshold Values 
White: A finding and associated violation of 10 CFR 50.54(q)(2) was identified by the licensee for the failure to 
follow and maintain the effectiveness of emergency plans which use a standard emergency classification and action 
level scheme. Specifically, the licensee's emergency plan emergency action level (EAL) Category R – Abnormal 
Radiological RG1 (General Emergency) and RS1(Site Area Emergency) specified threshold values which were sixty 
times too high due to a calculation error. As immediate corrective action, the licensee provided the corrected threshold 
values to appropriate management and decision-makers (shift managers/emergency directors). The licensee entered 
this issue into the corrective action program as CR 648248.  
The performance deficiency was determined to be more than minor because it was associated with the emergency 
preparedness cornerstone attribute of procedure quality. It impacted the cornerstone objective because it was 
associated with inappropriate EAL and emergency plan changes and their adequacy to protect the health and safety of 
the public in the event of a radiological emergency. Specifically, the licensee’s ability to declare a Site Area 
Emergency and General Emergency based on effluent radiation monitor values was degraded in that event 
classification using these radiation monitors would be delayed. The finding was assessed for significance in 
accordance with NRC Manual Chapter 0609, Appendix B, “Emergency Preparedness Significance Determination 
Process,” which states, “Failure to comply means that a program is noncompliant with a Regulatory requirement.” 
The inspector determined that the issue of concern constituted a degraded rather than lost risk-significant planning 
standard (RSPS). The issue of concern was similar to the example in Table 5.4.1 (Degraded RSPS) and was 
determined to be of low to moderate safety significance (White). The violation was determined to meet the IMC 0305 
criteria for enforcement discretion as an old design issue. A cross-cutting aspect was not assigned based on the 
elapsed time since the performance deficiency occurred and because the inspectors determined it was not reflective of 
current licensee performance. (Section 4OA2) 
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Inspection Report# : 2014003 (pdf)  
Inspection Report# : 2014008 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unauthorized entry into a High Radiation Area 
Green. A self-revealing NCV of Technical Specification (TS) 5.7.1, “High Radiation Area”, was identified for an 
entry into a high radiation area (HRA) without meeting the entry requirements as specified therein. Specifically, on 
March 17, 2014, an operator was authorized to enter an HRA on Unit 1 under conditions where dose rates were 
known to be changing. This allowed the operator entry into an HRA without knowledge of actual radiological 
conditions. He was not provided with a radiation monitoring device that continuously indicated dose rates in the area, 
nor was he accompanied by an individual qualified in radiation protection procedures with a radiation monitoring 
device providing positive control over his activities. Upon discovery of the condition, the licensee secured access to 
the area, performed follow-up surveys and convened a human performance review board to examine causal factors 
and identify corrective actions. The licensee entered this issue into the corrective action program as CR 787908.  
 
This finding was more than minor because it was associated with the occupational radiation safety cornerstone 
attribute of human performance and adversely affects 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. Specifically, workers permitted entry into HRAs with inadequate knowledge of current radiological 
conditions could receive unintended occupational exposures. The finding was evaluated using IMC 0609, Appendix 
C, “Occupational Radiation Safety Significance Determination Process (SDP)”, dated August 19, 2008. The finding 
was not related to As Low As Reasonably Achievable (ALARA) planning, nor did it involve an overexposure or 
substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, the finding was 
determined to be of very low safety significance (Green). This finding had a cross-cutting aspect of “avoid 
complacency” in the human performance area because health physics (HP) personnel failed to verify plant conditions 
through available means when an evolution was in progress that was known to increase area dose rates prior to 
authorizing entry into an HRA. [H.12] (Section 2RS1)  
 
Inspection Report# : 2014003 (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. 
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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 : November 26, 2014 
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Vogtle 1 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV Non-Cited Violation 
Failure to Correctly Implement a Condensate and Feedwater Systems Procedure for Startup 
Green: A self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a, “Procedures,” was 
identified for the licensee’s failure to implement system operating procedure (SOP) 13615-1, “Condensate and 
Feedwater Systems,” Version 84. Specifically, on July 30, 2014, the licensee conducted a power increase from Mode 
2 (approximately 3 percent reactor power) to Mode 1 (approximately 8 percent reactor power) with main condenser 
hotwell level control in “manual” versus “automatic” as directed by procedure. This resulted in a main feedwater 
transient and a subsequent reactor shutdown. The licensee initiated an incident response team and entered this event 
into their corrective action program as condition report (CR) 847734. Additional corrective actions included revising 
the SOP to include specific instructions for the control of main condenser hotwell level with corresponding number of 
operating condensate pumps.  
 
The performance deficiency 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 events that 
upset plant stability and challenge critical safety functions during power operations. Specifically, the performance 
deficiency was associated with a human error during implementation of SOP 13615-1, resulting in a main feedwater 
transient event (i.e. loss of condensate pump net positive suction head (NPSH) in the condenser hotwell resulting in 
lowering steam generator water levels), that subsequently upset plant stability. The inspectors evaluated the finding 
using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” issued June 
19, 2012. The finding screened as Green because it did not cause a reactor trip. The inspectors determined the finding 
had a cross-cutting aspect of “procedure adherence” in the human performance area because the unit operator did not 
implement SOP 13615-1 procedure Step 4.1.1.5, which required the UO to ‘verify’ condenser hotwell control, 1LIC-
4415, is in ‘auto’ maintaining normal level. [H.8] (Section 1R11)  
 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV Non-Cited Violation 
Failure to Correctly Implement a Chemical and Volume Control System Procedure for Reactor Water Makeup 
 
Green: A self-revealing NCV of TS 5.4.1.a, “Procedures,” was identified for the licensee’s failure to implement SOP 
13009-1, “CVCS Reactor Makeup Control System,” Version 50.1. Specifically, on July 9, 2014, the licensee 
conducted a blended makeup to the volume control tank (VCT) at a boric acid concentration lower than what the 
procedure required, which resulted in an inadvertent boron dilution of the reactor coolant system (RCS), and caused a 
subsequent power excursion. Upon recognition, the unit operator took immediate actions to reduce power to an 
acceptable level. The licensee entered this issue into their corrective action program as 837899.  
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The performance deficiency 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 events that 
upset plant stability and challenge critical safety functions during power operations. Specifically, the performance 
deficiency was associated with a human error during implementation of SOP 13009-1, resulting in a reactivity event 
(i.e. inadvertent boron dilution), that subsequently upset plant stability. The inspectors evaluated the finding using 
IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 
2012. The finding screened as Green because it did not cause a reactor trip. The inspectors determined the finding had 
a cross-cutting aspect of “avoid complacency” in the human performance area because the reactor operator did not 
implement error reduction tools, such as ‘STAR’ (Stop, Think, Act, Review), as self-check to ensure that work 
activities were performed safely. [H.12]  
 
Inspection Report# : 2014004 (pdf)  

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV Non-Cited Violation 
Inadequate Maintenance Procedure Results in a Failed MSIV and a Manual Reactor Trip 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, 
and Drawings,” was identified for failure to provide adequate work instructions in the maintenance procedure used for 
main steam isolation valve (MSIV) maintenance. Specifically, maintenance procedure 26854-C, “Main Steam 
Isolation Valve Actuator Maintenance,” used to perform maintenance on Rockwell MSIV(s), did not provide adequate 
instructions for installing the lower manifold/cylinder O-ring during reassembly. This resulted in a ‘pinched’ O-ring 
on 1HV3006B, a subsequent failure of the O-ring causing the MSIV to fail closed, and a manual reactor trip. The 
licensee conducted a root cause investigation and entered the event into their corrective action program (condition 
report (CR) 800018). The licensee replaced the O-ring, performed an extent of condition evaluation for all other 
MSIVs, and revised the maintenance procedure to include specific instructions for the installation of the lower 
manifold/cylinder O-ring.  
 
The finding was more than minor because it was associated with the procedure quality attribute of the reactor safety - 
initiating events cornerstone and it adversely affected the cornerstone 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 failure to provide an adequate procedure with adequate instructions for ensuring proper O-ring installation resulted 
in the failure of the Unit 1 loop 1 outboard MSIV hydraulic actuator causing the loop 1 MSIV to fail closed and a 
subsequent manual reactor trip due to lowering steam generator water level. Because the inspectors answered “No” to 
all of the IMC 0609 Appendix A (dated June 19, 2012) Exhibit 1, Section B, “Initiating Events Screening Questions,” 
the inspectors concluded that the finding was of very low safety significance (Green). The inspectors determined the 
finding had a cross-cutting aspect of “resources” in the human performance area, because the maintenance procedure 
used to install manifold/cylinder O-ring did not provide adequate instructions for the proper installation of the O-ring. 
[H.1] (Section 1R12)  
 
Inspection Report# : 2014003 (pdf)  

Mitigating Systems 

Barrier Integrity 
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Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV Non-Cited Violation 
Inoperability of Unit 1 Emergency Containment Coolers due to Incorrect Tagout 
Green: A self-revealing NCV of TS 5.4.1.a, “Procedures,” was identified for the licensee’s failure to specify and 
verify the correct unit designation in clearance and tagout instructions for removing the Unit 2 nuclear service cooling 
water (NSCW) system “B” train from service, as required by Administrative Procedure NMP-AD-003, “Equipment 
Clearance and Tagging,” Ver. 17.4. As a result, on September 23, 2014, operators isolated the NSCW supply valve to 
the “B” train containment coolers on the wrong unit (i.e. Unit 1), rendering it inoperable. Following closure of the 
valve, operators in the Unit 1 control room received containment coolers low flow alarms and took actions to 
reposition the valve and restored NSCW flow. The licensee entered this issue into their corrective action program as 
CR 870005.  
 
The performance deficiency was more than minor because it was associated with the SSC and barrier performance 
attribute of the barrier integrity cornerstone and adversely affected the cornerstone objective to provide reasonable 
assurance that the containment barrier to protects the public from radionuclide releases caused by accidents or events. 
Specifically, the performance deficiency affected the availability of the “B” train of the emergency containment 
coolers which support the capability of the containment barrier to protect the public from radionuclide releases caused 
by accidents or events. The inspectors evaluated the finding using IMC 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” issued June 19, 2012. The finding screened as Green because it 
did not represent an actual open pathway in the physical integrity of reactor containment, containment isolation 
system, or heat removal components, and it did not involve a reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined the finding had a cross-cutting aspect of “challenge the unknown” in the 
human performance area because neither of the individuals that reviewed the tagout documentation stopped, after 
questioning appropriateness of manipulating 1HV-11689, and evaluated the situation before proceeding. [H.11] 
(Section 1R20)  
 
 
Inspection Report# : 2014004 (pdf)  

Emergency Preparedness 

Significance:  Jun 30, 2014 
Identified By: Licensee 
Item Type: VIO Violation 
Calculation Error Results in Significantly Non-Conservative EAL Threshold Values 
White: A finding and associated violation of 10 CFR 50.54(q)(2) was identified by the licensee for the failure to 
follow and maintain the effectiveness of emergency plans which use a standard emergency classification and action 
level scheme. Specifically, the licensee's emergency plan emergency action level (EAL) Category R – Abnormal 
Radiological RG1 (General Emergency) and RS1(Site Area Emergency) specified threshold values which were sixty 
times too high due to a calculation error. As immediate corrective action, the licensee provided the corrected threshold 
values to appropriate management and decision-makers (shift managers/emergency directors). The licensee entered 
this issue into the corrective action program as CR 648248.  
The performance deficiency was determined to be more than minor because it was associated with the emergency 
preparedness cornerstone attribute of procedure quality. It impacted the cornerstone objective because it was 
associated with inappropriate EAL and emergency plan changes and their adequacy to protect the health and safety of 
the public in the event of a radiological emergency. Specifically, the licensee’s ability to declare a Site Area 
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Emergency and General Emergency based on effluent radiation monitor values was degraded in that event 
classification using these radiation monitors would be delayed. The finding was assessed for significance in 
accordance with NRC Manual Chapter 0609, Appendix B, “Emergency Preparedness Significance Determination 
Process,” which states, “Failure to comply means that a program is noncompliant with a Regulatory requirement.” 
The inspector determined that the issue of concern constituted a degraded rather than lost risk-significant planning 
standard (RSPS). The issue of concern was similar to the example in Table 5.4.1 (Degraded RSPS) and was 
determined to be of low to moderate safety significance (White). The violation was determined to meet the IMC 0305 
criteria for enforcement discretion as an old design issue. A cross-cutting aspect was not assigned based on the 
elapsed time since the performance deficiency occurred and because the inspectors determined it was not reflective of 
current licensee performance. (Section 4OA2)  
 
Inspection Report# : 2014003 (pdf)  
Inspection Report# : 2014008 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV Non-Cited Violation 
Unauthorized entry into a High Radiation Area 
Green. A self-revealing NCV of Technical Specification (TS) 5.7.1, “High Radiation Area”, was identified for an 
entry into a high radiation area (HRA) without meeting the entry requirements as specified therein. Specifically, on 
March 17, 2014, an operator was authorized to enter an HRA on Unit 1 under conditions where dose rates were 
known to be changing. This allowed the operator entry into an HRA without knowledge of actual radiological 
conditions. He was not provided with a radiation monitoring device that continuously indicated dose rates in the area, 
nor was he accompanied by an individual qualified in radiation protection procedures with a radiation monitoring 
device providing positive control over his activities. Upon discovery of the condition, the licensee secured access to 
the area, performed follow-up surveys and convened a human performance review board to examine causal factors 
and identify corrective actions. The licensee entered this issue into the corrective action program as CR 787908.  
 
This finding was more than minor because it was associated with the occupational radiation safety cornerstone 
attribute of human performance and adversely affects 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. Specifically, workers permitted entry into HRAs with inadequate knowledge of current radiological 
conditions could receive unintended occupational exposures. The finding was evaluated using IMC 0609, Appendix 
C, “Occupational Radiation Safety Significance Determination Process (SDP)”, dated August 19, 2008. The finding 
was not related to As Low As Reasonably Achievable (ALARA) planning, nor did it involve an overexposure or 
substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, the finding was 
determined to be of very low safety significance (Green). This finding had a cross-cutting aspect of “avoid 
complacency” in the human performance area because health physics (HP) personnel failed to verify plant conditions 
through available means when an evolution was in progress that was known to increase area dose rates prior to 
authorizing entry into an HRA. [H.12] (Section 2RS1)  
 
Inspection Report# : 2014003 (pdf)  
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Public Radiation Safety 
Significance: TBD Dec 31, 2014 
Identified By: NRC 
Item Type: AV Apparent Violation 
Shipment of a Type B quantity of RAM in a Type A Container 
A self-revealing, preliminary White, AV of Technical Specification (TS) 5.4.1., Procedures,  
occurred on June 24, 2014, when a Type A shipping cask containing Type B radioactive waste  
(spent resin) was shipped by Southern Nuclear Operating Company (SNC) from the Vogtle  
Electric Generating Plant (VEGP), Units 1 and 2, to the Energy Solutions radioactive waste  
processing facility located in Barnwell, South Carolina. The serial number of the High Integrity  
Container (HIC) containing the spent resin was not verified when it was removed from its  
storage process shield and placed in the shipping cask, with the result that a HIC with a Type  
B quantity of resin was transported in a Type A shipping cask. This error resulted in multiple  
violations of NRC and Department of Transportation (DOT) regulations, which are included in  
Enclosure 2. The licensee entered the event in the corrective action program (CAP) as  
condition report (CR) 831652. Immediate corrective actions included suspension of radioactive  
waste shipments at Southern Nuclear Operating Company (SNC) facilities, and requalification of  
plant Vogtle radioactive shippers and oversight personnel.  
 
The licensee’s failure to document the location of radioactive waste stored in the process  
shields, as required by licensee procedure 46111-C, “Storage of Radwaste in Outdoor Process  
Shields,” was a performance deficiency (PD). The PD was more than minor because it was  
associated with the public radiation safety cornerstone attribute of Program & Process  
(transportation program), and adversely impacted the cornerstone objective of ensuring  
adequate protection of public health and safety from exposure to RAM released into the public  
domain. A Type B quantity of material left the licensee’s facility and entered the public domain  
in an inadequate (Type A) container. The inspectors determined this finding has a cross-cutting  
aspect of in the Documentation component of the Human Performance area, because the  
licensee did not create and maintain complete, accurate, and up-to-date documentation used in  
preparing shipments of radioactive waste. 
Inspection Report# : 2014009 (pdf)  

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 : April 01, 2015 
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Vogtle 1
1Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Correctly Implement a Condensate and Feedwater Systems Procedure for Startup
Green: A self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a, “Procedures,” was 
identified for the licensee’s failure to implement system operating procedure (SOP) 13615-1, “Condensate and 
Feedwater Systems,” Version 84. Specifically, on July 30, 2014, the licensee conducted a power increase from Mode 
2 (approximately 3 percent reactor power) to Mode 1 (approximately 8 percent reactor power) with main condenser 
hotwell level control in “manual” versus “automatic” as directed by procedure. This resulted in a main feedwater 
transient and a subsequent reactor shutdown. The licensee initiated an incident response team and entered this event 
into their corrective action program as condition report (CR) 847734. Additional corrective actions included revising 
the SOP to include specific instructions for the control of main condenser hotwell level with corresponding number of 
operating condensate pumps. 

The performance deficiency 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 events that 
upset plant stability and challenge critical safety functions during power operations. Specifically, the performance 
deficiency was associated with a human error during implementation of SOP 13615-1, resulting in a main feedwater 
transient event (i.e. loss of condensate pump net positive suction head (NPSH) in the condenser hotwell resulting in 
lowering steam generator water levels), that subsequently upset plant stability. The inspectors evaluated the finding 
using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” issued June 
19, 2012. The finding screened as Green because it did not cause a reactor trip. The inspectors determined the finding 
had a cross-cutting aspect of “procedure adherence” in the human performance area because the unit operator did not 
implement SOP 13615-1 procedure Step 4.1.1.5, which required the UO to ‘verify’ condenser hotwell control, 1LIC-
4415, is in ‘auto’ maintaining normal level. [H.8] (Section 1R11) 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Correctly Implement a Chemical and Volume Control System Procedure for Reactor Water Makeup 

Green: A self-revealing NCV of TS 5.4.1.a, “Procedures,” was identified for the licensee’s failure to implement SOP 
13009-1, “CVCS Reactor Makeup Control System,” Version 50.1. Specifically, on July 9, 2014, the licensee 
conducted a blended makeup to the volume control tank (VCT) at a boric acid concentration lower than what the 
procedure required, which resulted in an inadvertent boron dilution of the reactor coolant system (RCS), and caused a 
subsequent power excursion. Upon recognition, the unit operator took immediate actions to reduce power to an 
acceptable level. The licensee entered this issue into their corrective action program as 837899. 
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The performance deficiency 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 events that 
upset plant stability and challenge critical safety functions during power operations. Specifically, the performance 
deficiency was associated with a human error during implementation of SOP 13009-1, resulting in a reactivity event 
(i.e. inadvertent boron dilution), that subsequently upset plant stability. The inspectors evaluated the finding using 
IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 
2012. The finding screened as Green because it did not cause a reactor trip. The inspectors determined the finding had 
a cross-cutting aspect of “avoid complacency” in the human performance area because the reactor operator did not 
implement error reduction tools, such as ‘STAR’ (Stop, Think, Act, Review), as self-check to ensure that work 
activities were performed safely. [H.12] 

Inspection Report# : 2014004 (pdf)

Significance:  Jun 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Maintenance Procedure Results in a Failed MSIV and a Manual Reactor Trip
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, 
and Drawings,” was identified for failure to provide adequate work instructions in the maintenance procedure used for 
main steam isolation valve (MSIV) maintenance. Specifically, maintenance procedure 26854-C, “Main Steam 
Isolation Valve Actuator Maintenance,” used to perform maintenance on Rockwell MSIV(s), did not provide adequate 
instructions for installing the lower manifold/cylinder O-ring during reassembly. This resulted in a ‘pinched’ O-ring 
on 1HV3006B, a subsequent failure of the O-ring causing the MSIV to fail closed, and a manual reactor trip. The 
licensee conducted a root cause investigation and entered the event into their corrective action program (condition 
report (CR) 800018). The licensee replaced the O-ring, performed an extent of condition evaluation for all other 
MSIVs, and revised the maintenance procedure to include specific instructions for the installation of the lower 
manifold/cylinder O-ring. 

The finding was more than minor because it was associated with the procedure quality attribute of the reactor safety -
initiating events cornerstone and it adversely affected the cornerstone 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 failure to provide an adequate procedure with adequate instructions for ensuring proper O-ring installation resulted 
in the failure of the Unit 1 loop 1 outboard MSIV hydraulic actuator causing the loop 1 MSIV to fail closed and a 
subsequent manual reactor trip due to lowering steam generator water level. Because the inspectors answered “No” to 
all of the IMC 0609 Appendix A (dated June 19, 2012) Exhibit 1, Section B, “Initiating Events Screening Questions,”
the inspectors concluded that the finding was of very low safety significance (Green). The inspectors determined the 
finding had a cross-cutting aspect of “resources” in the human performance area, because the maintenance procedure 
used to install manifold/cylinder O-ring did not provide adequate instructions for the proper installation of the O-ring. 
[H.1] (Section 1R12) 

Inspection Report# : 2014003 (pdf)

Mitigating Systems

Barrier Integrity
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Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inoperability of Unit 1 Emergency Containment Coolers due to Incorrect Tagout
Green: A self-revealing NCV of TS 5.4.1.a, “Procedures,” was identified for the licensee’s failure to specify and 
verify the correct unit designation in clearance and tagout instructions for removing the Unit 2 nuclear service cooling 
water (NSCW) system “B” train from service, as required by Administrative Procedure NMP-AD-003, “Equipment 
Clearance and Tagging,” Ver. 17.4. As a result, on September 23, 2014, operators isolated the NSCW supply valve to 
the “B” train containment coolers on the wrong unit (i.e. Unit 1), rendering it inoperable. Following closure of the 
valve, operators in the Unit 1 control room received containment coolers low flow alarms and took actions to 
reposition the valve and restored NSCW flow. The licensee entered this issue into their corrective action program as 
CR 870005. 

The performance deficiency was more than minor because it was associated with the SSC and barrier performance 
attribute of the barrier integrity cornerstone and adversely affected the cornerstone objective to provide reasonable 
assurance that the containment barrier to protects the public from radionuclide releases caused by accidents or events. 
Specifically, the performance deficiency affected the availability of the “B” train of the emergency containment 
coolers which support the capability of the containment barrier to protect the public from radionuclide releases caused 
by accidents or events. The inspectors evaluated the finding using IMC 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” issued June 19, 2012. The finding screened as Green because it 
did not represent an actual open pathway in the physical integrity of reactor containment, containment isolation 
system, or heat removal components, and it did not involve a reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined the finding had a cross-cutting aspect of “challenge the unknown” in the 
human performance area because neither of the individuals that reviewed the tagout documentation stopped, after 
questioning appropriateness of manipulating 1HV-11689, and evaluated the situation before proceeding. [H.11] 
(Section 1R20) 

Inspection Report# : 2014004 (pdf)

Emergency Preparedness

Significance:  Jun 30, 2014
Identified By: Licensee
Item Type: VIO Violation
Calculation Error Results in Significantly Non-Conservative EAL Threshold Values
White: A finding and associated violation of 10 CFR 50.54(q)(2) was identified by the licensee for the failure to 
follow and maintain the effectiveness of emergency plans which use a standard emergency classification and action 
level scheme. Specifically, the licensee's emergency plan emergency action level (EAL) Category R – Abnormal 
Radiological RG1 (General Emergency) and RS1(Site Area Emergency) specified threshold values which were sixty 
times too high due to a calculation error. As immediate corrective action, the licensee provided the corrected threshold 
values to appropriate management and decision-makers (shift managers/emergency directors). The licensee entered 
this issue into the corrective action program as CR 648248. 
The performance deficiency was determined to be more than minor because it was associated with the emergency 
preparedness cornerstone attribute of procedure quality. It impacted the cornerstone objective because it was 
associated with inappropriate EAL and emergency plan changes and their adequacy to protect the health and safety of 
the public in the event of a radiological emergency. Specifically, the licensee’s ability to declare a Site Area 
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Emergency and General Emergency based on effluent radiation monitor values was degraded in that event 
classification using these radiation monitors would be delayed. The finding was assessed for significance in 
accordance with NRC Manual Chapter 0609, Appendix B, “Emergency Preparedness Significance Determination 
Process,” which states, “Failure to comply means that a program is noncompliant with a Regulatory requirement.”
The inspector determined that the issue of concern constituted a degraded rather than lost risk-significant planning 
standard (RSPS). The issue of concern was similar to the example in Table 5.4.1 (Degraded RSPS) and was 
determined to be of low to moderate safety significance (White). The violation was determined to meet the IMC 0305 
criteria for enforcement discretion as an old design issue. A cross-cutting aspect was not assigned based on the 
elapsed time since the performance deficiency occurred and because the inspectors determined it was not reflective of 
current licensee performance. (Section 4OA2) 

Inspection Report# : 2014003 (pdf)
Inspection Report# : 2014008 (pdf)

Occupational Radiation Safety

Significance:  Jun 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Unauthorized entry into a High Radiation Area
Green. A self-revealing NCV of Technical Specification (TS) 5.7.1, “High Radiation Area”, was identified for an 
entry into a high radiation area (HRA) without meeting the entry requirements as specified therein. Specifically, on 
March 17, 2014, an operator was authorized to enter an HRA on Unit 1 under conditions where dose rates were 
known to be changing. This allowed the operator entry into an HRA without knowledge of actual radiological 
conditions. He was not provided with a radiation monitoring device that continuously indicated dose rates in the area, 
nor was he accompanied by an individual qualified in radiation protection procedures with a radiation monitoring 
device providing positive control over his activities. Upon discovery of the condition, the licensee secured access to 
the area, performed follow-up surveys and convened a human performance review board to examine causal factors 
and identify corrective actions. The licensee entered this issue into the corrective action program as CR 787908. 

This finding was more than minor because it was associated with the occupational radiation safety cornerstone 
attribute of human performance and adversely affects 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. Specifically, workers permitted entry into HRAs with inadequate knowledge of current radiological 
conditions could receive unintended occupational exposures. The finding was evaluated using IMC 0609, Appendix 
C, “Occupational Radiation Safety Significance Determination Process (SDP)”, dated August 19, 2008. The finding 
was not related to As Low As Reasonably Achievable (ALARA) planning, nor did it involve an overexposure or 
substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, the finding was 
determined to be of very low safety significance (Green). This finding had a cross-cutting aspect of “avoid 
complacency” in the human performance area because health physics (HP) personnel failed to verify plant conditions 
through available means when an evolution was in progress that was known to increase area dose rates prior to 
authorizing entry into an HRA. [H.12] (Section 2RS1) 

Inspection Report# : 2014003 (pdf)
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Public Radiation Safety

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: VIO Violation
Shipment of a Type B quantity of RAM in a Type A Container
A self-revealing, preliminary White, AV of Technical Specification (TS) 5.4.1., Procedures, 
occurred on June 24, 2014, when a Type A shipping cask containing Type B radioactive waste 
(spent resin) was shipped by Southern Nuclear Operating Company (SNC) from the Vogtle 
Electric Generating Plant (VEGP), Units 1 and 2, to the Energy Solutions radioactive waste 
processing facility located in Barnwell, South Carolina. The serial number of the High Integrity 
Container (HIC) containing the spent resin was not verified when it was removed from its 
storage process shield and placed in the shipping cask, with the result that a HIC with a Type 
B quantity of resin was transported in a Type A shipping cask. This error resulted in multiple 
violations of NRC and Department of Transportation (DOT) regulations, which are included in 
Enclosure 2. The licensee entered the event in the corrective action program (CAP) as 
condition report (CR) 831652. Immediate corrective actions included suspension of radioactive 
waste shipments at Southern Nuclear Operating Company (SNC) facilities, and requalification of 
plant Vogtle radioactive shippers and oversight personnel. 

The licensee’s failure to document the location of radioactive waste stored in the process 
shields, as required by licensee procedure 46111-C, “Storage of Radwaste in Outdoor Process 
Shields,” was a performance deficiency (PD). The PD was more than minor because it was 
associated with the public radiation safety cornerstone attribute of Program & Process 
(transportation program), and adversely impacted the cornerstone objective of ensuring 
adequate protection of public health and safety from exposure to RAM released into the public 
domain. A Type B quantity of material left the licensee’s facility and entered the public domain 
in an inadequate (Type A) container. The inspectors determined this finding has a cross-cutting 
aspect of in the Documentation component of the Human Performance area, because the 
licensee did not create and maintain complete, accurate, and up-to-date documentation used in 
preparing shipments of radioactive waste.
Inspection Report# : 2014009 (pdf)

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
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Vogtle 1
2Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Correctly Implement a Condensate and Feedwater Systems Procedure for Startup
Green: A self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a, “Procedures,” was 
identified for the licensee’s failure to implement system operating procedure (SOP) 13615-1, “Condensate and 
Feedwater Systems,” Version 84. Specifically, on July 30, 2014, the licensee conducted a power increase from Mode 
2 (approximately 3 percent reactor power) to Mode 1 (approximately 8 percent reactor power) with main condenser 
hotwell level control in “manual” versus “automatic” as directed by procedure. This resulted in a main feedwater 
transient and a subsequent reactor shutdown. The licensee initiated an incident response team and entered this event 
into their corrective action program as condition report (CR) 847734. Additional corrective actions included revising 
the SOP to include specific instructions for the control of main condenser hotwell level with corresponding number of 
operating condensate pumps. 

The performance deficiency 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 events that 
upset plant stability and challenge critical safety functions during power operations. Specifically, the performance 
deficiency was associated with a human error during implementation of SOP 13615-1, resulting in a main feedwater 
transient event (i.e. loss of condensate pump net positive suction head (NPSH) in the condenser hotwell resulting in 
lowering steam generator water levels), that subsequently upset plant stability. The inspectors evaluated the finding 
using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” issued June 
19, 2012. The finding screened as Green because it did not cause a reactor trip. The inspectors determined the finding 
had a cross-cutting aspect of “procedure adherence” in the human performance area because the unit operator did not 
implement SOP 13615-1 procedure Step 4.1.1.5, which required the UO to ‘verify’ condenser hotwell control, 1LIC-
4415, is in ‘auto’ maintaining normal level. [H.8] (Section 1R11) 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Correctly Implement a Chemical and Volume Control System Procedure for Reactor Water Makeup 

Green: A self-revealing NCV of TS 5.4.1.a, “Procedures,” was identified for the licensee’s failure to implement SOP 
13009-1, “CVCS Reactor Makeup Control System,” Version 50.1. Specifically, on July 9, 2014, the licensee 
conducted a blended makeup to the volume control tank (VCT) at a boric acid concentration lower than what the 
procedure required, which resulted in an inadvertent boron dilution of the reactor coolant system (RCS), and caused a 
subsequent power excursion. Upon recognition, the unit operator took immediate actions to reduce power to an 
acceptable level. The licensee entered this issue into their corrective action program as 837899. 
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The performance deficiency 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 events that 
upset plant stability and challenge critical safety functions during power operations. Specifically, the performance 
deficiency was associated with a human error during implementation of SOP 13009-1, resulting in a reactivity event 
(i.e. inadvertent boron dilution), that subsequently upset plant stability. The inspectors evaluated the finding using 
IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 
2012. The finding screened as Green because it did not cause a reactor trip. The inspectors determined the finding had 
a cross-cutting aspect of “avoid complacency” in the human performance area because the reactor operator did not 
implement error reduction tools, such as ‘STAR’ (Stop, Think, Act, Review), as self-check to ensure that work 
activities were performed safely. [H.12] 

Inspection Report# : 2014004 (pdf)

Mitigating Systems

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Correct Degraded Foreign Material Cover Plates for the NSCW Pump Wells
An NRC-identified, Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective 
Action,” was identified for the licensee’s failure to identify and correct conditions adverse to quality associated with 
the cover plates for the nuclear service cooling water (NSCW) system pumps’ shaft well access openings. 
Specifically, the licensee failed to identify degraded conditions on the NSCW pump well cover plates (e.g. openings 
from uncovered holes and degraded periphery) that could result in foreign material (FM) entering the pumps’ well and 
impact cooling water flow to safety related heat exchangers. The licensee entered the issue into their corrective action 
program (CAP) under CR10033287, CR10085803 and CR10091171, installed temporary FM exclusion covers, and 
removed debris near the pump cover wells. 

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 openings in the degraded pump well covers could allow FM to enter the NSCW 
system and adversely affect cooling water flow to essential component coolers. The finding was evaluated using the 
mitigating systems cornerstone column of Attachment 4 and Exhibit 2 of Appendix A to Inspection Manual Chapter 
0609, “Significance Determination Process,” (SDP) dated April 29, 2015. The finding was of very low safety 
significance (i.e. Green) because the inspectors answered “No” to all of the screening questions in the exhibit. The 
inspectors determined the finding had a cross-cutting aspect of “Evaluation” in the Problem Identification and 
Resolution (PI&R) area because the organization did not thoroughly evaluate the NSCW debris-blocking event of the 
1B safety injection (SI) lube oil (LO) cooler, in February 27, 2015, to ensure that resolutions addressed causes and 
extent of conditions commensurate with their safety significance (P.2). (Section 1R12)
Inspection Report# : 2015002 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: Self-Revealing
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Item Type: NCV Non-Cited Violation
Inoperability of Unit 1 Emergency Containment Coolers due to Incorrect Tagout
Green: A self-revealing NCV of TS 5.4.1.a, “Procedures,” was identified for the licensee’s failure to specify and 
verify the correct unit designation in clearance and tagout instructions for removing the Unit 2 nuclear service cooling 
water (NSCW) system “B” train from service, as required by Administrative Procedure NMP-AD-003, “Equipment 
Clearance and Tagging,” Ver. 17.4. As a result, on September 23, 2014, operators isolated the NSCW supply valve to 
the “B” train containment coolers on the wrong unit (i.e. Unit 1), rendering it inoperable. Following closure of the 
valve, operators in the Unit 1 control room received containment coolers low flow alarms and took actions to 
reposition the valve and restored NSCW flow. The licensee entered this issue into their corrective action program as 
CR 870005. 

The performance deficiency was more than minor because it was associated with the SSC and barrier performance 
attribute of the barrier integrity cornerstone and adversely affected the cornerstone objective to provide reasonable 
assurance that the containment barrier to protects the public from radionuclide releases caused by accidents or events. 
Specifically, the performance deficiency affected the availability of the “B” train of the emergency containment 
coolers which support the capability of the containment barrier to protect the public from radionuclide releases caused 
by accidents or events. The inspectors evaluated the finding using IMC 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” issued June 19, 2012. The finding screened as Green because it 
did not represent an actual open pathway in the physical integrity of reactor containment, containment isolation 
system, or heat removal components, and it did not involve a reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined the finding had a cross-cutting aspect of “challenge the unknown” in the 
human performance area because neither of the individuals that reviewed the tagout documentation stopped, after 
questioning appropriateness of manipulating 1HV-11689, and evaluated the situation before proceeding. [H.11] 
(Section 1R20) 

Inspection Report# : 2014004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Significance:  Dec 31, 2014
Identified By: Self-Revealing
Item Type: VIO Violation
Shipment of a Type B quantity of RAM in a Type A Container
A self-revealing, preliminary White, AV of Technical Specification (TS) 5.4.1., Procedures, 
occurred on June 24, 2014, when a Type A shipping cask containing Type B radioactive waste 
(spent resin) was shipped by Southern Nuclear Operating Company (SNC) from the Vogtle 
Electric Generating Plant (VEGP), Units 1 and 2, to the Energy Solutions radioactive waste 
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processing facility located in Barnwell, South Carolina. The serial number of the High Integrity 
Container (HIC) containing the spent resin was not verified when it was removed from its 
storage process shield and placed in the shipping cask, with the result that a HIC with a Type 
B quantity of resin was transported in a Type A shipping cask. This error resulted in multiple 
violations of NRC and Department of Transportation (DOT) regulations, which are included in 
Enclosure 2. The licensee entered the event in the corrective action program (CAP) as 
condition report (CR) 831652. Immediate corrective actions included suspension of radioactive 
waste shipments at Southern Nuclear Operating Company (SNC) facilities, and requalification of 
plant Vogtle radioactive shippers and oversight personnel. 

The licensee’s failure to document the location of radioactive waste stored in the process 
shields, as required by licensee procedure 46111-C, “Storage of Radwaste in Outdoor Process 
Shields,” was a performance deficiency (PD). The PD was more than minor because it was 
associated with the public radiation safety cornerstone attribute of Program & Process 
(transportation program), and adversely impacted the cornerstone objective of ensuring 
adequate protection of public health and safety from exposure to RAM released into the public 
domain. A Type B quantity of material left the licensee’s facility and entered the public domain 
in an inadequate (Type A) container. The inspectors determined this finding has a cross-cutting 
aspect of in the Documentation component of the Human Performance area, because the 
licensee did not create and maintain complete, accurate, and up-to-date documentation used in 
preparing shipments of radioactive waste. 

The NRC performed a supplemental inspection to assess the adequacy of the licensee's evaluation, extent of 
condition/cause review and associated corrective actions. The inspectors determined that the licensee performed an 
adequate evaluation of the specific performance issue and that comprehensive corrective actions were completed to 
address each of the specific causes. 

(IR# 05000424, 425/2015009 dated September 15, 2015)
Inspection Report# : 2014009 (pdf)
Inspection Report# : 2015009 (pdf)

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: N/A Apr 03, 2015
Identified By: NRC
Item Type: FIN Finding
Biennial PI&R Summary
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The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
The licensee was effective at identifying problems and entering them into the corrective action program (CAP) for 
resolution, as evidenced by the relatively few number of deficiencies identified by external organizations (including 
the NRC) that had not been previously identified by the licensee, during the review period. Generally, prioritization 
and evaluation of issues were adequate, 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 effective and implemented in a timely manner. 

The inspectors 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 dentified. 
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# : 2015008 (pdf)

Last modified : September 30, 2015
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Vogtle 1
3Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: FIN Finding
NRC Biennial Written Examinations Did Not Meet Qualitative Standards
An NRC-identified finding was identified when between 20 and 40 percent of the written examination questions 
administered to licensed operators during the biennial requalification examination did not meet the requirements of 
NMP-TR-424, “Licensed Operator Continuing Training Exam Development,” and NUREG-1021, “Operator 
Licensing Examination Standards For Power Reactors,” Revision 10 

The inspectors determined that the failure to ensure that biennial written examinations met the qualitative standards 
for written examinations was a performance deficiency (PD). The PD was more than minor because it was associated 
with the Human Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective in that the quality of biennial written examinations potentially impacted the licensee’s ability to 
appropriately evaluate licensed operators. The significance of the finding was determined to be Green because 
between 20 and 40 percent of the questions reviewed did not meet the standard. No cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding.
Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Requalification Examination Integrity
An NRC-identified Non-cited Violation (NCV) of 10 CFR 55.49, “Integrity of examinations and tests,” was identified 
for the licensee’s failure to adhere to requirements of NMP-TR-424, License Operator Continuing Training Exam 
Development, Version 3.1. NMP-TR-424 was the procedure that the licensee used to implement industry standard 
ACAD 07-001, Guidelines for the Continuing Training of Licensed Personnel. ACAD 07-001 is a methodology which 
can be used to fulfill 10 CFR 55.59(c), “Requalification program requirements” and 10 CFR 55.4, “Systems approach 
to training (SAT).” This violation has been entered into the licensee’s corrective action program (CAP) as condition 
report (CR) 10115484. 

The inspectors determined that the licensee’s failure to adhere to overlap standards in NMP-TR-424 was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the Human Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone 
objective in that the failure to adhere to examination overlap standards adversely affected the quality of the 
administration of the operating exams. The finding was determined to be of very low safety significance (Green) 
because there was no evidence that a licensed operator had actually gained an unfair advantage on an examination 
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required by 10 CFR 55.59. The finding was directly related to the cross-cutting aspect of procedure adherence of the 
cross-cutting area of Human Performance because the training staff did not follow the guidance for all licensed 
operators’ 2014 annual operating exam [H.8].
Inspection Report# : 2015003 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Fully Close and Latch Plant Fire Doors 
An NRC-identified Green non-cited violation of Vogtle Units 1 and 2 Operating License Conditions 2.G, was 
identified for the licensee’s failure to ensure that fire doors V22108L1A67, V12111L1238, and V12111L1A41 in 3-
hour rated fire barriers were fully closed and latched, as required by the approved fire protection program (FPP) and 
National Fire Protection Association (NFPA) Code 80-1983, Fire Doors and Windows (Vogtle NFPA Code of 
Record). The licensee took corrective actions and declared fire door V22108L1A67 inoperable and established a 
roving fire watch. The inoperable door was entered into the licensee’s corrective action program as condition report 
(CR) 10067247 and was repaired the next day. For doors V12111L1238 and V12111L1A41, the licensee immediately 
removed materials that were interfering with the latching of the doors and entered these into their corrective action 
program as CR 10096004 and CR10096008 respectively. Because these two conditions were corrected as soon as they 
were brought to the licensee’s attention by the inspectors, no fire watch was required to be established. 

The licensee’s failure to ensure the three fire doors were fully closed and latched as required by the approved FPP and 
NFPA Code 80-1983 was determined to be a performance deficiency. This performance deficiency was more than 
minor because it affected the reactor safety mitigating systems cornerstone attribute of protection against external 
events (i.e., fire) and adversely affected the fire protection defense-in-depth element involving fire confinement and 
control of fires that do occur to protect systems important to safety. The finding was screened in accordance with 
NRC Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire Protection Significance 
Determination Process,” review was required as the finding involved the ability to confine a fire. The finding category 
of “Fire Confinement” was assigned, based upon that element of the FPP being impacted. Using IMC 0609, Appendix 
F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the inspectors determined that the 
finding was of very low safety significance (Green) at Task 1.4.3, Question C, based upon observation that a fully 
functioning, automatically actuated, fire suppression system was installed on both sides of fire doors V12111L1238 
and V12111L1A41 and on one side of fire door V22108L1A67. The inspectors determined that the finding had a 
cross-cutting aspect of “Procedure Adherence” in the Human Performance area because individuals did not follow 
processes and procedures for ensuring that fire doors were properly closed and latched after passing through the doors 
[H.8]. [Section 1R05.02.b(1)]
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Repair a Degraded Fire Penetration Seal 
An NRC-identified Green non-cited violation of Vogtle Unit 1 Operating License Condition 2.G was identified for the 
licensee’s failure to identify and repair degraded fire penetration seal 1-11-759A, as required by the approved fire 
protection program (FPP). The licensee took corrective actions to declare the penetration seal inoperable, entered the 
issue in their corrective action program as condition report 10102010 and established a roving fire watch. 

The licensee’s failure to identify and repair the degraded fire penetration seal 1-11-759A was a performance 
deficiency. This performance deficiency was more than minor because it affected the reactor safety mitigating systems 
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cornerstone attribute of protection against external events (i.e., fire) and adversely affected the fire protection defense-
in-depth element involving fire confinement and control of fires that do occur to protect systems important to safety. 
The finding was screened in accordance with NRC Inspection Manual Chapter (IMC) 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding involved the 
ability to confine a fire. The finding category of “Fire Confinement” was assigned, based upon that element of the 
FPP being impacted. Using the criteria contained in IMC 0609 Appendix F, Attachment 2, Table A2.2, the inspectors 
concluded that the seal degradation level was low because the silicone foam seal depth and a fully intact damming 
board on one side of the barrier would have been sufficient to provide at least two hours of fire resistance. In addition, 
it was noted that the fire zones on each side of the degraded fire penetration seal were protected with an automatic fire 
suppression system. Using IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination 
Process Worksheet,” the inspectors determined that the finding was of very low safety significance (Green) at Task 
1.4.3, Question C. The inspectors determined that the finding had a cross-cutting aspect of “Avoid Complacency” in 
the Human Performance area because individuals inspecting the seals failed to recognize and plan for the possibility 
of the penetration seal being damaged. [H.12] [Section 1R05.02.b(2)]
Inspection Report# : 2015007 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Correct Degraded Foreign Material Cover Plates for the NSCW Pump Wells
An NRC-identified, Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective 
Action,” was identified for the licensee’s failure to identify and correct conditions adverse to quality associated with 
the cover plates for the nuclear service cooling water (NSCW) system pumps’ shaft well access openings. 
Specifically, the licensee failed to identify degraded conditions on the NSCW pump well cover plates (e.g. openings 
from uncovered holes and degraded periphery) that could result in foreign material (FM) entering the pumps’ well and 
impact cooling water flow to safety related heat exchangers. The licensee entered the issue into their corrective action 
program (CAP) under CR10033287, CR10085803 and CR10091171, installed temporary FM exclusion covers, and 
removed debris near the pump cover wells. 

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 openings in the degraded pump well covers could allow FM to enter the NSCW 
system and adversely affect cooling water flow to essential component coolers. The finding was evaluated using the 
mitigating systems cornerstone column of Attachment 4 and Exhibit 2 of Appendix A to Inspection Manual Chapter 
0609, “Significance Determination Process,” (SDP) dated April 29, 2015. The finding was of very low safety 
significance (i.e. Green) because the inspectors answered “No” to all of the screening questions in the exhibit. The 
inspectors determined the finding had a cross-cutting aspect of “Evaluation” in the Problem Identification and 
Resolution (PI&R) area because the organization did not thoroughly evaluate the NSCW debris-blocking event of the 
1B safety injection (SI) lube oil (LO) cooler, in February 27, 2015, to ensure that resolutions addressed causes and 
extent of conditions commensurate with their safety significance (P.2). (Section 1R12)
Inspection Report# : 2015002 (pdf)

Barrier Integrity

Emergency Preparedness
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Occupational Radiation Safety

Public Radiation Safety

Significance:  Dec 31, 2014
Identified By: Self-Revealing
Item Type: VIO Violation
Shipment of a Type B quantity of RAM in a Type A Container
A self-revealing, preliminary White, AV of Technical Specification (TS) 5.4.1., Procedures, 
occurred on June 24, 2014, when a Type A shipping cask containing Type B radioactive waste 
(spent resin) was shipped by Southern Nuclear Operating Company (SNC) from the Vogtle 
Electric Generating Plant (VEGP), Units 1 and 2, to the Energy Solutions radioactive waste 
processing facility located in Barnwell, South Carolina. The serial number of the High Integrity 
Container (HIC) containing the spent resin was not verified when it was removed from its 
storage process shield and placed in the shipping cask, with the result that a HIC with a Type 
B quantity of resin was transported in a Type A shipping cask. This error resulted in multiple 
violations of NRC and Department of Transportation (DOT) regulations, which are included in 
Enclosure 2. The licensee entered the event in the corrective action program (CAP) as 
condition report (CR) 831652. Immediate corrective actions included suspension of radioactive 
waste shipments at Southern Nuclear Operating Company (SNC) facilities, and requalification of 
plant Vogtle radioactive shippers and oversight personnel. 

The licensee’s failure to document the location of radioactive waste stored in the process 
shields, as required by licensee procedure 46111-C, “Storage of Radwaste in Outdoor Process 
Shields,” was a performance deficiency (PD). The PD was more than minor because it was 
associated with the public radiation safety cornerstone attribute of Program & Process 
(transportation program), and adversely impacted the cornerstone objective of ensuring 
adequate protection of public health and safety from exposure to RAM released into the public 
domain. A Type B quantity of material left the licensee’s facility and entered the public domain 
in an inadequate (Type A) container. The inspectors determined this finding has a cross-cutting 
aspect of in the Documentation component of the Human Performance area, because the 
licensee did not create and maintain complete, accurate, and up-to-date documentation used in 
preparing shipments of radioactive waste. 

The NRC performed a supplemental inspection to assess the adequacy of the licensee's evaluation, extent of 
condition/cause review and associated corrective actions. The inspectors determined that the licensee performed an 
adequate evaluation of the specific performance issue and that comprehensive corrective actions were completed to 
address each of the specific causes. 

(IR# 05000424, 425/2015009 dated September 15, 2015)
Inspection Report# : 2014009 (pdf)
Inspection Report# : 2015009 (pdf)
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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
Significance: N/A Apr 03, 2015
Identified By: NRC
Item Type: FIN Finding
Biennial PI&R Summary
The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
The licensee was effective at identifying problems and entering them into the corrective action program (CAP) for 
resolution, as evidenced by the relatively few number of deficiencies identified by external organizations (including 
the NRC) that had not been previously identified by the licensee, during the review period. Generally, prioritization 
and evaluation of issues were adequate, 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 effective and implemented in a timely manner. 

The inspectors 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 dentified. 
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# : 2015008 (pdf)

Last modified : December 15, 2015
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Vogtle 1
1Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Implement Preventive Maintenance Procedure for 7300 Process Protection and Control System 
Printed Circuit Board
A Green self-revealing NCV of TS 5.4.1, “Procedures,” was identified for the licensee’s failure to implement 
replacement schedules for 7300 process protection and control (PP&C) system cards in accordance licensee fleet 
maintenance procedures. As a result, failure of a 7300 PP&C card rendered the Unit 2 B train of nuclear service water 
system (NSCW) inoperable. The violation was entered into the licensee’s corrective action program as condition 
report (CR) 10124315 and corrective action report (CAR) 261373. 

The failure to implement replacement schedules for 7300 PP&C system cards in accordance with maintenance 
procedure NMP-MA-015 was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the equipment performance attribute of the mitigating systems cornerstone and 
adversely affected the cornerstone objective in that the failure of the 7300 PP&C card affected the availability of the 
Unit 2B train of NSCW. The finding screened as having very low safety significance (i.e. Green) because it did not 
represent an actual loss of function of at least a single train for greater than its TS allowed outage time. No cross-
cutting aspect was assigned to this finding because the inspectors determined that the cause of the finding was not 
indicative of current licensee performance because the licensee has established a change management process that 
would prevent the Performance Deficiency from occurring.
Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: FIN Finding
NRC Biennial Written Examinations Did Not Meet Qualitative Standards
An NRC-identified finding was identified when between 20 and 40 percent of the written examination questions 
administered to licensed operators during the biennial requalification examination did not meet the requirements of 
NMP-TR-424, “Licensed Operator Continuing Training Exam Development,” and NUREG-1021, “Operator 
Licensing Examination Standards For Power Reactors,” Revision 10 

The inspectors determined that the failure to ensure that biennial written examinations met the qualitative standards 
for written examinations was a performance deficiency (PD). The PD was more than minor because it was associated 
with the Human Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective in that the quality of biennial written examinations potentially impacted the licensee’s ability to 
appropriately evaluate licensed operators. The significance of the finding was determined to be Green because 
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between 20 and 40 percent of the questions reviewed did not meet the standard. No cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding.
Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Requalification Examination Integrity
An NRC-identified Non-cited Violation (NCV) of 10 CFR 55.49, “Integrity of examinations and tests,” was identified 
for the licensee’s failure to adhere to requirements of NMP-TR-424, License Operator Continuing Training Exam 
Development, Version 3.1. NMP-TR-424 was the procedure that the licensee used to implement industry standard 
ACAD 07-001, Guidelines for the Continuing Training of Licensed Personnel. ACAD 07-001 is a methodology which 
can be used to fulfill 10 CFR 55.59(c), “Requalification program requirements” and 10 CFR 55.4, “Systems approach 
to training (SAT).” This violation has been entered into the licensee’s corrective action program (CAP) as condition 
report (CR) 10115484. 

The inspectors determined that the licensee’s failure to adhere to overlap standards in NMP-TR-424 was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the Human Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone 
objective in that the failure to adhere to examination overlap standards adversely affected the quality of the 
administration of the operating exams. The finding was determined to be of very low safety significance (Green) 
because there was no evidence that a licensed operator had actually gained an unfair advantage on an examination 
required by 10 CFR 55.59. The finding was directly related to the cross-cutting aspect of procedure adherence of the 
cross-cutting area of Human Performance because the training staff did not follow the guidance for all licensed 
operators’ 2014 annual operating exam [H.8].
Inspection Report# : 2015003 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Fully Close and Latch Plant Fire Doors 
An NRC-identified Green non-cited violation of Vogtle Units 1 and 2 Operating License Conditions 2.G, was 
identified for the licensee’s failure to ensure that fire doors V22108L1A67, V12111L1238, and V12111L1A41 in 3-
hour rated fire barriers were fully closed and latched, as required by the approved fire protection program (FPP) and 
National Fire Protection Association (NFPA) Code 80-1983, Fire Doors and Windows (Vogtle NFPA Code of 
Record). The licensee took corrective actions and declared fire door V22108L1A67 inoperable and established a 
roving fire watch. The inoperable door was entered into the licensee’s corrective action program as condition report 
(CR) 10067247 and was repaired the next day. For doors V12111L1238 and V12111L1A41, the licensee immediately 
removed materials that were interfering with the latching of the doors and entered these into their corrective action 
program as CR 10096004 and CR10096008 respectively. Because these two conditions were corrected as soon as they 
were brought to the licensee’s attention by the inspectors, no fire watch was required to be established. 

The licensee’s failure to ensure the three fire doors were fully closed and latched as required by the approved FPP and 
NFPA Code 80-1983 was determined to be a performance deficiency. This performance deficiency was more than 
minor because it affected the reactor safety mitigating systems cornerstone attribute of protection against external 
events (i.e., fire) and adversely affected the fire protection defense-in-depth element involving fire confinement and 
control of fires that do occur to protect systems important to safety. The finding was screened in accordance with 
NRC Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire Protection Significance 
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Determination Process,” review was required as the finding involved the ability to confine a fire. The finding category 
of “Fire Confinement” was assigned, based upon that element of the FPP being impacted. Using IMC 0609, Appendix 
F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the inspectors determined that the 
finding was of very low safety significance (Green) at Task 1.4.3, Question C, based upon observation that a fully 
functioning, automatically actuated, fire suppression system was installed on both sides of fire doors V12111L1238 
and V12111L1A41 and on one side of fire door V22108L1A67. The inspectors determined that the finding had a 
cross-cutting aspect of “Procedure Adherence” in the Human Performance area because individuals did not follow 
processes and procedures for ensuring that fire doors were properly closed and latched after passing through the doors 
[H.8]. [Section 1R05.02.b(1)]
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Repair a Degraded Fire Penetration Seal 
An NRC-identified Green non-cited violation of Vogtle Unit 1 Operating License Condition 2.G was identified for the 
licensee’s failure to identify and repair degraded fire penetration seal 1-11-759A, as required by the approved fire 
protection program (FPP). The licensee took corrective actions to declare the penetration seal inoperable, entered the 
issue in their corrective action program as condition report 10102010 and established a roving fire watch. 

The licensee’s failure to identify and repair the degraded fire penetration seal 1-11-759A was a performance 
deficiency. This performance deficiency was more than minor because it affected the reactor safety mitigating systems 
cornerstone attribute of protection against external events (i.e., fire) and adversely affected the fire protection defense-
in-depth element involving fire confinement and control of fires that do occur to protect systems important to safety. 
The finding was screened in accordance with NRC Inspection Manual Chapter (IMC) 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding involved the 
ability to confine a fire. The finding category of “Fire Confinement” was assigned, based upon that element of the 
FPP being impacted. Using the criteria contained in IMC 0609 Appendix F, Attachment 2, Table A2.2, the inspectors 
concluded that the seal degradation level was low because the silicone foam seal depth and a fully intact damming 
board on one side of the barrier would have been sufficient to provide at least two hours of fire resistance. In addition, 
it was noted that the fire zones on each side of the degraded fire penetration seal were protected with an automatic fire 
suppression system. Using IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination 
Process Worksheet,” the inspectors determined that the finding was of very low safety significance (Green) at Task 
1.4.3, Question C. The inspectors determined that the finding had a cross-cutting aspect of “Avoid Complacency” in 
the Human Performance area because individuals inspecting the seals failed to recognize and plan for the possibility 
of the penetration seal being damaged. [H.12] [Section 1R05.02.b(2)]
Inspection Report# : 2015007 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Correct Degraded Foreign Material Cover Plates for the NSCW Pump Wells
An NRC-identified, Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective 
Action,” was identified for the licensee’s failure to identify and correct conditions adverse to quality associated with 
the cover plates for the nuclear service cooling water (NSCW) system pumps’ shaft well access openings. 
Specifically, the licensee failed to identify degraded conditions on the NSCW pump well cover plates (e.g. openings 
from uncovered holes and degraded periphery) that could result in foreign material (FM) entering the pumps’ well and 
impact cooling water flow to safety related heat exchangers. The licensee entered the issue into their corrective action 
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program (CAP) under CR10033287, CR10085803 and CR10091171, installed temporary FM exclusion covers, and 
removed debris near the pump cover wells. 

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 openings in the degraded pump well covers could allow FM to enter the NSCW 
system and adversely affect cooling water flow to essential component coolers. The finding was evaluated using the 
mitigating systems cornerstone column of Attachment 4 and Exhibit 2 of Appendix A to Inspection Manual Chapter 
0609, “Significance Determination Process,” (SDP) dated April 29, 2015. The finding was of very low safety 
significance (i.e. Green) because the inspectors answered “No” to all of the screening questions in the exhibit. The 
inspectors determined the finding had a cross-cutting aspect of “Evaluation” in the Problem Identification and 
Resolution (PI&R) area because the organization did not thoroughly evaluate the NSCW debris-blocking event of the 
1B safety injection (SI) lube oil (LO) cooler, in February 27, 2015, to ensure that resolutions addressed causes and 
extent of conditions commensurate with their safety significance (P.2). (Section 1R12)
Inspection Report# : 2015002 (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.

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 
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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: N/A Apr 03, 2015
Identified By: NRC
Item Type: FIN Finding
Biennial PI&R Summary
The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
The licensee was effective at identifying problems and entering them into the corrective action program (CAP) for 
resolution, as evidenced by the relatively few number of deficiencies identified by external organizations (including 
the NRC) that had not been previously identified by the licensee, during the review period. Generally, prioritization 
and evaluation of issues were adequate, 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 effective and implemented in a timely manner. 

The inspectors 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 dentified. 
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# : 2015008 (pdf)

Last modified : April 05, 2016

1Q/2016 Inspection Findings - Vogtle 1

Page 5 of 5



Vogtle 1
1Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Implement Preventive Maintenance Procedure for 7300 Process Protection and Control System 
Printed Circuit Board
A Green self-revealing NCV of TS 5.4.1, “Procedures,” was identified for the licensee’s failure to implement 
replacement schedules for 7300 process protection and control (PP&C) system cards in accordance licensee fleet 
maintenance procedures. As a result, failure of a 7300 PP&C card rendered the Unit 2 B train of nuclear service water 
system (NSCW) inoperable. The violation was entered into the licensee’s corrective action program as condition 
report (CR) 10124315 and corrective action report (CAR) 261373. 

The failure to implement replacement schedules for 7300 PP&C system cards in accordance with maintenance 
procedure NMP-MA-015 was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the equipment performance attribute of the mitigating systems cornerstone and 
adversely affected the cornerstone objective in that the failure of the 7300 PP&C card affected the availability of the 
Unit 2B train of NSCW. The finding screened as having very low safety significance (i.e. Green) because it did not 
represent an actual loss of function of at least a single train for greater than its TS allowed outage time. No cross-
cutting aspect was assigned to this finding because the inspectors determined that the cause of the finding was not 
indicative of current licensee performance because the licensee has established a change management process that 
would prevent the Performance Deficiency from occurring.
Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: FIN Finding
NRC Biennial Written Examinations Did Not Meet Qualitative Standards
An NRC-identified finding was identified when between 20 and 40 percent of the written examination questions 
administered to licensed operators during the biennial requalification examination did not meet the requirements of 
NMP-TR-424, “Licensed Operator Continuing Training Exam Development,” and NUREG-1021, “Operator 
Licensing Examination Standards For Power Reactors,” Revision 10 

The inspectors determined that the failure to ensure that biennial written examinations met the qualitative standards 
for written examinations was a performance deficiency (PD). The PD was more than minor because it was associated 
with the Human Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective in that the quality of biennial written examinations potentially impacted the licensee’s ability to 
appropriately evaluate licensed operators. The significance of the finding was determined to be Green because 
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between 20 and 40 percent of the questions reviewed did not meet the standard. No cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding.
Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Requalification Examination Integrity
An NRC-identified Non-cited Violation (NCV) of 10 CFR 55.49, “Integrity of examinations and tests,” was identified 
for the licensee’s failure to adhere to requirements of NMP-TR-424, License Operator Continuing Training Exam 
Development, Version 3.1. NMP-TR-424 was the procedure that the licensee used to implement industry standard 
ACAD 07-001, Guidelines for the Continuing Training of Licensed Personnel. ACAD 07-001 is a methodology which 
can be used to fulfill 10 CFR 55.59(c), “Requalification program requirements” and 10 CFR 55.4, “Systems approach 
to training (SAT).” This violation has been entered into the licensee’s corrective action program (CAP) as condition 
report (CR) 10115484. 

The inspectors determined that the licensee’s failure to adhere to overlap standards in NMP-TR-424 was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the Human Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone 
objective in that the failure to adhere to examination overlap standards adversely affected the quality of the 
administration of the operating exams. The finding was determined to be of very low safety significance (Green) 
because there was no evidence that a licensed operator had actually gained an unfair advantage on an examination 
required by 10 CFR 55.59. The finding was directly related to the cross-cutting aspect of procedure adherence of the 
cross-cutting area of Human Performance because the training staff did not follow the guidance for all licensed 
operators’ 2014 annual operating exam [H.8].
Inspection Report# : 2015003 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Fully Close and Latch Plant Fire Doors 
An NRC-identified Green non-cited violation of Vogtle Units 1 and 2 Operating License Conditions 2.G, was 
identified for the licensee’s failure to ensure that fire doors V22108L1A67, V12111L1238, and V12111L1A41 in 3-
hour rated fire barriers were fully closed and latched, as required by the approved fire protection program (FPP) and 
National Fire Protection Association (NFPA) Code 80-1983, Fire Doors and Windows (Vogtle NFPA Code of 
Record). The licensee took corrective actions and declared fire door V22108L1A67 inoperable and established a 
roving fire watch. The inoperable door was entered into the licensee’s corrective action program as condition report 
(CR) 10067247 and was repaired the next day. For doors V12111L1238 and V12111L1A41, the licensee immediately 
removed materials that were interfering with the latching of the doors and entered these into their corrective action 
program as CR 10096004 and CR10096008 respectively. Because these two conditions were corrected as soon as they 
were brought to the licensee’s attention by the inspectors, no fire watch was required to be established. 

The licensee’s failure to ensure the three fire doors were fully closed and latched as required by the approved FPP and 
NFPA Code 80-1983 was determined to be a performance deficiency. This performance deficiency was more than 
minor because it affected the reactor safety mitigating systems cornerstone attribute of protection against external 
events (i.e., fire) and adversely affected the fire protection defense-in-depth element involving fire confinement and 
control of fires that do occur to protect systems important to safety. The finding was screened in accordance with 
NRC Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire Protection Significance 
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Determination Process,” review was required as the finding involved the ability to confine a fire. The finding category 
of “Fire Confinement” was assigned, based upon that element of the FPP being impacted. Using IMC 0609, Appendix 
F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the inspectors determined that the 
finding was of very low safety significance (Green) at Task 1.4.3, Question C, based upon observation that a fully 
functioning, automatically actuated, fire suppression system was installed on both sides of fire doors V12111L1238 
and V12111L1A41 and on one side of fire door V22108L1A67. The inspectors determined that the finding had a 
cross-cutting aspect of “Procedure Adherence” in the Human Performance area because individuals did not follow 
processes and procedures for ensuring that fire doors were properly closed and latched after passing through the doors 
[H.8]. [Section 1R05.02.b(1)]
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Repair a Degraded Fire Penetration Seal 
An NRC-identified Green non-cited violation of Vogtle Unit 1 Operating License Condition 2.G was identified for the 
licensee’s failure to identify and repair degraded fire penetration seal 1-11-759A, as required by the approved fire 
protection program (FPP). The licensee took corrective actions to declare the penetration seal inoperable, entered the 
issue in their corrective action program as condition report 10102010 and established a roving fire watch. 

The licensee’s failure to identify and repair the degraded fire penetration seal 1-11-759A was a performance 
deficiency. This performance deficiency was more than minor because it affected the reactor safety mitigating systems 
cornerstone attribute of protection against external events (i.e., fire) and adversely affected the fire protection defense-
in-depth element involving fire confinement and control of fires that do occur to protect systems important to safety. 
The finding was screened in accordance with NRC Inspection Manual Chapter (IMC) 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding involved the 
ability to confine a fire. The finding category of “Fire Confinement” was assigned, based upon that element of the 
FPP being impacted. Using the criteria contained in IMC 0609 Appendix F, Attachment 2, Table A2.2, the inspectors 
concluded that the seal degradation level was low because the silicone foam seal depth and a fully intact damming 
board on one side of the barrier would have been sufficient to provide at least two hours of fire resistance. In addition, 
it was noted that the fire zones on each side of the degraded fire penetration seal were protected with an automatic fire 
suppression system. Using IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination 
Process Worksheet,” the inspectors determined that the finding was of very low safety significance (Green) at Task 
1.4.3, Question C. The inspectors determined that the finding had a cross-cutting aspect of “Avoid Complacency” in 
the Human Performance area because individuals inspecting the seals failed to recognize and plan for the possibility 
of the penetration seal being damaged. [H.12] [Section 1R05.02.b(2)]
Inspection Report# : 2015007 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Correct Degraded Foreign Material Cover Plates for the NSCW Pump Wells
An NRC-identified, Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective 
Action,” was identified for the licensee’s failure to identify and correct conditions adverse to quality associated with 
the cover plates for the nuclear service cooling water (NSCW) system pumps’ shaft well access openings. 
Specifically, the licensee failed to identify degraded conditions on the NSCW pump well cover plates (e.g. openings 
from uncovered holes and degraded periphery) that could result in foreign material (FM) entering the pumps’ well and 
impact cooling water flow to safety related heat exchangers. The licensee entered the issue into their corrective action 
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program (CAP) under CR10033287, CR10085803 and CR10091171, installed temporary FM exclusion covers, and 
removed debris near the pump cover wells. 

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 openings in the degraded pump well covers could allow FM to enter the NSCW 
system and adversely affect cooling water flow to essential component coolers. The finding was evaluated using the 
mitigating systems cornerstone column of Attachment 4 and Exhibit 2 of Appendix A to Inspection Manual Chapter 
0609, “Significance Determination Process,” (SDP) dated April 29, 2015. The finding was of very low safety 
significance (i.e. Green) because the inspectors answered “No” to all of the screening questions in the exhibit. The 
inspectors determined the finding had a cross-cutting aspect of “Evaluation” in the Problem Identification and 
Resolution (PI&R) area because the organization did not thoroughly evaluate the NSCW debris-blocking event of the 
1B safety injection (SI) lube oil (LO) cooler, in February 27, 2015, to ensure that resolutions addressed causes and 
extent of conditions commensurate with their safety significance (P.2). (Section 1R12)
Inspection Report# : 2015002 (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.

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 
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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: N/A Apr 03, 2015
Identified By: NRC
Item Type: FIN Finding
Biennial PI&R Summary
The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
The licensee was effective at identifying problems and entering them into the corrective action program (CAP) for 
resolution, as evidenced by the relatively few number of deficiencies identified by external organizations (including 
the NRC) that had not been previously identified by the licensee, during the review period. Generally, prioritization 
and evaluation of issues were adequate, 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 effective and implemented in a timely manner. 

The inspectors 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 dentified. 
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# : 2015008 (pdf)

Last modified : July 11, 2016
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Vogtle 1
2Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Implement Preventive Maintenance Procedure for 7300 Process Protection and Control System 
Printed Circuit Board
A Green self-revealing NCV of TS 5.4.1, “Procedures,” was identified for the licensee’s failure to implement 
replacement schedules for 7300 process protection and control (PP&C) system cards in accordance licensee fleet 
maintenance procedures. As a result, failure of a 7300 PP&C card rendered the Unit 2 B train of nuclear service water 
system (NSCW) inoperable. The violation was entered into the licensee’s corrective action program as condition 
report (CR) 10124315 and corrective action report (CAR) 261373. 

The failure to implement replacement schedules for 7300 PP&C system cards in accordance with maintenance 
procedure NMP-MA-015 was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the equipment performance attribute of the mitigating systems cornerstone and 
adversely affected the cornerstone objective in that the failure of the 7300 PP&C card affected the availability of the 
Unit 2B train of NSCW. The finding screened as having very low safety significance (i.e. Green) because it did not 
represent an actual loss of function of at least a single train for greater than its TS allowed outage time. No cross-
cutting aspect was assigned to this finding because the inspectors determined that the cause of the finding was not 
indicative of current licensee performance because the licensee has established a change management process that 
would prevent the Performance Deficiency from occurring.
Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: FIN Finding
NRC Biennial Written Examinations Did Not Meet Qualitative Standards
An NRC-identified finding was identified when between 20 and 40 percent of the written examination questions 
administered to licensed operators during the biennial requalification examination did not meet the requirements of 
NMP-TR-424, “Licensed Operator Continuing Training Exam Development,” and NUREG-1021, “Operator 
Licensing Examination Standards For Power Reactors,” Revision 10 

The inspectors determined that the failure to ensure that biennial written examinations met the qualitative standards 
for written examinations was a performance deficiency (PD). The PD was more than minor because it was associated 
with the Human Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective in that the quality of biennial written examinations potentially impacted the licensee’s ability to 
appropriately evaluate licensed operators. The significance of the finding was determined to be Green because 
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between 20 and 40 percent of the questions reviewed did not meet the standard. No cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding.
Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Requalification Examination Integrity
An NRC-identified Non-cited Violation (NCV) of 10 CFR 55.49, “Integrity of examinations and tests,” was identified 
for the licensee’s failure to adhere to requirements of NMP-TR-424, License Operator Continuing Training Exam 
Development, Version 3.1. NMP-TR-424 was the procedure that the licensee used to implement industry standard 
ACAD 07-001, Guidelines for the Continuing Training of Licensed Personnel. ACAD 07-001 is a methodology which 
can be used to fulfill 10 CFR 55.59(c), “Requalification program requirements” and 10 CFR 55.4, “Systems approach 
to training (SAT).” This violation has been entered into the licensee’s corrective action program (CAP) as condition 
report (CR) 10115484. 

The inspectors determined that the licensee’s failure to adhere to overlap standards in NMP-TR-424 was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the Human Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone 
objective in that the failure to adhere to examination overlap standards adversely affected the quality of the 
administration of the operating exams. The finding was determined to be of very low safety significance (Green) 
because there was no evidence that a licensed operator had actually gained an unfair advantage on an examination 
required by 10 CFR 55.59. The finding was directly related to the cross-cutting aspect of procedure adherence of the 
cross-cutting area of Human Performance because the training staff did not follow the guidance for all licensed 
operators’ 2014 annual operating exam [H.8].
Inspection Report# : 2015003 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Fully Close and Latch Plant Fire Doors 
An NRC-identified Green non-cited violation of Vogtle Units 1 and 2 Operating License Conditions 2.G, was 
identified for the licensee’s failure to ensure that fire doors V22108L1A67, V12111L1238, and V12111L1A41 in 3-
hour rated fire barriers were fully closed and latched, as required by the approved fire protection program (FPP) and 
National Fire Protection Association (NFPA) Code 80-1983, Fire Doors and Windows (Vogtle NFPA Code of 
Record). The licensee took corrective actions and declared fire door V22108L1A67 inoperable and established a 
roving fire watch. The inoperable door was entered into the licensee’s corrective action program as condition report 
(CR) 10067247 and was repaired the next day. For doors V12111L1238 and V12111L1A41, the licensee immediately 
removed materials that were interfering with the latching of the doors and entered these into their corrective action 
program as CR 10096004 and CR10096008 respectively. Because these two conditions were corrected as soon as they 
were brought to the licensee’s attention by the inspectors, no fire watch was required to be established. 

The licensee’s failure to ensure the three fire doors were fully closed and latched as required by the approved FPP and 
NFPA Code 80-1983 was determined to be a performance deficiency. This performance deficiency was more than 
minor because it affected the reactor safety mitigating systems cornerstone attribute of protection against external 
events (i.e., fire) and adversely affected the fire protection defense-in-depth element involving fire confinement and 
control of fires that do occur to protect systems important to safety. The finding was screened in accordance with 
NRC Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire Protection Significance 
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Determination Process,” review was required as the finding involved the ability to confine a fire. The finding category 
of “Fire Confinement” was assigned, based upon that element of the FPP being impacted. Using IMC 0609, Appendix 
F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the inspectors determined that the 
finding was of very low safety significance (Green) at Task 1.4.3, Question C, based upon observation that a fully 
functioning, automatically actuated, fire suppression system was installed on both sides of fire doors V12111L1238 
and V12111L1A41 and on one side of fire door V22108L1A67. The inspectors determined that the finding had a 
cross-cutting aspect of “Procedure Adherence” in the Human Performance area because individuals did not follow 
processes and procedures for ensuring that fire doors were properly closed and latched after passing through the doors 
[H.8]. [Section 1R05.02.b(1)]
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Repair a Degraded Fire Penetration Seal 
An NRC-identified Green non-cited violation of Vogtle Unit 1 Operating License Condition 2.G was identified for the 
licensee’s failure to identify and repair degraded fire penetration seal 1-11-759A, as required by the approved fire 
protection program (FPP). The licensee took corrective actions to declare the penetration seal inoperable, entered the 
issue in their corrective action program as condition report 10102010 and established a roving fire watch. 

The licensee’s failure to identify and repair the degraded fire penetration seal 1-11-759A was a performance 
deficiency. This performance deficiency was more than minor because it affected the reactor safety mitigating systems 
cornerstone attribute of protection against external events (i.e., fire) and adversely affected the fire protection defense-
in-depth element involving fire confinement and control of fires that do occur to protect systems important to safety. 
The finding was screened in accordance with NRC Inspection Manual Chapter (IMC) 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding involved the 
ability to confine a fire. The finding category of “Fire Confinement” was assigned, based upon that element of the 
FPP being impacted. Using the criteria contained in IMC 0609 Appendix F, Attachment 2, Table A2.2, the inspectors 
concluded that the seal degradation level was low because the silicone foam seal depth and a fully intact damming 
board on one side of the barrier would have been sufficient to provide at least two hours of fire resistance. In addition, 
it was noted that the fire zones on each side of the degraded fire penetration seal were protected with an automatic fire 
suppression system. Using IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination 
Process Worksheet,” the inspectors determined that the finding was of very low safety significance (Green) at Task 
1.4.3, Question C. The inspectors determined that the finding had a cross-cutting aspect of “Avoid Complacency” in 
the Human Performance area because individuals inspecting the seals failed to recognize and plan for the possibility 
of the penetration seal being damaged. [H.12] [Section 1R05.02.b(2)]
Inspection Report# : 2015007 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  May 13, 2016

2Q/2016 Inspection Findings - Vogtle 1

Page 3 of 4



Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Maintain Emergency Response Facilities
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 
50.54(q)(2), for the licensee’s failure to maintain the effectiveness of its emergency plan by ensuring that adequate 
emergency facilities and equipment to support emergency response are provided and maintained as required by 10 
CFR 50.47(b)(8). Specifically, the effectiveness of the emergency plan was reduced by a change to the Technical 
Support Center (TSC) functionality requirements in Technical Requirements Manual (TRM) TR 13.13.1, Emergency 
Response Facilities, Revision 1. The requirement to maintain climate control was removed without an adequate basis 
to support removal. The procedure change had been in place since September 2013, and until a corrected revision is 
issued, a Standing Order has been put in place. The licensee entered this finding into the corrective action program 
(CAP) as condition report (CR) 10221041. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Emergency Preparedness (EP) cornerstone, adversely affected the associated 
cornerstone objective, and would have affected the emergency response organization’s ability to effectively perform 
their duties had an emergency been declared and TSC climate control non-functional. The finding was evaluated 
using the EP significance determination process and was identified as having very low safety significance (Green) 
because it was a failure to comply with NRC requirements and was not a loss of the planning standard function or the 
overall function of the TSC. The finding was associated with a cross-cutting aspect in the Change Management 
component of the Human Performance area because the licensee failed to use a systematic process for evaluating and 
implementing change so that nuclear safety remains the overriding priority. [H.3]
Inspection Report# : 2016502 (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 29, 2016

2Q/2016 Inspection Findings - Vogtle 1

Page 4 of 4



Vogtle 1
4Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Fire Door Inspections
An NRC-identified Green non-cited violation (NCV) of Technical Specifications (TS) 5.4.1.d, “Procedures,” was 
identified for the licensee’s failure to correctly verify fire door gaps at the strike plate area and between meeting edges 
of double swinging metal doors were within acceptable limits. The licensee initiated hourly roving fire watches for 
these fire doors and took corrective maintenance action to restore affected fire doors within limits. The licensee 
documented this condition in condition reports 10254221 and 10252774. 

The performance deficiency was more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Protection Against External Hazards (i.e. fire) and adversely affected the cornerstone objective in that door 
gaps outside the required limits compromised the door’s fire rating qualification. The finding was determined to be of 
very low safety significance (i.e. Green) because either the combustible loading on both sides of each door was 
representative of a fire duration of less than 1.5 hours or each door maintained at least a 1-hour fire endurance rating. 
The finding had a cross-cutting aspect of “Training” in the Human Performance area because the licensee did not 
ensure there was adequate training to properly inspect station fire doors (H.9).
Inspection Report# : 2016003 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  May 13, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Maintain Emergency Response Facilities
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 
50.54(q)(2), for the licensee’s failure to maintain the effectiveness of its emergency plan by ensuring that adequate 
emergency facilities and equipment to support emergency response are provided and maintained as required by 10 
CFR 50.47(b)(8). Specifically, the effectiveness of the emergency plan was reduced by a change to the Technical 
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Support Center (TSC) functionality requirements in Technical Requirements Manual (TRM) TR 13.13.1, Emergency 
Response Facilities, Revision 1. The requirement to maintain climate control was removed without an adequate basis 
to support removal. The procedure change had been in place since September 2013, and until a corrected revision is 
issued, a Standing Order has been put in place. The licensee entered this finding into the corrective action program 
(CAP) as condition report (CR) 10221041. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Emergency Preparedness (EP) cornerstone, adversely affected the associated 
cornerstone objective, and would have affected the emergency response organization’s ability to effectively perform 
their duties had an emergency been declared and TSC climate control non-functional. The finding was evaluated 
using the EP significance determination process and was identified as having very low safety significance (Green) 
because it was a failure to comply with NRC requirements and was not a loss of the planning standard function or the 
overall function of the TSC. The finding was associated with a cross-cutting aspect in the Change Management 
component of the Human Performance area because the licensee failed to use a systematic process for evaluating and 
implementing change so that nuclear safety remains the overriding priority. [H.3]
Inspection Report# : 2016502 (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.
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Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
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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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Vogtle 1
4Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify Capability of EDGs Under Maximum Frequency and Voltage
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, 
Criterion III, “Design Control,” for failure to correctly translate the appropriate permissible limits for frequency and 
voltage from technical specifications into the emergency diesel generators design loading calculations as required by 
the licensing and design bases. The violation and related issues were entered into the licensee’s corrective action 
program as condition reports 10288732 and 10293810. The licensee was evaluating corrective actions, which included 
determining acceptable loads at the more limiting power demands and developing procedural guidance. 

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 emergency diesel generators to respond to initiating events to prevent 
undesirable consequences. Specifically, failing to evaluate the impact from the frequency and voltage limits allowed 
by technical specification could result in overloading the diesel generator if operators manually loaded additional plant 
protection systems during an event. The team determined the finding was of very low safety significance (Green) 
because it was a design deficiency that did not result in a loss of emergency diesel generators operability. The team 
did not assign a crosscutting aspect because the most significant contributor did not reflect current licensee 
performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Ensure Adequate Unit 1 Emergency Diesel Generator Surveillance Acceptance Criteria
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, 
Criterion V, “Instructions, Procedures and Drawings,” for the licensee’s failure to have adequate instructions and 
acceptance criteria to confirm the emergency diesel generators capability to reject the largest single load without 
exceeding predetermined frequency and voltage while maintaining a specified margin to the overspeed trip. The 
violation 
was entered into the licensee’s corrective action program as condition report 10294395. An immediate determination 
of operability was performed and concluded that the Emergency Diesel Generators were operable but degraded 
nonconforming. The licensee was evaluating corrective actions, which may include a final determination of the most 
severe single largest load and re-performing the surveillance tests. 

4Q/2016 Inspection Findings - Vogtle 1

Page 1 of 5



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, without adequate acceptance criteria in surveillance procedure SR 3.8.1.8, the procedure 
could not ensure availability, reliability, and capability of the EDG under the most severe power 
demand characteristics for electric power used by components. 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 did not assign a crosscutting aspect because the most significant contributor did not reflect 
current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet Isolation Requirements When Incorporating Non-Class 1E Components into Class 1E 
electrical Circuits
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, 
Criterion III “Design Control,” for installing non-safety related Individual Cell Equalizer devices into the Class 1E 
battery charging circuits without isolation as specified by Institute of Electrical and Electronics Engineers standard 
384 as amended by RG 1.75. The violation was entered into the licensee’s corrective action program as condition 
report 
10294321. The licensee was evaluating corrective actions, which included the removal of the non-Class 1E 
components. 

The performance deficiency was determined to be more than minor because it affected the Design Control 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 failure to conform to Class 1E design requirements for independence affected the reliability of the Class 1E battery 
systems. The team determined the finding to be of very low safety significance (Green), 
because it was a deficiency affecting the design or qualification of a SSC, and the SSC maintained its operability or 
functionality. The team did not assign a crosscutting aspect because the most significant contributor did not reflect 
current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Required In-Service Testing of Unit 2 CST Swap over Valves
The NRC identified a Green non-cited violation of Technical Specification 5.5.8, “Inservice Testing Program,” for 
Vogtle Unit 2 failure to perform the required testing in accordance with the American Society of Mechanical 
Engineers Operation and Maintenance Code for nine valves that had active safety functions. Specifically, these valves 
were required to operate when aligning the AFW pumps from Condensate Storage Tank (CST) 1 to CST 2. 
The violation was entered into the licensee’s corrective action program as condition report 10293900. The licensee 
performed an immediate determination of operability and determined that the CST valves were operable but degraded 
nonconforming. The licensee planned to register the CST valves into the IST program and exercise those valves that 
that have never been exercised at the first available opportunity. 

The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
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Systems Cornerstone attribute of Equipment Performance, and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, degraded valve performance could go undetected without periodic testing and trending. 
The team determined the finding to be of very low safety significance (Green) because the finding was not a design or 
qualification deficiency, did not represent a loss of system and/or function, and did not represent 
the loss of any trains of TS or Non-TS equipment. The team did not assign a crosscutting aspect because the most 
significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Periodic Testing Of Safety-Related Valve Interlocks
The NRC identified a Green, non-cited violation of Title 10 Code of Federal Regulations Part 50.55a(h)(2) 
“Protection Systems,” because the licensee failed to perform periodic testing of safety-related valve interlocks to 
ensure an adequate single failure analysis by identifying detectable failures in accordance with Institute of Electrical 
and Electronics Engineers standard (IEEE) 379-1972, “IEEE Trial-Use Guide for the Application of the Single-
Failure Criterion to Nuclear Power Generating Station Protection Systems.” The violation was entered into the 
licensee’s corrective action program as condition report 10293749. The licensee performed an immediate 
determination of operability and determined that the affected systems were operable but degraded nonconforming. 
The licensee was in the process of determining and developing adequate corrective actions to conform with Institute 
of IEEE Standard 379-1972. 

The performance deficiency was determined to be more than minor because it was associated with the Equipment 
Performance attribute of the 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, the failure to periodically test safety-related valve interlocks affected the adequacy of the 
licensee’s single failure analysis. 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 systemand/or function, and did not 
represent the loss of any trains of technical specification or nontechnical specification equipment. The team did not 
assign a crosscutting aspect because the most significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assure Auxiliary Feedwater Design Basis Capability
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, 
Criterion III, “Design Control” for the licensee's failure to translate the Auxiliary Feedwater (AFW) pumps design 
bases into adequate acceptance criteria for technical specifications SR 3.5.7.2 and for the failure to verify the 
adequacy of the design of the same AFW pumps. The licensee entered the violation into the corrective action program 
as condition 
reports 10293456 and 10294168. As an immediate corrective action, the licensee evaluated the operability of the Unit 
1 and 2 AFW pumps, modify the allowed diesel frequency acceptance criteria, and initiated corrective action to 
develop new acceptance criteria and monitor pump performance for degradation. 

The performance deficiencies were more-than-minor because they were associated with the Design Control 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 
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damage). Specifically, when the quality of the established surveillance criteria was considered, there was a reasonable 
doubt on the operability of the Unit 1 and 2 turbine driven AFW and 2A and 1B motor driven AFW 
pumps. The team determined the finding to be of very low safety significance (Green) because it did not represent an 
actual loss of function of at least a single train for greater than its technical specification allowed outage time. The 
team determined that the finding had a crosscutting aspect in the Human Performance area of Design Margins [H.6], 
because engineers did not demonstrate the characteristic of ensuring that design margins were guarded and changed 
only through a systematic and rigorous process.
Inspection Report# : 2016007 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Fire Door Inspections
An NRC-identified Green non-cited violation (NCV) of Technical Specifications (TS) 5.4.1.d, “Procedures,” was 
identified for the licensee’s failure to correctly verify fire door gaps at the strike plate area and between meeting edges 
of double swinging metal doors were within acceptable limits. The licensee initiated hourly roving fire watches for 
these fire doors and took corrective maintenance action to restore affected fire doors within limits. The licensee 
documented this condition in condition reports 10254221 and 10252774. 

The performance deficiency was more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Protection Against External Hazards (i.e. fire) and adversely affected the cornerstone objective in that door 
gaps outside the required limits compromised the door’s fire rating qualification. The finding was determined to be of 
very low safety significance (i.e. Green) because either the combustible loading on both sides of each door was 
representative of a fire duration of less than 1.5 hours or each door maintained at least a 1-hour fire endurance rating. 
The finding had a cross-cutting aspect of “Training” in the Human Performance area because the licensee did not 
ensure there was adequate training to properly inspect station fire doors (H.9).
Inspection Report# : 2016003 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  May 13, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Maintain Emergency Response Facilities
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 
50.54(q)(2), for the licensee’s failure to maintain the effectiveness of its emergency plan by ensuring that adequate 
emergency facilities and equipment to support emergency response are provided and maintained as required by 10 
CFR 50.47(b)(8). Specifically, the effectiveness of the emergency plan was reduced by a change to the Technical 
Support Center (TSC) functionality requirements in Technical Requirements Manual (TRM) TR 13.13.1, Emergency 
Response Facilities, Revision 1. The requirement to maintain climate control was removed without an adequate basis 
to support removal. The procedure change had been in place since September 2013, and until a corrected revision is 
issued, a Standing Order has been put in place. The licensee entered this finding into the corrective action program 
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(CAP) as condition report (CR) 10221041. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Emergency Preparedness (EP) cornerstone, adversely affected the associated 
cornerstone objective, and would have affected the emergency response organization’s ability to effectively perform 
their duties had an emergency been declared and TSC climate control non-functional. The finding was evaluated 
using the EP significance determination process and was identified as having very low safety significance (Green) 
because it was a failure to comply with NRC requirements and was not a loss of the planning standard function or the 
overall function of the TSC. The finding was associated with a cross-cutting aspect in the Change Management 
component of the Human Performance area because the licensee failed to use a systematic process for evaluating and 
implementing change so that nuclear safety remains the overriding priority. [H.3]
Inspection Report# : 2016502 (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.
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Initiating Events

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Involving an MSIV Manufacturing Deficiency
(Green). A self-revealing, Green, non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action, was identified for the licensee's failure to identify and correct a condition adverse to quality (i.e., manufacturing 
deficiency), which led to a repetitive failure of MSIV 1HV-3006B. The failure to determine the cause of a significant 
condition adverse to quality and take corrective action to preclude repetition was a performance deficiency. 
Specifically, the licensee failed to identify the root cause of an MSIV actuator failure on April 12, 2014 that resulted in 
a reactor trip. As a result, appropriate corrective actions were not taken and a repeat failure of the valve actuator caused 
another reactor trip on February 3, 2017. The licensee has entered this issue into the corrective action program as 
condition report 10326456. 
This performance deficiency is more than minor because it is associated with the Human Performance attribute of the 
Initiating Events Cornerstone, and adversely affected the cornerstone objective of limiting the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. The finding 
was determined to be of very low safety significance (Green) because the finding did not result in a loss of mitigation 
equipment used to transition the reactor to a stable shutdown condition. The finding was not assigned a cross cutting 
aspect since it is not indicative of current licensee performance due to the root cause evaluation in question being 
performed greater than three years ago (Section 4OA5).
Inspection Report# : 2017002 (pdf)

Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Follow Work Instructions for Implementation of Open Phase Protection System
(Green). A self-revealing, Green, non-cited violation of Technical Specifications 5.4.1.a, "Procedures," was identified 
for the licensee's failure to redline new wiring installation associated with an open phase protection system 
modification installation, as required by work instructions. As result, control circuit wires were not installed per wiring 
diagrams and caused a loss of the offsite power feed to the 'B' train 4160-volt emergency power bus. The licensee's 
failure to redline new wiring installation associated with an open phase protection system modification installation, as 
required by work instructions SNC804606 and maintenance procedure NMP-MA-017, was a performance deficiency. 
The licensee entered this issue into their corrective action program under condition reports 10343972 and 10344136 
and restored offsite power to the emergency bus by correcting the wiring configuration. 

The performance deficiency was more than minor 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. The finding 
was determined to be of very low safety significance (Green) because the in-service train of shutdown cooling (i.e. 'A' 
train of the residual heat removal system) was not affected. The finding was assigned a cross cutting aspect of 
"Procedure Adherence," in the Human Performance area because individuals did not follow work instructions and 
redline procedures when installing new wiring for the open phase protection system [H.8] (Section 4OA5). 

Inspection Report# : 2017002 (pdf)

Significance:  Mar 10, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to identify a Degraded Atmospheric Relief Valve
Green: The NRC identified a Green finding for the licensee's failure to identify the 
reduced reliability of Unit 1 loop 3 atmospheric relief valve (ARV) 1PV-3020 as a degraded/nonconforming condition, 
as required by NMP-AD-012, "Operability Determinations and Functionality Assessments," Version 12.5. As a result, 
corrective maintenance was not prioritized nor conducted at the next available opportunity and led to an additional 
valve failure in March 12, 2016. The failure to identify aging of 
1PV-3020 #285 pilot-to-check valve as a degraded/non conforming condition, as required by NMP-AD-012, was a 
performance deficiency. 

The performance deficiency was more than minor because it was associated with the equipment 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). Specifically, the performance deficiency prevented the license from prioritizing and conducting corrective 
maintenance of 1PV-3020 at the next available opportunity, and led to an additional valve failure in March 2016. Using 
Exhibit 2 of IMC 0609, Appendix A, the inspectors determined that this finding is of very low safety significance 
(Green) because, although the performance deficiency (PD) affected the design/qualification of the 1PV3020 
operability, it did not result in an actual loss of safety system function, and it did not represent a loss of function of one 
or more than one train for more than its technical specification (TS) allowed outage time or greater than 24 hours. The 
finding was assigned a cross cutting aspect of "Resolution" in the Problem Identification and Resolution area, because 
the licensee failed to take effective corrective actions to address aging of the #285 pilot-to-check valve in a timely 
manner. [P.3] (Section 4OA2.1.c)
Inspection Report# : 2017007 (pdf)
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Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify Capability of EDGs Under Maximum Frequency and Voltage
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
III, "Design Control," for failure to correctly translate the appropriate permissible limits for frequency and voltage from 
technical specifications into the emergency diesel generators design loading calculations as required by the licensing 
and design bases. The violation and related issues were entered into the licensee's corrective action program as 
condition reports 10288732 and 10293810. The licensee was evaluating corrective actions, which included determining 
acceptable loads at the more limiting power demands and developing procedural guidance. 

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 emergency diesel generators to respond to initiating events to prevent 
undesirable consequences. Specifically, failing to evaluate the impact from the frequency and voltage limits allowed by 
technical specification could result in overloading the diesel generator if operators manually loaded additional plant 
protection systems during an event. The team determined the finding was of very low safety significance (Green) 
because it was a design deficiency that did not result in a loss of emergency diesel generators operability. The team did 
not assign a crosscutting aspect because the most significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Ensure Adequate Unit 1 Emergency Diesel Generator Surveillance Acceptance Criteria
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
V, "Instructions, Procedures and Drawings," for the licensee's failure to have adequate instructions and acceptance 
criteria to confirm the emergency diesel generators capability to reject the largest single load without exceeding 
predetermined frequency and voltage while maintaining a specified margin to the overspeed trip. The violation 
was entered into the licensee's corrective action program as condition report 10294395. An immediate determination of 
operability was performed and concluded that the Emergency Diesel Generators were operable but degraded 
nonconforming. The licensee was evaluating corrective actions, which may include a final determination of the most 
severe single largest load and re-performing the surveillance tests. 

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, without adequate acceptance criteria in surveillance procedure SR 3.8.1.8, the procedure 
could not ensure availability, reliability, and capability of the EDG under the most severe power 
demand characteristics for electric power used by components. 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 did not assign a crosscutting aspect because the most significant contributor did not reflect current licensee 
performance.
Inspection Report# : 2016007 (pdf)
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Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet Isolation Requirements When Incorporating Non-Class 1E Components into Class 1E electrical 
Circuits
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
III "Design Control," for installing non-safety related Individual Cell Equalizer devices into the Class 1E battery 
charging circuits without isolation as specified by Institute of Electrical and Electronics Engineers standard 384 as 
amended by RG 1.75. The violation was entered into the licensee's corrective action program as condition report 
10294321. The licensee was evaluating corrective actions, which included the removal of the non-Class 1E 
components. 

The performance deficiency was determined to be more than minor because it affected the Design Control 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 failure to conform to Class 1E design requirements for independence affected the reliability of the Class 1E battery 
systems. The team determined the finding to be of very low safety significance (Green), 
because it was a deficiency affecting the design or qualification of a SSC, and the SSC maintained its operability or 
functionality. The team did not assign a crosscutting aspect because the most significant contributor did not reflect 
current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Required In-Service Testing of Unit 2 CST Swap over Valves
The NRC identified a Green non-cited violation of Technical Specification 5.5.8, "Inservice Testing Program," for 
Vogtle Unit 2 failure to perform the required testing in accordance with the American Society of Mechanical Engineers 
Operation and Maintenance Code for nine valves that had active safety functions. Specifically, these valves were 
required to operate when aligning the AFW pumps from Condensate Storage Tank (CST) 1 to CST 2. 
The violation was entered into the licensee's corrective action program as condition report 10293900. The licensee 
performed an immediate determination of operability and determined that the CST valves were operable but degraded 
nonconforming. The licensee planned to register the CST valves into the IST program and exercise those valves that 
that have never been exercised at the first available opportunity. 

The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of Equipment Performance, and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, degraded valve performance could go undetected without periodic testing and trending. The team 
determined the finding to be of very low safety significance (Green) because the finding was not a design or 
qualification deficiency, did not represent a loss of system and/or function, and did not represent 
the loss of any trains of TS or Non-TS equipment. The team did not assign a crosscutting aspect because the most 
significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Perform Periodic Testing Of Safety-Related Valve Interlocks
The NRC identified a Green, non-cited violation of Title 10 Code of Federal Regulations Part 50.55a(h)(2) "Protection 
Systems," because the licensee failed to perform periodic testing of safety-related valve interlocks to ensure an 
adequate single failure analysis by identifying detectable failures in accordance with Institute of Electrical and 
Electronics Engineers standard (IEEE) 379-1972, "IEEE Trial-Use Guide for the Application of the Single-Failure 
Criterion to Nuclear Power Generating Station Protection Systems." The violation was entered into the licensee's 
corrective action program as condition report 10293749. The licensee performed an immediate determination of 
operability and determined that the affected systems were operable but degraded nonconforming. The licensee was in 
the process of determining and developing adequate corrective actions to conform with Institute of IEEE Standard 379-
1972. 

The performance deficiency was determined to be more than minor because it was associated with the Equipment 
Performance attribute of the 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, the failure to periodically test safety-related valve interlocks affected the adequacy of the 
licensee's single failure analysis. 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 systemand/or function, and did not represent the loss 
of any trains of technical specification or nontechnical specification equipment. The team did not assign a crosscutting 
aspect because the most significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assure Auxiliary Feedwater Design Basis Capability
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
III, "Design Control" for the licensee's failure to translate the Auxiliary Feedwater (AFW) pumps design bases into 
adequate acceptance criteria for technical specifications SR 3.5.7.2 and for the failure to verify the adequacy of the 
design of the same AFW pumps. The licensee entered the violation into the corrective action program as condition 
reports 10293456 and 10294168. As an immediate corrective action, the licensee evaluated the operability of the Unit 1 
and 2 AFW pumps, modify the allowed diesel frequency acceptance criteria, and initiated corrective action to develop 
new acceptance criteria and monitor pump performance for degradation. 

The performance deficiencies were more-than-minor because they were associated with the Design Control 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). Specifically, when the quality of the established surveillance criteria was considered, there was a reasonable 
doubt on the operability of the Unit 1 and 2 turbine driven AFW and 2A and 1B motor driven AFW 
pumps. The team determined the finding to be of very low safety significance (Green) because it did not represent an 
actual loss of function of at least a single train for greater than its technical specification allowed outage time. The team 
determined that the finding had a crosscutting aspect in the Human Performance area of Design Margins [H.6], because 
engineers did not demonstrate the characteristic of ensuring that design margins were guarded and changed only 
through a systematic and rigorous process.
Inspection Report# : 2016007 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Properly Implement Fire Door Inspections
An NRC-identified Green non-cited violation (NCV) of Technical Specifications (TS) 5.4.1.d, "Procedures," was 
identified for the licensee's failure to correctly verify fire door gaps at the strike plate area and between meeting edges 
of double swinging metal doors were within acceptable limits. The licensee initiated hourly roving fire watches for 
these fire doors and took corrective maintenance action to restore affected fire doors within limits. The licensee 
documented this condition in condition reports 10254221 and 10252774. 

The performance deficiency was more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Protection Against External Hazards (i.e. fire) and adversely affected the cornerstone objective in that door 
gaps outside the required limits compromised the door's fire rating qualification. The finding was determined to be of 
very low safety significance (i.e. Green) because either the combustible loading on both sides of each door was 
representative of a fire duration of less than 1.5 hours or each door maintained at least a 1-hour fire endurance rating. 
The finding had a cross-cutting aspect of "Training" in the Human Performance area because the licensee did not 
ensure there was adequate training to properly inspect station fire doors (H.9).
Inspection Report# : 2016003 (pdf)

Barrier Integrity
Emergency Preparedness

Significance:  Dec 28, 2016
Identified By: NRC
Item Type: VIO Violation
Transposition Results in Significantly Different EAL Threshold Values
The inspectors identified an apparent violation (AV) of Title 10 CFR Part 50.54(q)(2) for failure to follow and maintain 
the effectiveness of emergency plans which met the requirements of 10 CFR Part 50.47(b)(4) and Part 50 Appendix E, 
to have a standardized emergency action levels (EAL) scheme in use based on facility system and effluent parameters. 
Specifically, the licensee's emergency classification scheme for Radiological Effluent EAL RG1 (General Emergency) 
and RS1 (Site Area Emergency), contained radiation monitor threshold values which were significantly different (forty-
two times different) due to a transposition of the threshold values. The licensee took immediate corrective actions by 
entering the issue into the corrective action program as condition report (CR) 10283097 and providing corrected EAL 
declaration threshold values to appropriate management and decision-makers (shift managers/emergency directors) via 
Standing Order C-2016-008. 

The performance deficiency was determined to be more than minor because it was associated with the Emergency 
Preparedness cornerstone attribute of Procedure Quality 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. Specifically, the licensee's ability to declare a Site Area Emergency (SAE) and 
General Emergency (GE) based on effluent radiation monitor values was degraded in that event classification could be 
delayed and unnecessary Protective Action Recommendations could be provided to the public. The finding was 
assessed for significance in accordance with NRC Inspection Manual Chapter (IMC) 0609, Appendix B, "Emergency 
Preparedness Significance Determination Process." The inspectors determined that the finding constituted a degraded 
rather than lost risk significant planning standard function and accordingly is assigned White significance. 
Additionally, the over-conservative threshold values could result in an over classification and unnecessary PARs to the 
public. In accordance with IMC 0609, Appendix B, an EAL over-classification that would result in unnecessary PARs 
for the public is assigned White Significance. Because these two findings resulted from the same performance 
deficiency, one White finding with two examples will be cited. 

The cause of the finding was determined to be associated with a cross-cutting aspect in the change management 
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component of the human performance area because the licensee failed to use a systematic process for evaluating and 
implementing change so that nuclear safety remains the overriding priority [H.3]. 

First Update: 
The finding was determined to be of low to moderate safety significance (White). The transposed radiation monitor 
threshold values degraded the ability to make timely and accurate general emergency and site area emergency 
classifications based on abnormal radiological effluent initiating conditions.
Inspection Report# : 2017503 (pdf)
Inspection Report# : 2017504 (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
Significance: N/A Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Update the UFSAR with the Complete and Accurate Information (Section 1R21.2.b.7)
SLIV. The NRC identified a severity level IV non-cited violation of Title 10 Code of Federal Regulations Part 50.71(e)
(4) for the failure to reflect all changes made in the facility or procedures as described in the Updated Final Safety 
Analysis Report (UFSAR). The licensee failed to update UFSAR with the design basis of a new digital emergency 
diesel generator sequencers installed in 2007. This violation was entered into the licensee's corrective action program as 
condition reports 10288350, 10293456, 10291633. The licensee planned to update the UFSAR with the applicable 
design basis. 

The failure to update the UFSAR was a performance deficiency that was determined to be a minor reactor oversight 
program violation because it did not meet the more than minor screening criteria. Because the issue impacted the 
NRC's ability to perform its regulatory process, the inspectors evaluated the violation using the traditional enforcement 
process. The inspectors determined the issue was a severity level IV violation because it met violation example 6.1.d.3 
of the NRC Enforcement Policy. The violation represented a failure to update the UFSAR as required by Title 10 Code 
of Federal Regulations Part 50.71(e), but the lack of up-to-date information has not resulted in any unacceptable change 
to the facility or procedures. Cross-cutting aspects are not assigned to traditional enforcement violations. (Section 
1R21.2.b.7)
Inspection Report# : 2016007 (pdf)

Current data as of : August 03, 2017
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Initiating Events

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Involving an MSIV Manufacturing Deficiency
(Green). A self-revealing, Green, non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action, was identified for the licensee's failure to identify and correct a condition adverse to quality (i.e., manufacturing 
deficiency), which led to a repetitive failure of MSIV 1HV-3006B. The failure to determine the cause of a significant 
condition adverse to quality and take corrective action to preclude repetition was a performance deficiency. 
Specifically, the licensee failed to identify the root cause of an MSIV actuator failure on April 12, 2014 that resulted in 
a reactor trip. As a result, appropriate corrective actions were not taken and a repeat failure of the valve actuator caused 
another reactor trip on February 3, 2017. The licensee has entered this issue into the corrective action program as 
condition report 10326456. 
This performance deficiency is more than minor because it is associated with the Human Performance attribute of the 
Initiating Events Cornerstone, and adversely affected the cornerstone objective of limiting the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. The finding 
was determined to be of very low safety significance (Green) because the finding did not result in a loss of mitigation 
equipment used to transition the reactor to a stable shutdown condition. The finding was not assigned a cross cutting 
aspect since it is not indicative of current licensee performance due to the root cause evaluation in question being 
performed greater than three years ago (Section 4OA5).
Inspection Report# : 2017002 (pdf)

Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Follow Work Instructions for Implementation of Open Phase Protection System
(Green). A self-revealing, Green, non-cited violation of Technical Specifications 5.4.1.a, "Procedures," was identified 
for the licensee's failure to redline new wiring installation associated with an open phase protection system 
modification installation, as required by work instructions. As result, control circuit wires were not installed per wiring 
diagrams and caused a loss of the offsite power feed to the 'B' train 4160-volt emergency power bus. The licensee's 
failure to redline new wiring installation associated with an open phase protection system modification installation, as 
required by work instructions SNC804606 and maintenance procedure NMP-MA-017, was a performance deficiency. 
The licensee entered this issue into their corrective action program under condition reports 10343972 and 10344136 
and restored offsite power to the emergency bus by correcting the wiring configuration. 

The performance deficiency was more than minor 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. The finding 
was determined to be of very low safety significance (Green) because the in-service train of shutdown cooling (i.e. 'A' 
train of the residual heat removal system) was not affected. The finding was assigned a cross cutting aspect of 
"Procedure Adherence," in the Human Performance area because individuals did not follow work instructions and 
redline procedures when installing new wiring for the open phase protection system [H.8] (Section 4OA5). 

Inspection Report# : 2017002 (pdf)

Significance:  Mar 10, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to identify a Degraded Atmospheric Relief Valve
Green: The NRC identified a Green finding for the licensee's failure to identify the 
reduced reliability of Unit 1 loop 3 atmospheric relief valve (ARV) 1PV-3020 as a degraded/nonconforming condition, 
as required by NMP-AD-012, "Operability Determinations and Functionality Assessments," Version 12.5. As a result, 
corrective maintenance was not prioritized nor conducted at the next available opportunity and led to an additional 
valve failure in March 12, 2016. The failure to identify aging of 
1PV-3020 #285 pilot-to-check valve as a degraded/non conforming condition, as required by NMP-AD-012, was a 
performance deficiency. 

The performance deficiency was more than minor because it was associated with the equipment 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). Specifically, the performance deficiency prevented the license from prioritizing and conducting corrective 
maintenance of 1PV-3020 at the next available opportunity, and led to an additional valve failure in March 2016. Using 
Exhibit 2 of IMC 0609, Appendix A, the inspectors determined that this finding is of very low safety significance 
(Green) because, although the performance deficiency (PD) affected the design/qualification of the 1PV3020 
operability, it did not result in an actual loss of safety system function, and it did not represent a loss of function of one 
or more than one train for more than its technical specification (TS) allowed outage time or greater than 24 hours. The 
finding was assigned a cross cutting aspect of "Resolution" in the Problem Identification and Resolution area, because 
the licensee failed to take effective corrective actions to address aging of the #285 pilot-to-check valve in a timely 
manner. [P.3] (Section 4OA2.1.c)
Inspection Report# : 2017007 (pdf)
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Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify Capability of EDGs Under Maximum Frequency and Voltage
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
III, "Design Control," for failure to correctly translate the appropriate permissible limits for frequency and voltage from 
technical specifications into the emergency diesel generators design loading calculations as required by the licensing 
and design bases. The violation and related issues were entered into the licensee's corrective action program as 
condition reports 10288732 and 10293810. The licensee was evaluating corrective actions, which included determining 
acceptable loads at the more limiting power demands and developing procedural guidance. 

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 emergency diesel generators to respond to initiating events to prevent 
undesirable consequences. Specifically, failing to evaluate the impact from the frequency and voltage limits allowed by 
technical specification could result in overloading the diesel generator if operators manually loaded additional plant 
protection systems during an event. The team determined the finding was of very low safety significance (Green) 
because it was a design deficiency that did not result in a loss of emergency diesel generators operability. The team did 
not assign a crosscutting aspect because the most significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Ensure Adequate Unit 1 Emergency Diesel Generator Surveillance Acceptance Criteria
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
V, "Instructions, Procedures and Drawings," for the licensee's failure to have adequate instructions and acceptance 
criteria to confirm the emergency diesel generators capability to reject the largest single load without exceeding 
predetermined frequency and voltage while maintaining a specified margin to the overspeed trip. The violation 
was entered into the licensee's corrective action program as condition report 10294395. An immediate determination of 
operability was performed and concluded that the Emergency Diesel Generators were operable but degraded 
nonconforming. The licensee was evaluating corrective actions, which may include a final determination of the most 
severe single largest load and re-performing the surveillance tests. 

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, without adequate acceptance criteria in surveillance procedure SR 3.8.1.8, the procedure 
could not ensure availability, reliability, and capability of the EDG under the most severe power 
demand characteristics for electric power used by components. 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 did not assign a crosscutting aspect because the most significant contributor did not reflect current licensee 
performance.
Inspection Report# : 2016007 (pdf)
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Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet Isolation Requirements When Incorporating Non-Class 1E Components into Class 1E electrical 
Circuits
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
III "Design Control," for installing non-safety related Individual Cell Equalizer devices into the Class 1E battery 
charging circuits without isolation as specified by Institute of Electrical and Electronics Engineers standard 384 as 
amended by RG 1.75. The violation was entered into the licensee's corrective action program as condition report 
10294321. The licensee was evaluating corrective actions, which included the removal of the non-Class 1E 
components. 

The performance deficiency was determined to be more than minor because it affected the Design Control 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 failure to conform to Class 1E design requirements for independence affected the reliability of the Class 1E battery 
systems. The team determined the finding to be of very low safety significance (Green), 
because it was a deficiency affecting the design or qualification of a SSC, and the SSC maintained its operability or 
functionality. The team did not assign a crosscutting aspect because the most significant contributor did not reflect 
current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Required In-Service Testing of Unit 2 CST Swap over Valves
The NRC identified a Green non-cited violation of Technical Specification 5.5.8, "Inservice Testing Program," for 
Vogtle Unit 2 failure to perform the required testing in accordance with the American Society of Mechanical Engineers 
Operation and Maintenance Code for nine valves that had active safety functions. Specifically, these valves were 
required to operate when aligning the AFW pumps from Condensate Storage Tank (CST) 1 to CST 2. 
The violation was entered into the licensee's corrective action program as condition report 10293900. The licensee 
performed an immediate determination of operability and determined that the CST valves were operable but degraded 
nonconforming. The licensee planned to register the CST valves into the IST program and exercise those valves that 
that have never been exercised at the first available opportunity. 

The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of Equipment Performance, and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, degraded valve performance could go undetected without periodic testing and trending. The team 
determined the finding to be of very low safety significance (Green) because the finding was not a design or 
qualification deficiency, did not represent a loss of system and/or function, and did not represent 
the loss of any trains of TS or Non-TS equipment. The team did not assign a crosscutting aspect because the most 
significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Perform Periodic Testing Of Safety-Related Valve Interlocks
The NRC identified a Green, non-cited violation of Title 10 Code of Federal Regulations Part 50.55a(h)(2) "Protection 
Systems," because the licensee failed to perform periodic testing of safety-related valve interlocks to ensure an 
adequate single failure analysis by identifying detectable failures in accordance with Institute of Electrical and 
Electronics Engineers standard (IEEE) 379-1972, "IEEE Trial-Use Guide for the Application of the Single-Failure 
Criterion to Nuclear Power Generating Station Protection Systems." The violation was entered into the licensee's 
corrective action program as condition report 10293749. The licensee performed an immediate determination of 
operability and determined that the affected systems were operable but degraded nonconforming. The licensee was in 
the process of determining and developing adequate corrective actions to conform with Institute of IEEE Standard 379-
1972. 

The performance deficiency was determined to be more than minor because it was associated with the Equipment 
Performance attribute of the 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, the failure to periodically test safety-related valve interlocks affected the adequacy of the 
licensee's single failure analysis. 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 systemand/or function, and did not represent the loss 
of any trains of technical specification or nontechnical specification equipment. The team did not assign a crosscutting 
aspect because the most significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assure Auxiliary Feedwater Design Basis Capability
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
III, "Design Control" for the licensee's failure to translate the Auxiliary Feedwater (AFW) pumps design bases into 
adequate acceptance criteria for technical specifications SR 3.5.7.2 and for the failure to verify the adequacy of the 
design of the same AFW pumps. The licensee entered the violation into the corrective action program as condition 
reports 10293456 and 10294168. As an immediate corrective action, the licensee evaluated the operability of the Unit 1 
and 2 AFW pumps, modify the allowed diesel frequency acceptance criteria, and initiated corrective action to develop 
new acceptance criteria and monitor pump performance for degradation. 

The performance deficiencies were more-than-minor because they were associated with the Design Control 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). Specifically, when the quality of the established surveillance criteria was considered, there was a reasonable 
doubt on the operability of the Unit 1 and 2 turbine driven AFW and 2A and 1B motor driven AFW 
pumps. The team determined the finding to be of very low safety significance (Green) because it did not represent an 
actual loss of function of at least a single train for greater than its technical specification allowed outage time. The team 
determined that the finding had a crosscutting aspect in the Human Performance area of Design Margins [H.6], because 
engineers did not demonstrate the characteristic of ensuring that design margins were guarded and changed only 
through a systematic and rigorous process.
Inspection Report# : 2016007 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Properly Implement Fire Door Inspections
An NRC-identified Green non-cited violation (NCV) of Technical Specifications (TS) 5.4.1.d, "Procedures," was 
identified for the licensee's failure to correctly verify fire door gaps at the strike plate area and between meeting edges 
of double swinging metal doors were within acceptable limits. The licensee initiated hourly roving fire watches for 
these fire doors and took corrective maintenance action to restore affected fire doors within limits. The licensee 
documented this condition in condition reports 10254221 and 10252774. 

The performance deficiency was more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Protection Against External Hazards (i.e. fire) and adversely affected the cornerstone objective in that door 
gaps outside the required limits compromised the door's fire rating qualification. The finding was determined to be of 
very low safety significance (i.e. Green) because either the combustible loading on both sides of each door was 
representative of a fire duration of less than 1.5 hours or each door maintained at least a 1-hour fire endurance rating. 
The finding had a cross-cutting aspect of "Training" in the Human Performance area because the licensee did not 
ensure there was adequate training to properly inspect station fire doors (H.9).
Inspection Report# : 2016003 (pdf)

Barrier Integrity
Emergency Preparedness

Significance:  Dec 28, 2016
Identified By: NRC
Item Type: VIO Violation
Transposition Results in Significantly Different EAL Threshold Values
The inspectors identified an apparent violation (AV) of Title 10 CFR Part 50.54(q)(2) for failure to follow and maintain 
the effectiveness of emergency plans which met the requirements of 10 CFR Part 50.47(b)(4) and Part 50 Appendix E, 
to have a standardized emergency action levels (EAL) scheme in use based on facility system and effluent parameters. 
Specifically, the licensee's emergency classification scheme for Radiological Effluent EAL RG1 (General Emergency) 
and RS1 (Site Area Emergency), contained radiation monitor threshold values which were significantly different (forty-
two times different) due to a transposition of the threshold values. The licensee took immediate corrective actions by 
entering the issue into the corrective action program as condition report (CR) 10283097 and providing corrected EAL 
declaration threshold values to appropriate management and decision-makers (shift managers/emergency directors) via 
Standing Order C-2016-008. 

The performance deficiency was determined to be more than minor because it was associated with the Emergency 
Preparedness cornerstone attribute of Procedure Quality 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. Specifically, the licensee's ability to declare a Site Area Emergency (SAE) and 
General Emergency (GE) based on effluent radiation monitor values was degraded in that event classification could be 
delayed and unnecessary Protective Action Recommendations could be provided to the public. The finding was 
assessed for significance in accordance with NRC Inspection Manual Chapter (IMC) 0609, Appendix B, "Emergency 
Preparedness Significance Determination Process." The inspectors determined that the finding constituted a degraded 
rather than lost risk significant planning standard function and accordingly is assigned White significance. 
Additionally, the over-conservative threshold values could result in an over classification and unnecessary PARs to the 
public. In accordance with IMC 0609, Appendix B, an EAL over-classification that would result in unnecessary PARs 
for the public is assigned White Significance. Because these two findings resulted from the same performance 
deficiency, one White finding with two examples will be cited. 

The cause of the finding was determined to be associated with a cross-cutting aspect in the change management 
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component of the human performance area because the licensee failed to use a systematic process for evaluating and 
implementing change so that nuclear safety remains the overriding priority [H.3]. 

First Update: 
The finding was determined to be of low to moderate safety significance (White). The transposed radiation monitor 
threshold values degraded the ability to make timely and accurate general emergency and site area emergency 
classifications based on abnormal radiological effluent initiating conditions.
Inspection Report# : 2017503 (pdf)
Inspection Report# : 2017504 (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
Significance: N/A Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Update the UFSAR with the Complete and Accurate Information (Section 1R21.2.b.7)
SLIV. The NRC identified a severity level IV non-cited violation of Title 10 Code of Federal Regulations Part 50.71(e)
(4) for the failure to reflect all changes made in the facility or procedures as described in the Updated Final Safety 
Analysis Report (UFSAR). The licensee failed to update UFSAR with the design basis of a new digital emergency 
diesel generator sequencers installed in 2007. This violation was entered into the licensee's corrective action program as 
condition reports 10288350, 10293456, 10291633. The licensee planned to update the UFSAR with the applicable 
design basis. 

The failure to update the UFSAR was a performance deficiency that was determined to be a minor reactor oversight 
program violation because it did not meet the more than minor screening criteria. Because the issue impacted the 
NRC's ability to perform its regulatory process, the inspectors evaluated the violation using the traditional enforcement 
process. The inspectors determined the issue was a severity level IV violation because it met violation example 6.1.d.3 
of the NRC Enforcement Policy. The violation represented a failure to update the UFSAR as required by Title 10 Code 
of Federal Regulations Part 50.71(e), but the lack of up-to-date information has not resulted in any unacceptable change 
to the facility or procedures. Cross-cutting aspects are not assigned to traditional enforcement violations. (Section 
1R21.2.b.7)
Inspection Report# : 2016007 (pdf)

Current data as of : September 05, 2017
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3Q/2017 – Plant Inspection Findings
On this page:

• Initiating Events
• Mitigating Systems
• Barrier Integrity
• Emergency Preparedness
• Occupational Radiation Safety
• Public Radiation Safety
• Security

Initiating Events

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Involving an MSIV Manufacturing Deficiency
(Green). A self-revealing, Green, non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action, was identified for the licensee's failure to identify and correct a condition adverse to quality (i.e., manufacturing 
deficiency), which led to a repetitive failure of MSIV 1HV-3006B. The failure to determine the cause of a significant 
condition adverse to quality and take corrective action to preclude repetition was a performance deficiency. 
Specifically, the licensee failed to identify the root cause of an MSIV actuator failure on April 12, 2014 that resulted in 
a reactor trip. As a result, appropriate corrective actions were not taken and a repeat failure of the valve actuator caused 
another reactor trip on February 3, 2017. The licensee has entered this issue into the corrective action program as 
condition report 10326456. 
This performance deficiency is more than minor because it is associated with the Human Performance attribute of the 
Initiating Events Cornerstone, and adversely affected the cornerstone objective of limiting the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. The finding 
was determined to be of very low safety significance (Green) because the finding did not result in a loss of mitigation 
equipment used to transition the reactor to a stable shutdown condition. The finding was not assigned a cross cutting 
aspect since it is not indicative of current licensee performance due to the root cause evaluation in question being 
performed greater than three years ago (Section 4OA5).
Inspection Report# : 2017002 (pdf)

Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Follow Work Instructions for Implementation of Open Phase Protection System
(Green). A self-revealing, Green, non-cited violation of Technical Specifications 5.4.1.a, "Procedures," was identified 
for the licensee's failure to redline new wiring installation associated with an open phase protection system 
modification installation, as required by work instructions. As result, control circuit wires were not installed per wiring 
diagrams and caused a loss of the offsite power feed to the 'B' train 4160-volt emergency power bus. The licensee's 
failure to redline new wiring installation associated with an open phase protection system modification installation, as 
required by work instructions SNC804606 and maintenance procedure NMP-MA-017, was a performance deficiency. 
The licensee entered this issue into their corrective action program under condition reports 10343972 and 10344136 
and restored offsite power to the emergency bus by correcting the wiring configuration. 

The performance deficiency was more than minor 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. The finding 
was determined to be of very low safety significance (Green) because the in-service train of shutdown cooling (i.e. 'A' 
train of the residual heat removal system) was not affected. The finding was assigned a cross cutting aspect of 
"Procedure Adherence," in the Human Performance area because individuals did not follow work instructions and 
redline procedures when installing new wiring for the open phase protection system [H.8] (Section 4OA5). 

Inspection Report# : 2017002 (pdf)

Significance:  Mar 10, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to identify a Degraded Atmospheric Relief Valve
Green: The NRC identified a Green finding for the licensee's failure to identify the 
reduced reliability of Unit 1 loop 3 atmospheric relief valve (ARV) 1PV-3020 as a degraded/nonconforming condition, 
as required by NMP-AD-012, "Operability Determinations and Functionality Assessments," Version 12.5. As a result, 
corrective maintenance was not prioritized nor conducted at the next available opportunity and led to an additional 
valve failure in March 12, 2016. The failure to identify aging of 
1PV-3020 #285 pilot-to-check valve as a degraded/non conforming condition, as required by NMP-AD-012, was a 
performance deficiency. 

The performance deficiency was more than minor because it was associated with the equipment 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). Specifically, the performance deficiency prevented the license from prioritizing and conducting corrective 
maintenance of 1PV-3020 at the next available opportunity, and led to an additional valve failure in March 2016. Using 
Exhibit 2 of IMC 0609, Appendix A, the inspectors determined that this finding is of very low safety significance 
(Green) because, although the performance deficiency (PD) affected the design/qualification of the 1PV3020 
operability, it did not result in an actual loss of safety system function, and it did not represent a loss of function of one 
or more than one train for more than its technical specification (TS) allowed outage time or greater than 24 hours. The 
finding was assigned a cross cutting aspect of "Resolution" in the Problem Identification and Resolution area, because 
the licensee failed to take effective corrective actions to address aging of the #285 pilot-to-check valve in a timely 
manner. [P.3] (Section 4OA2.1.c)
Inspection Report# : 2017007 (pdf)
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Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify Capability of EDGs Under Maximum Frequency and Voltage
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
III, "Design Control," for failure to correctly translate the appropriate permissible limits for frequency and voltage from 
technical specifications into the emergency diesel generators design loading calculations as required by the licensing 
and design bases. The violation and related issues were entered into the licensee's corrective action program as 
condition reports 10288732 and 10293810. The licensee was evaluating corrective actions, which included determining 
acceptable loads at the more limiting power demands and developing procedural guidance. 

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 emergency diesel generators to respond to initiating events to prevent 
undesirable consequences. Specifically, failing to evaluate the impact from the frequency and voltage limits allowed by 
technical specification could result in overloading the diesel generator if operators manually loaded additional plant 
protection systems during an event. The team determined the finding was of very low safety significance (Green) 
because it was a design deficiency that did not result in a loss of emergency diesel generators operability. The team did 
not assign a crosscutting aspect because the most significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure To Ensure Adequate Unit 1 Emergency Diesel Generator Surveillance Acceptance Criteria
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
V, "Instructions, Procedures and Drawings," for the licensee's failure to have adequate instructions and acceptance 
criteria to confirm the emergency diesel generators capability to reject the largest single load without exceeding 
predetermined frequency and voltage while maintaining a specified margin to the overspeed trip. The violation 
was entered into the licensee's corrective action program as condition report 10294395. An immediate determination of 
operability was performed and concluded that the Emergency Diesel Generators were operable but degraded 
nonconforming. The licensee was evaluating corrective actions, which may include a final determination of the most 
severe single largest load and re-performing the surveillance tests. 

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, without adequate acceptance criteria in surveillance procedure SR 3.8.1.8, the procedure 
could not ensure availability, reliability, and capability of the EDG under the most severe power 
demand characteristics for electric power used by components. 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 did not assign a crosscutting aspect because the most significant contributor did not reflect current licensee 
performance.
Inspection Report# : 2016007 (pdf)
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Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet Isolation Requirements When Incorporating Non-Class 1E Components into Class 1E electrical 
Circuits
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
III "Design Control," for installing non-safety related Individual Cell Equalizer devices into the Class 1E battery 
charging circuits without isolation as specified by Institute of Electrical and Electronics Engineers standard 384 as 
amended by RG 1.75. The violation was entered into the licensee's corrective action program as condition report 
10294321. The licensee was evaluating corrective actions, which included the removal of the non-Class 1E 
components. 

The performance deficiency was determined to be more than minor because it affected the Design Control 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 failure to conform to Class 1E design requirements for independence affected the reliability of the Class 1E battery 
systems. The team determined the finding to be of very low safety significance (Green), 
because it was a deficiency affecting the design or qualification of a SSC, and the SSC maintained its operability or 
functionality. The team did not assign a crosscutting aspect because the most significant contributor did not reflect 
current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Required In-Service Testing of Unit 2 CST Swap over Valves
The NRC identified a Green non-cited violation of Technical Specification 5.5.8, "Inservice Testing Program," for 
Vogtle Unit 2 failure to perform the required testing in accordance with the American Society of Mechanical Engineers 
Operation and Maintenance Code for nine valves that had active safety functions. Specifically, these valves were 
required to operate when aligning the AFW pumps from Condensate Storage Tank (CST) 1 to CST 2. 
The violation was entered into the licensee's corrective action program as condition report 10293900. The licensee 
performed an immediate determination of operability and determined that the CST valves were operable but degraded 
nonconforming. The licensee planned to register the CST valves into the IST program and exercise those valves that 
that have never been exercised at the first available opportunity. 

The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of Equipment Performance, and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, degraded valve performance could go undetected without periodic testing and trending. The team 
determined the finding to be of very low safety significance (Green) because the finding was not a design or 
qualification deficiency, did not represent a loss of system and/or function, and did not represent 
the loss of any trains of TS or Non-TS equipment. The team did not assign a crosscutting aspect because the most 
significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Perform Periodic Testing Of Safety-Related Valve Interlocks
The NRC identified a Green, non-cited violation of Title 10 Code of Federal Regulations Part 50.55a(h)(2) "Protection 
Systems," because the licensee failed to perform periodic testing of safety-related valve interlocks to ensure an 
adequate single failure analysis by identifying detectable failures in accordance with Institute of Electrical and 
Electronics Engineers standard (IEEE) 379-1972, "IEEE Trial-Use Guide for the Application of the Single-Failure 
Criterion to Nuclear Power Generating Station Protection Systems." The violation was entered into the licensee's 
corrective action program as condition report 10293749. The licensee performed an immediate determination of 
operability and determined that the affected systems were operable but degraded nonconforming. The licensee was in 
the process of determining and developing adequate corrective actions to conform with Institute of IEEE Standard 379-
1972. 

The performance deficiency was determined to be more than minor because it was associated with the Equipment 
Performance attribute of the 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, the failure to periodically test safety-related valve interlocks affected the adequacy of the 
licensee's single failure analysis. 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 systemand/or function, and did not represent the loss 
of any trains of technical specification or nontechnical specification equipment. The team did not assign a crosscutting 
aspect because the most significant contributor did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assure Auxiliary Feedwater Design Basis Capability
The NRC identified a Green non-cited violation of Title 10 Code of Federal Regulations Part 50, Appendix B, Criterion 
III, "Design Control" for the licensee's failure to translate the Auxiliary Feedwater (AFW) pumps design bases into 
adequate acceptance criteria for technical specifications SR 3.5.7.2 and for the failure to verify the adequacy of the 
design of the same AFW pumps. The licensee entered the violation into the corrective action program as condition 
reports 10293456 and 10294168. As an immediate corrective action, the licensee evaluated the operability of the Unit 1 
and 2 AFW pumps, modify the allowed diesel frequency acceptance criteria, and initiated corrective action to develop 
new acceptance criteria and monitor pump performance for degradation. 

The performance deficiencies were more-than-minor because they were associated with the Design Control 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). Specifically, when the quality of the established surveillance criteria was considered, there was a reasonable 
doubt on the operability of the Unit 1 and 2 turbine driven AFW and 2A and 1B motor driven AFW 
pumps. The team determined the finding to be of very low safety significance (Green) because it did not represent an 
actual loss of function of at least a single train for greater than its technical specification allowed outage time. The team 
determined that the finding had a crosscutting aspect in the Human Performance area of Design Margins [H.6], because 
engineers did not demonstrate the characteristic of ensuring that design margins were guarded and changed only 
through a systematic and rigorous process.
Inspection Report# : 2016007 (pdf)

Barrier Integrity
Emergency Preparedness
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Significance:  Dec 28, 2016
Identified By: NRC
Item Type: VIO Violation
Transposition Results in Significantly Different EAL Threshold Values
The inspectors identified an apparent violation (AV) of Title 10 CFR Part 50.54(q)(2) for failure to follow and maintain 
the effectiveness of emergency plans which met the requirements of 10 CFR Part 50.47(b)(4) and Part 50 Appendix E, 
to have a standardized emergency action levels (EAL) scheme in use based on facility system and effluent parameters. 
Specifically, the licensee's emergency classification scheme for Radiological Effluent EAL RG1 (General Emergency) 
and RS1 (Site Area Emergency), contained radiation monitor threshold values which were significantly different (forty-
two times different) due to a transposition of the threshold values. The licensee took immediate corrective actions by 
entering the issue into the corrective action program as condition report (CR) 10283097 and providing corrected EAL 
declaration threshold values to appropriate management and decision-makers (shift managers/emergency directors) via 
Standing Order C-2016-008. 

The performance deficiency was determined to be more than minor because it was associated with the Emergency 
Preparedness cornerstone attribute of Procedure Quality 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. Specifically, the licensee's ability to declare a Site Area Emergency (SAE) and 
General Emergency (GE) based on effluent radiation monitor values was degraded in that event classification could be 
delayed and unnecessary Protective Action Recommendations could be provided to the public. The finding was 
assessed for significance in accordance with NRC Inspection Manual Chapter (IMC) 0609, Appendix B, "Emergency 
Preparedness Significance Determination Process." The inspectors determined that the finding constituted a degraded 
rather than lost risk significant planning standard function and accordingly is assigned White significance. 
Additionally, the over-conservative threshold values could result in an over classification and unnecessary PARs to the 
public. In accordance with IMC 0609, Appendix B, an EAL over-classification that would result in unnecessary PARs 
for the public is assigned White Significance. Because these two findings resulted from the same performance 
deficiency, one White finding with two examples will be cited. 

The cause of the finding was determined to be associated with a cross-cutting aspect in the change management 
component of the human performance area because the licensee failed to use a systematic process for evaluating and 
implementing change so that nuclear safety remains the overriding priority [H.3]. 

First Update: 
The finding was determined to be of low to moderate safety significance (White). The transposed radiation monitor 
threshold values degraded the ability to make timely and accurate general emergency and site area emergency 
classifications based on abnormal radiological effluent initiating conditions.
Inspection Report# : 2017503 (pdf)
Inspection Report# : 2017504 (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 
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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 Nov 04, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Update the UFSAR with the Complete and Accurate Information (Section 1R21.2.b.7)
SLIV. The NRC identified a severity level IV non-cited violation of Title 10 Code of Federal Regulations Part 50.71(e)
(4) for the failure to reflect all changes made in the facility or procedures as described in the Updated Final Safety 
Analysis Report (UFSAR). The licensee failed to update UFSAR with the design basis of a new digital emergency 
diesel generator sequencers installed in 2007. This violation was entered into the licensee's corrective action program as 
condition reports 10288350, 10293456, 10291633. The licensee planned to update the UFSAR with the applicable 
design basis. 

The failure to update the UFSAR was a performance deficiency that was determined to be a minor reactor oversight 
program violation because it did not meet the more than minor screening criteria. Because the issue impacted the 
NRC's ability to perform its regulatory process, the inspectors evaluated the violation using the traditional enforcement 
process. The inspectors determined the issue was a severity level IV violation because it met violation example 6.1.d.3 
of the NRC Enforcement Policy. The violation represented a failure to update the UFSAR as required by Title 10 Code 
of Federal Regulations Part 50.71(e), but the lack of up-to-date information has not resulted in any unacceptable change 
to the facility or procedures. Cross-cutting aspects are not assigned to traditional enforcement violations. (Section 
1R21.2.b.7)
Inspection Report# : 2016007 (pdf)

Current data as of : December 04, 2017

Page Last Reviewed/Updated Monday, November 06, 2017
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4Q/2017 – Plant Inspection Findings
On this page:

• Initiating Events
• Mitigating Systems
• Barrier Integrity
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• Occupational Radiation Safety
• Public Radiation Safety
• Security

Initiating Events

Significance:  Jul 21, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Involving an MSIV Manufacturing Deficiency
(Green). A self-revealing, Green, non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action, was identified for the licensee's failure to identify and correct a condition adverse to quality (i.e., manufacturing 
deficiency), which led to a repetitive failure of MSIV 1HV-3006B. The failure to determine the cause of a significant 
condition adverse to quality and take corrective action to preclude repetition was a performance deficiency. 
Specifically, the licensee failed to identify the root cause of an MSIV actuator failure on April 12, 2014 that resulted in 
a reactor trip. As a result, appropriate corrective actions were not taken and a repeat failure of the valve actuator caused 
another reactor trip on February 3, 2017. The licensee has entered this issue into the corrective action program as 
condition report 10326456.
This performance deficiency is more than minor because it is associated with the Human Performance attribute of the 
Initiating Events Cornerstone, and adversely affected the cornerstone objective of limiting the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. The finding 
was determined to be of very low safety significance (Green) because the finding did not result in a loss of mitigation 
equipment used to transition the reactor to a stable shutdown condition. The finding was not assigned a cross cutting 
aspect since it is not indicative of current licensee performance due to the root cause evaluation in question being 
performed greater than three years ago (Section 4OA5).
Inspection Report# : 2017002 (pdf)

Mitigating Systems

Significance:  Jul 21, 2017
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Follow Work Instructions for Implementation of Open Phase Protection System
(Green). A self-revealing, Green, non-cited violation of Technical Specifications 5.4.1.a, "Procedures," was identified 
for the licensee's failure to redline new wiring installation associated with an open phase protection system 
modification installation, as required by work instructions. As result, control circuit wires were not installed per wiring 
diagrams and caused a loss of the offsite power feed to the 'B' train 4160-volt emergency power bus. The licensee's 
failure to redline new wiring installation associated with an open phase protection system modification installation, as 
required by work instructions SNC804606 and maintenance procedure NMP-MA-017, was a performance deficiency. 
The licensee entered this issue into their corrective action program under condition reports 10343972 and 10344136 
and restored offsite power to the emergency bus by correcting the wiring configuration.

The performance deficiency was more than minor 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. The finding 
was determined to be of very low safety significance (Green) because the in-service train of shutdown cooling (i.e. 'A' 
train of the residual heat removal system) was not affected. The finding was assigned a cross cutting aspect of 
"Procedure Adherence," in the Human Performance area because individuals did not follow work instructions and 
redline procedures when installing new wiring for the open phase protection system [H.8] (Section 4OA5). 

Inspection Report# : 2017002 (pdf)

Significance:  Apr 19, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to identify a Degraded Atmospheric Relief Valve

Green: The NRC identified a Green finding for the licensee's failure to identify the

reduced reliability of Unit 1 loop 3 atmospheric relief valve (ARV) 1PV-3020 as a degraded/nonconforming condition, 
as required by NMP-AD-012, "Operability Determinations and Functionality Assessments," Version 12.5. As a result, 
corrective maintenance was not prioritized nor conducted at the next available opportunity and led to an additional 
valve failure in March 12, 2016. The failure to identify aging of

1PV-3020 #285 pilot-to-check valve as a degraded/non conforming condition, as required by NMP-AD-012, was a 
performance deficiency. 

The performance deficiency was more than minor because it was associated with the equipment 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). Specifically, the performance deficiency prevented the license from prioritizing and conducting corrective 
maintenance of 1PV-3020 at the next available opportunity, and led to an additional valve failure in March 2016. Using 
Exhibit 2 of IMC 0609, Appendix A, the inspectors determined that this finding is of very low safety significance 
(Green) because, although the performance deficiency (PD) affected the design/qualification of the 1PV3020 
operability, it did not result in an actual loss of safety system function, and it did not represent a loss of function of one 
or more than one train for more than its technical specification (TS) allowed outage time or greater than 24 hours. The 
finding was assigned a cross cutting aspect of "Resolution" in the Problem Identification and Resolution area, because 
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the licensee failed to take effective corrective actions to address aging of the #285 pilot-to-check valve in a timely 
manner. [P.3] (Section 4OA2.1.c)

Inspection Report# : 2017007 (pdf)

Barrier Integrity
Emergency Preparedness
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 Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Fire Protection Program Change did not meet VEGP License Condition Requirement 2.G for Units 1 and 2

The inspectors identified a Severity Level IV (SL IV) non-cited violation (NCV) and associated Green finding of 
Vogtle Units 1 and 2 Operating License Conditions 2.G, for the licensee?s failure to perform an evaluation of the 
impact of a change to the approved fire protection program (FPP). The failure to adequately evaluate the impact of the 
change resulted in the implementation of a change to the FPP that could have adversely affected the ability to achieve 
and maintain safe shutdown. The licensee initiated condition report (CR) 10382461 to evaluate the issue and make 
necessary correction to the program.

The inspectors determined that the licensee?s failure to adequately evaluate the impact of the change to the FPP was a 
performance deficiency (PD). The PD was determined to be more than minor because if left uncorrected, the PD could 
have the potential to lead to a more significant safety concern. Specifically, if degraded fire doors are not evaluated for 
functionality, the doors could potentially be left in a condition where it would not perform its design function in the 
case of a fire. The licensee?s failure to submit the FPP change to the NRC was determined to impede the regulatory 
process because the FPP change required NRC review and approval prior to implementation. The finding was screened 
as Green because, based upon inspection of the affected barriers, the inspectors determined that, either, the combustible 
loading on both sides of the barrier represented a fire duration of less than 1.5 hours, there was a fully functional 
automatic suppression system on either side of the barrier, or the barrier separated rooms that utilized the same SSD 
strategy. This violation was determined to be a Severity Level IV violation because the associated finding was 
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evaluated by the SDP as having very low safety significance (i.e., Green finding). No cross cutting aspect was assigned 
because the finding was not indicative of current licensee performance. (Section 1R05.11)
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