
Vermont Yankee 

Initiating Events 

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to follow the approved test 
procedures and specify a post- modification test to demonstrate that a modification of the emergency core cooling system (ECCS) power supply 
would not result in an unanticipated ECCS actuation. This finding was considered more than minor because the failure to test the entire circuit 
design and follow approved test procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because even though the frequency of 
an initiating event may have increased, the ECCS and reactor scram actuation equipment remained operable. Because the finding is of very low 
safety significance and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for inadequate design control of the RCIC 
turbine exhaust line. Design changes installed in 1998 and 1999 had a synergistic effect, causing the induction and accumulation of torus water in 
the turbine's exhaust line after shutdown of the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was 
considered more than minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety significance 
based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and the containment penetration would not 
be damaged, if the turbine were started with its exhaust line full of water. Because the finding is of very low safety significance and was captured in 
the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure to identify a significant condition 
adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to meet the low-trip setpoint acceptance criteria of OP4326 and 
no Event Report was initiated as required by AP 0009. Also, on September 30, the degraded condition leading to this failure was the primary cause 
of an event involving Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor because it had 
an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety system actuation, the finding was of very 
low safety significance based on a Phase 1 SDP because the mitigation function of the Group 3 isolation valves and the standby gas treatment 
system remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing torus cooling. Although not 
directed by the procedure, the operator throttled closed a valve in the RHR SW pump's discharge flow path, causing a relief valve on the system to 
lift. This issue was considered more than minor because the failure to follow procedures for the operation of safety related equipment could have a 
credible impact on plant safety. The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because the system was not damaged, the problem was readily identified and corrected, and the system was 
promptly returned to its normal standby alignment (operable). The failure to follow procedures was treated as a non-cited violation and this issue 
was entered in VY's corrective action program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by the inspectors. This violation of 
technical specification 6.4, "Procedures," involved failure to provide adequate procedures for control of work on the backup air supply to the inner 
reactor building railroad door seal. As a result, the door's safety-related backup air supply was removed from service and the door was not declared 
inoperable. This issue did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump for shutdown cooling. At the 
time the RHR pump was considered available to meet key safety functions during shutdown operations. VY's investigation found that a protective 
interlock on the breaker had actuated because the breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators 
had failed to rack up the 4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. However, the inspectors 
determined this issue was Green (of very low safety significance) based on a Phase 2 evaluation of the Shutdown Operations SDP. The failure of 
RHR Pump C to start did not degrade VY's ability to provide sufficient defense in depth for the decay heat removal or inventory control safety 
functions. The operators' failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not bounded by the values that 
had been assumed in an associated operability determination. VY did not confirm the as-found condition was consistent with the deficiency 
evaluated in Basis for Maintaining Operation (BMO) 2000-016. This was of concern because similar degraded relays were installed in other safety 
related 4kV breakers. This finding was of very low safety significance (Green) because a revised operability determination provided reasonable 
assurance of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their corrective action 
program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, because it stated the main turbine 
bypass valves are not credited in any FSAR analysis. The bypass valves are assumed to function for the Feedwater Controller Failure - Maximum 
Demand transient discussed in FSAR Chapter 14.5.8. The initial operability evaluation and VY management review did not recognize that the 
bypass system can affect transient analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no impact on the MCPR 
operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  
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Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station battery chargers. Temporary 
Modification 2000-012 eliminated a spare charger for the main station battery system that was assumed to be available in the on-line risk 
monitoring software. This finding was of very low safety significance (Green) because the primary chargers for both main station batteries had not 
been removed from service after the installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, were not included in the 
Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the corrective action program as Event Report (ER) 
2000-1717. This finding is considered more than minor, because if left uncorrected, the failure to monitor the effectiveness of maintenance on 
systems used in emergency operating procedures would become a more significant safety concern. This issue was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment did not 
degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance Rule Program was determined to be 
a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system did not adequately evaluate 
the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor cooling flow for RHRSW pump A to meet the 
acceptance criteria during a surveillance test. Although this adjustment was directed by the test procedure, the operators are not expected to 
document the as-found test results. The lack of as-found records for previous surveillance tests has hampered VY's ability to identify repetitive 
problems or adverse trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to perform an 
adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left uncorrected, repeated adjustment of 
the motor cooling flow prior to collecting the surveillance data would mask degrading conditions that could lead to the loss of a safety function. This 
finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump 
A was degraded but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW pumps will 
perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This problem was determined to be a non-cited 
violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance procedure they were 
performing specified that no leakage was acceptable. The operators referenced an open 1998 work order as an explanation; however, no 
operability determination was documented with the work order and no ER was initiated, as required by VY’s administrative procedure AP 0009, 
“Event Reports.” This issue was considered more than minor because the RHRSW valve leakage reduces the available water inventory for the 
Alternate Cooling System (ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low safety 
significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent the ACS from meeting its 7-day 
mission time specified in the safety design basis. The failure to properly identify this condition adverse to quality is a violation of 10 CFR 50 
Appendix B, Criterion XVI, "Corrective Action." This problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 

Page 3 of 81Q/2000 Inspection Findings - Vermont Yankee



Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex formation in the condensate 
storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC pumps was swapped over from the CST to the 
suppression pool. This change invalidated the UFSAR statement that committed sufficient inventory in the CST to provide reactor cooling for 8 
hours. Therefore, it should have resulted in a 50.59 safety evaluation to determine whether the change adversely impacted the design and 
licensing basis of the plant. The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the CST swap-over setpoint 
change failed to recognize that the existing TS setpoint for swap-over was no longer conservative. Specifically, the existing TS swap-over setting of 
greater than or equal to 3%, corresponding to a CST nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by 
the vortex calculation and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the UFSAR 
and to change the technical specification was determined to be of very low risk significance (Green) by the SDP phase 1 screening. This 
conclusion was based on the suppression pool being available to support the 8-hour decay heat makeup requirements to the vessel in hot standby 
conditions. Therefore, no loss of function due to air entrainment from the CST would have occurred during an actual event. The failure to perform a 
safety evaluation was considered a non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) contained precautions and 
statements requiring assurance that CST level remained above 15% of the measured volume. The team found that the minimum level of 15% 
specified in the above procedures allowed the licensee to drop the CST inventory below the height of the CST standpipe by approximately 8,000 
gallons and, hence, below the 75,000 gallons specified in the UFSAR and required by the Technical Specifications. The CST standpipe was 
originally designed to ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be of 
very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the CST level being maintained 
well above the HPCI and RCIC inventory requirements; and, (2) the team having no evidence that the level had ever dropped below the CST 
standpipe. The failure by VY to correctly translate design basis assumptions into surveillance procedure acceptance criteria was considered a non-
cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced and, therefore, exposed to 
the ambient conditions of their mounting location. The transmitters perform a safety function in that they are used for the RCIC and HPCI suction 
switchover from the CST to the suppression pool. The team also found that the mounting location of the transmitters was unheated and not subject 
to winterization controls. Therefore, the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing 
line could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team determined this issue to 
be of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the freezing of the line was 
potentially recognizable by the operators due to erratic CST level indications; (2) there was no evidence that the line ever froze during past winters; 
and (3) following an event requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all environmental conditions was 
considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY 
corrective action program. (Section 1R21.2, Operations, Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing the John Deere diesel 
generator from service for planned maintenance. The operating crews' review of the system operating procedure had been the only process to 
ensure this action was taken. VY management initiated corrective action to address the identification of compensatory actions as part of the 
maintenance planning process (reference ER 2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 
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of the SDP, because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated that the 
temporary generator, which had not been staged as required, was readily available. VY's failure to implement the procedure was determined to be 
a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the Final Safety Analysis Report. 
In the first example, adjacent cable trays in the cable spreading room were not properly enclosed, and in the second example, several nonsafety-
related cables in the switchgear room went between two safety-related cable trays. This finding was determined to be Green (of very low safety 
sifnificance) using Phase 1 of the SDP because the non-conforming conditions did not render the associated equipment inoperable. The failure to 
maintain adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual frequency, not the quarterly 
frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI OMa-1988. This finding was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, because the vacuum breakers were demonstrated to be operable during the semiannual 
testing. VY's failure to measure the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 
50.55a and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate design control of the 
instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring system that contributed to a failure of this line on 
November 4, creating an open pathway in the physical integrity of primary containment. The finding was considered more than minor because it 
had an actual impact on the physical integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP 
because (1) the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post accident conditions; 
(2) the failures resulted in control room alarms so control room operators could take timely action to isolate the system; and (3) any releases via 
this pathway would be into the reactor building's filtered and monitored ventilation system. Because the finding is of very low safety significance 
and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of 
the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion bellows. The cover had been 
attached to the adjoining piping at both ends of the bellows, potentially restricting expansion and/or contraction of the metal bellows. This issue was 
considered more than minor because the physical problem existed and because restriction of the bellows could have a credible impact on safety 
during a design basis accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP, because VY was able to show that the cover brackets would deform and not restrict movement or otherwise damage the 
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bellows. The failure to provide adequate design control for the bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 
of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 refueling outage found that the 
leakage rates of both valves exceeded the Technical Specification allowable leak rate limit. These safety-related valves were new in this application 
and had been installed during the previous refueling outage. The inspectors concluded that the valves were not adequately designed for this 
application. The valves were purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked with the vendor to install stronger 
springs and stiffer radial guides. This issue was considered more than minor because the failure to provide reliable isolation check valves can have 
a credible impact on safety and affect the integrity of the reactor containment. This issue was determined to be of very low safety significance 
(GREEN) because any post-accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was determined that the change 
in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve failures was very low. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance: TBD Sep 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont Yankee power reactor facility. 
The evaluation consisted of a selective examination of physical security plans, procedures and representative records; review and walkdown of 
selective portions of the Vermont Yankee facility; conduct of table-top exercises; examination and review of target sets; observations of force-on-
force response exercises and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was determined to be a potential 
Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon identification of the finding, VY established 
immediate compensatory measures. These were taken to assure the security program was adequate while necessary longer term corrective 
actions are implemented. Before leaving the site, the inspectors determined that the security program at Vermont Yankee was sound, an important 
step given the current threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee confirmed its commitment to 
continue these actions, and the compensatory measures addressing the weaknesses revealed from the OSRE, pending the implementation of 
long-term corrective actions. 
Inspection Report# : 2001010(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
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The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 2001, issues associated with 
protective strategies and target set development were identified. It was determined that some aspects of the currently established protective 
strategy did not fully conform to the General Performance Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through 
a table-top drill, and consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated upon 
identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities in the safeguards program, no 
actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted penetrations into the Protected Area, 
which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont Yankee Physical Security Plan. This finding is considered a non-
cited violation of 10 CFR 73.55 (c)(4). Corrective measures were initiated upon identification. The finding was of very low safety significance 
(Green), because although it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Miscellaneous 

Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed by the inspectors. This 
violation involved the failure to use self-contained breathing apparatus during fire drills as required by 10 CFR 50, Appendix R, Section III, 
Paragraph I.3.e(2). VY failed to assess each fire brigade member's use of self-contained breathing apparatus during drills, as required by 10CFR 
50, Appendix R, Section III, Paragraph I.3.e(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. Corrective actions taken or 
planned by VY appear reasonable. VY's failure to adequately integrate design information into a SW pump test procedure resulted in the 
unintended start of two fire protection system pumps. This issue was a violation of Technical Specification 6.4.F and was entered into VY's 
corrective action program as ER2000-1712.(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) required by 10CFR50, 
Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the effectiveness of the control of 
quality by contractors shall be assessed at intervals consistent with the importance, complexity, and quantity of the services. VY administrative 
procedures require that contractors procured under non-nuclear safety purchase orders be supervised by plant staff members who are qualified by 
experience and/or training to judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling valve 13-20, and at the 
time, those technicians were not adequately supervised. The NRC Office of Investigations determined this violation was the result of a delibert act 
by a maintenance manager. Because the violation was deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement 
Policy (NUREG-1600). [NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during this 
report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in inspection report 50-271/01-06 issued 
on September 25, 2001] 
Inspection Report# : 2000007(pdf)  

Significance: N/A May 11, 2000 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 1999. Subsequently, the 
licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the main condenser failed a surveillance in March 1998. In 
both cases, a work request was initiated to repair the system; but no ER was written, as required by the ER procedure. The team identified a third 
example where a work request was initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving 
the problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical Specifications related to procedure 
implementation, and is being treated as a Non-Cited Violation. The violation was not assessed using the Significance Determination Process, as it 
did not impact one of the cornerstones; however, it provides substantive information relative to the cross cutting issue of problem identification and 
resolution. (Section 4OA2.1) 
Inspection Report# : 2000003(pdf)  

Last modified : April 01, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to follow the approved test 
procedures and specify a post- modification test to demonstrate that a modification of the emergency core cooling system (ECCS) power supply 
would not result in an unanticipated ECCS actuation. This finding was considered more than minor because the failure to test the entire circuit 
design and follow approved test procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because even though the frequency of 
an initiating event may have increased, the ECCS and reactor scram actuation equipment remained operable. Because the finding is of very low 
safety significance and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for inadequate design control of the RCIC 
turbine exhaust line. Design changes installed in 1998 and 1999 had a synergistic effect, causing the induction and accumulation of torus water in 
the turbine's exhaust line after shutdown of the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was 
considered more than minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety significance 
based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and the containment penetration would not 
be damaged, if the turbine were started with its exhaust line full of water. Because the finding is of very low safety significance and was captured in 
the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure to identify a significant condition 
adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to meet the low-trip setpoint acceptance criteria of OP4326 and 
no Event Report was initiated as required by AP 0009. Also, on September 30, the degraded condition leading to this failure was the primary cause 
of an event involving Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor because it had 
an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety system actuation, the finding was of very 
low safety significance based on a Phase 1 SDP because the mitigation function of the Group 3 isolation valves and the standby gas treatment 
system remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing torus cooling. Although not 
directed by the procedure, the operator throttled closed a valve in the RHR SW pump's discharge flow path, causing a relief valve on the system to 
lift. This issue was considered more than minor because the failure to follow procedures for the operation of safety related equipment could have a 
credible impact on plant safety. The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because the system was not damaged, the problem was readily identified and corrected, and the system was 
promptly returned to its normal standby alignment (operable). The failure to follow procedures was treated as a non-cited violation and this issue 
was entered in VY's corrective action program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by the inspectors. This violation of 
technical specification 6.4, "Procedures," involved failure to provide adequate procedures for control of work on the backup air supply to the inner 
reactor building railroad door seal. As a result, the door's safety-related backup air supply was removed from service and the door was not declared 
inoperable. This issue did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump for shutdown cooling. At the 
time the RHR pump was considered available to meet key safety functions during shutdown operations. VY's investigation found that a protective 
interlock on the breaker had actuated because the breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators 
had failed to rack up the 4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. However, the inspectors 
determined this issue was Green (of very low safety significance) based on a Phase 2 evaluation of the Shutdown Operations SDP. The failure of 
RHR Pump C to start did not degrade VY's ability to provide sufficient defense in depth for the decay heat removal or inventory control safety 
functions. The operators' failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not bounded by the values that 
had been assumed in an associated operability determination. VY did not confirm the as-found condition was consistent with the deficiency 
evaluated in Basis for Maintaining Operation (BMO) 2000-016. This was of concern because similar degraded relays were installed in other safety 
related 4kV breakers. This finding was of very low safety significance (Green) because a revised operability determination provided reasonable 
assurance of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their corrective action 
program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, because it stated the main turbine 
bypass valves are not credited in any FSAR analysis. The bypass valves are assumed to function for the Feedwater Controller Failure - Maximum 
Demand transient discussed in FSAR Chapter 14.5.8. The initial operability evaluation and VY management review did not recognize that the 
bypass system can affect transient analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no impact on the MCPR 
operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  
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Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station battery chargers. Temporary 
Modification 2000-012 eliminated a spare charger for the main station battery system that was assumed to be available in the on-line risk 
monitoring software. This finding was of very low safety significance (Green) because the primary chargers for both main station batteries had not 
been removed from service after the installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, were not included in the 
Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the corrective action program as Event Report (ER) 
2000-1717. This finding is considered more than minor, because if left uncorrected, the failure to monitor the effectiveness of maintenance on 
systems used in emergency operating procedures would become a more significant safety concern. This issue was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment did not 
degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance Rule Program was determined to be 
a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system did not adequately evaluate 
the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor cooling flow for RHRSW pump A to meet the 
acceptance criteria during a surveillance test. Although this adjustment was directed by the test procedure, the operators are not expected to 
document the as-found test results. The lack of as-found records for previous surveillance tests has hampered VY's ability to identify repetitive 
problems or adverse trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to perform an 
adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left uncorrected, repeated adjustment of 
the motor cooling flow prior to collecting the surveillance data would mask degrading conditions that could lead to the loss of a safety function. This 
finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump 
A was degraded but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW pumps will 
perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This problem was determined to be a non-cited 
violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance procedure they were 
performing specified that no leakage was acceptable. The operators referenced an open 1998 work order as an explanation; however, no 
operability determination was documented with the work order and no ER was initiated, as required by VY’s administrative procedure AP 0009, 
“Event Reports.” This issue was considered more than minor because the RHRSW valve leakage reduces the available water inventory for the 
Alternate Cooling System (ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low safety 
significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent the ACS from meeting its 7-day 
mission time specified in the safety design basis. The failure to properly identify this condition adverse to quality is a violation of 10 CFR 50 
Appendix B, Criterion XVI, "Corrective Action." This problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex formation in the condensate 
storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC pumps was swapped over from the CST to the 
suppression pool. This change invalidated the UFSAR statement that committed sufficient inventory in the CST to provide reactor cooling for 8 
hours. Therefore, it should have resulted in a 50.59 safety evaluation to determine whether the change adversely impacted the design and 
licensing basis of the plant. The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the CST swap-over setpoint 
change failed to recognize that the existing TS setpoint for swap-over was no longer conservative. Specifically, the existing TS swap-over setting of 
greater than or equal to 3%, corresponding to a CST nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by 
the vortex calculation and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the UFSAR 
and to change the technical specification was determined to be of very low risk significance (Green) by the SDP phase 1 screening. This 
conclusion was based on the suppression pool being available to support the 8-hour decay heat makeup requirements to the vessel in hot standby 
conditions. Therefore, no loss of function due to air entrainment from the CST would have occurred during an actual event. The failure to perform a 
safety evaluation was considered a non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) contained precautions and 
statements requiring assurance that CST level remained above 15% of the measured volume. The team found that the minimum level of 15% 
specified in the above procedures allowed the licensee to drop the CST inventory below the height of the CST standpipe by approximately 8,000 
gallons and, hence, below the 75,000 gallons specified in the UFSAR and required by the Technical Specifications. The CST standpipe was 
originally designed to ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be of 
very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the CST level being maintained 
well above the HPCI and RCIC inventory requirements; and, (2) the team having no evidence that the level had ever dropped below the CST 
standpipe. The failure by VY to correctly translate design basis assumptions into surveillance procedure acceptance criteria was considered a non-
cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced and, therefore, exposed to 
the ambient conditions of their mounting location. The transmitters perform a safety function in that they are used for the RCIC and HPCI suction 
switchover from the CST to the suppression pool. The team also found that the mounting location of the transmitters was unheated and not subject 
to winterization controls. Therefore, the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing 
line could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team determined this issue to 
be of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the freezing of the line was 
potentially recognizable by the operators due to erratic CST level indications; (2) there was no evidence that the line ever froze during past winters; 
and (3) following an event requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all environmental conditions was 
considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY 
corrective action program. (Section 1R21.2, Operations, Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing the John Deere diesel 
generator from service for planned maintenance. The operating crews' review of the system operating procedure had been the only process to 
ensure this action was taken. VY management initiated corrective action to address the identification of compensatory actions as part of the 
maintenance planning process (reference ER 2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 
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of the SDP, because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated that the 
temporary generator, which had not been staged as required, was readily available. VY's failure to implement the procedure was determined to be 
a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the Final Safety Analysis Report. 
In the first example, adjacent cable trays in the cable spreading room were not properly enclosed, and in the second example, several nonsafety-
related cables in the switchgear room went between two safety-related cable trays. This finding was determined to be Green (of very low safety 
sifnificance) using Phase 1 of the SDP because the non-conforming conditions did not render the associated equipment inoperable. The failure to 
maintain adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual frequency, not the quarterly 
frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI OMa-1988. This finding was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, because the vacuum breakers were demonstrated to be operable during the semiannual 
testing. VY's failure to measure the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 
50.55a and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate design control of the 
instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring system that contributed to a failure of this line on 
November 4, creating an open pathway in the physical integrity of primary containment. The finding was considered more than minor because it 
had an actual impact on the physical integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP 
because (1) the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post accident conditions; 
(2) the failures resulted in control room alarms so control room operators could take timely action to isolate the system; and (3) any releases via 
this pathway would be into the reactor building's filtered and monitored ventilation system. Because the finding is of very low safety significance 
and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of 
the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion bellows. The cover had been 
attached to the adjoining piping at both ends of the bellows, potentially restricting expansion and/or contraction of the metal bellows. This issue was 
considered more than minor because the physical problem existed and because restriction of the bellows could have a credible impact on safety 
during a design basis accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP, because VY was able to show that the cover brackets would deform and not restrict movement or otherwise damage the 
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bellows. The failure to provide adequate design control for the bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 
of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 refueling outage found that the 
leakage rates of both valves exceeded the Technical Specification allowable leak rate limit. These safety-related valves were new in this application 
and had been installed during the previous refueling outage. The inspectors concluded that the valves were not adequately designed for this 
application. The valves were purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked with the vendor to install stronger 
springs and stiffer radial guides. This issue was considered more than minor because the failure to provide reliable isolation check valves can have 
a credible impact on safety and affect the integrity of the reactor containment. This issue was determined to be of very low safety significance 
(GREEN) because any post-accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was determined that the change 
in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve failures was very low. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance: TBD Sep 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont Yankee power reactor facility. 
The evaluation consisted of a selective examination of physical security plans, procedures and representative records; review and walkdown of 
selective portions of the Vermont Yankee facility; conduct of table-top exercises; examination and review of target sets; observations of force-on-
force response exercises and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was determined to be a potential 
Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon identification of the finding, VY established 
immediate compensatory measures. These were taken to assure the security program was adequate while necessary longer term corrective 
actions are implemented. Before leaving the site, the inspectors determined that the security program at Vermont Yankee was sound, an important 
step given the current threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee confirmed its commitment to 
continue these actions, and the compensatory measures addressing the weaknesses revealed from the OSRE, pending the implementation of 
long-term corrective actions. 
Inspection Report# : 2001010(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
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The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 2001, issues associated with 
protective strategies and target set development were identified. It was determined that some aspects of the currently established protective 
strategy did not fully conform to the General Performance Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through 
a table-top drill, and consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated upon 
identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities in the safeguards program, no 
actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted penetrations into the Protected Area, 
which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont Yankee Physical Security Plan. This finding is considered a non-
cited violation of 10 CFR 73.55 (c)(4). Corrective measures were initiated upon identification. The finding was of very low safety significance 
(Green), because although it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Miscellaneous 

Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 1999. Subsequently, the 
licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the main condenser failed a surveillance in March 1998. In 
both cases, a work request was initiated to repair the system; but no ER was written, as required by the ER procedure. The team identified a third 
example where a work request was initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving 
the problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical Specifications related to procedure 
implementation, and is being treated as a Non-Cited Violation. The violation was not assessed using the Significance Determination Process, as it 
did not impact one of the cornerstones; however, it provides substantive information relative to the cross cutting issue of problem identification and 
resolution. (Section 4OA2.1) 
Inspection Report# : 2000003(pdf)  

Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed by the inspectors. This 
violation involved the failure to use self-contained breathing apparatus during fire drills as required by 10 CFR 50, Appendix R, Section III, 
Paragraph I.3.e(2). VY failed to assess each fire brigade member's use of self-contained breathing apparatus during drills, as required by 10CFR 
50, Appendix R, Section III, Paragraph I.3.e(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. Corrective actions taken or 
planned by VY appear reasonable. VY's failure to adequately integrate design information into a SW pump test procedure resulted in the 
unintended start of two fire protection system pumps. This issue was a violation of Technical Specification 6.4.F and was entered into VY's 
corrective action program as ER2000-1712.(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) required by 10CFR50, 
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Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the effectiveness of the control of 
quality by contractors shall be assessed at intervals consistent with the importance, complexity, and quantity of the services. VY administrative 
procedures require that contractors procured under non-nuclear safety purchase orders be supervised by plant staff members who are qualified by 
experience and/or training to judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling valve 13-20, and at the 
time, those technicians were not adequately supervised. The NRC Office of Investigations determined this violation was the result of a delibert act 
by a maintenance manager. Because the violation was deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement 
Policy (NUREG-1600). [NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during this 
report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in inspection report 50-271/01-06 issued 
on September 25, 2001] 
Inspection Report# : 2000007(pdf)  

Last modified : April 01, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to follow the approved test 
procedures and specify a post- modification test to demonstrate that a modification of the emergency core cooling system (ECCS) power supply 
would not result in an unanticipated ECCS actuation. This finding was considered more than minor because the failure to test the entire circuit 
design and follow approved test procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because even though the frequency of 
an initiating event may have increased, the ECCS and reactor scram actuation equipment remained operable. Because the finding is of very low 
safety significance and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing the John Deere diesel 
generator from service for planned maintenance. The operating crews' review of the system operating procedure had been the only process to 
ensure this action was taken. VY management initiated corrective action to address the identification of compensatory actions as part of the 
maintenance planning process (reference ER 2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 
of the SDP, because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated that the 
temporary generator, which had not been staged as required, was readily available. VY's failure to implement the procedure was determined to be 
a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the Final Safety Analysis Report. 
In the first example, adjacent cable trays in the cable spreading room were not properly enclosed, and in the second example, several nonsafety-
related cables in the switchgear room went between two safety-related cable trays. This finding was determined to be Green (of very low safety 
sifnificance) using Phase 1 of the SDP because the non-conforming conditions did not render the associated equipment inoperable. The failure to 
maintain adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual frequency, not the quarterly 
frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI OMa-1988. This finding was determined to be Green (of 
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very low safety significance) using Phase 1 of the SDP, because the vacuum breakers were demonstrated to be operable during the semiannual 
testing. VY's failure to measure the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 
50.55a and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for inadequate design control of the RCIC 
turbine exhaust line. Design changes installed in 1998 and 1999 had a synergistic effect, causing the induction and accumulation of torus water in 
the turbine's exhaust line after shutdown of the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was 
considered more than minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety significance 
based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and the containment penetration would not 
be damaged, if the turbine were started with its exhaust line full of water. Because the finding is of very low safety significance and was captured in 
the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure to identify a significant condition 
adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to meet the low-trip setpoint acceptance criteria of OP4326 and 
no Event Report was initiated as required by AP 0009. Also, on September 30, the degraded condition leading to this failure was the primary cause 
of an event involving Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor because it had 
an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety system actuation, the finding was of very 
low safety significance based on a Phase 1 SDP because the mitigation function of the Group 3 isolation valves and the standby gas treatment 
system remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing torus cooling. Although not 
directed by the procedure, the operator throttled closed a valve in the RHR SW pump's discharge flow path, causing a relief valve on the system to 
lift. This issue was considered more than minor because the failure to follow procedures for the operation of safety related equipment could have a 
credible impact on plant safety. The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because the system was not damaged, the problem was readily identified and corrected, and the system was 
promptly returned to its normal standby alignment (operable). The failure to follow procedures was treated as a non-cited violation and this issue 
was entered in VY's corrective action program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by the inspectors. This violation of 
technical specification 6.4, "Procedures," involved failure to provide adequate procedures for control of work on the backup air supply to the inner 
reactor building railroad door seal. As a result, the door's safety-related backup air supply was removed from service and the door was not declared 
inoperable. This issue did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  
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Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump for shutdown cooling. At the 
time the RHR pump was considered available to meet key safety functions during shutdown operations. VY's investigation found that a protective 
interlock on the breaker had actuated because the breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators 
had failed to rack up the 4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. However, the inspectors 
determined this issue was Green (of very low safety significance) based on a Phase 2 evaluation of the Shutdown Operations SDP. The failure of 
RHR Pump C to start did not degrade VY's ability to provide sufficient defense in depth for the decay heat removal or inventory control safety 
functions. The operators' failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not bounded by the values that 
had been assumed in an associated operability determination. VY did not confirm the as-found condition was consistent with the deficiency 
evaluated in Basis for Maintaining Operation (BMO) 2000-016. This was of concern because similar degraded relays were installed in other safety 
related 4kV breakers. This finding was of very low safety significance (Green) because a revised operability determination provided reasonable 
assurance of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their corrective action 
program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, because it stated the main turbine 
bypass valves are not credited in any FSAR analysis. The bypass valves are assumed to function for the Feedwater Controller Failure - Maximum 
Demand transient discussed in FSAR Chapter 14.5.8. The initial operability evaluation and VY management review did not recognize that the 
bypass system can affect transient analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no impact on the MCPR 
operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station battery chargers. Temporary 
Modification 2000-012 eliminated a spare charger for the main station battery system that was assumed to be available in the on-line risk 
monitoring software. This finding was of very low safety significance (Green) because the primary chargers for both main station batteries had not 
been removed from service after the installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, were not included in the 
Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the corrective action program as Event Report (ER) 
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2000-1717. This finding is considered more than minor, because if left uncorrected, the failure to monitor the effectiveness of maintenance on 
systems used in emergency operating procedures would become a more significant safety concern. This issue was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment did not 
degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance Rule Program was determined to be 
a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system did not adequately evaluate 
the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor cooling flow for RHRSW pump A to meet the 
acceptance criteria during a surveillance test. Although this adjustment was directed by the test procedure, the operators are not expected to 
document the as-found test results. The lack of as-found records for previous surveillance tests has hampered VY's ability to identify repetitive 
problems or adverse trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to perform an 
adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left uncorrected, repeated adjustment of 
the motor cooling flow prior to collecting the surveillance data would mask degrading conditions that could lead to the loss of a safety function. This 
finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump 
A was degraded but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW pumps will 
perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This problem was determined to be a non-cited 
violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance procedure they were 
performing specified that no leakage was acceptable. The operators referenced an open 1998 work order as an explanation; however, no 
operability determination was documented with the work order and no ER was initiated, as required by VY’s administrative procedure AP 0009, 
“Event Reports.” This issue was considered more than minor because the RHRSW valve leakage reduces the available water inventory for the 
Alternate Cooling System (ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low safety 
significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent the ACS from meeting its 7-day 
mission time specified in the safety design basis. The failure to properly identify this condition adverse to quality is a violation of 10 CFR 50 
Appendix B, Criterion XVI, "Corrective Action." This problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex formation in the condensate 
storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC pumps was swapped over from the CST to the 
suppression pool. This change invalidated the UFSAR statement that committed sufficient inventory in the CST to provide reactor cooling for 8 
hours. Therefore, it should have resulted in a 50.59 safety evaluation to determine whether the change adversely impacted the design and 
licensing basis of the plant. The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the CST swap-over setpoint 
change failed to recognize that the existing TS setpoint for swap-over was no longer conservative. Specifically, the existing TS swap-over setting of 
greater than or equal to 3%, corresponding to a CST nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by 
the vortex calculation and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the UFSAR 
and to change the technical specification was determined to be of very low risk significance (Green) by the SDP phase 1 screening. This 
conclusion was based on the suppression pool being available to support the 8-hour decay heat makeup requirements to the vessel in hot standby 
conditions. Therefore, no loss of function due to air entrainment from the CST would have occurred during an actual event. The failure to perform a 
safety evaluation was considered a non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  
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Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) contained precautions and 
statements requiring assurance that CST level remained above 15% of the measured volume. The team found that the minimum level of 15% 
specified in the above procedures allowed the licensee to drop the CST inventory below the height of the CST standpipe by approximately 8,000 
gallons and, hence, below the 75,000 gallons specified in the UFSAR and required by the Technical Specifications. The CST standpipe was 
originally designed to ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be of 
very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the CST level being maintained 
well above the HPCI and RCIC inventory requirements; and, (2) the team having no evidence that the level had ever dropped below the CST 
standpipe. The failure by VY to correctly translate design basis assumptions into surveillance procedure acceptance criteria was considered a non-
cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced and, therefore, exposed to 
the ambient conditions of their mounting location. The transmitters perform a safety function in that they are used for the RCIC and HPCI suction 
switchover from the CST to the suppression pool. The team also found that the mounting location of the transmitters was unheated and not subject 
to winterization controls. Therefore, the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing 
line could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team determined this issue to 
be of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the freezing of the line was 
potentially recognizable by the operators due to erratic CST level indications; (2) there was no evidence that the line ever froze during past winters; 
and (3) following an event requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all environmental conditions was 
considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY 
corrective action program. (Section 1R21.2, Operations, Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate design control of the 
instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring system that contributed to a failure of this line on 
November 4, creating an open pathway in the physical integrity of primary containment. The finding was considered more than minor because it 
had an actual impact on the physical integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP 
because (1) the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post accident conditions; 
(2) the failures resulted in control room alarms so control room operators could take timely action to isolate the system; and (3) any releases via 
this pathway would be into the reactor building's filtered and monitored ventilation system. Because the finding is of very low safety significance 
and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of 
the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion bellows. The cover had been 
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attached to the adjoining piping at both ends of the bellows, potentially restricting expansion and/or contraction of the metal bellows. This issue was 
considered more than minor because the physical problem existed and because restriction of the bellows could have a credible impact on safety 
during a design basis accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP, because VY was able to show that the cover brackets would deform and not restrict movement or otherwise damage the 
bellows. The failure to provide adequate design control for the bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 
of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 refueling outage found that the 
leakage rates of both valves exceeded the Technical Specification allowable leak rate limit. These safety-related valves were new in this application 
and had been installed during the previous refueling outage. The inspectors concluded that the valves were not adequately designed for this 
application. The valves were purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked with the vendor to install stronger 
springs and stiffer radial guides. This issue was considered more than minor because the failure to provide reliable isolation check valves can have 
a credible impact on safety and affect the integrity of the reactor containment. This issue was determined to be of very low safety significance 
(GREEN) because any post-accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was determined that the change 
in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve failures was very low. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance: TBD Sep 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont Yankee power reactor facility. 
The evaluation consisted of a selective examination of physical security plans, procedures and representative records; review and walkdown of 
selective portions of the Vermont Yankee facility; conduct of table-top exercises; examination and review of target sets; observations of force-on-
force response exercises and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was determined to be a potential 
Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon identification of the finding, VY established 
immediate compensatory measures. These were taken to assure the security program was adequate while necessary longer term corrective 
actions are implemented. Before leaving the site, the inspectors determined that the security program at Vermont Yankee was sound, an important 
step given the current threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee confirmed its commitment to 
continue these actions, and the compensatory measures addressing the weaknesses revealed from the OSRE, pending the implementation of 
long-term corrective actions. 
Inspection Report# : 2001010(pdf)  
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Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 2001, issues associated with 
protective strategies and target set development were identified. It was determined that some aspects of the currently established protective 
strategy did not fully conform to the General Performance Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through 
a table-top drill, and consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated upon 
identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities in the safeguards program, no 
actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted penetrations into the Protected Area, 
which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont Yankee Physical Security Plan. This finding is considered a non-
cited violation of 10 CFR 73.55 (c)(4). Corrective measures were initiated upon identification. The finding was of very low safety significance 
(Green), because although it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Miscellaneous 

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) required by 10CFR50, 
Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the effectiveness of the control of 
quality by contractors shall be assessed at intervals consistent with the importance, complexity, and quantity of the services. VY administrative 
procedures require that contractors procured under non-nuclear safety purchase orders be supervised by plant staff members who are qualified by 
experience and/or training to judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling valve 13-20, and at the 
time, those technicians were not adequately supervised. The NRC Office of Investigations determined this violation was the result of a delibert act 
by a maintenance manager. Because the violation was deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement 
Policy (NUREG-1600). [NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during this 
report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in inspection report 50-271/01-06 issued 
on September 25, 2001] 
Inspection Report# : 2000007(pdf)  

Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 1999. Subsequently, the 
licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the main condenser failed a surveillance in March 1998. In 
both cases, a work request was initiated to repair the system; but no ER was written, as required by the ER procedure. The team identified a third 
example where a work request was initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving 
the problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical Specifications related to procedure 
implementation, and is being treated as a Non-Cited Violation. The violation was not assessed using the Significance Determination Process, as it 
did not impact one of the cornerstones; however, it provides substantive information relative to the cross cutting issue of problem identification and 
resolution. (Section 4OA2.1) 
Inspection Report# : 2000003(pdf)  

Significance: N/A Dec 30, 2000 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed by the inspectors. This 
violation involved the failure to use self-contained breathing apparatus during fire drills as required by 10 CFR 50, Appendix R, Section III, 
Paragraph I.3.e(2). VY failed to assess each fire brigade member's use of self-contained breathing apparatus during drills, as required by 10CFR 
50, Appendix R, Section III, Paragraph I.3.e(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. Corrective actions taken or 
planned by VY appear reasonable. VY's failure to adequately integrate design information into a SW pump test procedure resulted in the 
unintended start of two fire protection system pumps. This issue was a violation of Technical Specification 6.4.F and was entered into VY's 
corrective action program as ER2000-1712.(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Last modified : March 29, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to follow the approved test 
procedures and specify a post- modification test to demonstrate that a modification of the emergency core cooling system (ECCS) power supply 
would not result in an unanticipated ECCS actuation. This finding was considered more than minor because the failure to test the entire circuit 
design and follow approved test procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because even though the frequency of 
an initiating event may have increased, the ECCS and reactor scram actuation equipment remained operable. Because the finding is of very low 
safety significance and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, were not included in the 
Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the corrective action program as Event Report (ER) 
2000-1717. This finding is considered more than minor, because if left uncorrected, the failure to monitor the effectiveness of maintenance on 
systems used in emergency operating procedures would become a more significant safety concern. This issue was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment did not 
degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance Rule Program was determined to be 
a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance procedure they were 
performing specified that no leakage was acceptable. The operators referenced an open 1998 work order as an explanation; however, no 
operability determination was documented with the work order and no ER was initiated, as required by VY’s administrative procedure AP 0009, 
“Event Reports.” This issue was considered more than minor because the RHRSW valve leakage reduces the available water inventory for the 
Alternate Cooling System (ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low safety 
significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent the ACS from meeting its 7-day 
mission time specified in the safety design basis. The failure to properly identify this condition adverse to quality is a violation of 10 CFR 50 
Appendix B, Criterion XVI, "Corrective Action." This problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system did not adequately evaluate 
the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor cooling flow for RHRSW pump A to meet the 
acceptance criteria during a surveillance test. Although this adjustment was directed by the test procedure, the operators are not expected to 
document the as-found test results. The lack of as-found records for previous surveillance tests has hampered VY's ability to identify repetitive 
problems or adverse trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to perform an 
adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left uncorrected, repeated adjustment of 
the motor cooling flow prior to collecting the surveillance data would mask degrading conditions that could lead to the loss of a safety function. This 
finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump 
A was degraded but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW pumps will 
perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This problem was determined to be a non-cited 
violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex formation in the condensate 
storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC pumps was swapped over from the CST to the 
suppression pool. This change invalidated the UFSAR statement that committed sufficient inventory in the CST to provide reactor cooling for 8 
hours. Therefore, it should have resulted in a 50.59 safety evaluation to determine whether the change adversely impacted the design and 
licensing basis of the plant. The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the CST swap-over setpoint 
change failed to recognize that the existing TS setpoint for swap-over was no longer conservative. Specifically, the existing TS swap-over setting of 
greater than or equal to 3%, corresponding to a CST nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by 
the vortex calculation and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the UFSAR 
and to change the technical specification was determined to be of very low risk significance (Green) by the SDP phase 1 screening. This 
conclusion was based on the suppression pool being available to support the 8-hour decay heat makeup requirements to the vessel in hot standby 
conditions. Therefore, no loss of function due to air entrainment from the CST would have occurred during an actual event. The failure to perform a 
safety evaluation was considered a non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) contained precautions and 
statements requiring assurance that CST level remained above 15% of the measured volume. The team found that the minimum level of 15% 
specified in the above procedures allowed the licensee to drop the CST inventory below the height of the CST standpipe by approximately 8,000 
gallons and, hence, below the 75,000 gallons specified in the UFSAR and required by the Technical Specifications. The CST standpipe was 
originally designed to ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be of 
very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the CST level being maintained 
well above the HPCI and RCIC inventory requirements; and, (2) the team having no evidence that the level had ever dropped below the CST 
standpipe. The failure by VY to correctly translate design basis assumptions into surveillance procedure acceptance criteria was considered a non-
cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced and, therefore, exposed to 
the ambient conditions of their mounting location. The transmitters perform a safety function in that they are used for the RCIC and HPCI suction 
switchover from the CST to the suppression pool. The team also found that the mounting location of the transmitters was unheated and not subject 
to winterization controls. Therefore, the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing 
line could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team determined this issue to 
be of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the freezing of the line was 
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potentially recognizable by the operators due to erratic CST level indications; (2) there was no evidence that the line ever froze during past winters; 
and (3) following an event requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all environmental conditions was 
considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY 
corrective action program. (Section 1R21.2, Operations, Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing the John Deere diesel 
generator from service for planned maintenance. The operating crews' review of the system operating procedure had been the only process to 
ensure this action was taken. VY management initiated corrective action to address the identification of compensatory actions as part of the 
maintenance planning process (reference ER 2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 
of the SDP, because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated that the 
temporary generator, which had not been staged as required, was readily available. VY's failure to implement the procedure was determined to be 
a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the Final Safety Analysis Report. 
In the first example, adjacent cable trays in the cable spreading room were not properly enclosed, and in the second example, several nonsafety-
related cables in the switchgear room went between two safety-related cable trays. This finding was determined to be Green (of very low safety 
sifnificance) using Phase 1 of the SDP because the non-conforming conditions did not render the associated equipment inoperable. The failure to 
maintain adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual frequency, not the quarterly 
frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI OMa-1988. This finding was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, because the vacuum breakers were demonstrated to be operable during the semiannual 
testing. VY's failure to measure the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 
50.55a and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for inadequate design control of the RCIC 
turbine exhaust line. Design changes installed in 1998 and 1999 had a synergistic effect, causing the induction and accumulation of torus water in 
the turbine's exhaust line after shutdown of the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was 
considered more than minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety significance 
based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and the containment penetration would not 
be damaged, if the turbine were started with its exhaust line full of water. Because the finding is of very low safety significance and was captured in 
the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001012(pdf)  
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Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure to identify a significant condition 
adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to meet the low-trip setpoint acceptance criteria of OP4326 and 
no Event Report was initiated as required by AP 0009. Also, on September 30, the degraded condition leading to this failure was the primary cause 
of an event involving Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor because it had 
an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety system actuation, the finding was of very 
low safety significance based on a Phase 1 SDP because the mitigation function of the Group 3 isolation valves and the standby gas treatment 
system remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing torus cooling. Although not 
directed by the procedure, the operator throttled closed a valve in the RHR SW pump's discharge flow path, causing a relief valve on the system to 
lift. This issue was considered more than minor because the failure to follow procedures for the operation of safety related equipment could have a 
credible impact on plant safety. The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because the system was not damaged, the problem was readily identified and corrected, and the system was 
promptly returned to its normal standby alignment (operable). The failure to follow procedures was treated as a non-cited violation and this issue 
was entered in VY's corrective action program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by the inspectors. This violation of 
technical specification 6.4, "Procedures," involved failure to provide adequate procedures for control of work on the backup air supply to the inner 
reactor building railroad door seal. As a result, the door's safety-related backup air supply was removed from service and the door was not declared 
inoperable. This issue did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump for shutdown cooling. At the 
time the RHR pump was considered available to meet key safety functions during shutdown operations. VY's investigation found that a protective 
interlock on the breaker had actuated because the breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators 
had failed to rack up the 4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. However, the inspectors 
determined this issue was Green (of very low safety significance) based on a Phase 2 evaluation of the Shutdown Operations SDP. The failure of 
RHR Pump C to start did not degrade VY's ability to provide sufficient defense in depth for the decay heat removal or inventory control safety 
functions. The operators' failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
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The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not bounded by the values that 
had been assumed in an associated operability determination. VY did not confirm the as-found condition was consistent with the deficiency 
evaluated in Basis for Maintaining Operation (BMO) 2000-016. This was of concern because similar degraded relays were installed in other safety 
related 4kV breakers. This finding was of very low safety significance (Green) because a revised operability determination provided reasonable 
assurance of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their corrective action 
program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, because it stated the main turbine 
bypass valves are not credited in any FSAR analysis. The bypass valves are assumed to function for the Feedwater Controller Failure - Maximum 
Demand transient discussed in FSAR Chapter 14.5.8. The initial operability evaluation and VY management review did not recognize that the 
bypass system can affect transient analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no impact on the MCPR 
operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station battery chargers. Temporary 
Modification 2000-012 eliminated a spare charger for the main station battery system that was assumed to be available in the on-line risk 
monitoring software. This finding was of very low safety significance (Green) because the primary chargers for both main station batteries had not 
been removed from service after the installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Barrier Integrity 

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate design control of the 
instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring system that contributed to a failure of this line on 
November 4, creating an open pathway in the physical integrity of primary containment. The finding was considered more than minor because it 
had an actual impact on the physical integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP 
because (1) the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post accident conditions; 
(2) the failures resulted in control room alarms so control room operators could take timely action to isolate the system; and (3) any releases via 
this pathway would be into the reactor building's filtered and monitored ventilation system. Because the finding is of very low safety significance 
and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of 
the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion bellows. The cover had been 
attached to the adjoining piping at both ends of the bellows, potentially restricting expansion and/or contraction of the metal bellows. This issue was 
considered more than minor because the physical problem existed and because restriction of the bellows could have a credible impact on safety 
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during a design basis accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP, because VY was able to show that the cover brackets would deform and not restrict movement or otherwise damage the 
bellows. The failure to provide adequate design control for the bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 
of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 refueling outage found that the 
leakage rates of both valves exceeded the Technical Specification allowable leak rate limit. These safety-related valves were new in this application 
and had been installed during the previous refueling outage. The inspectors concluded that the valves were not adequately designed for this 
application. The valves were purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked with the vendor to install stronger 
springs and stiffer radial guides. This issue was considered more than minor because the failure to provide reliable isolation check valves can have 
a credible impact on safety and affect the integrity of the reactor containment. This issue was determined to be of very low safety significance 
(GREEN) because any post-accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was determined that the change 
in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve failures was very low. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance: TBD Sep 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont Yankee power reactor facility. 
The evaluation consisted of a selective examination of physical security plans, procedures and representative records; review and walkdown of 
selective portions of the Vermont Yankee facility; conduct of table-top exercises; examination and review of target sets; observations of force-on-
force response exercises and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was determined to be a potential 
Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon identification of the finding, VY established 
immediate compensatory measures. These were taken to assure the security program was adequate while necessary longer term corrective 
actions are implemented. Before leaving the site, the inspectors determined that the security program at Vermont Yankee was sound, an important 
step given the current threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee confirmed its commitment to 
continue these actions, and the compensatory measures addressing the weaknesses revealed from the OSRE, pending the implementation of 
long-term corrective actions. 
Inspection Report# : 2001010(pdf)  
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Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 2001, issues associated with 
protective strategies and target set development were identified. It was determined that some aspects of the currently established protective 
strategy did not fully conform to the General Performance Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through 
a table-top drill, and consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated upon 
identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities in the safeguards program, no 
actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted penetrations into the Protected Area, 
which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont Yankee Physical Security Plan. This finding is considered a non-
cited violation of 10 CFR 73.55 (c)(4). Corrective measures were initiated upon identification. The finding was of very low safety significance 
(Green), because although it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Miscellaneous 

Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed by the inspectors. This 
violation involved the failure to use self-contained breathing apparatus during fire drills as required by 10 CFR 50, Appendix R, Section III, 
Paragraph I.3.e(2). VY failed to assess each fire brigade member's use of self-contained breathing apparatus during drills, as required by 10CFR 
50, Appendix R, Section III, Paragraph I.3.e(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. Corrective actions taken or 
planned by VY appear reasonable. VY's failure to adequately integrate design information into a SW pump test procedure resulted in the 
unintended start of two fire protection system pumps. This issue was a violation of Technical Specification 6.4.F and was entered into VY's 
corrective action program as ER2000-1712.(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) required by 10CFR50, 
Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the effectiveness of the control of 
quality by contractors shall be assessed at intervals consistent with the importance, complexity, and quantity of the services. VY administrative 
procedures require that contractors procured under non-nuclear safety purchase orders be supervised by plant staff members who are qualified by 
experience and/or training to judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling valve 13-20, and at the 
time, those technicians were not adequately supervised. The NRC Office of Investigations determined this violation was the result of a delibert act 
by a maintenance manager. Because the violation was deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement 
Policy (NUREG-1600). [NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during this 
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report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in inspection report 50-271/01-06 issued 
on September 25, 2001] 
Inspection Report# : 2000007(pdf)  

Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 1999. Subsequently, the 
licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the main condenser failed a surveillance in March 1998. In 
both cases, a work request was initiated to repair the system; but no ER was written, as required by the ER procedure. The team identified a third 
example where a work request was initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving 
the problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical Specifications related to procedure 
implementation, and is being treated as a Non-Cited Violation. The violation was not assessed using the Significance Determination Process, as it 
did not impact one of the cornerstones; however, it provides substantive information relative to the cross cutting issue of problem identification and 
resolution. (Section 4OA2.1) 
Inspection Report# : 2000003(pdf)  

Last modified : March 28, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to follow the approved test 
procedures and specify a post- modification test to demonstrate that a modification of the emergency core cooling system (ECCS) power supply 
would not result in an unanticipated ECCS actuation. This finding was considered more than minor because the failure to test the entire circuit 
design and follow approved test procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because even though the frequency of 
an initiating event may have increased, the ECCS and reactor scram actuation equipment remained operable. Because the finding is of very low 
safety significance and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not bounded by the values that 
had been assumed in an associated operability determination. VY did not confirm the as-found condition was consistent with the deficiency 
evaluated in Basis for Maintaining Operation (BMO) 2000-016. This was of concern because similar degraded relays were installed in other safety 
related 4kV breakers. This finding was of very low safety significance (Green) because a revised operability determination provided reasonable 
assurance of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their corrective action 
program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, because it stated the main turbine 
bypass valves are not credited in any FSAR analysis. The bypass valves are assumed to function for the Feedwater Controller Failure - Maximum 
Demand transient discussed in FSAR Chapter 14.5.8. The initial operability evaluation and VY management review did not recognize that the 
bypass system can affect transient analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no impact on the MCPR 
operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station battery chargers. Temporary 
Modification 2000-012 eliminated a spare charger for the main station battery system that was assumed to be available in the on-line risk 
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monitoring software. This finding was of very low safety significance (Green) because the primary chargers for both main station batteries had not 
been removed from service after the installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, were not included in the 
Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the corrective action program as Event Report (ER) 
2000-1717. This finding is considered more than minor, because if left uncorrected, the failure to monitor the effectiveness of maintenance on 
systems used in emergency operating procedures would become a more significant safety concern. This issue was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment did not 
degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance Rule Program was determined to be 
a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system did not adequately evaluate 
the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor cooling flow for RHRSW pump A to meet the 
acceptance criteria during a surveillance test. Although this adjustment was directed by the test procedure, the operators are not expected to 
document the as-found test results. The lack of as-found records for previous surveillance tests has hampered VY's ability to identify repetitive 
problems or adverse trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to perform an 
adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left uncorrected, repeated adjustment of 
the motor cooling flow prior to collecting the surveillance data would mask degrading conditions that could lead to the loss of a safety function. This 
finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump 
A was degraded but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW pumps will 
perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This problem was determined to be a non-cited 
violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance procedure they were 
performing specified that no leakage was acceptable. The operators referenced an open 1998 work order as an explanation; however, no 
operability determination was documented with the work order and no ER was initiated, as required by VY’s administrative procedure AP 0009, 
“Event Reports.” This issue was considered more than minor because the RHRSW valve leakage reduces the available water inventory for the 
Alternate Cooling System (ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low safety 
significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent the ACS from meeting its 7-day 
mission time specified in the safety design basis. The failure to properly identify this condition adverse to quality is a violation of 10 CFR 50 
Appendix B, Criterion XVI, "Corrective Action." This problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex formation in the condensate 
storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC pumps was swapped over from the CST to the 
suppression pool. This change invalidated the UFSAR statement that committed sufficient inventory in the CST to provide reactor cooling for 8 
hours. Therefore, it should have resulted in a 50.59 safety evaluation to determine whether the change adversely impacted the design and 
licensing basis of the plant. The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
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for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the CST swap-over setpoint 
change failed to recognize that the existing TS setpoint for swap-over was no longer conservative. Specifically, the existing TS swap-over setting of 
greater than or equal to 3%, corresponding to a CST nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by 
the vortex calculation and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the UFSAR 
and to change the technical specification was determined to be of very low risk significance (Green) by the SDP phase 1 screening. This 
conclusion was based on the suppression pool being available to support the 8-hour decay heat makeup requirements to the vessel in hot standby 
conditions. Therefore, no loss of function due to air entrainment from the CST would have occurred during an actual event. The failure to perform a 
safety evaluation was considered a non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) contained precautions and 
statements requiring assurance that CST level remained above 15% of the measured volume. The team found that the minimum level of 15% 
specified in the above procedures allowed the licensee to drop the CST inventory below the height of the CST standpipe by approximately 8,000 
gallons and, hence, below the 75,000 gallons specified in the UFSAR and required by the Technical Specifications. The CST standpipe was 
originally designed to ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be of 
very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the CST level being maintained 
well above the HPCI and RCIC inventory requirements; and, (2) the team having no evidence that the level had ever dropped below the CST 
standpipe. The failure by VY to correctly translate design basis assumptions into surveillance procedure acceptance criteria was considered a non-
cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced and, therefore, exposed to 
the ambient conditions of their mounting location. The transmitters perform a safety function in that they are used for the RCIC and HPCI suction 
switchover from the CST to the suppression pool. The team also found that the mounting location of the transmitters was unheated and not subject 
to winterization controls. Therefore, the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing 
line could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team determined this issue to 
be of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the freezing of the line was 
potentially recognizable by the operators due to erratic CST level indications; (2) there was no evidence that the line ever froze during past winters; 
and (3) following an event requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all environmental conditions was 
considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY 
corrective action program. (Section 1R21.2, Operations, Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing the John Deere diesel 
generator from service for planned maintenance. The operating crews' review of the system operating procedure had been the only process to 
ensure this action was taken. VY management initiated corrective action to address the identification of compensatory actions as part of the 
maintenance planning process (reference ER 2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 
of the SDP, because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated that the 
temporary generator, which had not been staged as required, was readily available. VY's failure to implement the procedure was determined to be 
a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  
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Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the Final Safety Analysis Report. 
In the first example, adjacent cable trays in the cable spreading room were not properly enclosed, and in the second example, several nonsafety-
related cables in the switchgear room went between two safety-related cable trays. This finding was determined to be Green (of very low safety 
sifnificance) using Phase 1 of the SDP because the non-conforming conditions did not render the associated equipment inoperable. The failure to 
maintain adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual frequency, not the quarterly 
frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI OMa-1988. This finding was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, because the vacuum breakers were demonstrated to be operable during the semiannual 
testing. VY's failure to measure the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 
50.55a and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for inadequate design control of the RCIC 
turbine exhaust line. Design changes installed in 1998 and 1999 had a synergistic effect, causing the induction and accumulation of torus water in 
the turbine's exhaust line after shutdown of the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was 
considered more than minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety significance 
based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and the containment penetration would not 
be damaged, if the turbine were started with its exhaust line full of water. Because the finding is of very low safety significance and was captured in 
the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure to identify a significant condition 
adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to meet the low-trip setpoint acceptance criteria of OP4326 and 
no Event Report was initiated as required by AP 0009. Also, on September 30, the degraded condition leading to this failure was the primary cause 
of an event involving Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor because it had 
an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety system actuation, the finding was of very 
low safety significance based on a Phase 1 SDP because the mitigation function of the Group 3 isolation valves and the standby gas treatment 
system remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing torus cooling. Although not 
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directed by the procedure, the operator throttled closed a valve in the RHR SW pump's discharge flow path, causing a relief valve on the system to 
lift. This issue was considered more than minor because the failure to follow procedures for the operation of safety related equipment could have a 
credible impact on plant safety. The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because the system was not damaged, the problem was readily identified and corrected, and the system was 
promptly returned to its normal standby alignment (operable). The failure to follow procedures was treated as a non-cited violation and this issue 
was entered in VY's corrective action program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by the inspectors. This violation of 
technical specification 6.4, "Procedures," involved failure to provide adequate procedures for control of work on the backup air supply to the inner 
reactor building railroad door seal. As a result, the door's safety-related backup air supply was removed from service and the door was not declared 
inoperable. This issue did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump for shutdown cooling. At the 
time the RHR pump was considered available to meet key safety functions during shutdown operations. VY's investigation found that a protective 
interlock on the breaker had actuated because the breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators 
had failed to rack up the 4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. However, the inspectors 
determined this issue was Green (of very low safety significance) based on a Phase 2 evaluation of the Shutdown Operations SDP. The failure of 
RHR Pump C to start did not degrade VY's ability to provide sufficient defense in depth for the decay heat removal or inventory control safety 
functions. The operators' failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-0140. 
Inspection Report# : 2001004(pdf)  

Barrier Integrity 

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate design control of the 
instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring system that contributed to a failure of this line on 
November 4, creating an open pathway in the physical integrity of primary containment. The finding was considered more than minor because it 
had an actual impact on the physical integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP 
because (1) the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post accident conditions; 
(2) the failures resulted in control room alarms so control room operators could take timely action to isolate the system; and (3) any releases via 
this pathway would be into the reactor building's filtered and monitored ventilation system. Because the finding is of very low safety significance 
and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of 
the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion bellows. The cover had been 
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attached to the adjoining piping at both ends of the bellows, potentially restricting expansion and/or contraction of the metal bellows. This issue was 
considered more than minor because the physical problem existed and because restriction of the bellows could have a credible impact on safety 
during a design basis accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP, because VY was able to show that the cover brackets would deform and not restrict movement or otherwise damage the 
bellows. The failure to provide adequate design control for the bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 
of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 refueling outage found that the 
leakage rates of both valves exceeded the Technical Specification allowable leak rate limit. These safety-related valves were new in this application 
and had been installed during the previous refueling outage. The inspectors concluded that the valves were not adequately designed for this 
application. The valves were purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked with the vendor to install stronger 
springs and stiffer radial guides. This issue was considered more than minor because the failure to provide reliable isolation check valves can have 
a credible impact on safety and affect the integrity of the reactor containment. This issue was determined to be of very low safety significance 
(GREEN) because any post-accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was determined that the change 
in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve failures was very low. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 2001, issues associated with 
protective strategies and target set development were identified. It was determined that some aspects of the currently established protective 
strategy did not fully conform to the General Performance Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through 
a table-top drill, and consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated upon 
identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities in the safeguards program, no 
actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted penetrations into the Protected Area, 
which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont Yankee Physical Security Plan. This finding is considered a non-
cited violation of 10 CFR 73.55 (c)(4). Corrective measures were initiated upon identification. The finding was of very low safety significance 
(Green), because although it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance: TBD Sep 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont Yankee power reactor facility. 
The evaluation consisted of a selective examination of physical security plans, procedures and representative records; review and walkdown of 
selective portions of the Vermont Yankee facility; conduct of table-top exercises; examination and review of target sets; observations of force-on-
force response exercises and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was determined to be a potential 
Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon identification of the finding, VY established 
immediate compensatory measures. These were taken to assure the security program was adequate while necessary longer term corrective 
actions are implemented. Before leaving the site, the inspectors determined that the security program at Vermont Yankee was sound, an important 
step given the current threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee confirmed its commitment to 
continue these actions, and the compensatory measures addressing the weaknesses revealed from the OSRE, pending the implementation of 
long-term corrective actions. 
Inspection Report# : 2001010(pdf)  

Miscellaneous 

Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed by the inspectors. This 
violation involved the failure to use self-contained breathing apparatus during fire drills as required by 10 CFR 50, Appendix R, Section III, 
Paragraph I.3.e(2). VY failed to assess each fire brigade member's use of self-contained breathing apparatus during drills, as required by 10CFR 
50, Appendix R, Section III, Paragraph I.3.e(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. Corrective actions taken or 
planned by VY appear reasonable. VY's failure to adequately integrate design information into a SW pump test procedure resulted in the 
unintended start of two fire protection system pumps. This issue was a violation of Technical Specification 6.4.F and was entered into VY's 
corrective action program as ER2000-1712.(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) required by 10CFR50, 
Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the effectiveness of the control of 
quality by contractors shall be assessed at intervals consistent with the importance, complexity, and quantity of the services. VY administrative 
procedures require that contractors procured under non-nuclear safety purchase orders be supervised by plant staff members who are qualified by 
experience and/or training to judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling valve 13-20, and at the 
time, those technicians were not adequately supervised. The NRC Office of Investigations determined this violation was the result of a delibert act 
by a maintenance manager. Because the violation was deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement 
Policy (NUREG-1600). [NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during this 
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report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in inspection report 50-271/01-06 issued 
on September 25, 2001] 
Inspection Report# : 2000007(pdf)  

Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 1999. Subsequently, the 
licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the main condenser failed a surveillance in March 1998. In 
both cases, a work request was initiated to repair the system; but no ER was written, as required by the ER procedure. The team identified a third 
example where a work request was initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving 
the problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical Specifications related to procedure 
implementation, and is being treated as a Non-Cited Violation. The violation was not assessed using the Significance Determination Process, as it 
did not impact one of the cornerstones; however, it provides substantive information relative to the cross cutting issue of problem identification and 
resolution. (Section 4OA2.1) 
Inspection Report# : 2000003(pdf)  

Last modified : March 28, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to follow the approved test 
procedures and specify a post- modification test to demonstrate that a modification of the emergency core cooling system (ECCS) power supply 
would not result in an unanticipated ECCS actuation. This finding was considered more than minor because the failure to test the entire circuit 
design and follow approved test procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because even though the frequency of 
an initiating event may have increased, the ECCS and reactor scram actuation equipment remained operable. Because the finding is of very low 
safety significance and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump for shutdown cooling. At the 
time the RHR pump was considered available to meet key safety functions during shutdown operations. VY's investigation found that a protective 
interlock on the breaker had actuated because the breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators 
had failed to rack up the 4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. However, the inspectors 
determined this issue was Green (of very low safety significance) based on a Phase 2 evaluation of the Shutdown Operations SDP. The failure of 
RHR Pump C to start did not degrade VY's ability to provide sufficient defense in depth for the decay heat removal or inventory control safety 
functions. The operators' failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not bounded by the values that 
had been assumed in an associated operability determination. VY did not confirm the as-found condition was consistent with the deficiency 
evaluated in Basis for Maintaining Operation (BMO) 2000-016. This was of concern because similar degraded relays were installed in other safety 
related 4kV breakers. This finding was of very low safety significance (Green) because a revised operability determination provided reasonable 
assurance of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their corrective action 
program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
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Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, because it stated the main turbine 
bypass valves are not credited in any FSAR analysis. The bypass valves are assumed to function for the Feedwater Controller Failure - Maximum 
Demand transient discussed in FSAR Chapter 14.5.8. The initial operability evaluation and VY management review did not recognize that the 
bypass system can affect transient analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no impact on the MCPR 
operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station battery chargers. Temporary 
Modification 2000-012 eliminated a spare charger for the main station battery system that was assumed to be available in the on-line risk 
monitoring software. This finding was of very low safety significance (Green) because the primary chargers for both main station batteries had not 
been removed from service after the installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, were not included in the 
Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the corrective action program as Event Report (ER) 
2000-1717. This finding is considered more than minor, because if left uncorrected, the failure to monitor the effectiveness of maintenance on 
systems used in emergency operating procedures would become a more significant safety concern. This issue was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment did not 
degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance Rule Program was determined to be 
a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system did not adequately evaluate 
the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor cooling flow for RHRSW pump A to meet the 
acceptance criteria during a surveillance test. Although this adjustment was directed by the test procedure, the operators are not expected to 
document the as-found test results. The lack of as-found records for previous surveillance tests has hampered VY's ability to identify repetitive 
problems or adverse trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to perform an 
adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left uncorrected, repeated adjustment of 
the motor cooling flow prior to collecting the surveillance data would mask degrading conditions that could lead to the loss of a safety function. This 
finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump 
A was degraded but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW pumps will 
perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This problem was determined to be a non-cited 
violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance procedure they were 
performing specified that no leakage was acceptable. The operators referenced an open 1998 work order as an explanation; however, no 
operability determination was documented with the work order and no ER was initiated, as required by VY’s administrative procedure AP 0009, 
“Event Reports.” This issue was considered more than minor because the RHRSW valve leakage reduces the available water inventory for the 
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Alternate Cooling System (ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low safety 
significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent the ACS from meeting its 7-day 
mission time specified in the safety design basis. The failure to properly identify this condition adverse to quality is a violation of 10 CFR 50 
Appendix B, Criterion XVI, "Corrective Action." This problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex formation in the condensate 
storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC pumps was swapped over from the CST to the 
suppression pool. This change invalidated the UFSAR statement that committed sufficient inventory in the CST to provide reactor cooling for 8 
hours. Therefore, it should have resulted in a 50.59 safety evaluation to determine whether the change adversely impacted the design and 
licensing basis of the plant. The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the CST swap-over setpoint 
change failed to recognize that the existing TS setpoint for swap-over was no longer conservative. Specifically, the existing TS swap-over setting of 
greater than or equal to 3%, corresponding to a CST nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by 
the vortex calculation and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the UFSAR 
and to change the technical specification was determined to be of very low risk significance (Green) by the SDP phase 1 screening. This 
conclusion was based on the suppression pool being available to support the 8-hour decay heat makeup requirements to the vessel in hot standby 
conditions. Therefore, no loss of function due to air entrainment from the CST would have occurred during an actual event. The failure to perform a 
safety evaluation was considered a non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) contained precautions and 
statements requiring assurance that CST level remained above 15% of the measured volume. The team found that the minimum level of 15% 
specified in the above procedures allowed the licensee to drop the CST inventory below the height of the CST standpipe by approximately 8,000 
gallons and, hence, below the 75,000 gallons specified in the UFSAR and required by the Technical Specifications. The CST standpipe was 
originally designed to ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be of 
very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the CST level being maintained 
well above the HPCI and RCIC inventory requirements; and, (2) the team having no evidence that the level had ever dropped below the CST 
standpipe. The failure by VY to correctly translate design basis assumptions into surveillance procedure acceptance criteria was considered a non-
cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced and, therefore, exposed to 
the ambient conditions of their mounting location. The transmitters perform a safety function in that they are used for the RCIC and HPCI suction 
switchover from the CST to the suppression pool. The team also found that the mounting location of the transmitters was unheated and not subject 
to winterization controls. Therefore, the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing 
line could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team determined this issue to 
be of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the freezing of the line was 
potentially recognizable by the operators due to erratic CST level indications; (2) there was no evidence that the line ever froze during past winters; 
and (3) following an event requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all environmental conditions was 
considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY 
corrective action program. (Section 1R21.2, Operations, Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  
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Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing the John Deere diesel 
generator from service for planned maintenance. The operating crews' review of the system operating procedure had been the only process to 
ensure this action was taken. VY management initiated corrective action to address the identification of compensatory actions as part of the 
maintenance planning process (reference ER 2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 
of the SDP, because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated that the 
temporary generator, which had not been staged as required, was readily available. VY's failure to implement the procedure was determined to be 
a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the Final Safety Analysis Report. 
In the first example, adjacent cable trays in the cable spreading room were not properly enclosed, and in the second example, several nonsafety-
related cables in the switchgear room went between two safety-related cable trays. This finding was determined to be Green (of very low safety 
sifnificance) using Phase 1 of the SDP because the non-conforming conditions did not render the associated equipment inoperable. The failure to 
maintain adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual frequency, not the quarterly 
frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI OMa-1988. This finding was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, because the vacuum breakers were demonstrated to be operable during the semiannual 
testing. VY's failure to measure the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 
50.55a and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for inadequate design control of the RCIC 
turbine exhaust line. Design changes installed in 1998 and 1999 had a synergistic effect, causing the induction and accumulation of torus water in 
the turbine's exhaust line after shutdown of the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was 
considered more than minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety significance 
based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and the containment penetration would not 
be damaged, if the turbine were started with its exhaust line full of water. Because the finding is of very low safety significance and was captured in 
the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure to identify a significant condition 
adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to meet the low-trip setpoint acceptance criteria of OP4326 and 
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no Event Report was initiated as required by AP 0009. Also, on September 30, the degraded condition leading to this failure was the primary cause 
of an event involving Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor because it had 
an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety system actuation, the finding was of very 
low safety significance based on a Phase 1 SDP because the mitigation function of the Group 3 isolation valves and the standby gas treatment 
system remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing torus cooling. Although not 
directed by the procedure, the operator throttled closed a valve in the RHR SW pump's discharge flow path, causing a relief valve on the system to 
lift. This issue was considered more than minor because the failure to follow procedures for the operation of safety related equipment could have a 
credible impact on plant safety. The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because the system was not damaged, the problem was readily identified and corrected, and the system was 
promptly returned to its normal standby alignment (operable). The failure to follow procedures was treated as a non-cited violation and this issue 
was entered in VY's corrective action program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by the inspectors. This violation of 
technical specification 6.4, "Procedures," involved failure to provide adequate procedures for control of work on the backup air supply to the inner 
reactor building railroad door seal. As a result, the door's safety-related backup air supply was removed from service and the door was not declared 
inoperable. This issue did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 refueling outage found that the 
leakage rates of both valves exceeded the Technical Specification allowable leak rate limit. These safety-related valves were new in this application 
and had been installed during the previous refueling outage. The inspectors concluded that the valves were not adequately designed for this 
application. The valves were purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked with the vendor to install stronger 
springs and stiffer radial guides. This issue was considered more than minor because the failure to provide reliable isolation check valves can have 
a credible impact on safety and affect the integrity of the reactor containment. This issue was determined to be of very low safety significance 
(GREEN) because any post-accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was determined that the change 
in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve failures was very low. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate design control of the 
instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring system that contributed to a failure of this line on 
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November 4, creating an open pathway in the physical integrity of primary containment. The finding was considered more than minor because it 
had an actual impact on the physical integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP 
because (1) the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post accident conditions; 
(2) the failures resulted in control room alarms so control room operators could take timely action to isolate the system; and (3) any releases via 
this pathway would be into the reactor building's filtered and monitored ventilation system. Because the finding is of very low safety significance 
and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of 
the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion bellows. The cover had been 
attached to the adjoining piping at both ends of the bellows, potentially restricting expansion and/or contraction of the metal bellows. This issue was 
considered more than minor because the physical problem existed and because restriction of the bellows could have a credible impact on safety 
during a design basis accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP, because VY was able to show that the cover brackets would deform and not restrict movement or otherwise damage the 
bellows. The failure to provide adequate design control for the bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 
of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 2001, issues associated with 
protective strategies and target set development were identified. It was determined that some aspects of the currently established protective 
strategy did not fully conform to the General Performance Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through 
a table-top drill, and consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated upon 
identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities in the safeguards program, no 
actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
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During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted penetrations into the Protected Area, 
which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont Yankee Physical Security Plan. This finding is considered a non-
cited violation of 10 CFR 73.55 (c)(4). Corrective measures were initiated upon identification. The finding was of very low safety significance 
(Green), because although it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance: TBD Sep 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont Yankee power reactor facility. 
The evaluation consisted of a selective examination of physical security plans, procedures and representative records; review and walkdown of 
selective portions of the Vermont Yankee facility; conduct of table-top exercises; examination and review of target sets; observations of force-on-
force response exercises and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was determined to be a potential 
Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon identification of the finding, VY established 
immediate compensatory measures. These were taken to assure the security program was adequate while necessary longer term corrective 
actions are implemented. Before leaving the site, the inspectors determined that the security program at Vermont Yankee was sound, an important 
step given the current threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee confirmed its commitment to 
continue these actions, and the compensatory measures addressing the weaknesses revealed from the OSRE, pending the implementation of 
long-term corrective actions. 
Inspection Report# : 2001010(pdf)  

Miscellaneous 

Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed by the inspectors. This 
violation involved the failure to use self-contained breathing apparatus during fire drills as required by 10 CFR 50, Appendix R, Section III, 
Paragraph I.3.e(2). VY failed to assess each fire brigade member's use of self-contained breathing apparatus during drills, as required by 10CFR 
50, Appendix R, Section III, Paragraph I.3.e(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. Corrective actions taken or 
planned by VY appear reasonable. VY's failure to adequately integrate design information into a SW pump test procedure resulted in the 
unintended start of two fire protection system pumps. This issue was a violation of Technical Specification 6.4.F and was entered into VY's 
corrective action program as ER2000-1712.(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) required by 10CFR50, 
Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the effectiveness of the control of 
quality by contractors shall be assessed at intervals consistent with the importance, complexity, and quantity of the services. VY administrative 
procedures require that contractors procured under non-nuclear safety purchase orders be supervised by plant staff members who are qualified by 
experience and/or training to judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling valve 13-20, and at the 
time, those technicians were not adequately supervised. The NRC Office of Investigations determined this violation was the result of a delibert act 
by a maintenance manager. Because the violation was deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement 
Policy (NUREG-1600). [NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during this 
report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in inspection report 50-271/01-06 issued 
on September 25, 2001] 
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Inspection Report# : 2000007(pdf)  

Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 1999. Subsequently, the 
licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the main condenser failed a surveillance in March 1998. In 
both cases, a work request was initiated to repair the system; but no ER was written, as required by the ER procedure. The team identified a third 
example where a work request was initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving 
the problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical Specifications related to procedure 
implementation, and is being treated as a Non-Cited Violation. The violation was not assessed using the Significance Determination Process, as it 
did not impact one of the cornerstones; however, it provides substantive information relative to the cross cutting issue of problem identification and 
resolution. (Section 4OA2.1) 
Inspection Report# : 2000003(pdf)  

Last modified : March 27, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to follow the approved test 
procedures and specify a post- modification test to demonstrate that a modification of the emergency core cooling system (ECCS) power supply 
would not result in an unanticipated ECCS actuation. This finding was considered more than minor because the failure to test the entire circuit 
design and follow approved test procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because even though the frequency of 
an initiating event may have increased, the ECCS and reactor scram actuation equipment remained operable. Because the finding is of very low 
safety significance and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump for shutdown cooling. At the 
time the RHR pump was considered available to meet key safety functions during shutdown operations. VY's investigation found that a protective 
interlock on the breaker had actuated because the breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators 
had failed to rack up the 4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. However, the inspectors 
determined this issue was Green (of very low safety significance) based on a Phase 2 evaluation of the Shutdown Operations SDP. The failure of 
RHR Pump C to start did not degrade VY's ability to provide sufficient defense in depth for the decay heat removal or inventory control safety 
functions. The operators' failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not bounded by the values that 
had been assumed in an associated operability determination. VY did not confirm the as-found condition was consistent with the deficiency 
evaluated in Basis for Maintaining Operation (BMO) 2000-016. This was of concern because similar degraded relays were installed in other safety 
related 4kV breakers. This finding was of very low safety significance (Green) because a revised operability determination provided reasonable 
assurance of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their corrective action 
program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
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Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, because it stated the main turbine 
bypass valves are not credited in any FSAR analysis. The bypass valves are assumed to function for the Feedwater Controller Failure - Maximum 
Demand transient discussed in FSAR Chapter 14.5.8. The initial operability evaluation and VY management review did not recognize that the 
bypass system can affect transient analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no impact on the MCPR 
operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station battery chargers. Temporary 
Modification 2000-012 eliminated a spare charger for the main station battery system that was assumed to be available in the on-line risk 
monitoring software. This finding was of very low safety significance (Green) because the primary chargers for both main station batteries had not 
been removed from service after the installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, were not included in the 
Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the corrective action program as Event Report (ER) 
2000-1717. This finding is considered more than minor, because if left uncorrected, the failure to monitor the effectiveness of maintenance on 
systems used in emergency operating procedures would become a more significant safety concern. This issue was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment did not 
degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance Rule Program was determined to be 
a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system did not adequately evaluate 
the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor cooling flow for RHRSW pump A to meet the 
acceptance criteria during a surveillance test. Although this adjustment was directed by the test procedure, the operators are not expected to 
document the as-found test results. The lack of as-found records for previous surveillance tests has hampered VY's ability to identify repetitive 
problems or adverse trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to perform an 
adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left uncorrected, repeated adjustment of 
the motor cooling flow prior to collecting the surveillance data would mask degrading conditions that could lead to the loss of a safety function. This 
finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump 
A was degraded but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW pumps will 
perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This problem was determined to be a non-cited 
violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance procedure they were 
performing specified that no leakage was acceptable. The operators referenced an open 1998 work order as an explanation; however, no 
operability determination was documented with the work order and no ER was initiated, as required by VY’s administrative procedure AP 0009, 
“Event Reports.” This issue was considered more than minor because the RHRSW valve leakage reduces the available water inventory for the 
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Alternate Cooling System (ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low safety 
significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent the ACS from meeting its 7-day 
mission time specified in the safety design basis. The failure to properly identify this condition adverse to quality is a violation of 10 CFR 50 
Appendix B, Criterion XVI, "Corrective Action." This problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex formation in the condensate 
storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC pumps was swapped over from the CST to the 
suppression pool. This change invalidated the UFSAR statement that committed sufficient inventory in the CST to provide reactor cooling for 8 
hours. Therefore, it should have resulted in a 50.59 safety evaluation to determine whether the change adversely impacted the design and 
licensing basis of the plant. The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the CST swap-over setpoint 
change failed to recognize that the existing TS setpoint for swap-over was no longer conservative. Specifically, the existing TS swap-over setting of 
greater than or equal to 3%, corresponding to a CST nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by 
the vortex calculation and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the UFSAR 
and to change the technical specification was determined to be of very low risk significance (Green) by the SDP phase 1 screening. This 
conclusion was based on the suppression pool being available to support the 8-hour decay heat makeup requirements to the vessel in hot standby 
conditions. Therefore, no loss of function due to air entrainment from the CST would have occurred during an actual event. The failure to perform a 
safety evaluation was considered a non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) contained precautions and 
statements requiring assurance that CST level remained above 15% of the measured volume. The team found that the minimum level of 15% 
specified in the above procedures allowed the licensee to drop the CST inventory below the height of the CST standpipe by approximately 8,000 
gallons and, hence, below the 75,000 gallons specified in the UFSAR and required by the Technical Specifications. The CST standpipe was 
originally designed to ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be of 
very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the CST level being maintained 
well above the HPCI and RCIC inventory requirements; and, (2) the team having no evidence that the level had ever dropped below the CST 
standpipe. The failure by VY to correctly translate design basis assumptions into surveillance procedure acceptance criteria was considered a non-
cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced and, therefore, exposed to 
the ambient conditions of their mounting location. The transmitters perform a safety function in that they are used for the RCIC and HPCI suction 
switchover from the CST to the suppression pool. The team also found that the mounting location of the transmitters was unheated and not subject 
to winterization controls. Therefore, the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing 
line could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team determined this issue to 
be of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the freezing of the line was 
potentially recognizable by the operators due to erratic CST level indications; (2) there was no evidence that the line ever froze during past winters; 
and (3) following an event requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all environmental conditions was 
considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY 
corrective action program. (Section 1R21.2, Operations, Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  
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Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for inadequate design control of the RCIC 
turbine exhaust line. Design changes installed in 1998 and 1999 had a synergistic effect, causing the induction and accumulation of torus water in 
the turbine's exhaust line after shutdown of the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was 
considered more than minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety significance 
based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and the containment penetration would not 
be damaged, if the turbine were started with its exhaust line full of water. Because the finding is of very low safety significance and was captured in 
the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure to identify a significant condition 
adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to meet the low-trip setpoint acceptance criteria of OP4326 and 
no Event Report was initiated as required by AP 0009. Also, on September 30, the degraded condition leading to this failure was the primary cause 
of an event involving Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor because it had 
an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety system actuation, the finding was of very 
low safety significance based on a Phase 1 SDP because the mitigation function of the Group 3 isolation valves and the standby gas treatment 
system remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing torus cooling. Although not 
directed by the procedure, the operator throttled closed a valve in the RHR SW pump's discharge flow path, causing a relief valve on the system to 
lift. This issue was considered more than minor because the failure to follow procedures for the operation of safety related equipment could have a 
credible impact on plant safety. The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because the system was not damaged, the problem was readily identified and corrected, and the system was 
promptly returned to its normal standby alignment (operable). The failure to follow procedures was treated as a non-cited violation and this issue 
was entered in VY's corrective action program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by the inspectors. This violation of 
technical specification 6.4, "Procedures," involved failure to provide adequate procedures for control of work on the backup air supply to the inner 
reactor building railroad door seal. As a result, the door's safety-related backup air supply was removed from service and the door was not declared 
inoperable. This issue did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing the John Deere diesel 
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generator from service for planned maintenance. The operating crews' review of the system operating procedure had been the only process to 
ensure this action was taken. VY management initiated corrective action to address the identification of compensatory actions as part of the 
maintenance planning process (reference ER 2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 
of the SDP, because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated that the 
temporary generator, which had not been staged as required, was readily available. VY's failure to implement the procedure was determined to be 
a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the Final Safety Analysis Report. 
In the first example, adjacent cable trays in the cable spreading room were not properly enclosed, and in the second example, several nonsafety-
related cables in the switchgear room went between two safety-related cable trays. This finding was determined to be Green (of very low safety 
sifnificance) using Phase 1 of the SDP because the non-conforming conditions did not render the associated equipment inoperable. The failure to 
maintain adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual frequency, not the quarterly 
frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI OMa-1988. This finding was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, because the vacuum breakers were demonstrated to be operable during the semiannual 
testing. VY's failure to measure the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 
50.55a and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion bellows. The cover had been 
attached to the adjoining piping at both ends of the bellows, potentially restricting expansion and/or contraction of the metal bellows. This issue was 
considered more than minor because the physical problem existed and because restriction of the bellows could have a credible impact on safety 
during a design basis accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP, because VY was able to show that the cover brackets would deform and not restrict movement or otherwise damage the 
bellows. The failure to provide adequate design control for the bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 
of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 refueling outage found that the 
leakage rates of both valves exceeded the Technical Specification allowable leak rate limit. These safety-related valves were new in this application 
and had been installed during the previous refueling outage. The inspectors concluded that the valves were not adequately designed for this 
application. The valves were purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
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VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked with the vendor to install stronger 
springs and stiffer radial guides. This issue was considered more than minor because the failure to provide reliable isolation check valves can have 
a credible impact on safety and affect the integrity of the reactor containment. This issue was determined to be of very low safety significance 
(GREEN) because any post-accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was determined that the change 
in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve failures was very low. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate design control of the 
instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring system that contributed to a failure of this line on 
November 4, creating an open pathway in the physical integrity of primary containment. The finding was considered more than minor because it 
had an actual impact on the physical integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP 
because (1) the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post accident conditions; 
(2) the failures resulted in control room alarms so control room operators could take timely action to isolate the system; and (3) any releases via 
this pathway would be into the reactor building's filtered and monitored ventilation system. Because the finding is of very low safety significance 
and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of 
the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance: TBD Sep 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont Yankee power reactor facility. 
The evaluation consisted of a selective examination of physical security plans, procedures and representative records; review and walkdown of 
selective portions of the Vermont Yankee facility; conduct of table-top exercises; examination and review of target sets; observations of force-on-
force response exercises and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was determined to be a potential 
Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon identification of the finding, VY established 
immediate compensatory measures. These were taken to assure the security program was adequate while necessary longer term corrective 
actions are implemented. Before leaving the site, the inspectors determined that the security program at Vermont Yankee was sound, an important 
step given the current threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee confirmed its commitment to 
continue these actions, and the compensatory measures addressing the weaknesses revealed from the OSRE, pending the implementation of 
long-term corrective actions. 
Inspection Report# : 2001010(pdf)  
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Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 2001, issues associated with 
protective strategies and target set development were identified. It was determined that some aspects of the currently established protective 
strategy did not fully conform to the General Performance Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through 
a table-top drill, and consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated upon 
identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities in the safeguards program, no 
actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted penetrations into the Protected Area, 
which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont Yankee Physical Security Plan. This finding is considered a non-
cited violation of 10 CFR 73.55 (c)(4). Corrective measures were initiated upon identification. The finding was of very low safety significance 
(Green), because although it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Miscellaneous 

Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed by the inspectors. This 
violation involved the failure to use self-contained breathing apparatus during fire drills as required by 10 CFR 50, Appendix R, Section III, 
Paragraph I.3.e(2). VY failed to assess each fire brigade member's use of self-contained breathing apparatus during drills, as required by 10CFR 
50, Appendix R, Section III, Paragraph I.3.e(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. Corrective actions taken or 
planned by VY appear reasonable. VY's failure to adequately integrate design information into a SW pump test procedure resulted in the 
unintended start of two fire protection system pumps. This issue was a violation of Technical Specification 6.4.F and was entered into VY's 
corrective action program as ER2000-1712.(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) required by 10CFR50, 
Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the effectiveness of the control of 
quality by contractors shall be assessed at intervals consistent with the importance, complexity, and quantity of the services. VY administrative 
procedures require that contractors procured under non-nuclear safety purchase orders be supervised by plant staff members who are qualified by 
experience and/or training to judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling valve 13-20, and at the 
time, those technicians were not adequately supervised. The NRC Office of Investigations determined this violation was the result of a delibert act 
by a maintenance manager. Because the violation was deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement 
Policy (NUREG-1600). [NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during this 
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report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in inspection report 50-271/01-06 issued 
on September 25, 2001] 
Inspection Report# : 2000007(pdf)  

Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 1999. Subsequently, the 
licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the main condenser failed a surveillance in March 1998. In 
both cases, a work request was initiated to repair the system; but no ER was written, as required by the ER procedure. The team identified a third 
example where a work request was initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving 
the problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical Specifications related to procedure 
implementation, and is being treated as a Non-Cited Violation. The violation was not assessed using the Significance Determination Process, as it 
did not impact one of the cornerstones; however, it provides substantive information relative to the cross cutting issue of problem identification and 
resolution. (Section 4OA2.1) 
Inspection Report# : 2000003(pdf)  

Last modified : March 26, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to follow the approved test 
procedures and specify a post- modification test to demonstrate that a modification of the emergency core cooling system (ECCS) power supply 
would not result in an unanticipated ECCS actuation. This finding was considered more than minor because the failure to test the entire circuit 
design and follow approved test procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because even though the frequency of 
an initiating event may have increased, the ECCS and reactor scram actuation equipment remained operable. Because the finding is of very low 
safety significance and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for inadequate design control of the RCIC 
turbine exhaust line. Design changes installed in 1998 and 1999 had a synergistic effect, causing the induction and accumulation of torus water in 
the turbine's exhaust line after shutdown of the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was 
considered more than minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety significance 
based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and the containment penetration would not 
be damaged, if the turbine were started with its exhaust line full of water. Because the finding is of very low safety significance and was captured in 
the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure to identify a significant condition 
adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to meet the low-trip setpoint acceptance criteria of OP4326 and 
no Event Report was initiated as required by AP 0009. Also, on September 30, the degraded condition leading to this failure was the primary cause 
of an event involving Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor because it had 
an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety system actuation, the finding was of very 
low safety significance based on a Phase 1 SDP because the mitigation function of the Group 3 isolation valves and the standby gas treatment 
system remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing torus cooling. Although not 
directed by the procedure, the operator throttled closed a valve in the RHR SW pump's discharge flow path, causing a relief valve on the system to 
lift. This issue was considered more than minor because the failure to follow procedures for the operation of safety related equipment could have a 
credible impact on plant safety. The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because the system was not damaged, the problem was readily identified and corrected, and the system was 
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promptly returned to its normal standby alignment (operable). The failure to follow procedures was treated as a non-cited violation and this issue 
was entered in VY's corrective action program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by the inspectors. This violation of 
technical specification 6.4, "Procedures," involved failure to provide adequate procedures for control of work on the backup air supply to the inner 
reactor building railroad door seal. As a result, the door's safety-related backup air supply was removed from service and the door was not declared 
inoperable. This issue did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump for shutdown cooling. At the 
time the RHR pump was considered available to meet key safety functions during shutdown operations. VY's investigation found that a protective 
interlock on the breaker had actuated because the breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators 
had failed to rack up the 4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. However, the inspectors 
determined this issue was Green (of very low safety significance) based on a Phase 2 evaluation of the Shutdown Operations SDP. The failure of 
RHR Pump C to start did not degrade VY's ability to provide sufficient defense in depth for the decay heat removal or inventory control safety 
functions. The operators' failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not bounded by the values that 
had been assumed in an associated operability determination. VY did not confirm the as-found condition was consistent with the deficiency 
evaluated in Basis for Maintaining Operation (BMO) 2000-016. This was of concern because similar degraded relays were installed in other safety 
related 4kV breakers. This finding was of very low safety significance (Green) because a revised operability determination provided reasonable 
assurance of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their corrective action 
program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, because it stated the main turbine 
bypass valves are not credited in any FSAR analysis. The bypass valves are assumed to function for the Feedwater Controller Failure - Maximum 
Demand transient discussed in FSAR Chapter 14.5.8. The initial operability evaluation and VY management review did not recognize that the 
bypass system can affect transient analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no impact on the MCPR 
operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station battery chargers. Temporary 
Modification 2000-012 eliminated a spare charger for the main station battery system that was assumed to be available in the on-line risk 
monitoring software. This finding was of very low safety significance (Green) because the primary chargers for both main station batteries had not 
been removed from service after the installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  
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Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, were not included in the 
Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the corrective action program as Event Report (ER) 
2000-1717. This finding is considered more than minor, because if left uncorrected, the failure to monitor the effectiveness of maintenance on 
systems used in emergency operating procedures would become a more significant safety concern. This issue was determined to be Green (of 
very low safety significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment did not 
degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance Rule Program was determined to be 
a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system did not adequately evaluate 
the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor cooling flow for RHRSW pump A to meet the 
acceptance criteria during a surveillance test. Although this adjustment was directed by the test procedure, the operators are not expected to 
document the as-found test results. The lack of as-found records for previous surveillance tests has hampered VY's ability to identify repetitive 
problems or adverse trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to perform an 
adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left uncorrected, repeated adjustment of 
the motor cooling flow prior to collecting the surveillance data would mask degrading conditions that could lead to the loss of a safety function. This 
finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump 
A was degraded but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW pumps will 
perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This problem was determined to be a non-cited 
violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance procedure they were 
performing specified that no leakage was acceptable. The operators referenced an open 1998 work order as an explanation; however, no 
operability determination was documented with the work order and no ER was initiated, as required by VY’s administrative procedure AP 0009, 
“Event Reports.” This issue was considered more than minor because the RHRSW valve leakage reduces the available water inventory for the 
Alternate Cooling System (ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low safety 
significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent the ACS from meeting its 7-day 
mission time specified in the safety design basis. The failure to properly identify this condition adverse to quality is a violation of 10 CFR 50 
Appendix B, Criterion XVI, "Corrective Action." This problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex formation in the condensate 
storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC pumps was swapped over from the CST to the 
suppression pool. This change invalidated the UFSAR statement that committed sufficient inventory in the CST to provide reactor cooling for 8 
hours. Therefore, it should have resulted in a 50.59 safety evaluation to determine whether the change adversely impacted the design and 
licensing basis of the plant. The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the CST swap-over setpoint 
change failed to recognize that the existing TS setpoint for swap-over was no longer conservative. Specifically, the existing TS swap-over setting of 
greater than or equal to 3%, corresponding to a CST nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by 
the vortex calculation and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the UFSAR 
and to change the technical specification was determined to be of very low risk significance (Green) by the SDP phase 1 screening. This 
conclusion was based on the suppression pool being available to support the 8-hour decay heat makeup requirements to the vessel in hot standby 
conditions. Therefore, no loss of function due to air entrainment from the CST would have occurred during an actual event. The failure to perform a 
safety evaluation was considered a non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  
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Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) contained precautions and 
statements requiring assurance that CST level remained above 15% of the measured volume. The team found that the minimum level of 15% 
specified in the above procedures allowed the licensee to drop the CST inventory below the height of the CST standpipe by approximately 8,000 
gallons and, hence, below the 75,000 gallons specified in the UFSAR and required by the Technical Specifications. The CST standpipe was 
originally designed to ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be of 
very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the CST level being maintained 
well above the HPCI and RCIC inventory requirements; and, (2) the team having no evidence that the level had ever dropped below the CST 
standpipe. The failure by VY to correctly translate design basis assumptions into surveillance procedure acceptance criteria was considered a non-
cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced and, therefore, exposed to 
the ambient conditions of their mounting location. The transmitters perform a safety function in that they are used for the RCIC and HPCI suction 
switchover from the CST to the suppression pool. The team also found that the mounting location of the transmitters was unheated and not subject 
to winterization controls. Therefore, the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing 
line could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team determined this issue to 
be of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the freezing of the line was 
potentially recognizable by the operators due to erratic CST level indications; (2) there was no evidence that the line ever froze during past winters; 
and (3) following an event requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all environmental conditions was 
considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY 
corrective action program. (Section 1R21.2, Operations, Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing the John Deere diesel 
generator from service for planned maintenance. The operating crews' review of the system operating procedure had been the only process to 
ensure this action was taken. VY management initiated corrective action to address the identification of compensatory actions as part of the 
maintenance planning process (reference ER 2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 
of the SDP, because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated that the 
temporary generator, which had not been staged as required, was readily available. VY's failure to implement the procedure was determined to be 
a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the Final Safety Analysis Report. 
In the first example, adjacent cable trays in the cable spreading room were not properly enclosed, and in the second example, several nonsafety-
related cables in the switchgear room went between two safety-related cable trays. This finding was determined to be Green (of very low safety 
sifnificance) using Phase 1 of the SDP because the non-conforming conditions did not render the associated equipment inoperable. The failure to 
maintain adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual frequency, not the quarterly 
frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI OMa-1988. This finding was determined to be Green (of 
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very low safety significance) using Phase 1 of the SDP, because the vacuum breakers were demonstrated to be operable during the semiannual 
testing. VY's failure to measure the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 
50.55a and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate design control of the 
instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring system that contributed to a failure of this line on 
November 4, creating an open pathway in the physical integrity of primary containment. The finding was considered more than minor because it 
had an actual impact on the physical integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP 
because (1) the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post accident conditions; 
(2) the failures resulted in control room alarms so control room operators could take timely action to isolate the system; and (3) any releases via 
this pathway would be into the reactor building's filtered and monitored ventilation system. Because the finding is of very low safety significance 
and was captured in the licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of 
the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion bellows. The cover had been 
attached to the adjoining piping at both ends of the bellows, potentially restricting expansion and/or contraction of the metal bellows. This issue was 
considered more than minor because the physical problem existed and because restriction of the bellows could have a credible impact on safety 
during a design basis accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP, because VY was able to show that the cover brackets would deform and not restrict movement or otherwise damage the 
bellows. The failure to provide adequate design control for the bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 
of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 refueling outage found that the 
leakage rates of both valves exceeded the Technical Specification allowable leak rate limit. These safety-related valves were new in this application 
and had been installed during the previous refueling outage. The inspectors concluded that the valves were not adequately designed for this 
application. The valves were purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked with the vendor to install stronger 
springs and stiffer radial guides. This issue was considered more than minor because the failure to provide reliable isolation check valves can have 
a credible impact on safety and affect the integrity of the reactor containment. This issue was determined to be of very low safety significance 
(GREEN) because any post-accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was determined that the change 
in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve failures was very low. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Significance: TBD Sep 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont Yankee power reactor facility. 
The evaluation consisted of a selective examination of physical security plans, procedures and representative records; review and walkdown of 
selective portions of the Vermont Yankee facility; conduct of table-top exercises; examination and review of target sets; observations of force-on-
force response exercises and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was determined to be a potential 
Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon identification of the finding, VY established 
immediate compensatory measures. These were taken to assure the security program was adequate while necessary longer term corrective 
actions are implemented. Before leaving the site, the inspectors determined that the security program at Vermont Yankee was sound, an important 
step given the current threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee confirmed its commitment to 
continue these actions, and the compensatory measures addressing the weaknesses revealed from the OSRE, pending the implementation of 
long-term corrective actions. 
Inspection Report# : 2001010(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 2001, issues associated with 
protective strategies and target set development were identified. It was determined that some aspects of the currently established protective 
strategy did not fully conform to the General Performance Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through 
a table-top drill, and consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated upon 
identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities in the safeguards program, no 
actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted penetrations into the Protected Area, 
which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont Yankee Physical Security Plan. This finding is considered a non-
cited violation of 10 CFR 73.55 (c)(4). Corrective measures were initiated upon identification. The finding was of very low safety significance 
(Green), because although it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Miscellaneous 

Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed by the inspectors. This 
violation involved the failure to use self-contained breathing apparatus during fire drills as required by 10 CFR 50, Appendix R, Section III, 
Paragraph I.3.e(2). VY failed to assess each fire brigade member's use of self-contained breathing apparatus during drills, as required by 10CFR 
50, Appendix R, Section III, Paragraph I.3.e(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. Corrective actions taken or 
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planned by VY appear reasonable. VY's failure to adequately integrate design information into a SW pump test procedure resulted in the 
unintended start of two fire protection system pumps. This issue was a violation of Technical Specification 6.4.F and was entered into VY's 
corrective action program as ER2000-1712.(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) required by 10CFR50, 
Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the effectiveness of the control of 
quality by contractors shall be assessed at intervals consistent with the importance, complexity, and quantity of the services. VY administrative 
procedures require that contractors procured under non-nuclear safety purchase orders be supervised by plant staff members who are qualified by 
experience and/or training to judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling valve 13-20, and at the 
time, those technicians were not adequately supervised. The NRC Office of Investigations determined this violation was the result of a delibert act 
by a maintenance manager. Because the violation was deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement 
Policy (NUREG-1600). [NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during this 
report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in inspection report 50-271/01-06 issued 
on September 25, 2001] 
Inspection Report# : 2000007(pdf)  

Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 1999. Subsequently, the 
licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the main condenser failed a surveillance in March 1998. In 
both cases, a work request was initiated to repair the system; but no ER was written, as required by the ER procedure. The team identified a third 
example where a work request was initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving 
the problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical Specifications related to procedure 
implementation, and is being treated as a Non-Cited Violation. The violation was not assessed using the Significance Determination Process, as it 
did not impact one of the cornerstones; however, it provides substantive information relative to the cross cutting issue of problem identification and 
resolution. (Section 4OA2.1) 
Inspection Report# : 2000003(pdf)  

Last modified : March 01, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Undetected failure of the manual pressure control valve for the steam jet air ejectors 
The inspector identified that the control room operators failed to maintain cognizance of the steam jet air ejector (SJAE) system 
alignment. During a control panel walkdown the inspector found that the manual pressure control valve for the SJAE steam supply 
failed while in standby and this problem had not been detected by the operators. The failure to perform adequate control panel 
walkdowns for this system was attributed to poor human performance. The undetected failure of the manual pressure control valve 
was considered more than minor because if uncorrected, a more significant plant transient (i.e., a loss of condenser vacuum and 
manual reactor scram) would result from a failure of the automatic pressure control valve. A Phase 3 SDP evaluation determined 
that the finding was of very low safety significance (Green) based on a conservative failure frequency estimate for the automatic 
pressure control valve and consideration of the remaining mitigating equipment. The failure had no actual effect on plant operation 
because the automatic pressure control valve operated properly throughout the period when the manual pressure control valve was 
unavailable. 
Inspection Report# : 2002002(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to follow the approved 
test procedures and specify a post- modification test to demonstrate that a modification of the emergency core cooling system 
(ECCS) power supply would not result in an unanticipated ECCS actuation. This finding was considered more than minor because 
the failure to test the entire circuit design and follow approved test procedures for safety-related equipment could contribute to a 
inadvertent ECCS actuation and a reactor scram. However, this finding was determined to be of very low safety significance (Green) 
based on a Phase 1 SDP because even though the frequency of an initiating event may have increased, the ECCS and reactor 
scram actuation equipment remained operable. Because the finding is of very low safety significance and was captured in the 
licensee's corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Tagging and Poor Human Performance Cause Flooding of RCIC Steam Line 
The inspector identified a non-cited violation of Technical Specification (TS) 6.4, "Procedures" for the failure to provide an adequate 
procedure for removing equipment from service. An improper valve alignment allowed water from the refueling cavity to flood the 
reactor core isolation cooling (RCIC) steam line during the 2002 Mid-Cycle Outage. Two valves in the RCIC steam line were 
unintentionally left open during a tagging activity to support filling the refueling cavity for maintenance. AP 0140, "Vermont Yankee 
Local Control Switching Rules," and Tagging Order 020425 did not provide sufficient controls to ensure the valves were left in the 
desired position. Human performance errors and poor communication were contributing factors to this event. The failure to provide 
an adequate procedure for removing equipment from service was considered more than minor because it could be viewed as a 
precursor to a significant event. However, the inspector determined this issue was of very low safety significance (Green) because 
there was no actual loss of reactor coolant system inventory and the potential flowpath created by the tagging error would not cause 
a rapid decrease in inventory. Based on the location of the RCIC steam line, this event did not have the potential to drain the reactor 
vessel or cause a loss of decay heat removal. With the refueling cavity filled and fuel movements in progress, any loss of inventory 
through the three inch RCIC steam line (including the turbine and its exhaust check valves) would be slow and well within the 
capacity of the available CS and RHR pumps. 
Inspection Report# : 2002004(pdf)  
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Mitigating Systems 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Operator Workaround - HPCI turbine vibration monitor provides spurious upscale indication 
The HPCI turbine vibration monitor on control panel 9-3 has provided suspect indication during at least two quarterly surveillance 
tests. The surveillance procedure provides explicit criteria for tripping the HPCI turbine based on the indication provided by vibration 
monitor. Based on the monitor's strip chart data, the absence of work order requests and/or event reports, and the lack of procedural 
guidance, the inspector concluded that this vibration monitor has been a long standing operator work around. Operator acceptance 
of this degraded support instrument for safety related equipment was considered to be more than a minor issue because it could be 
a precursor to a more significant event. However, the inspector determined this issue was Green (of very low safety significance) 
based on a Phase 1 SDP evaluation. On each occurrence, the HPCI system had been properly removed from service and in no 
case was there actual degradation of the HPCI turbine. 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow procedure during HPCI surveillance 
The inspector identified a non-cited violation of Technical Specification 6.4, "Procedures" during the high pressure coolant injection 
(HPCI) system quarterly surveillance test. The operating crew failed to trip the HPCI turbine when the HPCI turbine vibration monitor 
on control panel 9-3 indicated vibration levels that exceeded the limit specified in the surveillance procedure. The operating crew's 
failure to follow procedures was attributed to poor human performance. The failure to implement a required procedure step during 
the operation of safety-related equipment was considered to be more than a minor issue because it could be a precursor to a more 
significant event. However, the inspector determined this issue was of very low safety significance (Green) based on a Phase 1 SDP 
evaluation. This issue did not represent an actual loss of safety function because local vibration test equipment did not indicate a 
HPCI turbine vibration problem. Because the finding is of very low safety significance and was captured in the licensee's corrective 
action program, this finding is being treated as a non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2002002(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for inadequate design control 
of the RCIC turbine exhaust line. Design changes installed in 1998 and 1999 had a synergistic effect, causing the induction and 
accumulation of torus water in the turbine's exhaust line after shutdown of the turbine. The failure to provide adequate design control 
for the RCIC turbine exhaust line was considered more than minor since it resulted in a system configuration that had not been 
analyzed. This finding was of very low safety significance based on a Phase 1 SDP evaluation because VY was able to show that 
RCIC would remain operable and the containment penetration would not be damaged, if the turbine were started with its exhaust 
line full of water. Because the finding is of very low safety significance and was captured in the licensee's corrective action program, 
this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure to identify a 
significant condition adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to meet the low-trip setpoint 
acceptance criteria of OP4326 and no Event Report was initiated as required by AP 0009. Also, on September 30, the degraded 
condition leading to this failure was the primary cause of an event involving Primary Containment Isolation System (PCIS) Group 3 
actuation. This finding was considered more than minor because it had an actual impact in that it caused a PCIS Group 3 actuation. 
Although this problem resulted in a safety system actuation, the finding was of very low safety significance based on a Phase 1 SDP 
because the mitigation function of the Group 3 isolation valves and the standby gas treatment system remained operable. Because 
the finding is of very low safety significance and was captured in the licensee's corrective action program, this finding is being 
treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Page 2 of 101Q/2002 Inspection Findings - Vermont Yankee



Significance:  Oct 26, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing torus cooling. 
Although not directed by the procedure, the operator throttled closed a valve in the RHR SW pump's discharge flow path, causing a 
relief valve on the system to lift. This issue was considered more than minor because the failure to follow procedures for the 
operation of safety related equipment could have a credible impact on plant safety. The failure to operate safety systems in 
accordance with approved procedures could credibly affect the operability, availability, reliability or function of a system. However, 
the inspectors determined this issue was of very low safety significance (Green) based on a Phase 1 evaluation of the SDP because 
the system was not damaged, the problem was readily identified and corrected, and the system was promptly returned to its normal 
standby alignment (operable). The failure to follow procedures was treated as a non-cited violation and this issue was entered in 
VY's corrective action program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor Building 
Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by the inspectors. 
This violation of technical specification 6.4, "Procedures," involved failure to provide adequate procedures for control of work on the 
backup air supply to the inner reactor building railroad door seal. As a result, the door's safety-related backup air supply was 
removed from service and the door was not declared inoperable. This issue did not impact secondary containment since the outer 
railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump for shutdown 
cooling. At the time the RHR pump was considered available to meet key safety functions during shutdown operations. VY's 
investigation found that a protective interlock on the breaker had actuated because the breaker had been racked up too far in its 
cubicle. The inspectors concluded that VY operators had failed to rack up the 4 kV breaker in accordance with procedure OP 2142. 
This issue was considered more than minor because the failure to follow procedures for the installation of 4 kV breakers could 
impact the operability of multiple mitigating systems. However, the inspectors determined this issue was Green (of very low safety 
significance) based on a Phase 2 evaluation of the Shutdown Operations SDP. The failure of RHR Pump C to start did not degrade 
VY's ability to provide sufficient defense in depth for the decay heat removal or inventory control safety functions. The operators' 
failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance with Section 
VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Draining the HPCI Turbine Exhaust Drain Pot Results in Valve Being Left Open 
A non-cited violation of TS 6.4, "Procedures," occurred when an operator failed to follow the work order for draining the high 
pressure coolant injection (HPCI) turbine exhaust steam drain pot. On April 24, when an operator drained the drain pot through valve 
HPCI-146, the operator did not perform the final step of the work order step text, which was to close HPCI-146. The improper valve 
alignment was identified approximately eleven hours later when a different operator drained the drain pot. This issue was considered 
more than minor because the failure to follow procedures for the operation of safety-related equipment could have a credible impact 
on plant safety. Specifically, the failure to align the HPCI system in accordance with approved procedures could have affected the 
operability of the system due to increased room temperature during system operation. However, the inspectors determined this 
issue was of very low safety significance (Green) based on a Phase 1 evaluation of the SDP because a subsequent analysis 
demonstrated that operability of the HPCI system was not affected, the problem was readily identified, and the system was promptly 
returned to its normal standby alignment. 
Inspection Report# : 2002004(pdf)  
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Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Corrective Action for RHRSW Motor Cooling Pipe Degradation Not Effective and No Further Action Taken 
The inspector identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Action," for the failure to 
adequately identify and resolve an issue related to degraded cooling water flow to an RHRSW pump motor. Specifically, cooling 
water flow to the RHRSW subsystem "B" pump motors was degraded by microbiologically induced corrosion (MIC). Indication of this 
problem was first documented by operators in October 2001, however VY's actions to resolve the issue were not effective and 
several opportunities to identify the continuing problem were missed. This finding was considered more than minor because the 
cooling water flow to the RHRSW Subsystem "B" pump motors was actually degraded. However, the inspector determined this issue 
was of very low safety significance (Green) based on a Phase 1 SDP evaluation. VY was able to show through evaluation that the 
pump motor bearings would not overheat and that the RHRSW pumps would remain operable. 
Inspection Report# : 2002004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Restoration from CS Valve Surveillance Causes System to be Inoperable 
A non-cited violation of TS 6.4, "Procedures," occurred when operators failed to follow the procedure for a core spray (CS) quarterly 
valve surveillance. The procedure directed that the pump control switch be returned to the "auto" position as a part of system 
restoration from testing, however, operators left the CS pump "B" control switch in the "pull to lock" position. Additionally, during a 
subsequent procedurally-directed two-party system lineup verification, operators failed to identify the discrepant condition. As a 
result, CS subsystem "B" was declared operable following the test when it was actually in an inoperable condition. The problem was 
identified three hours later during a routine control board walkdown that was performed by a different operator. This issue was 
considered more than minor because the failure to follow procedures for the operation of this safety-related equipment had a 
credible impact on plant safety. Specifically, the failure to operate the CS system in accordance with approved procedures affected 
the operability of the system. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because the problem existed for only a short period of time, was readily identified and corrected, and 
the system was promptly returned to its normal standby alignment (operable). 
Inspection Report# : 2002004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not bounded by the 
values that had been assumed in an associated operability determination. VY did not confirm the as-found condition was consistent 
with the deficiency evaluated in Basis for Maintaining Operation (BMO) 2000-016. This was of concern because similar degraded 
relays were installed in other safety related 4kV breakers. This finding was of very low safety significance (Green) because a revised 
operability determination provided reasonable assurance of operability for the affected safety related 4kV switchgear and associated 
systems. VY entered this issue in their corrective action program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, because it stated 
the main turbine bypass valves are not credited in any FSAR analysis. The bypass valves are assumed to function for the 
Feedwater Controller Failure - Maximum Demand transient discussed in FSAR Chapter 14.5.8. The initial operability evaluation and 
VY management review did not recognize that the bypass system can affect transient analyses and the minimum critical power ratio 
(MCPR) operating limit. This finding was of very low safety significance (Green) because the revised operability determination 
provided reasonable assurance there would be no impact on the MCPR operating limit. VY entered this problem in their corrective 
action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
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Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station battery 
chargers. Temporary Modification 2000-012 eliminated a spare charger for the main station battery system that was assumed to be 
available in the on-line risk monitoring software. This finding was of very low safety significance (Green) because the primary 
chargers for both main station batteries had not been removed from service after the installation of the temporary modification. VY 
entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, were not 
included in the Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the corrective action 
program as Event Report (ER) 2000-1717. This finding is considered more than minor, because if left uncorrected, the failure to 
monitor the effectiveness of maintenance on systems used in emergency operating procedures would become a more significant 
safety concern. This issue was determined to be Green (of very low safety significance) using Phase 1 of the SDP, since the failure 
to monitor the effectiveness of maintenance on the equipment did not degrade any cornerstone. The failure to include the two 
radiation monitoring instruments in their Maintenance Rule Program was determined to be a non-cited violation of NRC 
requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system did not 
adequately evaluate the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor cooling flow for 
RHRSW pump A to meet the acceptance criteria during a surveillance test. Although this adjustment was directed by the test 
procedure, the operators are not expected to document the as-found test results. The lack of as-found records for previous 
surveillance tests has hampered VY's ability to identify repetitive problems or adverse trends in cooling flow. This issue was entered 
in the corrective action program as ER 2000-1670. The failure to perform an adequate as-found test of the RHRSW system is 
considered an issue of more than minor significance. If left uncorrected, repeated adjustment of the motor cooling flow prior to 
collecting the surveillance data would mask degrading conditions that could lead to the loss of a safety function. This finding was 
determined to be Green (of very low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW 
pump A was degraded but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the 
RHRSW pumps will perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This 
problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance procedure 
they were performing specified that no leakage was acceptable. The operators referenced an open 1998 work order as an 
explanation; however, no operability determination was documented with the work order and no ER was initiated, as required by 
VY’s administrative procedure AP 0009, “Event Reports.” This issue was considered more than minor because the RHRSW valve 
leakage reduces the available water inventory for the Alternate Cooling System (ACS) and therefore has a credible impact on safety. 
However, this issue was determined to be Green (of very low safety significance) using the Phase 1 screening of the SDP because 
the current RHRSW leakage rate will not prevent the ACS from meeting its 7-day mission time specified in the safety design basis. 
The failure to properly identify this condition adverse to quality is a violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective 
Action." This problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex formation in the 
condensate storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC pumps was swapped over 
from the CST to the suppression pool. This change invalidated the UFSAR statement that committed sufficient inventory in the CST 
to provide reactor cooling for 8 hours. Therefore, it should have resulted in a 50.59 safety evaluation to determine whether the 
change adversely impacted the design and licensing basis of the plant. The licensee did not prepare a safety evaluation and in the 
screening review process they did not provide a justification for not performing a safety evaluation. The team also determined that 
the 50.59 screening review associated with the CST swap-over setpoint change failed to recognize that the existing TS setpoint for 
swap-over was no longer conservative. Specifically, the existing TS swap-over setting of greater than or equal to 3%, corresponding 
to a CST nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by the vortex calculation and 
could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the UFSAR and to 
change the technical specification was determined to be of very low risk significance (Green) by the SDP phase 1 screening. This 
conclusion was based on the suppression pool being available to support the 8-hour decay heat makeup requirements to the vessel 
in hot standby conditions. Therefore, no loss of function due to air entrainment from the CST would have occurred during an actual 
event. The failure to perform a safety evaluation was considered a non-cited violation of 10 CFR 50.59. The issue was entered in the 
VY corrective action program. (Section 1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) contained 
precautions and statements requiring assurance that CST level remained above 15% of the measured volume. The team found that 
the minimum level of 15% specified in the above procedures allowed the licensee to drop the CST inventory below the height of the 
CST standpipe by approximately 8,000 gallons and, hence, below the 75,000 gallons specified in the UFSAR and required by the 
Technical Specifications. The CST standpipe was originally designed to ensure that sufficient inventory would be reserved for HPCI 
and RCIC operation. The team determined this issue to be of very low risk significance (Green) by the SDP phase 1 screening 
process. This conclusion was based upon: (1) the CST level being maintained well above the HPCI and RCIC inventory 
requirements; and, (2) the team having no evidence that the level had ever dropped below the CST standpipe. The failure by VY to 
correctly translate design basis assumptions into surveillance procedure acceptance criteria was considered a non-cited violation of 
10 CFR 50, Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced and, 
therefore, exposed to the ambient conditions of their mounting location. The transmitters perform a safety function in that they are 
used for the RCIC and HPCI suction switchover from the CST to the suppression pool. The team also found that the mounting 
location of the transmitters was unheated and not subject to winterization controls. Therefore, the potential existed for the sensing 
line to freeze during prolonged winter cold spells. Freezing of the sensing line could prevent, or render erratic, the switchover of the 
RCIC and HPCI suction source to suppression pool. The team determined this issue to be of very low risk significance (Green) by 
the SDP phase 1 screening process. This conclusion was based upon: (1) the freezing of the line was potentially recognizable by 
the operators due to erratic CST level indications; (2) there was no evidence that the line ever froze during past winters; and (3) 
following an event requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from 
the CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all environmental 
conditions was considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. 
The issue was entered in the VY corrective action program. (Section 1R21.2, Operations, Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing the John 
Deere diesel generator from service for planned maintenance. The operating crews' review of the system operating procedure had 
been the only process to ensure this action was taken. VY management initiated corrective action to address the identification of 
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compensatory actions as part of the maintenance planning process (reference ER 2000-1235). This finding was determined to be 
Green (of very low safety significance) using Phase 1 of the SDP, because no cornerstones were degraded by the failure to 
implement the compensatory measure, and VY demonstrated that the temporary generator, which had not been staged as required, 
was readily available. VY's failure to implement the procedure was determined to be a non-cited violation of NRC requirements. 
(Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the Final Safety 
Analysis Report. In the first example, adjacent cable trays in the cable spreading room were not properly enclosed, and in the 
second example, several nonsafety-related cables in the switchgear room went between two safety-related cable trays. This finding 
was determined to be Green (of very low safety sifnificance) using Phase 1 of the SDP because the non-conforming conditions did 
not render the associated equipment inoperable. The failure to maintain adequate design control for cable separation was 
determined to be a non-cited violation of NRC requirements. (Section 1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual frequency, not 
the quarterly frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI OMa-1988. This finding was 
determined to be Green (of very low safety significance) using Phase 1 of the SDP, because the vacuum breakers were 
demonstrated to be operable during the semiannual testing. VY's failure to measure the primary containment vacuum breaker 
unseating force on a quarterly basis is a non-cited violation of 10 CFR 50.55a and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Undetected failure of the drywell floor drain sump fill timer 
The inspector identified that the drywell floor drain sump fill timer had failed and that this problem had not been identified by the 
control room operators. The inspector concluded that the operators failed to perform an adequate control panel walkdown for this 
system and that this failure could be attributed to poor human performance. An operability determination prepared by VY concluded 
that the drywell leakage detection system can be considered operable based on other control room alarms and instrumentation. The 
undetected failure of the drywell floor drain sump fill timer was considered more than minor because there was degradation of a 
system required for the detection of leakage inside the primary containment. However, the inspector determined this issue was 
Green (of very low safety significance) based on a Phase 1 SDP evaluation. The remaining control room alarms and control panel 
instrumentation provide sufficient redundant information such that operators would have been alerted to excessive leakage inside 
containment, and therefore the drywell leakage detection system remained operable. 
Inspection Report# : 2002002(pdf)  

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate design control of 
the instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring system that contributed to a 
failure of this line on November 4, creating an open pathway in the physical integrity of primary containment. The finding was 
considered more than minor because it had an actual impact on the physical integrity of primary containment. This finding was of 
very low safety significance based on a Phase 2 SDP because (1) the 0.25 inch diameter instrument tubing could not cause a large 
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early release of radioactive materials under post accident conditions; (2) the failures resulted in control room alarms so control room 
operators could take timely action to isolate the system; and (3) any releases via this pathway would be into the reactor building's 
filtered and monitored ventilation system. Because the finding is of very low safety significance and was captured in the licensee's 
corrective action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion bellows. The 
cover had been attached to the adjoining piping at both ends of the bellows, potentially restricting expansion and/or contraction of 
the metal bellows. This issue was considered more than minor because the physical problem existed and because restriction of the 
bellows could have a credible impact on safety during a design basis accident. Degradation (restriction) of the bellows could credibly 
affect the operability of the primary containment or its pressure suppression function. However, the inspectors determined this issue 
was of very low safety significance (Green) based on a Phase 1 evaluation of the SDP, because VY was able to show that the cover 
brackets would deform and not restrict movement or otherwise damage the bellows. The failure to provide adequate design control 
for the bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 of the NRC's Enforcement Policy. This 
issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 refueling outage 
found that the leakage rates of both valves exceeded the Technical Specification allowable leak rate limit. These safety-related 
valves were new in this application and had been installed during the previous refueling outage. The inspectors concluded that the 
valves were not adequately designed for this application. The valves were purchased from a qualified safety-related supplier and the 
inspectors did not identify any violations associated with VY's procurement, installation, or initial testing of the valves. As corrective 
action for the test failures, VY worked with the vendor to install stronger springs and stiffer radial guides. This issue was considered 
more than minor because the failure to provide reliable isolation check valves can have a credible impact on safety and affect the 
integrity of the reactor containment. This issue was determined to be of very low safety significance (GREEN) because any post-
accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the size of a 
potential release, and would be filtered by the standby gas treatment system. Based on this information, it was determined that the 
change in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve failures was very low. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance:  Sep 26, 2001 
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Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont Yankee power 
reactor facility. The evaluation consisted of a selective examination of physical security plans, procedures and representative 
records; review and walkdown of selective portions of the Vermont Yankee facility; conduct of table-top exercises; examination and 
review of target sets; observations of force-on-force response exercises and exercise critiques; observation of firearms proficiency 
by security officers; and interviews with selected personnel. During the conduct of the force-on-force exercises, response strategy 
weaknesses were identified. This finding was determined to be a potential Yellow finding based on the Interim Physical Protection 
Significance Determination Process. Upon identification of the finding, VY established immediate compensatory measures. These 
were taken to assure the security program was adequate while necessary longer term corrective actions are implemented. Before 
leaving the site, the inspectors determined that the security program at Vermont Yankee was sound, an important step given the 
current threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee confirmed its 
commitment to continue these actions, and the compensatory measures addressing the weaknesses revealed from the OSRE, 
pending the implementation of long-term corrective actions. 
Inspection Report# : 2001010(pdf)  
Inspection Report# : 2003001(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and 
Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 2001, issues 
associated with protective strategies and target set development were identified. It was determined that some aspects of the 
currently established protective strategy did not fully conform to the General Performance Objective and Requirements of 10 CFR 
73.55(a). The vulnerability was detected through a table-top drill, and consequently is not considered a violation of NRC 
requirements. Notwithstanding, corrective measures were initiated upon identification. This issue was of very low safety significance 
(Green) because, although it indicated vulnerabilities in the safeguards program, no actual intrusion occurred, and there have not 
been greater than two similar findings in the past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted penetrations into the 
Protected Area, which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont Yankee Physical Security Plan. 
This finding is considered a non-cited violation of 10 CFR 73.55 (c)(4). Corrective measures were initiated upon identification. The 
finding was of very low safety significance (Green), because although it indicated a vulnerability of safeguards systems, no actual 
intrusion occurred; in addition, there have not been greater than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Miscellaneous 
Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed by the 
inspectors. This violation involved the failure to use self-contained breathing apparatus during fire drills as required by 10 CFR 50, 
Appendix R, Section III, Paragraph I.3.e(2). VY failed to assess each fire brigade member's use of self-contained breathing 
apparatus during drills, as required by 10CFR 50, Appendix R, Section III, Paragraph I.3.e(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
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A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. Corrective actions 
taken or planned by VY appear reasonable. VY's failure to adequately integrate design information into a SW pump test procedure 
resulted in the unintended start of two fire protection system pumps. This issue was a violation of Technical Specification 6.4.F and 
was entered into VY's corrective action program as ER2000-1712.(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) required by 
10CFR50, Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the effectiveness of the 
control of quality by contractors shall be assessed at intervals consistent with the importance, complexity, and quantity of the 
services. VY administrative procedures require that contractors procured under non-nuclear safety purchase orders be supervised 
by plant staff members who are qualified by experience and/or training to judge the technical adequacy and quality of the work. 
Contrary to the above, during a 1998 refueling outage, contract valve technicians procured under a non-nuclear safety purchase 
order performed work on reactor core isolation cooling valve 13-20, and at the time, those technicians were not adequately 
supervised. The NRC Office of Investigations determined this violation was the result of a delibert act by a maintenance manager. 
Because the violation was deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement Policy 
(NUREG-1600). [NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence 
during this report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in inspection 
report 50-271/01-06 issued on September 25, 2001] 
Inspection Report# : 2000007(pdf)  

Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 1999. 
Subsequently, the licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the main condenser failed a 
surveillance in March 1998. In both cases, a work request was initiated to repair the system; but no ER was written, as required by 
the ER procedure. The team identified a third example where a work request was initiated to resolve a discrepancy related to an 
alarm setpoint, but the request was canceled without resolving the problem. Nonetheless, the failure to initiate ERs for the first two 
issues is a violation of the VY Technical Specifications related to procedure implementation, and is being treated as a Non-Cited 
Violation. The violation was not assessed using the Significance Determination Process, as it did not impact one of the 
cornerstones; however, it provides substantive information relative to the cross cutting issue of problem identification and resolution. 
(Section 4OA2.1) 
Inspection Report# : 2000003(pdf)  

Last modified : July 22, 2002 

Page 10 of 101Q/2002 Inspection Findings - Vermont Yankee



Vermont Yankee 

Initiating Events 

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Tagging and Poor Human Performance Cause Flooding of RCIC Steam Line 
The inspector identified a non-cited violation of Technical Specification (TS) 6.4, "Procedures" for the failure to 
provide an adequate procedure for removing equipment from service. An improper valve alignment allowed water from 
the refueling cavity to flood the reactor core isolation cooling (RCIC) steam line during the 2002 Mid-Cycle Outage. 
Two valves in the RCIC steam line were unintentionally left open during a tagging activity to support filling the 
refueling cavity for maintenance. AP 0140, "Vermont Yankee Local Control Switching Rules," and Tagging Order 
020425 did not provide sufficient controls to ensure the valves were left in the desired position. Human performance 
errors and poor communication were contributing factors to this event. The failure to provide an adequate procedure for 
removing equipment from service was considered more than minor because it could be viewed as a precursor to a 
significant event. However, the inspector determined this issue was of very low safety significance (Green) because 
there was no actual loss of reactor coolant system inventory and the potential flowpath created by the tagging error 
would not cause a rapid decrease in inventory. Based on the location of the RCIC steam line, this event did not have the 
potential to drain the reactor vessel or cause a loss of decay heat removal. With the refueling cavity filled and fuel 
movements in progress, any loss of inventory through the three inch RCIC steam line (including the turbine and its 
exhaust check valves) would be slow and well within the capacity of the available CS and RHR pumps. 
Inspection Report# : 2002004(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Undetected failure of the manual pressure control valve for the steam jet air ejectors 
The inspector identified that the control room operators failed to maintain cognizance of the steam jet air ejector 
(SJAE) system alignment. During a control panel walkdown the inspector found that the manual pressure control valve 
for the SJAE steam supply failed while in standby and this problem had not been detected by the operators. The failure 
to perform adequate control panel walkdowns for this system was attributed to poor human performance. The 
undetected failure of the manual pressure control valve was considered more than minor because if uncorrected, a more 
significant plant transient (i.e., a loss of condenser vacuum and manual reactor scram) would result from a failure of the 
automatic pressure control valve. A Phase 3 SDP evaluation determined that the finding was of very low safety 
significance (Green) based on a conservative failure frequency estimate for the automatic pressure control valve and 
consideration of the remaining mitigating equipment. The failure had no actual effect on plant operation because the 
automatic pressure control valve operated properly throughout the period when the manual pressure control valve was 
unavailable. 
Inspection Report# : 2002002(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to 
follow the approved test procedures and specify a post- modification test to demonstrate that a modification of the 
emergency core cooling system (ECCS) power supply would not result in an unanticipated ECCS actuation. This 
finding was considered more than minor because the failure to test the entire circuit design and follow approved test 
procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because 
even though the frequency of an initiating event may have increased, the ECCS and reactor scram actuation equipment 
remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective 
action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Jun 07, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective chemistry control program for RHRSW and SW systems 
The inspectors found that the licensee’s chemistry control program was not effective at minimizing the buildup of 
microbiologically influenced corrosion (MIC) in the residual heat removal service water (RHRSW) and service water 
(SW) systems. Even though the licensee was chemically treating the RHRSW and SW systems to control biofouling, 
the performance of the RHRSW pumps had degraded on numerous occasions into the alert range during in service 
testing. Additionally, the SW and RHRSW piping has developed more than 20 documented pinhole leaks that were 
caused by MIC. This finding was considered greater than minor since an ineffective chemistry control program could 
be reasonably viewed as a precursor to a significant event or, if left uncorrected, could become a more significant 
safety concern. However, the inspectors considered this issue to be of very low safety significance (Green) in 
accordance with Phase 1 of the mitigating systems SDP screening criteria because the ineffective chemistry control 
program has not rendered the RHRSW or SW system inoperable and because of RHRSW and SW system redundancy. 
Inspection Report# : 2002003(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Draining the HPCI Turbine Exhaust Drain Pot Results in Valve Being Left 
Open 
A non-cited violation of TS 6.4, "Procedures," occurred when an operator failed to follow the work order for draining 
the high pressure coolant injection (HPCI) turbine exhaust steam drain pot. On April 24, when an operator drained the 
drain pot through valve HPCI-146, the operator did not perform the final step of the work order step text, which was to 
close HPCI-146. The improper valve alignment was identified approximately eleven hours later when a different 
operator drained the drain pot. This issue was considered more than minor because the failure to follow procedures for 
the operation of safety-related equipment could have a credible impact on plant safety. Specifically, the failure to align 
the HPCI system in accordance with approved procedures could have affected the operability of the system due to 
increased room temperature during system operation. However, the inspectors determined this issue was of very low 
safety significance (Green) based on a Phase 1 evaluation of the SDP because a subsequent analysis demonstrated that 
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operability of the HPCI system was not affected, the problem was readily identified, and the system was promptly 
returned to its normal standby alignment. 
Inspection Report# : 2002004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Corrective Action for RHRSW Motor Cooling Pipe Degradation Not Effective and No Further Action Taken 
The inspector identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Action," for the 
failure to adequately identify and resolve an issue related to degraded cooling water flow to an RHRSW pump motor. 
Specifically, cooling water flow to the RHRSW subsystem "B" pump motors was degraded by microbiologically 
induced corrosion (MIC). Indication of this problem was first documented by operators in October 2001, however VY's 
actions to resolve the issue were not effective and several opportunities to identify the continuing problem were missed. 
This finding was considered more than minor because the cooling water flow to the RHRSW Subsystem "B" pump 
motors was actually degraded. However, the inspector determined this issue was of very low safety significance 
(Green) based on a Phase 1 SDP evaluation. VY was able to show through evaluation that the pump motor bearings 
would not overheat and that the RHRSW pumps would remain operable. 
Inspection Report# : 2002004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Restoration from CS Valve Surveillance Causes System to be Inoperable 
A non-cited violation of TS 6.4, "Procedures," occurred when operators failed to follow the procedure for a core spray 
(CS) quarterly valve surveillance. The procedure directed that the pump control switch be returned to the "auto" 
position as a part of system restoration from testing, however, operators left the CS pump "B" control switch in the 
"pull to lock" position. Additionally, during a subsequent procedurally-directed two-party system lineup verification, 
operators failed to identify the discrepant condition. As a result, CS subsystem "B" was declared operable following the 
test when it was actually in an inoperable condition. The problem was identified three hours later during a routine 
control board walkdown that was performed by a different operator. This issue was considered more than minor 
because the failure to follow procedures for the operation of this safety-related equipment had a credible impact on 
plant safety. Specifically, the failure to operate the CS system in accordance with approved procedures affected the 
operability of the system. However, the inspectors determined this issue was of very low safety significance (Green) 
based on a Phase 1 evaluation of the SDP because the problem existed for only a short period of time, was readily 
identified and corrected, and the system was promptly returned to its normal standby alignment (operable). 
Inspection Report# : 2002004(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Operator Workaround - HPCI turbine vibration monitor provides spurious upscale indication 
The HPCI turbine vibration monitor on control panel 9-3 has provided suspect indication during at least two quarterly 
surveillance tests. The surveillance procedure provides explicit criteria for tripping the HPCI turbine based on the 
indication provided by vibration monitor. Based on the monitor's strip chart data, the absence of work order requests 
and/or event reports, and the lack of procedural guidance, the inspector concluded that this vibration monitor has been a 
long standing operator work around. Operator acceptance of this degraded support instrument for safety related 
equipment was considered to be more than a minor issue because it could be a precursor to a more significant event. 

Page 3 of 142Q/2002 Inspection Findings - Vermont Yankee

07/03/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\VY\vy_pim.html



However, the inspector determined this issue was Green (of very low safety significance) based on a Phase 1 SDP 
evaluation. On each occurrence, the HPCI system had been properly removed from service and in no case was there 
actual degradation of the HPCI turbine. 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow procedure during HPCI surveillance 
The inspector identified a non-cited violation of Technical Specification 6.4, "Procedures" during the high pressure 
coolant injection (HPCI) system quarterly surveillance test. The operating crew failed to trip the HPCI turbine when the 
HPCI turbine vibration monitor on control panel 9-3 indicated vibration levels that exceeded the limit specified in the 
surveillance procedure. The operating crew's failure to follow procedures was attributed to poor human performance. 
The failure to implement a required procedure step during the operation of safety-related equipment was considered to 
be more than a minor issue because it could be a precursor to a more significant event. However, the inspector 
determined this issue was of very low safety significance (Green) based on a Phase 1 SDP evaluation. This issue did 
not represent an actual loss of safety function because local vibration test equipment did not indicate a HPCI turbine 
vibration problem. Because the finding is of very low safety significance and was captured in the licensee's corrective 
action program, this finding is being treated as a non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2002002(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for 
inadequate design control of the RCIC turbine exhaust line. Design changes installed in 1998 and 1999 had a 
synergistic effect, causing the induction and accumulation of torus water in the turbine's exhaust line after shutdown of 
the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was considered more than 
minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety 
significance based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and 
the containment penetration would not be damaged, if the turbine were started with its exhaust line full of water. 
Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, 
Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure 
to identify a significant condition adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to 
meet the low-trip setpoint acceptance criteria of OP4326 and no Event Report was initiated as required by AP 0009. 
Also, on September 30, the degraded condition leading to this failure was the primary cause of an event involving 
Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor 
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because it had an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety 
system actuation, the finding was of very low safety significance based on a Phase 1 SDP because the mitigation 
function of the Group 3 isolation valves and the standby gas treatment system remained operable. Because the finding 
is of very low safety significance and was captured in the licensee's corrective action program, this finding is being 
treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing 
torus cooling. Although not directed by the procedure, the operator throttled closed a valve in the RHR SW pump's 
discharge flow path, causing a relief valve on the system to lift. This issue was considered more than minor because the 
failure to follow procedures for the operation of safety related equipment could have a credible impact on plant safety. 
The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety 
significance (Green) based on a Phase 1 evaluation of the SDP because the system was not damaged, the problem was 
readily identified and corrected, and the system was promptly returned to its normal standby alignment (operable). The 
failure to follow procedures was treated as a non-cited violation and this issue was entered in VY's corrective action 
program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor 
Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by 
the inspectors. This violation of technical specification 6.4, "Procedures," involved failure to provide adequate 
procedures for control of work on the backup air supply to the inner reactor building railroad door seal. As a result, the 
door's safety-related backup air supply was removed from service and the door was not declared inoperable. This issue 
did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump 
for shutdown cooling. At the time the RHR pump was considered available to meet key safety functions during 
shutdown operations. VY's investigation found that a protective interlock on the breaker had actuated because the 
breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators had failed to rack up the 
4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. 
However, the inspectors determined this issue was Green (of very low safety significance) based on a Phase 2 
evaluation of the Shutdown Operations SDP. The failure of RHR Pump C to start did not degrade VY's ability to 
provide sufficient defense in depth for the decay heat removal or inventory control safety functions. The operators' 
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failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 
2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not 
bounded by the values that had been assumed in an associated operability determination. VY did not confirm the as-
found condition was consistent with the deficiency evaluated in Basis for Maintaining Operation (BMO) 2000-016. 
This was of concern because similar degraded relays were installed in other safety related 4kV breakers. This finding 
was of very low safety significance (Green) because a revised operability determination provided reasonable assurance 
of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their 
corrective action program. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, 
because it stated the main turbine bypass valves are not credited in any FSAR analysis. The bypass valves are assumed 
to function for the Feedwater Controller Failure - Maximum Demand transient discussed in FSAR Chapter 14.5.8. The 
initial operability evaluation and VY management review did not recognize that the bypass system can affect transient 
analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no 
impact on the MCPR operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station 
battery chargers. Temporary Modification 2000-012 eliminated a spare charger for the main station battery system that 
was assumed to be available in the on-line risk monitoring software. This finding was of very low safety significance 
(Green) because the primary chargers for both main station batteries had not been removed from service after the 
installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 

Page 6 of 142Q/2002 Inspection Findings - Vermont Yankee

07/03/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\VY\vy_pim.html



Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, 
were not included in the Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the 
corrective action program as Event Report (ER) 2000-1717. This finding is considered more than minor, because if left 
uncorrected, the failure to monitor the effectiveness of maintenance on systems used in emergency operating 
procedures would become a more significant safety concern. This issue was determined to be Green (of very low safety 
significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment 
did not degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance 
Rule Program was determined to be a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system 
did not adequately evaluate the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor 
cooling flow for RHRSW pump A to meet the acceptance criteria during a surveillance test. Although this adjustment 
was directed by the test procedure, the operators are not expected to document the as-found test results. The lack of as-
found records for previous surveillance tests has hampered VY's ability to identify repetitive problems or adverse 
trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to 
perform an adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left 
uncorrected, repeated adjustment of the motor cooling flow prior to collecting the surveillance data would mask 
degrading conditions that could lead to the loss of a safety function. This finding was determined to be Green (of very 
low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump A was degraded 
but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW 
pumps will perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This 
problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance 
procedure they were performing specified that no leakage was acceptable. The operators referenced an open 1998 work 
order as an explanation; however, no operability determination was documented with the work order and no ER was 
initiated, as required by VY’s administrative procedure AP 0009, “Event Reports.” This issue was considered more 
than minor because the RHRSW valve leakage reduces the available water inventory for the Alternate Cooling System 
(ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low 
safety significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent 
the ACS from meeting its 7-day mission time specified in the safety design basis. The failure to properly identify this 
condition adverse to quality is a violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Action." This problem 
was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex 
formation in the condensate storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC 
pumps was swapped over from the CST to the suppression pool. This change invalidated the UFSAR statement that 
committed sufficient inventory in the CST to provide reactor cooling for 8 hours. Therefore, it should have resulted in a 
50.59 safety evaluation to determine whether the change adversely impacted the design and licensing basis of the plant. 
The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the 
CST swap-over setpoint change failed to recognize that the existing TS setpoint for swap-over was no longer 
conservative. Specifically, the existing TS swap-over setting of greater than or equal to 3%, corresponding to a CST 
nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by the vortex calculation 
and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the 
UFSAR and to change the technical specification was determined to be of very low risk significance (Green) by the 
SDP phase 1 screening. This conclusion was based on the suppression pool being available to support the 8-hour decay 
heat makeup requirements to the vessel in hot standby conditions. Therefore, no loss of function due to air entrainment 
from the CST would have occurred during an actual event. The failure to perform a safety evaluation was considered a 
non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) 
contained precautions and statements requiring assurance that CST level remained above 15% of the measured volume. 
The team found that the minimum level of 15% specified in the above procedures allowed the licensee to drop the CST 
inventory below the height of the CST standpipe by approximately 8,000 gallons and, hence, below the 75,000 gallons 
specified in the UFSAR and required by the Technical Specifications. The CST standpipe was originally designed to 
ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be 
of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the 
CST level being maintained well above the HPCI and RCIC inventory requirements; and, (2) the team having no 
evidence that the level had ever dropped below the CST standpipe. The failure by VY to correctly translate design basis 
assumptions into surveillance procedure acceptance criteria was considered a non-cited violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced 
and, therefore, exposed to the ambient conditions of their mounting location. The transmitters perform a safety function 
in that they are used for the RCIC and HPCI suction switchover from the CST to the suppression pool. The team also 
found that the mounting location of the transmitters was unheated and not subject to winterization controls. Therefore, 
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the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing line 
could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team 
determined this issue to be of very low risk significance (Green) by the SDP phase 1 screening process. This 
conclusion was based upon: (1) the freezing of the line was potentially recognizable by the operators due to erratic CST 
level indications; (2) there was no evidence that the line ever froze during past winters; and (3) following an event 
requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all 
environmental conditions was considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, 
Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.2, Operations, 
Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing 
the John Deere diesel generator from service for planned maintenance. The operating crews' review of the system 
operating procedure had been the only process to ensure this action was taken. VY management initiated corrective 
action to address the identification of compensatory actions as part of the maintenance planning process (reference ER 
2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, 
because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated 
that the temporary generator, which had not been staged as required, was readily available. VY's failure to implement 
the procedure was determined to be a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the 
Final Safety Analysis Report. In the first example, adjacent cable trays in the cable spreading room were not properly 
enclosed, and in the second example, several nonsafety-related cables in the switchgear room went between two safety-
related cable trays. This finding was determined to be Green (of very low safety sifnificance) using Phase 1 of the SDP 
because the non-conforming conditions did not render the associated equipment inoperable. The failure to maintain 
adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 
1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual 
frequency, not the quarterly frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI 
OMa-1988. This finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, 
because the vacuum breakers were demonstrated to be operable during the semiannual testing. VY's failure to measure 
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the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 50.55a 
and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Undetected failure of the drywell floor drain sump fill timer 
The inspector identified that the drywell floor drain sump fill timer had failed and that this problem had not been 
identified by the control room operators. The inspector concluded that the operators failed to perform an adequate 
control panel walkdown for this system and that this failure could be attributed to poor human performance. An 
operability determination prepared by VY concluded that the drywell leakage detection system can be considered 
operable based on other control room alarms and instrumentation. The undetected failure of the drywell floor drain 
sump fill timer was considered more than minor because there was degradation of a system required for the detection of 
leakage inside the primary containment. However, the inspector determined this issue was Green (of very low safety 
significance) based on a Phase 1 SDP evaluation. The remaining control room alarms and control panel instrumentation 
provide sufficient redundant information such that operators would have been alerted to excessive leakage inside 
containment, and therefore the drywell leakage detection system remained operable. 
Inspection Report# : 2002002(pdf)  

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate 
design control of the instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring 
system that contributed to a failure of this line on November 4, creating an open pathway in the physical integrity of 
primary containment. The finding was considered more than minor because it had an actual impact on the physical 
integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP because (1) 
the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post 
accident conditions; (2) the failures resulted in control room alarms so control room operators could take timely action 
to isolate the system; and (3) any releases via this pathway would be into the reactor building's filtered and monitored 
ventilation system. Because the finding is of very low safety significance and was captured in the licensee's corrective 
action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion 
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bellows. The cover had been attached to the adjoining piping at both ends of the bellows, potentially restricting 
expansion and/or contraction of the metal bellows. This issue was considered more than minor because the physical 
problem existed and because restriction of the bellows could have a credible impact on safety during a design basis 
accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance 
(Green) based on a Phase 1 evaluation of the SDP, because VY was able to show that the cover brackets would deform 
and not restrict movement or otherwise damage the bellows. The failure to provide adequate design control for the 
bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 of the NRC's Enforcement Policy. 
This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 
refueling outage found that the leakage rates of both valves exceeded the Technical Specification allowable leak rate 
limit. These safety-related valves were new in this application and had been installed during the previous refueling 
outage. The inspectors concluded that the valves were not adequately designed for this application. The valves were 
purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked 
with the vendor to install stronger springs and stiffer radial guides. This issue was considered more than minor because 
the failure to provide reliable isolation check valves can have a credible impact on safety and affect the integrity of the 
reactor containment. This issue was determined to be of very low safety significance (GREEN) because any post-
accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was 
determined that the change in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve 
failures was very low. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Significance:  Sep 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont 
Yankee power reactor facility. The evaluation consisted of a selective examination of physical security plans, 
procedures and representative records; review and walkdown of selective portions of the Vermont Yankee facility; 
conduct of table-top exercises; examination and review of target sets; observations of force-on-force response exercises 
and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was 
determined to be a Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon 
identification of the finding, VY established immediate compensatory measures. These were taken to assure the 
security program was adequate while necessary longer term corrective actions are implemented. Before leaving the site, 
the inspectors determined that the security program at Vermont Yankee was sound, an important step given the current 
threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee 
confirmed its commitment to continue these actions, and the compensatory measures addressing the weaknesses 
revealed from the OSRE, pending the implementation of long-term corrective actions. 
Inspection Report# : 2001010(pdf)  
Inspection Report# : 2003001(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and 
Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 
2001, issues associated with protective strategies and target set development were identified. It was determined that 
some aspects of the currently established protective strategy did not fully conform to the General Performance 
Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through a table-top drill, and 
consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated 
upon identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities 
in the safeguards program, no actual intrusion occurred, and there have not been greater than two similar findings in the 
past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted 
penetrations into the Protected Area, which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont 
Yankee Physical Security Plan. This finding is considered a non-cited violation of 10 CFR 73.55 (c)(4). Corrective 
measures were initiated upon identification. The finding was of very low safety significance (Green), because although 
it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  
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Miscellaneous 
Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed 
by the inspectors. This violation involved the failure to use self-contained breathing apparatus during fire drills as 
required by 10 CFR 50, Appendix R, Section III, Paragraph I.3.e(2). VY failed to assess each fire brigade member's use 
of self-contained breathing apparatus during drills, as required by 10CFR 50, Appendix R, Section III, Paragraph I.3.e
(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. 
Corrective actions taken or planned by VY appear reasonable. VY's failure to adequately integrate design information 
into a SW pump test procedure resulted in the unintended start of two fire protection system pumps. This issue was a 
violation of Technical Specification 6.4.F and was entered into VY's corrective action program as ER2000-1712.
(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) 
required by 10CFR50, Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the 
effectiveness of the control of quality by contractors shall be assessed at intervals consistent with the importance, 
complexity, and quantity of the services. VY administrative procedures require that contractors procured under non-
nuclear safety purchase orders be supervised by plant staff members who are qualified by experience and/or training to 
judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling 
valve 13-20, and at the time, those technicians were not adequately supervised. The NRC Office of Investigations 
determined this violation was the result of a delibert act by a maintenance manager. Because the violation was 
deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement Policy (NUREG-1600). 
[NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during 
this report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in 
inspection report 50-271/01-06 issued on September 25, 2001] 
Inspection Report# : 2000007(pdf)  

Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 
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1999. Subsequently, the licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the 
main condenser failed a surveillance in March 1998. In both cases, a work request was initiated to repair the system; 
but no ER was written, as required by the ER procedure. The team identified a third example where a work request was 
initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving the 
problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical 
Specifications related to procedure implementation, and is being treated as a Non-Cited Violation. The violation was 
not assessed using the Significance Determination Process, as it did not impact one of the cornerstones; however, it 
provides substantive information relative to the cross cutting issue of problem identification and resolution. (Section 
4OA2.1) 
Inspection Report# : 2000003(pdf)  

Last modified : August 29, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Tagging and Poor Human Performance Cause Flooding of RCIC Steam Line 
The inspector identified a non-cited violation of Technical Specification (TS) 6.4, "Procedures" for the failure to 
provide an adequate procedure for removing equipment from service. An improper valve alignment allowed water from 
the refueling cavity to flood the reactor core isolation cooling (RCIC) steam line during the 2002 Mid-Cycle Outage. 
Two valves in the RCIC steam line were unintentionally left open during a tagging activity to support filling the 
refueling cavity for maintenance. AP 0140, "Vermont Yankee Local Control Switching Rules," and Tagging Order 
020425 did not provide sufficient controls to ensure the valves were left in the desired position. Human performance 
errors and poor communication were contributing factors to this event. The failure to provide an adequate procedure for 
removing equipment from service was considered more than minor because it could be viewed as a precursor to a 
significant event. However, the inspector determined this issue was of very low safety significance (Green) because 
there was no actual loss of reactor coolant system inventory and the potential flowpath created by the tagging error 
would not cause a rapid decrease in inventory. Based on the location of the RCIC steam line, this event did not have the 
potential to drain the reactor vessel or cause a loss of decay heat removal. With the refueling cavity filled and fuel 
movements in progress, any loss of inventory through the three inch RCIC steam line (including the turbine and its 
exhaust check valves) would be slow and well within the capacity of the available CS and RHR pumps. 
Inspection Report# : 2002004(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Undetected failure of the manual pressure control valve for the steam jet air ejectors 
The inspector identified that the control room operators failed to maintain cognizance of the steam jet air ejector 
(SJAE) system alignment. During a control panel walkdown the inspector found that the manual pressure control valve 
for the SJAE steam supply failed while in standby and this problem had not been detected by the operators. The failure 
to perform adequate control panel walkdowns for this system was attributed to poor human performance. The 
undetected failure of the manual pressure control valve was considered more than minor because if uncorrected, a more 
significant plant transient (i.e., a loss of condenser vacuum and manual reactor scram) would result from a failure of the 
automatic pressure control valve. A Phase 3 SDP evaluation determined that the finding was of very low safety 
significance (Green) based on a conservative failure frequency estimate for the automatic pressure control valve and 
consideration of the remaining mitigating equipment. The failure had no actual effect on plant operation because the 
automatic pressure control valve operated properly throughout the period when the manual pressure control valve was 
unavailable. 
Inspection Report# : 2002002(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control For 24Vdc ECCS Logic Power Supply (10CFR50, App.B, Crit. XI) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XI, "Test Control," for failure to 
follow the approved test procedures and specify a post- modification test to demonstrate that a modification of the 
emergency core cooling system (ECCS) power supply would not result in an unanticipated ECCS actuation. This 
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finding was considered more than minor because the failure to test the entire circuit design and follow approved test 
procedures for safety-related equipment could contribute to a inadvertent ECCS actuation and a reactor scram. 
However, this finding was determined to be of very low safety significance (Green) based on a Phase 1 SDP because 
even though the frequency of an initiating event may have increased, the ECCS and reactor scram actuation equipment 
remained operable. Because the finding is of very low safety significance and was captured in the licensee's corrective 
action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Jun 07, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective chemistry control program for RHRSW and SW systems 
The inspectors found that the licensee’s chemistry control program was not effective at minimizing the buildup of 
microbiologically influenced corrosion (MIC) in the residual heat removal service water (RHRSW) and service water 
(SW) systems. Even though the licensee was chemically treating the RHRSW and SW systems to control biofouling, 
the performance of the RHRSW pumps had degraded on numerous occasions into the alert range during in service 
testing. Additionally, the SW and RHRSW piping has developed more than 20 documented pinhole leaks that were 
caused by MIC. This finding was considered greater than minor since an ineffective chemistry control program could 
be reasonably viewed as a precursor to a significant event or, if left uncorrected, could become a more significant 
safety concern. However, the inspectors considered this issue to be of very low safety significance (Green) in 
accordance with Phase 1 of the mitigating systems SDP screening criteria because the ineffective chemistry control 
program has not rendered the RHRSW or SW system inoperable and because of RHRSW and SW system redundancy. 
Inspection Report# : 2002003(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Draining the HPCI Turbine Exhaust Drain Pot Results in Valve Being Left 
Open 
A non-cited violation of TS 6.4, "Procedures," occurred when an operator failed to follow the work order for draining 
the high pressure coolant injection (HPCI) turbine exhaust steam drain pot. On April 24, when an operator drained the 
drain pot through valve HPCI-146, the operator did not perform the final step of the work order step text, which was to 
close HPCI-146. The improper valve alignment was identified approximately eleven hours later when a different 
operator drained the drain pot. This issue was considered more than minor because the failure to follow procedures for 
the operation of safety-related equipment could have a credible impact on plant safety. Specifically, the failure to align 
the HPCI system in accordance with approved procedures could have affected the operability of the system due to 
increased room temperature during system operation. However, the inspectors determined this issue was of very low 
safety significance (Green) based on a Phase 1 evaluation of the SDP because a subsequent analysis demonstrated that 
operability of the HPCI system was not affected, the problem was readily identified, and the system was promptly 
returned to its normal standby alignment. 
Inspection Report# : 2002004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Corrective Action for RHRSW Motor Cooling Pipe Degradation Not Effective and No Further Action Taken 
The inspector identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Action," for the 
failure to adequately identify and resolve an issue related to degraded cooling water flow to an RHRSW pump motor. 
Specifically, cooling water flow to the RHRSW subsystem "B" pump motors was degraded by microbiologically 
induced corrosion (MIC). Indication of this problem was first documented by operators in October 2001, however VY's 
actions to resolve the issue were not effective and several opportunities to identify the continuing problem were missed. 
This finding was considered more than minor because the cooling water flow to the RHRSW Subsystem "B" pump 
motors was actually degraded. However, the inspector determined this issue was of very low safety significance 
(Green) based on a Phase 1 SDP evaluation. VY was able to show through evaluation that the pump motor bearings 
would not overheat and that the RHRSW pumps would remain operable. 
Inspection Report# : 2002004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Restoration from CS Valve Surveillance Causes System to be Inoperable 
A non-cited violation of TS 6.4, "Procedures," occurred when operators failed to follow the procedure for a core spray 
(CS) quarterly valve surveillance. The procedure directed that the pump control switch be returned to the "auto" 
position as a part of system restoration from testing, however, operators left the CS pump "B" control switch in the 
"pull to lock" position. Additionally, during a subsequent procedurally-directed two-party system lineup verification, 
operators failed to identify the discrepant condition. As a result, CS subsystem "B" was declared operable following the 
test when it was actually in an inoperable condition. The problem was identified three hours later during a routine 
control board walkdown that was performed by a different operator. This issue was considered more than minor 
because the failure to follow procedures for the operation of this safety-related equipment had a credible impact on 
plant safety. Specifically, the failure to operate the CS system in accordance with approved procedures affected the 
operability of the system. However, the inspectors determined this issue was of very low safety significance (Green) 
based on a Phase 1 evaluation of the SDP because the problem existed for only a short period of time, was readily 
identified and corrected, and the system was promptly returned to its normal standby alignment (operable). 
Inspection Report# : 2002004(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Operator Workaround - HPCI turbine vibration monitor provides spurious upscale indication 
The HPCI turbine vibration monitor on control panel 9-3 has provided suspect indication during at least two quarterly 
surveillance tests. The surveillance procedure provides explicit criteria for tripping the HPCI turbine based on the 
indication provided by vibration monitor. Based on the monitor's strip chart data, the absence of work order requests 
and/or event reports, and the lack of procedural guidance, the inspector concluded that this vibration monitor has been a 
long standing operator work around. Operator acceptance of this degraded support instrument for safety related 
equipment was considered to be more than a minor issue because it could be a precursor to a more significant event. 
However, the inspector determined this issue was Green (of very low safety significance) based on a Phase 1 SDP 
evaluation. On each occurrence, the HPCI system had been properly removed from service and in no case was there 
actual degradation of the HPCI turbine. 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow procedure during HPCI surveillance 
The inspector identified a non-cited violation of Technical Specification 6.4, "Procedures" during the high pressure 
coolant injection (HPCI) system quarterly surveillance test. The operating crew failed to trip the HPCI turbine when the 
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HPCI turbine vibration monitor on control panel 9-3 indicated vibration levels that exceeded the limit specified in the 
surveillance procedure. The operating crew's failure to follow procedures was attributed to poor human performance. 
The failure to implement a required procedure step during the operation of safety-related equipment was considered to 
be more than a minor issue because it could be a precursor to a more significant event. However, the inspector 
determined this issue was of very low safety significance (Green) based on a Phase 1 SDP evaluation. This issue did 
not represent an actual loss of safety function because local vibration test equipment did not indicate a HPCI turbine 
vibration problem. Because the finding is of very low safety significance and was captured in the licensee's corrective 
action program, this finding is being treated as a non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2002002(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control of the RCIC Turbine Exhaust Line 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control," for 
inadequate design control of the RCIC turbine exhaust line. Design changes installed in 1998 and 1999 had a 
synergistic effect, causing the induction and accumulation of torus water in the turbine's exhaust line after shutdown of 
the turbine. The failure to provide adequate design control for the RCIC turbine exhaust line was considered more than 
minor since it resulted in a system configuration that had not been analyzed. This finding was of very low safety 
significance based on a Phase 1 SDP evaluation because VY was able to show that RCIC would remain operable and 
the containment penetration would not be damaged, if the turbine were started with its exhaust line full of water. 
Because the finding is of very low safety significance and was captured in the licensee's corrective action program, this 
finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001012(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate Corrective Action Process for Degraded Radiation Monitor Power Supply (10CFR50, App. B, 
Crit.III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action" for failure 
to identify a significant condition adverse to quality, when on September 20, 2001, radiation monitor 17-453B failed to 
meet the low-trip setpoint acceptance criteria of OP4326 and no Event Report was initiated as required by AP 0009. 
Also, on September 30, the degraded condition leading to this failure was the primary cause of an event involving 
Primary Containment Isolation System (PCIS) Group 3 actuation. This finding was considered more than minor 
because it had an actual impact in that it caused a PCIS Group 3 actuation. Although this problem resulted in a safety 
system actuation, the finding was of very low safety significance based on a Phase 1 SDP because the mitigation 
function of the Group 3 isolation valves and the standby gas treatment system remained operable. Because the finding 
is of very low safety significance and was captured in the licensee's corrective action program, this finding is being 
treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Oct 26, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedure for Securing Torus Cooling 
A non-cited violation of Technical Specifications occurred when an operator failed to follow the procedure for securing 
torus cooling. Although not directed by the procedure, the operator throttled closed a valve in the RHR SW pump's 
discharge flow path, causing a relief valve on the system to lift. This issue was considered more than minor because the 
failure to follow procedures for the operation of safety related equipment could have a credible impact on plant safety. 
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The failure to operate safety systems in accordance with approved procedures could credibly affect the operability, 
availability, reliability or function of a system. However, the inspectors determined this issue was of very low safety 
significance (Green) based on a Phase 1 evaluation of the SDP because the system was not damaged, the problem was 
readily identified and corrected, and the system was promptly returned to its normal standby alignment (operable). The 
failure to follow procedures was treated as a non-cited violation and this issue was entered in VY's corrective action 
program as ER 2001-1828. 
Inspection Report# : 2001008(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Procedures for Control of Work on the Backup Air Supply to the Inner Reactor 
Building Railroad Door Seal 
A violation of very low safety significance was identified by Vermont Yankee in ER 2001-1968 and was reviewed by 
the inspectors. This violation of technical specification 6.4, "Procedures," involved failure to provide adequate 
procedures for control of work on the backup air supply to the inner reactor building railroad door seal. As a result, the 
door's safety-related backup air supply was removed from service and the door was not declared inoperable. This issue 
did not impact secondary containment since the outer railroad door remained operable. 
Inspection Report# : 2001008(pdf)  

Significance:  May 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to properly verify 4kV breaker installation as required by OP2142 
The 4 kV breaker for residual heat removal (RHR) pump C failed to close when operators attempted to start the pump 
for shutdown cooling. At the time the RHR pump was considered available to meet key safety functions during 
shutdown operations. VY's investigation found that a protective interlock on the breaker had actuated because the 
breaker had been racked up too far in its cubicle. The inspectors concluded that VY operators had failed to rack up the 
4 kV breaker in accordance with procedure OP 2142. This issue was considered more than minor because the failure to 
follow procedures for the installation of 4 kV breakers could impact the operability of multiple mitigating systems. 
However, the inspectors determined this issue was Green (of very low safety significance) based on a Phase 2 
evaluation of the Shutdown Operations SDP. The failure of RHR Pump C to start did not degrade VY's ability to 
provide sufficient defense in depth for the decay heat removal or inventory control safety functions. The operators' 
failure to rack up the 4 kV breaker in accordance with the procedure was treated as a non-cited violation in accordance 
with Section VI.A.1 of the NRC's Enforcement Policy. This issue was entered in VY's corrective action program as ER 
2001-0140. 
Inspection Report# : 2001004(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
As-found Data not Evaluated for Impact on Over-Current Relay Operability Determination 
The inspectors identified that data collected during corrective maintenance for degraded over-current relays was not 
bounded by the values that had been assumed in an associated operability determination. VY did not confirm the as-
found condition was consistent with the deficiency evaluated in Basis for Maintaining Operation (BMO) 2000-016. 
This was of concern because similar degraded relays were installed in other safety related 4kV breakers. This finding 
was of very low safety significance (Green) because a revised operability determination provided reasonable assurance 
of operability for the affected safety related 4kV switchgear and associated systems. VY entered this issue in their 
corrective action program. 
Inspection Report# : 2000011(pdf)  
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Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operability Determination did not Evaluate Potential Impact of Degraded Bypass Valve on MCPR Limit 
The inspectors identified that an operability assessment for a main turbine bypass valve problem was inaccurate, 
because it stated the main turbine bypass valves are not credited in any FSAR analysis. The bypass valves are assumed 
to function for the Feedwater Controller Failure - Maximum Demand transient discussed in FSAR Chapter 14.5.8. The 
initial operability evaluation and VY management review did not recognize that the bypass system can affect transient 
analyses and the minimum critical power ratio (MCPR) operating limit. This finding was of very low safety 
significance (Green) because the revised operability determination provided reasonable assurance there would be no 
impact on the MCPR operating limit. VY entered this problem in their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Modification Not Included in On-Line Risk Assessment 
The inspectors identified that VY's on-line risk monitoring program did not accurately model the available main station 
battery chargers. Temporary Modification 2000-012 eliminated a spare charger for the main station battery system that 
was assumed to be available in the on-line risk monitoring software. This finding was of very low safety significance 
(Green) because the primary chargers for both main station batteries had not been removed from service after the 
installation of the temporary modification. VY entered this problem into their corrective action process. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete Maintenance Rule Scoping of the Containment Air Monitor System 
Green. The inspectors identified that two radiation monitoring instruments used in the emergency operating procedures, 
were not included in the Maintenance Rule Program, as required by 10 CFR 50.65(b)(2). This issue was entered in the 
corrective action program as Event Report (ER) 2000-1717. This finding is considered more than minor, because if left 
uncorrected, the failure to monitor the effectiveness of maintenance on systems used in emergency operating 
procedures would become a more significant safety concern. This issue was determined to be Green (of very low safety 
significance) using Phase 1 of the SDP, since the failure to monitor the effectiveness of maintenance on the equipment 
did not degrade any cornerstone. The failure to include the two radiation monitoring instruments in their Maintenance 
Rule Program was determined to be a non-cited violation of NRC requirements. (Section 1R12.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate As-found Testing of RHR Service Water Pumps 
Green. The inspectors identified that a surveillance test for the residual heat removal service water (RHRSW) system 
did not adequately evaluate the as-found cooling flow to the pump motors. On October 30 operators adjusted the motor 
cooling flow for RHRSW pump A to meet the acceptance criteria during a surveillance test. Although this adjustment 
was directed by the test procedure, the operators are not expected to document the as-found test results. The lack of as-
found records for previous surveillance tests has hampered VY's ability to identify repetitive problems or adverse 
trends in cooling flow. This issue was entered in the corrective action program as ER 2000-1670. The failure to 
perform an adequate as-found test of the RHRSW system is considered an issue of more than minor significance. If left 
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uncorrected, repeated adjustment of the motor cooling flow prior to collecting the surveillance data would mask 
degrading conditions that could lead to the loss of a safety function. This finding was determined to be Green (of very 
low safety significance) using Phase 1 of the SDP, because VY was able to show that RHRSW pump A was degraded 
but operable under the as-found conditions. The failure to provide an adequate test for demonstrating the RHRSW 
pumps will perform satisfactorily in service is a violation of 10 CFR 50 Appendix B, Criterion XI, "Test Control." This 
problem was determined to be a non-cited violation of NRC requirements. (Section 1R22.1) 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Condition Adverse to Quality During Surveillance Testing 
Green. The inspectors identified that VY operators had accepted leakage from an RHRSW valve when the surveillance 
procedure they were performing specified that no leakage was acceptable. The operators referenced an open 1998 work 
order as an explanation; however, no operability determination was documented with the work order and no ER was 
initiated, as required by VY’s administrative procedure AP 0009, “Event Reports.” This issue was considered more 
than minor because the RHRSW valve leakage reduces the available water inventory for the Alternate Cooling System 
(ACS) and therefore has a credible impact on safety. However, this issue was determined to be Green (of very low 
safety significance) using the Phase 1 screening of the SDP because the current RHRSW leakage rate will not prevent 
the ACS from meeting its 7-day mission time specified in the safety design basis. The failure to properly identify this 
condition adverse to quality is a violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Action." This problem 
was determined to be a non-cited violation of NRC requirements. (Section 1R22.2) 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Evaluation (HPCI/RCIC Suction Swap-Over Setpoint) 
Green. The team found that VY, in implementing the results of a calculation they had prepared to address vortex 
formation in the condensate storage tank (CST), raised the setpoint at which the suction source of the HPCI and RCIC 
pumps was swapped over from the CST to the suppression pool. This change invalidated the UFSAR statement that 
committed sufficient inventory in the CST to provide reactor cooling for 8 hours. Therefore, it should have resulted in a 
50.59 safety evaluation to determine whether the change adversely impacted the design and licensing basis of the plant. 
The licensee did not prepare a safety evaluation and in the screening review process they did not provide a justification 
for not performing a safety evaluation. The team also determined that the 50.59 screening review associated with the 
CST swap-over setpoint change failed to recognize that the existing TS setpoint for swap-over was no longer 
conservative. Specifically, the existing TS swap-over setting of greater than or equal to 3%, corresponding to a CST 
nominal level of 23.36 inches above the tank bottom, was within the vortex range predicted by the vortex calculation 
and could potentially result in pump degradation. The failure by VY to conduct a safety evaluation for a change to the 
UFSAR and to change the technical specification was determined to be of very low risk significance (Green) by the 
SDP phase 1 screening. This conclusion was based on the suppression pool being available to support the 8-hour decay 
heat makeup requirements to the vessel in hot standby conditions. Therefore, no loss of function due to air entrainment 
from the CST would have occurred during an actual event. The failure to perform a safety evaluation was considered a 
non-cited violation of 10 CFR 50.59. The issue was entered in the VY corrective action program. (Section 1R21.1, 
Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Minimum Inventory) - First Example of NCV2000-008-02 
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Green. The team found that operating procedures OP-4120 and OP-4121 (HPCI and RCIC system surveillance tests) 
contained precautions and statements requiring assurance that CST level remained above 15% of the measured volume. 
The team found that the minimum level of 15% specified in the above procedures allowed the licensee to drop the CST 
inventory below the height of the CST standpipe by approximately 8,000 gallons and, hence, below the 75,000 gallons 
specified in the UFSAR and required by the Technical Specifications. The CST standpipe was originally designed to 
ensure that sufficient inventory would be reserved for HPCI and RCIC operation. The team determined this issue to be 
of very low risk significance (Green) by the SDP phase 1 screening process. This conclusion was based upon: (1) the 
CST level being maintained well above the HPCI and RCIC inventory requirements; and, (2) the team having no 
evidence that the level had ever dropped below the CST standpipe. The failure by VY to correctly translate design basis 
assumptions into surveillance procedure acceptance criteria was considered a non-cited violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 
1R21.1, Design-Mechanical, Electrical and Instrumentation and Control) 
Inspection Report# : 2000008(pdf)  

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control (CST Level Instrument) - Second Example of NCV2000-008-02 
Green. The team found that the CST level monitoring transmitters and associated sensing tubing were not heat traced 
and, therefore, exposed to the ambient conditions of their mounting location. The transmitters perform a safety function 
in that they are used for the RCIC and HPCI suction switchover from the CST to the suppression pool. The team also 
found that the mounting location of the transmitters was unheated and not subject to winterization controls. Therefore, 
the potential existed for the sensing line to freeze during prolonged winter cold spells. Freezing of the sensing line 
could prevent, or render erratic, the switchover of the RCIC and HPCI suction source to suppression pool. The team 
determined this issue to be of very low risk significance (Green) by the SDP phase 1 screening process. This 
conclusion was based upon: (1) the freezing of the line was potentially recognizable by the operators due to erratic CST 
level indications; (2) there was no evidence that the line ever froze during past winters; and (3) following an event 
requiring the use of the HPCI and/or RCIC systems, the licensee could manually transfer the suction source from the 
CST to the suppression pool. VY's failure to ensure the availability of the CST level instrumentation during all 
environmental conditions was considered an additional example of a non-cited violation of 10 CFR 50, Appendix B, 
Criterion III, Design Control. The issue was entered in the VY corrective action program. (Section 1R21.2, Operations, 
Maintenance and Testing)  
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Prior to Removing John Deere Diesel Generator from Service 
The inspectors identified that a compensatory measure, specified by procedure, was not implemented prior to removing 
the John Deere diesel generator from service for planned maintenance. The operating crews' review of the system 
operating procedure had been the only process to ensure this action was taken. VY management initiated corrective 
action to address the identification of compensatory actions as part of the maintenance planning process (reference ER 
2000-1235). This finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, 
because no cornerstones were degraded by the failure to implement the compensatory measure, and VY demonstrated 
that the temporary generator, which had not been staged as required, was readily available. VY's failure to implement 
the procedure was determined to be a non-cited violation of NRC requirements. (Section 1R04.1) 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Violation of FSAR Cable Separation Criteria 
The inspectors identified two examples of nonconformances with the cable separation design basis described in the 
Final Safety Analysis Report. In the first example, adjacent cable trays in the cable spreading room were not properly 
enclosed, and in the second example, several nonsafety-related cables in the switchgear room went between two safety-
related cable trays. This finding was determined to be Green (of very low safety sifnificance) using Phase 1 of the SDP 
because the non-conforming conditions did not render the associated equipment inoperable. The failure to maintain 
adequate design control for cable separation was determined to be a non-cited violation of NRC requirements. (Section 
1R05). 
Inspection Report# : 2000005(pdf)  

Significance:  Jul 01, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Test Primary Containment Vacuum Breakers at the Required Frequency 
VY identified that the unseating force for the primary containment vacuum breakers had been tested on a semiannual 
frequency, not the quarterly frequency required by Technical Sppecification 4.6. E and Section OM - 10 ASME/AMSI 
OMa-1988. This finding was determined to be Green (of very low safety significance) using Phase 1 of the SDP, 
because the vacuum breakers were demonstrated to be operable during the semiannual testing. VY's failure to measure 
the primary containment vacuum breaker unseating force on a quarterly basis is a non-cited violation of 10 CFR 50.55a 
and TS 4.6.E. (Section 4OA4) 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Undetected failure of the drywell floor drain sump fill timer 
The inspector identified that the drywell floor drain sump fill timer had failed and that this problem had not been 
identified by the control room operators. The inspector concluded that the operators failed to perform an adequate 
control panel walkdown for this system and that this failure could be attributed to poor human performance. An 
operability determination prepared by VY concluded that the drywell leakage detection system can be considered 
operable based on other control room alarms and instrumentation. The undetected failure of the drywell floor drain 
sump fill timer was considered more than minor because there was degradation of a system required for the detection of 
leakage inside the primary containment. However, the inspector determined this issue was Green (of very low safety 
significance) based on a Phase 1 SDP evaluation. The remaining control room alarms and control panel instrumentation 
provide sufficient redundant information such that operators would have been alerted to excessive leakage inside 
containment, and therefore the drywell leakage detection system remained operable. 
Inspection Report# : 2002002(pdf)  

Significance:  Nov 17, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Design Control for H2O2 Monitor Instrument Lines (10CFR50, App. B, Crit. III) 
The inspector identified a Non-cited violation of 10CFR50, Appendix B, Criterion III, "Design Control" for inadequate 
design control of the instrument tubing (wall thickness) used in the primary containment atmosphere H2O2 monitoring 
system that contributed to a failure of this line on November 4, creating an open pathway in the physical integrity of 
primary containment. The finding was considered more than minor because it had an actual impact on the physical 
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integrity of primary containment. This finding was of very low safety significance based on a Phase 2 SDP because (1) 
the 0.25 inch diameter instrument tubing could not cause a large early release of radioactive materials under post 
accident conditions; (2) the failures resulted in control room alarms so control room operators could take timely action 
to isolate the system; and (3) any releases via this pathway would be into the reactor building's filtered and monitored 
ventilation system. Because the finding is of very low safety significance and was captured in the licensee's corrective 
action program, this finding is being treated as a Non-cited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control For Torus-Drywell [Expansion Bellows] Cover 
VY did not provide adequate design control for a non-safety-related cover installed over a safety-related expansion 
bellows. The cover had been attached to the adjoining piping at both ends of the bellows, potentially restricting 
expansion and/or contraction of the metal bellows. This issue was considered more than minor because the physical 
problem existed and because restriction of the bellows could have a credible impact on safety during a design basis 
accident. Degradation (restriction) of the bellows could credibly affect the operability of the primary containment or its 
pressure suppression function. However, the inspectors determined this issue was of very low safety significance 
(Green) based on a Phase 1 evaluation of the SDP, because VY was able to show that the cover brackets would deform 
and not restrict movement or otherwise damage the bellows. The failure to provide adequate design control for the 
bellows cover was treated as a non-cited violation in accordance with Section VI.A.1 of the NRC's Enforcement Policy. 
This issue was entered in VY's corrective action program as ER 2001-1665. 
Inspection Report# : 2001006(pdf)  

Significance:  Jun 30, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate HPCI Turbine Exhaust Check Valve Design 
Required testing of the high pressure coolant injection (HPCI) turbine exhaust check valves during the Spring 2001 
refueling outage found that the leakage rates of both valves exceeded the Technical Specification allowable leak rate 
limit. These safety-related valves were new in this application and had been installed during the previous refueling 
outage. The inspectors concluded that the valves were not adequately designed for this application. The valves were 
purchased from a qualified safety-related supplier and the inspectors did not identify any violations associated with 
VY's procurement, installation, or initial testing of the valves. As corrective action for the test failures, VY worked 
with the vendor to install stronger springs and stiffer radial guides. This issue was considered more than minor because 
the failure to provide reliable isolation check valves can have a credible impact on safety and affect the integrity of the 
reactor containment. This issue was determined to be of very low safety significance (GREEN) because any post-
accident leakage through these valves would have a tortuous release path to the reactor building, greatly limiting the 
size of a potential release, and would be filtered by the standby gas treatment system. Based on this information, it was 
determined that the change in large early release frequency (delta-LERF) resulting from the HPCI turbine exhaust valve 
failures was very low. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety
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Public Radiation Safety 

Physical Protection 

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Operational Safeguards Response Evaluation (OSRE) Force-On-Force Exercise Results 
On August 23, 2001, the NRC completed an Operational Safeguards Response Evaluation (OSRE) at the Vermont 
Yankee power reactor facility. The evaluation consisted of a selective examination of physical security plans, 
procedures and representative records; review and walkdown of selective portions of the Vermont Yankee facility; 
conduct of table-top exercises; examination and review of target sets; observations of force-on-force response exercises 
and exercise critiques; observation of firearms proficiency by security officers; and interviews with selected personnel. 
During the conduct of the force-on-force exercises, response strategy weaknesses were identified. This finding was 
determined to be a Yellow finding based on the Interim Physical Protection Significance Determination Process. Upon 
identification of the finding, VY established immediate compensatory measures. These were taken to assure the 
security program was adequate while necessary longer term corrective actions are implemented. Before leaving the site, 
the inspectors determined that the security program at Vermont Yankee was sound, an important step given the current 
threat environment. The maintenance of the completed compensatory measures were confirmed by a NRC Security 
Specialist on September 27, 2001 and October 16, 2001. In a letter dated November 21, 2001, Vermont Yankee 
confirmed its commitment to continue these actions, and the compensatory measures addressing the weaknesses 
revealed from the OSRE, pending the implementation of long-term corrective actions. The finding will continue to be 
considered in our assessment process until the appropriate supplemental inspection (95002), has been completed and 
we have determined that corrective actions relative to root cause and extent of condition are appropriate. As a result, 
the event date has been changed from September 26, 2001 (exit date) to November 28, 2001 (issued report date) to 
keep the finding active in our assessment process. 
Inspection Report# : 2001010(pdf)  
Inspection Report# : 2003001(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: FIN Finding 
The licensee's protective strategy did not fully conform to 10 CFR 73.55(a) General Performance Objectives and 
Requirements 
During the conduct of table-top drills (a simulated contingency response drill using a facility model) on January 18, 
2001, issues associated with protective strategies and target set development were identified. It was determined that 
some aspects of the currently established protective strategy did not fully conform to the General Performance 
Objective and Requirements of 10 CFR 73.55(a). The vulnerability was detected through a table-top drill, and 
consequently is not considered a violation of NRC requirements. Notwithstanding, corrective measures were initiated 
upon identification. This issue was of very low safety significance (Green) because, although it indicated vulnerabilities 
in the safeguards program, no actual intrusion occurred, and there have not been greater than two similar findings in the 
past four quarters. (Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure of the Intrusion Detection System to Perform in Accordance with 10 CFR 73.55 (c)(4) 
During an NRC-conducted test of the Intrusion Detection System, the system failed to detect two attempted 
penetrations into the Protected Area, which did not comply with 10 CFR 73.55 (c)(4) and Section 6.3.b of the Vermont 
Yankee Physical Security Plan. This finding is considered a non-cited violation of 10 CFR 73.55 (c)(4). Corrective 
measures were initiated upon identification. The finding was of very low safety significance (Green), because although 
it indicated a vulnerability of safeguards systems, no actual intrusion occurred; in addition, there have not been greater 
than two similar findings in the past four quarters.(Section 3PP1) 
Inspection Report# : 2000011(pdf)  

Miscellaneous 
Significance: N/A Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to use self-contained breathing apparatus during fire brigade drills 
A violation of very low safety significance was identified by Vermont Yankee in a self-assessment and was reviewed 
by the inspectors. This violation involved the failure to use self-contained breathing apparatus during fire drills as 
required by 10 CFR 50, Appendix R, Section III, Paragraph I.3.e(2). VY failed to assess each fire brigade member's use 
of self-contained breathing apparatus during drills, as required by 10CFR 50, Appendix R, Section III, Paragraph I.3.e
(2). 
Inspection Report# : 2000010(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inadequate Service Water Pump Post Maintenance Test Procedure 
A violation of very low safety significance was identified by Vermont Yankee and was reviewed by the inspectors. 
Corrective actions taken or planned by VY appear reasonable. VY's failure to adequately integrate design information 
into a SW pump test procedure resulted in the unintended start of two fire protection system pumps. This issue was a 
violation of Technical Specification 6.4.F and was entered into VY's corrective action program as ER2000-1712.
(Section 4OA7) 
Inspection Report# : 2000009(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Maintenance Manager deliberately violated procedure for control of contracted services (valve maintenance) 
required by 10CFR50, Appendix B, Criterion VII, during the 1998 Refueling Outage. 
10CFR50, Appendix B, Criterion VII, Control of Purchased Material, Equipment, and Services, requries that the 
effectiveness of the control of quality by contractors shall be assessed at intervals consistent with the importance, 
complexity, and quantity of the services. VY administrative procedures require that contractors procured under non-
nuclear safety purchase orders be supervised by plant staff members who are qualified by experience and/or training to 
judge the technical adequacy and quality of the work. Contrary to the above, during a 1998 refueling outage, contract 
valve technicians procured under a non-nuclear safety purchase order performed work on reactor core isolation cooling 
valve 13-20, and at the time, those technicians were not adequately supervised. The NRC Office of Investigations 
determined this violation was the result of a delibert act by a maintenance manager. Because the violation was 
deliberate, it was categorized at Severity Level III, in accordance with the NRC Enforcement Policy (NUREG-1600). 
[NOTE: This violation was not issued in inspection report 50-271/00-07, but rather via separate correspondence during 
this report period. See NRC letter dated 9/18/2000 or reference EA 00-165/01013. This violation was closed in 
inspection report 50-271/01-06 issued on September 25, 2001] 
Inspection Report# : 2000007(pdf)  
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Significance: N/A May 11, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Initiate an Event Report for Out-of-Service Equipment, as Required by Procedure 
NO COLOR. The team identified that the augmented off-gas building ventilation system failed a surveillance in May 
1999. Subsequently, the licensee identified that the shutdown iodine filter for the mechanical vacuum pump for the 
main condenser failed a surveillance in March 1998. In both cases, a work request was initiated to repair the system; 
but no ER was written, as required by the ER procedure. The team identified a third example where a work request was 
initiated to resolve a discrepancy related to an alarm setpoint, but the request was canceled without resolving the 
problem. Nonetheless, the failure to initiate ERs for the first two issues is a violation of the VY Technical 
Specifications related to procedure implementation, and is being treated as a Non-Cited Violation. The violation was 
not assessed using the Significance Determination Process, as it did not impact one of the cornerstones; however, it 
provides substantive information relative to the cross cutting issue of problem identification and resolution. (Section 
4OA2.1) 
Inspection Report# : 2000003(pdf)  

Last modified : December 02, 2002 
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Vermont Yankee 

Initiating Events 

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Tagging and Poor Human Performance Cause Flooding of RCIC Steam Line 
The inspector identified a non-cited violation of Technical Specification (TS) 6.4, "Procedures" for the failure to provide an adequate procedure 
for removing equipment from service. An improper valve alignment allowed water from the refueling cavity to flood the reactor core isolation 
cooling (RCIC) steam line during the 2002 Mid-Cycle Outage. Two valves in the RCIC steam line were unintentionally left open during a 
tagging activity to support filling the refueling cavity for maintenance. AP 0140, "Vermont Yankee Local Control Switching Rules," and 
Tagging Order 020425 did not provide sufficient controls to ensure the valves were left in the desired position. Human performance errors and 
poor communication were contributing factors to this event. The failure to provide an adequate procedure for removing equipment from service 
was considered more than minor because it could be viewed as a precursor to a significant event. However, the inspector determined this issue 
was of very low safety significance (Green) because there was no actual loss of reactor coolant system inventory and the potential flowpath 
created by the tagging error would not cause a rapid decrease in inventory. Based on the location of the RCIC steam line, this event did not 
have the potential to drain the reactor vessel or cause a loss of decay heat removal. With the refueling cavity filled and fuel movements in 
progress, any loss of inventory through the three inch RCIC steam line (including the turbine and its exhaust check valves) would be slow and 
well within the capacity of the available CS and RHR pumps. 
Inspection Report# : 2002004(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Undetected failure of the manual pressure control valve for the steam jet air ejectors 
The inspector identified that the control room operators failed to maintain cognizance of the steam jet air ejector (SJAE) system alignment. 
During a control panel walkdown the inspector found that the manual pressure control valve for the SJAE steam supply failed while in standby 
and this problem had not been detected by the operators. The failure to perform adequate control panel walkdowns for this system was 
attributed to poor human performance. The undetected failure of the manual pressure control valve was considered more than minor because if 
uncorrected, a more significant plant transient (i.e., a loss of condenser vacuum and manual reactor scram) would result from a failure of the 
automatic pressure control valve. A Phase 3 SDP evaluation determined that the finding was of very low safety significance (Green) based on a 
conservative failure frequency estimate for the automatic pressure control valve and consideration of the remaining mitigating equipment. The 
failure had no actual effect on plant operation because the automatic pressure control valve operated properly throughout the period when the 
manual pressure control valve was unavailable. 
Inspection Report# : 2002002(pdf)  

Mitigating Systems 

Significance:  Jun 07, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective chemistry control program for RHRSW and SW systems 
The inspectors found that the licensee’s chemistry control program was not effective at minimizing the buildup of microbiologically influenced 
corrosion (MIC) in the residual heat removal service water (RHRSW) and service water (SW) systems. Even though the licensee was 
chemically treating the RHRSW and SW systems to control biofouling, the performance of the RHRSW pumps had degraded on numerous 
occasions into the alert range during in service testing. Additionally, the SW and RHRSW piping has developed more than 20 documented 
pinhole leaks that were caused by MIC. This finding was considered greater than minor since an ineffective chemistry control program could 
be reasonably viewed as a precursor to a significant event or, if left uncorrected, could become a more significant safety concern. However, the 
inspectors considered this issue to be of very low safety significance (Green) in accordance with Phase 1 of the mitigating systems SDP 
screening criteria because the ineffective chemistry control program has not rendered the RHRSW or SW system inoperable and because of 
RHRSW and SW system redundancy.  
Inspection Report# : 2002003(pdf)  
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Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Draining the HPCI Turbine Exhaust Drain Pot Results in Valve Being Left Open 
A non-cited violation of TS 6.4, "Procedures," occurred when an operator failed to follow the work order for draining the high pressure coolant 
injection (HPCI) turbine exhaust steam drain pot. On April 24, when an operator drained the drain pot through valve HPCI-146, the operator 
did not perform the final step of the work order step text, which was to close HPCI-146. The improper valve alignment was identified 
approximately eleven hours later when a different operator drained the drain pot. This issue was considered more than minor because the 
failure to follow procedures for the operation of safety-related equipment could have a credible impact on plant safety. Specifically, the failure 
to align the HPCI system in accordance with approved procedures could have affected the operability of the system due to increased room 
temperature during system operation. However, the inspectors determined this issue was of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because a subsequent analysis demonstrated that operability of the HPCI system was not affected, the problem 
was readily identified, and the system was promptly returned to its normal standby alignment. 
Inspection Report# : 2002004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Corrective Action for RHRSW Motor Cooling Pipe Degradation Not Effective and No Further Action Taken 
The inspector identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Action," for the failure to adequately 
identify and resolve an issue related to degraded cooling water flow to an RHRSW pump motor. Specifically, cooling water flow to the 
RHRSW subsystem "B" pump motors was degraded by microbiologically induced corrosion (MIC). Indication of this problem was first 
documented by operators in October 2001, however VY's actions to resolve the issue were not effective and several opportunities to identify 
the continuing problem were missed. This finding was considered more than minor because the cooling water flow to the RHRSW Subsystem 
"B" pump motors was actually degraded. However, the inspector determined this issue was of very low safety significance (Green) based on a 
Phase 1 SDP evaluation. VY was able to show through evaluation that the pump motor bearings would not overheat and that the RHRSW 
pumps would remain operable. 
Inspection Report# : 2002004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Restoration from CS Valve Surveillance Causes System to be Inoperable 
A non-cited violation of TS 6.4, "Procedures," occurred when operators failed to follow the procedure for a core spray (CS) quarterly valve 
surveillance. The procedure directed that the pump control switch be returned to the "auto" position as a part of system restoration from testing, 
however, operators left the CS pump "B" control switch in the "pull to lock" position. Additionally, during a subsequent procedurally-directed 
two-party system lineup verification, operators failed to identify the discrepant condition. As a result, CS subsystem "B" was declared operable 
following the test when it was actually in an inoperable condition. The problem was identified three hours later during a routine control board 
walkdown that was performed by a different operator. This issue was considered more than minor because the failure to follow procedures for 
the operation of this safety-related equipment had a credible impact on plant safety. Specifically, the failure to operate the CS system in 
accordance with approved procedures affected the operability of the system. However, the inspectors determined this issue was of very low 
safety significance (Green) based on a Phase 1 evaluation of the SDP because the problem existed for only a short period of time, was readily 
identified and corrected, and the system was promptly returned to its normal standby alignment (operable). 
Inspection Report# : 2002004(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Operator Workaround - HPCI turbine vibration monitor provides spurious upscale indication 
The HPCI turbine vibration monitor on control panel 9-3 has provided suspect indication during at least two quarterly surveillance tests. The 
surveillance procedure provides explicit criteria for tripping the HPCI turbine based on the indication provided by vibration monitor. Based on 
the monitor's strip chart data, the absence of work order requests and/or event reports, and the lack of procedural guidance, the inspector 
concluded that this vibration monitor has been a long standing operator work around. Operator acceptance of this degraded support instrument 
for safety related equipment was considered to be more than a minor issue because it could be a precursor to a more significant event. 
However, the inspector determined this issue was Green (of very low safety significance) based on a Phase 1 SDP evaluation. On each 
occurrence, the HPCI system had been properly removed from service and in no case was there actual degradation of the HPCI turbine. 
Inspection Report# : 2002002(pdf)  
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Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow procedure during HPCI surveillance 
The inspector identified a non-cited violation of Technical Specification 6.4, "Procedures" during the high pressure coolant injection (HPCI) 
system quarterly surveillance test. The operating crew failed to trip the HPCI turbine when the HPCI turbine vibration monitor on control panel 
9-3 indicated vibration levels that exceeded the limit specified in the surveillance procedure. The operating crew's failure to follow procedures 
was attributed to poor human performance. The failure to implement a required procedure step during the operation of safety-related equipment 
was considered to be more than a minor issue because it could be a precursor to a more significant event. However, the inspector determined 
this issue was of very low safety significance (Green) based on a Phase 1 SDP evaluation. This issue did not represent an actual loss of safety 
function because local vibration test equipment did not indicate a HPCI turbine vibration problem. Because the finding is of very low safety 
significance and was captured in the licensee's corrective action program, this finding is being treated as a non-cited violation, consistent with 
Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2002002(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Undetected failure of the drywell floor drain sump fill timer 
The inspector identified that the drywell floor drain sump fill timer had failed and that this problem had not been identified by the control room 
operators. The inspector concluded that the operators failed to perform an adequate control panel walkdown for this system and that this failure 
could be attributed to poor human performance. An operability determination prepared by VY concluded that the drywell leakage detection 
system can be considered operable based on other control room alarms and instrumentation. The undetected failure of the drywell floor drain 
sump fill timer was considered more than minor because there was degradation of a system required for the detection of leakage inside the 
primary containment. However, the inspector determined this issue was Green (of very low safety significance) based on a Phase 1 SDP 
evaluation. The remaining control room alarms and control panel instrumentation provide sufficient redundant information such that operators 
would have been alerted to excessive leakage inside containment, and therefore the drywell leakage detection system remained operable. 
Inspection Report# : 2002002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Tagging and Poor Human Performance Cause Flooding of RCIC Steam Line 
The inspector identified a non-cited violation of Technical Specification (TS) 6.4, "Procedures" for the failure to 
provide an adequate procedure for removing equipment from service. An improper valve alignment allowed water from 
the refueling cavity to flood the reactor core isolation cooling (RCIC) steam line during the 2002 Mid-Cycle Outage. 
Two valves in the RCIC steam line were unintentionally left open during a tagging activity to support filling the 
refueling cavity for maintenance. AP 0140, "Vermont Yankee Local Control Switching Rules," and Tagging Order 
020425 did not provide sufficient controls to ensure the valves were left in the desired position. Human performance 
errors and poor communication were contributing factors to this event. The failure to provide an adequate procedure for 
removing equipment from service was considered more than minor because it could be viewed as a precursor to a 
significant event. However, the inspector determined this issue was of very low safety significance (Green) because 
there was no actual loss of reactor coolant system inventory and the potential flowpath created by the tagging error 
would not cause a rapid decrease in inventory. Based on the location of the RCIC steam line, this event did not have the 
potential to drain the reactor vessel or cause a loss of decay heat removal. With the refueling cavity filled and fuel 
movements in progress, any loss of inventory through the three inch RCIC steam line (including the turbine and its 
exhaust check valves) would be slow and well within the capacity of the available CS and RHR pumps. 
Inspection Report# : 2002004(pdf)  

Mitigating Systems 

Significance:  Mar 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
CST ENCLOSURE LOW TEMPERATURE EXCEEDED WITH NO CR WRITTEN 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take timely corrective actions in regards to condensate storage tank (CST) enclosure temperatures that fell 
below the administrative limits listed in auxiliary operator logs. This finding is greater than minor because it affected 
the Mitigating Systems Cornerstone objective of equipment reliability, in that, CST level instruments were left 
vulnerable to low temperatures which could impact the automatic swap-over function of the high pressure injection 
(HPCI) and reactor core isolation cooling (RCIC) system suctions from the CST to the suppression pool. The finding 
was determined to be of very low safety significance because an actual loss of safety function did not occur with the 
level instrumentation. This finding also affected the cross-cutting area of Problem Identification and Resolution, in that, 
untimely corrective actions resulted in the vulnerability of the CST level instrumentation to cold temperatures. 
Inspection Report# : 2003002(pdf)  

Page 1 of 41Q/2003 Inspection Findings - Vermont Yankee

07/22/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\VY\vy_pim.html



Significance:  Jun 07, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective chemistry control program for RHRSW and SW systems 
The inspectors found that the licensee’s chemistry control program was not effective at minimizing the buildup of 
microbiologically influenced corrosion (MIC) in the residual heat removal service water (RHRSW) and service water 
(SW) systems. Even though the licensee was chemically treating the RHRSW and SW systems to control biofouling, 
the performance of the RHRSW pumps had degraded on numerous occasions into the alert range during in service 
testing. Additionally, the SW and RHRSW piping has developed more than 20 documented pinhole leaks that were 
caused by MIC. This finding was considered greater than minor since an ineffective chemistry control program could 
be reasonably viewed as a precursor to a significant event or, if left uncorrected, could become a more significant 
safety concern. However, the inspectors considered this issue to be of very low safety significance (Green) in 
accordance with Phase 1 of the mitigating systems SDP screening criteria because the ineffective chemistry control 
program has not rendered the RHRSW or SW system inoperable and because of RHRSW and SW system redundancy. 
Inspection Report# : 2002003(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Draining the HPCI Turbine Exhaust Drain Pot Results in Valve Being Left 
Open 
A non-cited violation of TS 6.4, "Procedures," occurred when an operator failed to follow the work order for draining 
the high pressure coolant injection (HPCI) turbine exhaust steam drain pot. On April 24, when an operator drained the 
drain pot through valve HPCI-146, the operator did not perform the final step of the work order step text, which was to 
close HPCI-146. The improper valve alignment was identified approximately eleven hours later when a different 
operator drained the drain pot. This issue was considered more than minor because the failure to follow procedures for 
the operation of safety-related equipment could have a credible impact on plant safety. Specifically, the failure to align 
the HPCI system in accordance with approved procedures could have affected the operability of the system due to 
increased room temperature during system operation. However, the inspectors determined this issue was of very low 
safety significance (Green) based on a Phase 1 evaluation of the SDP because a subsequent analysis demonstrated that 
operability of the HPCI system was not affected, the problem was readily identified, and the system was promptly 
returned to its normal standby alignment. 
Inspection Report# : 2002004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Corrective Action for RHRSW Motor Cooling Pipe Degradation Not Effective and No Further Action Taken 
The inspector identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Action," for the 
failure to adequately identify and resolve an issue related to degraded cooling water flow to an RHRSW pump motor. 
Specifically, cooling water flow to the RHRSW subsystem "B" pump motors was degraded by microbiologically 
induced corrosion (MIC). Indication of this problem was first documented by operators in October 2001, however VY's 
actions to resolve the issue were not effective and several opportunities to identify the continuing problem were missed. 
This finding was considered more than minor because the cooling water flow to the RHRSW Subsystem "B" pump 
motors was actually degraded. However, the inspector determined this issue was of very low safety significance 
(Green) based on a Phase 1 SDP evaluation. VY was able to show through evaluation that the pump motor bearings 
would not overheat and that the RHRSW pumps would remain operable.
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Inspection Report# : 2002004(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Restoration from CS Valve Surveillance Causes System to be Inoperable 
A non-cited violation of TS 6.4, "Procedures," occurred when operators failed to follow the procedure for a core spray 
(CS) quarterly valve surveillance. The procedure directed that the pump control switch be returned to the "auto" 
position as a part of system restoration from testing, however, operators left the CS pump "B" control switch in the 
"pull to lock" position. Additionally, during a subsequent procedurally-directed two-party system lineup verification, 
operators failed to identify the discrepant condition. As a result, CS subsystem "B" was declared operable following the 
test when it was actually in an inoperable condition. The problem was identified three hours later during a routine 
control board walkdown that was performed by a different operator. This issue was considered more than minor 
because the failure to follow procedures for the operation of this safety-related equipment had a credible impact on 
plant safety. Specifically, the failure to operate the CS system in accordance with approved procedures affected the 
operability of the system. However, the inspectors determined this issue was of very low safety significance (Green) 
based on a Phase 1 evaluation of the SDP because the problem existed for only a short period of time, was readily 
identified and corrected, and the system was promptly returned to its normal standby alignment (operable). 
Inspection Report# : 2002004(pdf)  

Barrier Integrity 

Significance:  Mar 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE DESIGN CONTROL FOR HPCI EXHAUST CHECK VALVES 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for a failure 
to adequately control the design of the HPCI system discharge check valves. This finding is greater than minor because 
it affected the Barrier Integrity Cornerstone, in that, the inadequate design controls applied to the replacement of HPCI 
turbine exhaust check valves V23-3 and V23-4 resulted in repeated failures during local leakage rate tests performed on 
these valves. The finding was determined to be of very low safety significance because the failure of the check valves 
did not result in an actual open pathway in the physical integrity of reactor containment. 
Inspection Report# : 2003002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Significance:  Mar 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FFD TESTING NOT IN ACCORDANCE WITH 10 CFR 26.24 
A self-revealing, non-cited violation of 10 CFR 26.24(a)(2) was identified for a failure of the licensee to perform 
random drug and alcohol testing on an annual rate equal to at least 50 percent of the workforce for calender year 2002. 
This finding is greater than minor because if affected the objectives of the Physical Protection Cornerstone, in that, it 
constituted a vulnerability that affected the licensee's Access Authorization System (Personnel Screening Program). 
The finding was determined to be of very low safety significance because the finding was not a malevolent act and the 
licensee had not had greater than two similar findings during the last four calender quarters. 
Inspection Report# : 2003002(pdf)  

Miscellaneous 
Last modified : May 30, 2003 
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Vermont Yankee 
2Q/2003 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions Regarding Safety-Related Electrical Cable Separation 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take effective corrective actions to address cable separation deficiencies in the cable vault. This finding is 
considered to be greater than minor because it affected the Mitigating Systems Cornerstone Objective of Equipment 
Availability. Specifically, cable separation deficiencies continue to be identified by NRC inspectors in the safety-
related cable vault despite corrective actions taken by the licensee to address previous NRC-identified cable vault cable 
separation issues. The finding was determined to be of very low safety significance because no actual loss of safety 
function was identified. 
Inspection Report# : 2003005(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions Regarding Continued Failures Standby Liquid Control System 
Relief Valves 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take effective corrective actions to address continued lift setpoint testing failures of standby liquid control 
(SLC) system relief valves. This finding is considered to be greater than minor because the on-going history of SLC 
system relief valve testing failures affected the Mitigating Systems Cornerstone objective of equipment reliability. The 
finding was determined to be of very low safety significance since relief valve failures would not have resulted in a loss 
of SLC system safety function. 
Inspection Report# : 2003005(pdf)  

Significance:  Mar 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
CST ENCLOSURE LOW TEMPERATURE EXCEEDED WITH NO CR WRITTEN 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take timely corrective actions in regards to condensate storage tank (CST) enclosure temperatures that fell 
below the administrative limits listed in auxiliary operator logs. This finding is greater than minor because it affected 
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the Mitigating Systems Cornerstone objective of equipment reliability, in that, CST level instruments were left 
vulnerable to low temperatures which could impact the automatic swap-over function of the high pressure injection 
(HPCI) and reactor core isolation cooling (RCIC) system suctions from the CST to the suppression pool. The finding 
was determined to be of very low safety significance because an actual loss of safety function did not occur with the 
level instrumentation. This finding also affected the cross-cutting area of Problem Identification and Resolution, in that, 
untimely corrective actions resulted in the vulnerability of the CST level instrumentation to cold temperatures. 
Inspection Report# : 2003002(pdf)  

Barrier Integrity 

Significance:  Mar 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE DESIGN CONTROL FOR HPCI EXHAUST CHECK VALVES 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for a failure 
to adequately control the design of the HPCI system discharge check valves. This finding is greater than minor because 
it affected the Barrier Integrity Cornerstone, in that, the inadequate design controls applied to the replacement of HPCI 
turbine exhaust check valves V23-3 and V23-4 resulted in repeated failures during local leakage rate tests performed on 
these valves. The finding was determined to be of very low safety significance because the failure of the check valves 
did not result in an actual open pathway in the physical integrity of reactor containment. 
Inspection Report# : 2003002(pdf)  

Emergency Preparedness 

Significance:  Apr 06, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action of Past Exercise Problems Since 2001 
The inspectors identified a finding of very low safety significance (Green) that is also a non-cited violation of 10 CFR 
50.47(b)(14) and Appendix E.IV.F.2.g., which states in part, formal critiques shall identify weak or deficient areas that 
need correction and any deficiencies identified as a result of exercises or drills are (will be) corrected. Entergy failed to 
take adequate corrective actions for eight problems that were found to be repetitive from previous Emergency 
Preparedness exercises/drills conducted since 2001 and was again identified during the 2003 biennial exercise. This 
finding was determined to be of very low safety significance (Green) by using Manual Chapter 0609, Appendix B, 
Emergency Preparedness (EP) SDP, EP Risk Determination Flow Chart, Sheet 1, because the finding was identified as 
a failure to comply with a non-risk significant planning standard (10 CFR 50.47(b)(14) and was not a planning standard 
function failure. This finding is more than minor because it is associated with the EP cornerstone attribute and effects 
the ERO performance cornerstone objective (Planning Standard 10 CFR 50.47(b)14). A failure to correct past problems 
could impede ERO performance during an actual event. 
Inspection Report# : 2003003(pdf)  
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Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance:  Mar 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FFD TESTING NOT IN ACCORDANCE WITH 10 CFR 26.24 
A self-revealing, non-cited violation of 10 CFR 26.24(a)(2) was identified for a failure of the licensee to perform 
random drug and alcohol testing on an annual rate equal to at least 50 percent of the workforce for calender year 2002. 
This finding is greater than minor because if affected the objectives of the Physical Protection Cornerstone, in that, it 
constituted a vulnerability that affected the licensee's Access Authorization System (Personnel Screening Program). 
The finding was determined to be of very low safety significance because the finding was not a malevolent act and the 
licensee had not had greater than two similar findings during the last four calender quarters. 
Inspection Report# : 2003002(pdf)  

Miscellaneous 
Last modified : September 04, 2003 
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Vermont Yankee 
3Q/2003 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Aug 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Alternate Shutdown Capability was not Independent for a Fire in the Control Room or Cable Spreading Room
The inspectors identified a non-cited violation of 10 CFR 50, Appendix R, Section III, "Alternate and Dedicated 
Shutdown Capability," paragraph L.3, which requires that "the alternate shutdown capability shall be independent of 
the specific fire area(s) and shall accommodate post fire conditions where offsite power is available and where offsite 
power is not available for 72 hours." The primary, alternate shutdown power source control power fuses were found in 
the off position. In this condition, the alternate shutdown capability was not independent for a fire in the control room 
or cable spreading room.  
 
This finding was greater than minor because fuses were improperly installed which impacted the ability to implement 
an alternate shutdown independent of a fire in the control room or cable spreading room. The finding was determined to 
be of very low significance (Green) since its safety function (i.e., restoration of power) could be accomplished before 
core damage would occur through the use of the "A" EDG. 
Inspection Report# : 2003008(pdf)  

Significance:  Aug 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Corrective Actions for Relief Valve Test Failures 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to establish effective corrective actions to address quality issues identified during in-service relief valve testing. 
 
This finding is greater than minor since the failure to develop adequate corrective actions for in-service relief valve test 
failures could allow similar problems to remain undetected in other potentially affected relief valves and adversely 
impact mitigating system reliability. This finding was determined to be of very low significance (Green) since an actual 
loss of the safety system function had not occurred as a result of this problem. 
Inspection Report# : 2003008(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Take Effective Corrective Actions Regarding Safety-Related Electrical Cable Separation 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take effective corrective actions to address cable separation deficiencies in the cable vault.  
 
This finding is considered to be greater than minor because it affected the Mitigating Systems Cornerstone Objective of 
Equipment Availability. Specifically, cable separation deficiencies continue to be identified by NRC inspectors in the 
safety-related cable vault despite corrective actions taken by the licensee to address previous NRC-identified cable 
vault cable separation issues. The finding was determined to be of very low safety significance because no actual loss 
of safety function was identified. 
Inspection Report# : 2003005(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions Regarding Continued Failures Standby Liquid Control System 
Relief Valves 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take effective corrective actions to address continued lift setpoint testing failures of standby liquid control 
(SLC) system relief valves.  
 
This finding is considered to be greater than minor because the on-going history of SLC system relief valve testing 
failures affected the Mitigating Systems Cornerstone objective of equipment reliability. The finding was determined to 
be of very low safety significance since relief valve failures would not have resulted in a loss of SLC system safety 
function. 
Inspection Report# : 2003005(pdf)  

Significance:  Mar 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
CST ENCLOSURE LOW TEMPERATURE EXCEEDED WITH NO CR WRITTEN 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take timely corrective actions in regards to condensate storage tank (CST) enclosure temperatures that fell 
below the administrative limits listed in auxiliary operator logs.  
This finding is greater than minor because it affected the Mitigating Systems Cornerstone objective of equipment 
reliability, in that, CST level instruments were left vulnerable to low temperatures which could impact the automatic 
swap-over function of the high pressure injection (HPCI) and reactor core isolation cooling (RCIC) system suctions 
from the CST to the suppression pool. The finding was determined to be of very low safety significance because an 
actual loss of safety function did not occur with the level instrumentation. This finding also affected the cross-cutting 
area of Problem Identification and Resolution, in that, untimely corrective actions resulted in the vulnerability of the 
CST level instrumentation to cold temperatures. 
Inspection Report# : 2003002(pdf)  

Barrier Integrity 
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Significance:  Mar 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE DESIGN CONTROL FOR HPCI EXHAUST CHECK VALVES 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for a failure 
to adequately control the design of the HPCI system discharge check valves.  
This finding is greater than minor because it affected the Barrier Integrity Cornerstone, in that, the inadequate design 
controls applied to the replacement of HPCI turbine exhaust check valves V23-3 and V23-4 resulted in repeated 
failures during local leakage rate tests performed on these valves. The finding was determined to be of very low safety 
significance because the failure of the check valves did not result in an actual open pathway in the physical integrity of 
reactor containment. 
Inspection Report# : 2003002(pdf)  

Emergency Preparedness 

Significance:  Apr 06, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action of Past Exercise Problems Since 2001 
The inspectors identified a finding of very low safety significance (Green) that is also a non-cited violation of 10 CFR 
50.47(b)(14) and Appendix E.IV.F.2.g., which states in part, formal critiques shall identify weak or deficient areas that 
need correction and any deficiencies identified as a result of exercises or drills are (will be) corrected. Entergy failed to 
take adequate corrective actions for eight problems that were found to be repetitive from previous Emergency 
Preparedness exercises/drills conducted since 2001 and was again identified during the 2003 biennial exercise.  
 
This finding was determined to be of very low safety significance (Green) by using Manual Chapter 0609, Appendix B, 
Emergency Preparedness (EP) SDP, EP Risk Determination Flow Chart, Sheet 1, because the finding was identified as 
a failure to comply with a non-risk significant planning standard (10 CFR 50.47(b)(14) and was not a planning standard 
function failure. This finding is more than minor because it is associated with the EP cornerstone attribute and effects 
the ERO performance cornerstone objective (Planning Standard 10 CFR 50.47(b)14). A failure to correct past problems 
could impede ERO performance during an actual event. 
Inspection Report# : 2003003(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Significance:  Mar 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FFD TESTING NOT IN ACCORDANCE WITH 10 CFR 26.24 
A self-revealing, non-cited violation of 10 CFR 26.24(a)(2) was identified for a failure of the licensee to perform 
random drug and alcohol testing on an annual rate equal to at least 50 percent of the workforce for calender year 2002. 
This finding is greater than minor because if affected the objectives of the Physical Protection Cornerstone, in that, it 
constituted a vulnerability that affected the licensee's Access Authorization System (Personnel Screening Program). 
The finding was determined to be of very low safety significance because the finding was not a malevolent act and the 
licensee had not had greater than two similar findings during the last four calender quarters. 
Inspection Report# : 2003002(pdf)  

Miscellaneous 
Last modified : December 01, 2003 
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Vermont Yankee 
4Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Work instructions Resulted in "B" Service Water Header Degradation 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings," for an inadequate procedure for the development and use of work instructions for work affecting quality. 
Consequently, no work instructions were provided to include proper verifications of safety-related piping locations in 
the vicinity of core boring activities. As a result, contractor personnel inadvertently perforated the "B" SW supply 
header while core boring.  
 
This finding is greater than minor because it resulted in the degradation of the SW system. However, the inspectors 
determined that this issue is of very low safety significance (Green) because the performance deficiency did not result 
in an increase in the likelihood of a loss of service water initiating event and it did not result in a loss of safety function 
of the system. 
Inspection Report# : 2003007(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Two of Nine Operating Crews Failing Their Facility-Administered Annual Simulator Examinations 
A finding was identified associated with operating crew performance on the simulator during facility-administered 
requalification examinations. Of nine crews evaluated, two failed to pass their simulator examinations.  
 
The finding is considered to be greater than minor because it reflected the potential inability of the operating crews to 
take appropriate safety-related actions in response to actual abnormal or emergency conditions. The finding is of very 
low safety significance (Green) because less than 34 percent of the operating crews failed, the failed crews were 
remediated prior to returning to shift, and there were no operating crew failures the previous year. 
Inspection Report# : 2003007(pdf)  

Significance:  Aug 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Alternate Shutdown Capability was not Independent for a Fire in the Control Room or Cable Spreading Room
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The inspectors identified a non-cited violation of 10 CFR 50, Appendix R, Section III, "Alternate and Dedicated 
Shutdown Capability," paragraph L.3, which requires that "the alternate shutdown capability shall be independent of 
the specific fire area(s) and shall accommodate post fire conditions where offsite power is available and where offsite 
power is not available for 72 hours." The primary, alternate shutdown power source control power fuses were found in 
the off position. In this condition, the alternate shutdown capability was not independent for a fire in the control room 
or cable spreading room.  
 
This finding was greater than minor because fuses were improperly installed which impacted the ability to implement 
an alternate shutdown independent of a fire in the control room or cable spreading room. The finding was determined to 
be of very low significance (Green) since its safety function (i.e., restoration of power) could be accomplished before 
core damage would occur through the use of the "A" EDG. 
Inspection Report# : 2003008(pdf)  

Significance:  Aug 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Corrective Actions for Relief Valve Test Failures 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to establish effective corrective actions to address quality issues identified during in-service relief valve testing. 
 
This finding is greater than minor since the failure to develop adequate corrective actions for in-service relief valve test 
failures could allow similar problems to remain undetected in other potentially affected relief valves and adversely 
impact mitigating system reliability. This finding was determined to be of very low significance (Green) since an actual 
loss of the safety system function had not occurred as a result of this problem. 
Inspection Report# : 2003008(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions Regarding Safety-Related Electrical Cable Separation 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take effective corrective actions to address cable separation deficiencies in the cable vault.  
 
This finding is considered to be greater than minor because it affected the Mitigating Systems Cornerstone Objective of 
Equipment Availability. Specifically, cable separation deficiencies continue to be identified by NRC inspectors in the 
safety-related cable vault despite corrective actions taken by the licensee to address previous NRC-identified cable 
vault cable separation issues. The finding was determined to be of very low safety significance because no actual loss 
of safety function was identified. 
Inspection Report# : 2003005(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions Regarding Continued Failures Standby Liquid Control System 
Relief Valves 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take effective corrective actions to address continued lift setpoint testing failures of standby liquid control 
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(SLC) system relief valves.  
 
This finding is considered to be greater than minor because the on-going history of SLC system relief valve testing 
failures affected the Mitigating Systems Cornerstone objective of equipment reliability. The finding was determined to 
be of very low safety significance since relief valve failures would not have resulted in a loss of SLC system safety 
function. 
Inspection Report# : 2003005(pdf)  

Significance:  Mar 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
CST ENCLOSURE LOW TEMPERATURE EXCEEDED WITH NO CR WRITTEN 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
failure to take timely corrective actions in regards to condensate storage tank (CST) enclosure temperatures that fell 
below the administrative limits listed in auxiliary operator logs.  
This finding is greater than minor because it affected the Mitigating Systems Cornerstone objective of equipment 
reliability, in that, CST level instruments were left vulnerable to low temperatures which could impact the automatic 
swap-over function of the high pressure injection (HPCI) and reactor core isolation cooling (RCIC) system suctions 
from the CST to the suppression pool. The finding was determined to be of very low safety significance because an 
actual loss of safety function did not occur with the level instrumentation. This finding also affected the cross-cutting 
area of Problem Identification and Resolution, in that, untimely corrective actions resulted in the vulnerability of the 
CST level instrumentation to cold temperatures. 
Inspection Report# : 2003002(pdf)  

Barrier Integrity 

Significance:  Mar 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE DESIGN CONTROL FOR HPCI EXHAUST CHECK VALVES 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for a failure 
to adequately control the design of the HPCI system discharge check valves.  
This finding is greater than minor because it affected the Barrier Integrity Cornerstone, in that, the inadequate design 
controls applied to the replacement of HPCI turbine exhaust check valves V23-3 and V23-4 resulted in repeated 
failures during local leakage rate tests performed on these valves. The finding was determined to be of very low safety 
significance because the failure of the check valves did not result in an actual open pathway in the physical integrity of 
reactor containment. 
Inspection Report# : 2003002(pdf)  

Emergency Preparedness 
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Significance:  Apr 06, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action of Past Exercise Problems Since 2001 
The inspectors identified a finding of very low safety significance (Green) that is also a non-cited violation of 10 CFR 
50.47(b)(14) and Appendix E.IV.F.2.g., which states in part, formal critiques shall identify weak or deficient areas that 
need correction and any deficiencies identified as a result of exercises or drills are (will be) corrected. Entergy failed to 
take adequate corrective actions for eight problems that were found to be repetitive from previous Emergency 
Preparedness exercises/drills conducted since 2001 and was again identified during the 2003 biennial exercise.  
 
This finding was determined to be of very low safety significance (Green) by using Manual Chapter 0609, Appendix B, 
Emergency Preparedness (EP) SDP, EP Risk Determination Flow Chart, Sheet 1, because the finding was identified as 
a failure to comply with a non-risk significant planning standard (10 CFR 50.47(b)(14) and was not a planning standard 
function failure. This finding is more than minor because it is associated with the EP cornerstone attribute and effects 
the ERO performance cornerstone objective (Planning Standard 10 CFR 50.47(b)14). A failure to correct past problems 
could impede ERO performance during an actual event. 
Inspection Report# : 2003003(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance:  Mar 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FFD TESTING NOT IN ACCORDANCE WITH 10 CFR 26.24 
A self-revealing, non-cited violation of 10 CFR 26.24(a)(2) was identified for a failure of the licensee to perform 
random drug and alcohol testing on an annual rate equal to at least 50 percent of the workforce for calender year 2002. 
This finding is greater than minor because if affected the objectives of the Physical Protection Cornerstone, in that, it 
constituted a vulnerability that affected the licensee's Access Authorization System (Personnel Screening Program). 
The finding was determined to be of very low safety significance because the finding was not a malevolent act and the 
licensee had not had greater than two similar findings during the last four calender quarters. 
Inspection Report# : 2003002(pdf)  

Miscellaneous 
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Vermont Yankee 
1Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Work instructions Resulted in "B" Service Water Header Degradation 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," for an 
inadequate procedure for the development and use of work instructions for work affecting quality. Consequently, no work instructions were 
provided to include proper verifications of safety-related piping locations in the vicinity of core boring activities. As a result, contractor 
personnel inadvertently perforated the "B" SW supply header while core boring.  
 
This finding is greater than minor because it resulted in the degradation of the SW system. However, the inspectors determined that this issue is 
of very low safety significance (Green) because the performance deficiency did not result in an increase in the likelihood of a loss of service 
water initiating event and it did not result in a loss of safety function of the system. 
Inspection Report# : 2003007(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Two of Nine Operating Crews Failing Their Facility-Administered Annual Simulator Examinations 
A finding was identified associated with operating crew performance on the simulator during facility-administered requalification 
examinations. Of nine crews evaluated, two failed to pass their simulator examinations.  
 
The finding is considered to be greater than minor because it reflected the potential inability of the operating crews to take appropriate safety-
related actions in response to actual abnormal or emergency conditions. The finding is of very low safety significance (Green) because less than 
34 percent of the operating crews failed, the failed crews were remediated prior to returning to shift, and there were no operating crew failures 
the previous year. 
Inspection Report# : 2003007(pdf)  

Significance:  Aug 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Alternate Shutdown Capability was not Independent for a Fire in the Control Room or Cable Spreading Room 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix R, Section III, "Alternate and Dedicated Shutdown Capability," 
paragraph L.3, which requires that "the alternate shutdown capability shall be independent of the specific fire area(s) and shall accommodate 
post fire conditions where offsite power is available and where offsite power is not available for 72 hours." The primary, alternate shutdown 
power source control power fuses were found in the off position. In this condition, the alternate shutdown capability was not independent for a 
fire in the control room or cable spreading room.  
 
This finding was greater than minor because fuses were improperly installed which impacted the ability to implement an alternate shutdown 
independent of a fire in the control room or cable spreading room. The finding was determined to be of very low significance (Green) since its 
safety function (i.e., restoration of power) could be accomplished before core damage would occur through the use of the "A" EDG. 
Inspection Report# : 2003008(pdf)  

Significance:  Aug 29, 2003 
Identified By: NRC 

Page 1 of 31Q/2004 Inspection Findings - Vermont Yankee

07/14/2004



Item Type: NCV NonCited Violation 
Failure to Implement Adequate Corrective Actions for Relief Valve Test Failures 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the failure to establish effective 
corrective actions to address quality issues identified during in-service relief valve testing.  
 
This finding is greater than minor since the failure to develop adequate corrective actions for in-service relief valve test failures could allow 
similar problems to remain undetected in other potentially affected relief valves and adversely impact mitigating system reliability. This finding 
was determined to be of very low significance (Green) since an actual loss of the safety system function had not occurred as a result of this 
problem. 
Inspection Report# : 2003008(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions Regarding Safety-Related Electrical Cable Separation 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the failure to take effective 
corrective actions to address cable separation deficiencies in the cable vault.  
 
This finding is considered to be greater than minor because it affected the Mitigating Systems Cornerstone Objective of Equipment 
Availability. Specifically, cable separation deficiencies continue to be identified by NRC inspectors in the safety-related cable vault despite 
corrective actions taken by the licensee to address previous NRC-identified cable vault cable separation issues. The finding was determined to 
be of very low safety significance because no actual loss of safety function was identified. 
Inspection Report# : 2003005(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions Regarding Continued Failures Standby Liquid Control System Relief Valves 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the failure to take effective 
corrective actions to address continued lift setpoint testing failures of standby liquid control (SLC) system relief valves.  
 
This finding is considered to be greater than minor because the on-going history of SLC system relief valve testing failures affected the 
Mitigating Systems Cornerstone objective of equipment reliability. The finding was determined to be of very low safety significance since 
relief valve failures would not have resulted in a loss of SLC system safety function. 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Apr 06, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action of Past Exercise Problems Since 2001 
The inspectors identified a finding of very low safety significance (Green) that is also a non-cited violation of 10 CFR 50.47(b)(14) and 
Appendix E.IV.F.2.g., which states in part, formal critiques shall identify weak or deficient areas that need correction and any deficiencies 
identified as a result of exercises or drills are (will be) corrected. Entergy failed to take adequate corrective actions for eight problems that were 
found to be repetitive from previous Emergency Preparedness exercises/drills conducted since 2001 and was again identified during the 2003 
biennial exercise.  
 
This finding was determined to be of very low safety significance (Green) by using Manual Chapter 0609, Appendix B, Emergency 
Preparedness (EP) SDP, EP Risk Determination Flow Chart, Sheet 1, because the finding was identified as a failure to comply with a non-risk 
significant planning standard (10 CFR 50.47(b)(14) and was not a planning standard function failure. This finding is more than minor because 
it is associated with the EP cornerstone attribute and effects the ERO performance cornerstone objective (Planning Standard 10 CFR 50.47(b)
14). A failure to correct past problems could impede ERO performance during an actual event.
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Inspection Report# : 2003003(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Last modified : May 05, 2004 
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Vermont Yankee 
2Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Did Not Perform Adequate Extent of Condition Review Following Identification of An Improperly Installed RCIC Valve Packing 
A self-revealing non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified because Entergy did not promptly identify a condition adverse to 
quality. Specifically, in April 2000, following the identification that packing on a reactor core isolation cooling system valve failed because the Vermont 
Yankee procedure, OP 5281, for installing the valve packing was inadequate, Entergy performed a limited review of other instances in which procedure 
OP 5281 had been used to install valve packing. As a result, Entergy did not identify that maintenance personnel had improperly installed packing on a 
reactor head vent isolation valve using procedure OP 5281 in November 1999. In September 2003 the valve packing failed and developed a packing 
leak that required the reactor to be shutdown.  
The finding is greater than minor since it is associated with the Equipment Performance attribute of the Initiating Events Cornerstone and because it 
affects the cornerstone objective. The inspectors conducted an SDP Phase 2 evaluation of the risk significance of the performance deficiency and 
determined that the finding is of very low safety significance (Green). The inspectors applied the SDP worksheet for Transients (TRANS) and 
determined that there were no accident sequences with a risk significance less than eight as indicated on the counting rule worksheet. Additionally, all 
mitigating capabilities described on the SDP Phase 2 Worksheet for TRANS core damage sequences were maintained.  
The inspectors determined that a contributing cause of this finding is related to the cross-cutting area of Problem Identification and Resolution. Station 
personnel did not perform an adequate "assessment of similar conditions," as required by Entergy's correction action procedures, following the 
identification that an inadequate procedure resulted in the improper installation of packing in a reactor core isolation cooling system valve in April 2000. 
As a result, Entergy did not identify the extent of improperly packed valves and did not identify a condition adverse to quality associated with the 
improperly installed packing on a reactor head vent isolation valve. 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Work instructions Resulted in "B" Service Water Header Degradation 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," for an inadequate 
procedure for the development and use of work instructions for work affecting quality. Consequently, no work instructions were provided to include 
proper verifications of safety-related piping locations in the vicinity of core boring activities. As a result, contractor personnel inadvertently perforated 
the "B" SW supply header while core boring.  
 
This finding is greater than minor because it resulted in the degradation of the SW system. However, the inspectors determined that this issue is of very 
low safety significance (Green) because the performance deficiency did not result in an increase in the likelihood of a loss of service water initiating 
event and it did not result in a loss of safety function of the system. 
Inspection Report# : 2003007(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Two of Nine Operating Crews Failing Their Facility-Administered Annual Simulator Examinations 
A finding was identified associated with operating crew performance on the simulator during facility-administered requalification examinations. Of nine 
crews evaluated, two failed to pass their simulator examinations.  
 
The finding is considered to be greater than minor because it reflected the potential inability of the operating crews to take appropriate safety-related 
actions in response to actual abnormal or emergency conditions. The finding is of very low safety significance (Green) because less than 34 percent of 
the operating crews failed, the failed crews were remediated prior to returning to shift, and there were no operating crew failures the previous year. 
Inspection Report# : 2003007(pdf)  
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Significance:  Aug 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Alternate Shutdown Capability was not Independent for a Fire in the Control Room or Cable Spreading Room 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix R, Section III, "Alternate and Dedicated Shutdown Capability," paragraph L.3, 
which requires that "the alternate shutdown capability shall be independent of the specific fire area(s) and shall accommodate post fire conditions where 
offsite power is available and where offsite power is not available for 72 hours." The primary, alternate shutdown power source control power fuses 
were found in the off position. In this condition, the alternate shutdown capability was not independent for a fire in the control room or cable spreading 
room.  
 
This finding was greater than minor because fuses were improperly installed which impacted the ability to implement an alternate shutdown 
independent of a fire in the control room or cable spreading room. The finding was determined to be of very low significance (Green) since its safety 
function (i.e., restoration of power) could be accomplished before core damage would occur through the use of the "A" EDG. 
Inspection Report# : 2003008(pdf)  

Significance:  Aug 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Corrective Actions for Relief Valve Test Failures 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the failure to establish effective corrective 
actions to address quality issues identified during in-service relief valve testing.  
 
This finding is greater than minor since the failure to develop adequate corrective actions for in-service relief valve test failures could allow similar 
problems to remain undetected in other potentially affected relief valves and adversely impact mitigating system reliability. This finding was determined 
to be of very low significance (Green) since an actual loss of the safety system function had not occurred as a result of this problem.  
 
This finding affects the cross cutting area of problem identification and resolution. Since November 1999, VY did not implement prompt and 
appropriate corrective actions for multiple relief valve test failures.  
 
 
Inspection Report# : 2003008(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-cited violation (NCV) of 10 CFR 50 Criterion XVI for ineffective corrective actions following a 2001 event involving starting a RHR pump 
with no suction path 
A very low safety significance, self-revealing, non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified in that Entergy personnel did not 
develop effective corrective actions to prevent recurrence following a 2001 event wherein control room operators did not verify a suction path existed 
prior to starting a residual heat removal (RHR) system pump to support shutdown cooling operations. As a result a nearly identical event occurred on 
April 10, 2004, resulting in a unplanned loss of shutdown cooling for about 15 minutes.  
 
The finding is greater than minor since it is associated with the Fuel Cladding Configuration Control Attribute of the Barrier Integrity Cornerstone and 
because it affects the associated Cornerstone objective. Specifically, the April 2004 trip of the "B" RHR pump, used to support shutdown cooling 
operations, reduced the assurance that the fuel cladding would protect the public from radio nuclide releases caused by accidents or events. In 
accordance with IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process", the finding was of very low safety significance. 
The finding did not degrade Entergy's ability to recover shutdown cooling since the "B" RHR pump was restarted within 15 minutes of being tripped 
and an adequate thermal margin was maintained via a calculated reactor coolant system time-to-boil of greater than 24 hours.  
 
This finding affects the Cross-Cutting area of Problem Identification and Resolution. Entergy personnel did not assign effective corrective actions to 
prevent recurrence following a May 2001 trip of the "C" RHR pump which occurred when operations did not recognize that valve V10-17 had gone 
closed during a swap of vital AC power. Entergy's corrective actions relied on the operator's skill to verify a suction path was open prior to restarting a 
RHR pump rather that proceduralize the step.  
 
Inspection Report# : 2004003(pdf)  
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Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
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Vermont Yankee 
3Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Did Not Effectively Incorporate Operating Experience into the Preventive Maintenance Strategy for the 22 Kilovolt Electrical System
A very low safety significance (Green) self-revealing finding was identified because Entergy did not effectively incorporate industry operating 
experience into the preventive maintenance strategy for the 22 Kilovolt (KV) electrical system as required by Entergy's preventive maintenance 
program. Specifically, Entergy's preventive maintenance strategy for the 22 KV electrical system did not effectively include information from 
industry operating experience related to inspections of isophase bus bars and flexible connections or the periodic testing of surge arresters or 
capacitors located in the generator potential transformer cabinets. As a result, degraded conditions on the "B" phase bus bar flexible connection 
and within the "A" phase surge arrester went unidentified resulting in a two-phase electrical fault-to-ground that ignited a fire on top of the 
main transformer and ultimately resulted in an automatic reactor scram.  
 
The finding is greater than minor since it is associated with the Equipment Performance-Maintenance attribute of the Initiating Events 
Cornerstone and because it affects the associated Cornerstone objective. In accordance with IMC 0609, Appendix A, "Significance 
Determination of Reactor Findings for At-Power Situations," the inspectors conducted a SDP Phase 1 screening and determined that an SDP 
Phase 3 analysis was required since the finding resulted in a reactor scram and a fire on the main transformer but did not result in exceeding 
Technical Specification limits for identified reactor coolant system leakage and did not result in a total loss of safety function of a mitigating 
system. The Region I senior reactor analyst conducted a Phase 3 analysis and determined that the finding is of very low safety significance 
(Green) due to the resultant small increase in both core damage and large early release frequencies. This issue has been entered into Entergy's 
corrective action program. 
Inspection Report# : 2004005(pdf)  

Significance:  Mar 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Did Not Perform Adequate Extent of Condition Review Following Identification of An Improperly Installed RCIC Valve Packing 
A self-revealing non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified because Entergy did not promptly identify a condition 
adverse to quality. Specifically, in April 2000, following the identification that packing on a reactor core isolation cooling system valve failed 
because the Vermont Yankee procedure, OP 5281, for installing the valve packing was inadequate, Entergy performed a limited review of other 
instances in which procedure OP 5281 had been used to install valve packing. As a result, Entergy did not identify that maintenance personnel 
had improperly installed packing on a reactor head vent isolation valve using procedure OP 5281 in November 1999. In September 2003 the 
valve packing failed and developed a packing leak that required the reactor to be shutdown.  
The finding is greater than minor since it is associated with the Equipment Performance attribute of the Initiating Events Cornerstone and 
because it affects the cornerstone objective. The inspectors conducted an SDP Phase 2 evaluation of the risk significance of the performance 
deficiency and determined that the finding is of very low safety significance (Green). The inspectors applied the SDP worksheet for Transients 
(TRANS) and determined that there were no accident sequences with a risk significance less than eight as indicated on the counting rule 
worksheet. Additionally, all mitigating capabilities described on the SDP Phase 2 Worksheet for TRANS core damage sequences were 
maintained.  
The inspectors determined that a contributing cause of this finding is related to the cross-cutting area of Problem Identification and Resolution. 
Station personnel did not perform an adequate "assessment of similar conditions," as required by Entergy's correction action procedures, 
following the identification that an inadequate procedure resulted in the improper installation of packing in a reactor core isolation cooling 
system valve in April 2000. As a result, Entergy did not identify the extent of improperly packed valves and did not identify a condition 
adverse to quality associated with the improperly installed packing on a reactor head vent isolation valve. 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Work instructions Resulted in "B" Service Water Header Degradation 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," for an 
inadequate procedure for the development and use of work instructions for work affecting quality. Consequently, no work instructions were 
provided to include proper verifications of safety-related piping locations in the vicinity of core boring activities. As a result, contractor 
personnel inadvertently perforated the "B" SW supply header while core boring. 
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This finding is greater than minor because it resulted in the degradation of the SW system. However, the inspectors determined that this issue is 
of very low safety significance (Green) because the performance deficiency did not result in an increase in the likelihood of a loss of service 
water initiating event and it did not result in a loss of safety function of the system. 
Inspection Report# : 2003007(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Two of Nine Operating Crews Failing Their Facility-Administered Annual Simulator Examinations 
A finding was identified associated with operating crew performance on the simulator during facility-administered requalification 
examinations. Of nine crews evaluated, two failed to pass their simulator examinations.  
 
The finding is considered to be greater than minor because it reflected the potential inability of the operating crews to take appropriate safety-
related actions in response to actual abnormal or emergency conditions. The finding is of very low safety significance (Green) because less than 
34 percent of the operating crews failed, the failed crews were remediated prior to returning to shift, and there were no operating crew failures 
the previous year. 
Inspection Report# : 2003007(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-cited violation (NCV) of 10 CFR 50 Criterion XVI for ineffective corrective actions following a 2001 event involving starting a 
RHR pump with no suction path 
A very low safety significance, self-revealing, non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified in that Entergy personnel 
did not develop effective corrective actions to prevent recurrence following a 2001 event wherein control room operators did not verify a 
suction path existed prior to starting a residual heat removal (RHR) system pump to support shutdown cooling operations. As a result a nearly 
identical event occurred on April 10, 2004, resulting in a unplanned loss of shutdown cooling for about 15 minutes.  
 
The finding is greater than minor since it is associated with the Fuel Cladding Configuration Control Attribute of the Barrier Integrity 
Cornerstone and because it affects the associated Cornerstone objective. Specifically, the April 2004 trip of the "B" RHR pump, used to support 
shutdown cooling operations, reduced the assurance that the fuel cladding would protect the public from radio nuclide releases caused by 
accidents or events. In accordance with IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process", the finding was 
of very low safety significance. The finding did not degrade Entergy's ability to recover shutdown cooling since the "B" RHR pump was 
restarted within 15 minutes of being tripped and an adequate thermal margin was maintained via a calculated reactor coolant system time-to-
boil of greater than 24 hours.  
 
This finding affects the Cross-Cutting area of Problem Identification and Resolution. Entergy personnel did not assign effective corrective 
actions to prevent recurrence following a May 2001 trip of the "C" RHR pump which occurred when operations did not recognize that valve 
V10-17 had gone closed during a swap of vital AC power. Entergy's corrective actions relied on the operator's skill to verify a suction path was 
open prior to restarting a RHR pump rather that proceduralize the step.  
 
Inspection Report# : 2004003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 
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Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Entergy exceeded the original ALARA estimate for reactor reassembly by 72% due to ineffective coordination and control of 
radiological work activities 
The inspector identified a finding of very low safety significance (Green) because Entergy exceeded the original as low as reasonably 
achievable (ALARA) exposure estimate for reactor reassembly during the Spring 2004 refueling outage by 72% due to ineffective coordination 
and control of radiological work activities which were within its ability to foresee and correct.  
 
The finding is greater than minor since it is associated with the Program and Process (ALARA Planning) attribute of the Occupational 
Radiation Safety Cornerstone and because it affects the associated Cornerstone objective. The finding is of very low safety significance (Green) 
because although it involved ALARA planning and work controls, the 3-year rolling average collective dose was less than 240 person-rem. 
This issue has been entered into Entergy's corrective action program. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: TBD Aug 27, 2004 
Identified By: NRC 
Item Type: AV Apparent Violation 
Did Not Keep Adequate Records, Follow Procedures, and Perform Physical Inventory of Special Nuclear Material 
The inspectors identified an apparent violation of 10 CFR 74.19 because Entergy and its predecessor did not keep adequate special nuclear 
material inventory records of two spent fuel rod pieces, did not follow its written procedures when two spent fuel rod pieces were moved to a 
fuel storage liner, and did not conduct adequate periodic physical inventories of the two spent fuel rod pieces.  
 
Because the two spent fuel rod pieces remained in the Vermont Yankee spent fuel pool, the entire time the apparent violation existed, there was 
no actual safety consequence of this apparent violation. Nevertheless, the NRC considers this apparent violation a potentially significant failure 
of Entergy's material and control accounting program. This failure could have resulted in these two spent fuel rod pieces being inappropriately 
included in a shipment of radioactive material to a low-level radioactive waste site.  
 
The disposition of this apparent violation is still under review by NRC management. 
Inspection Report# : 2004007(pdf)  

Last modified : December 29, 2004 
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Vermont Yankee 
4Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Did Not Effectively Incorporate Operating Experience into the Preventive Maintenance Strategy for the 22 Kilovolt Electrical System
A very low safety significance (Green) self-revealing finding was identified because Entergy did not effectively incorporate industry operating 
experience into the preventive maintenance strategy for the 22 Kilovolt (KV) electrical system as required by Entergy's preventive maintenance 
program. Specifically, Entergy's preventive maintenance strategy for the 22 KV electrical system did not effectively include information from 
industry operating experience related to inspections of isophase bus bars and flexible connections or the periodic testing of surge arresters or 
capacitors located in the generator potential transformer cabinets. As a result, degraded conditions on the "B" phase bus bar flexible connection 
and within the "A" phase surge arrester went unidentified resulting in a two-phase electrical fault-to-ground that ignited a fire on top of the 
main transformer and ultimately resulted in an automatic reactor scram.  
 
The finding is greater than minor since it is associated with the Equipment Performance-Maintenance attribute of the Initiating Events 
Cornerstone and because it affects the associated Cornerstone objective. In accordance with IMC 0609, Appendix A, "Significance 
Determination of Reactor Findings for At-Power Situations," the inspectors conducted a SDP Phase 1 screening and determined that an SDP 
Phase 3 analysis was required since the finding resulted in a reactor scram and a fire on the main transformer but did not result in exceeding 
Technical Specification limits for identified reactor coolant system leakage and did not result in a total loss of safety function of a mitigating 
system. The Region I senior reactor analyst conducted a Phase 3 analysis and determined that the finding is of very low safety significance 
(Green) due to the resultant small increase in both core damage and large early release frequencies. This issue has been entered into Entergy's 
corrective action program. 
Inspection Report# : 2004005(pdf)  

Significance:  Mar 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Did Not Perform Adequate Extent of Condition Review Following Identification of An Improperly Installed RCIC Valve Packing 
A self-revealing non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified because Entergy did not promptly identify a condition 
adverse to quality. Specifically, in April 2000, following the identification that packing on a reactor core isolation cooling system valve failed 
because the Vermont Yankee procedure, OP 5281, for installing the valve packing was inadequate, Entergy performed a limited review of other 
instances in which procedure OP 5281 had been used to install valve packing. As a result, Entergy did not identify that maintenance personnel 
had improperly installed packing on a reactor head vent isolation valve using procedure OP 5281 in November 1999. In September 2003 the 
valve packing failed and developed a packing leak that required the reactor to be shutdown.  
The finding is greater than minor since it is associated with the Equipment Performance attribute of the Initiating Events Cornerstone and 
because it affects the cornerstone objective. The inspectors conducted an SDP Phase 2 evaluation of the risk significance of the performance 
deficiency and determined that the finding is of very low safety significance (Green). The inspectors applied the SDP worksheet for Transients 
(TRANS) and determined that there were no accident sequences with a risk significance less than eight as indicated on the counting rule 
worksheet. Additionally, all mitigating capabilities described on the SDP Phase 2 Worksheet for TRANS core damage sequences were 
maintained.  
The inspectors determined that a contributing cause of this finding is related to the cross-cutting area of Problem Identification and Resolution. 
Station personnel did not perform an adequate "assessment of similar conditions," as required by Entergy's correction action procedures, 
following the identification that an inadequate procedure resulted in the improper installation of packing in a reactor core isolation cooling 
system valve in April 2000. As a result, Entergy did not identify the extent of improperly packed valves and did not identify a condition 
adverse to quality associated with the improperly installed packing on a reactor head vent isolation valve. 
Inspection Report# : 2004002(pdf)  

Mitigating Systems 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy Did Not Notify the NRC of a Licensed Senior Operator's Medical Condition
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The inspectors identified a Severity Level IV NCV of 10 CFR 50.74(c) because Entergy did not notify the NRC within 30 days of the 
identification of a medical condition that caused a licensed senior operator to fail to meet the requirements of 10 CFR 55.21. That medical 
condition ultimately required the NRC to issue a conditional [restricted] license. Specifically, Entergy became aware of a medical condition in 
March 2004 that caused a licensed senior operator to fail to meet the requirements of 10 CFR 55.21 and for which a conditional [restricted] 
license was required. However, Entergy did not notify the NRC of the medical condition until five months later, in August 2004.  
 
Entergy's failure to report the medical condition to the NRC impacted the regulatory process, in that, between April and August 2004, the NRC 
was unaware of a medical condition that warranted issuance of a conditional [restricted] license. Because the finding impacted the regulatory 
process, it was dispositioned using the traditional enforcement process instead of the significance determination process. This issue has been 
entered into Entergy's corrective actions program. 
Inspection Report# : 2004006(pdf)  

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Isolation of Normal Control Power Source for RCIC Steam Supply Line Isolation Valve 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix R, Section III.G.3 because VYNPS did not ensure electrical isolation 
of the normal control power source for the reactor core isolation cooling (RCIC) steam supply line isolation valve (MOV 13-15) when it is 
being operated in the alternate safe shutdown mode during an evacuation of the control room fire scenario.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone of equipment reliability, in that closure of the RCIC 
supply line isolation valve could result in RCIC failure during an alternate shutdown fire scenario. The finding is of low significance because 
the likelihood of occurrence of a fire in the control room that could damage the valve control wire to the RCIC supply line isolation valve is 
small, there are no significant combustibles in the area and no loss of post fire capability occurred. 
Inspection Report# : 2004010(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Availability of Power from Vernon Station 
The team identified a non-cited violation of 10 CFR Part 50.63, "Loss of All Alternating Current Power," because the licensee had not 
completed a coping analysis for the period of time the alternate alternating current (AC) source (the Vernon Hydro-Electric Station) would be 
unavailable and had not demonstrated by test the time required to make the alternate source available for a station blackout involving a grid 
collapse. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring availability, reliability, and capability of systems needed to respond to a station 
blackout. The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to 
result in a loss of function. Specifically, the team found that the licensee's preliminary coping analysis, performed during the inspection, 
demonstrated a four-hour coping time which should be sufficient to envelope the time required to start and align the Vernon Station. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures for Assessing Off-site Power Operability 
The team identified a non-cited violation of Technical Specifications 6.4.C, "Procedures," because the licensee failed to establish adequate 
procedures for determining the operability of the 115 kilovolt (kV) Keene line, which is designated as an alternate immediate access power 
source if the 345/115 kV auto transformer is lost. This issue was more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Procedural Quality and affected the cornerstone objective of ensuring availability, reliability, and capability of systems 
needed to respond to a loss of off-site power. The issue screened as very low safety significance in Phase I of the SDP because it was a design 
deficiency that was not found to result in a loss of function. Specifically, the team did not identify any instances where the lack of procedural 
guidance had resulted in an inadequate assessment of off-site power operability or the inoperability of the electrical system or any components.
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Relay Setpoint Calculations 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee used incorrect 
and non-conservative voltage values in calculations performed to assure that electrical equipment would remain operable under degraded 
voltage conditions. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring availability, reliability, and capability of systems needed to respond to a design 
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basis accident. The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found 
to result in a loss of function. Specifically, the team did not identify any instances where using the Technical Specification degraded voltage 
allowable setpoint values would have resulted in inoperable equipment. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cooling Water Supply Portion of RCIC Not Installed per Design Basis 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee did not 
implement measures to ensure that the design basis for the cooling water supply to the lube oil cooler of RCIC was correctly translated into the 
specifications, drawings, procedures, or instructions. Specifically, the installed pressure control valve in the lube oil cooler water supply line 
was not independent of air systems, and the installed piping between the pressure control valve and lube oil cooler did not contain a restricting 
orifice. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring the reliability of the RCIC system. The issue screened as very low safety 
significance in Phase I of the SDP because it was a design deficiency that was not found to result in a loss of function. This deficiency would 
not have resulted in the RCIC system becoming inoperable due to a loss of air to the lube oil cooler pressure control valve.  
 
A contributing cause of this finding is related to the cross cutting area of Problem Identification and Resolution. The licensee had previously 
reviewed the failure positions of air-operated equipment and issued a report, "Compressed Air Systems," dated July 16, 1989. During this 
review, the licensee did not identify that the pressure control valve was not independent of the instrument air system. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Non-Conforming RCIC Pressure Control Valve 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," because the licensee failed to 
correct a longstanding non-conformance in the operation of pressure control valve PCV-13-23. The team determined through interviews with 
Vermont Yankee staff that during initial start-up testing, problems were identified with the automatic operation of this valve which affected its 
ability to properly supply cooling flow to the RCIC lube oil cooler. This issue was more than minor because it was associated with the 
Mitigating Systems attribute of Equipment Performance and affected the cornerstone objective of ensuring the reliability of the RCIC system. 
The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to result in a 
loss of function. The licensee had implemented manual actions as a compensatory measure for the operation of PCV-13-23 through the 
addition of procedural steps. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Design Control for Condensate Storage Tank Temperature 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee had neither 
established the correct condensate storage tank (CST) temperature limit for use in the plant transient analyses nor translated the CST 
temperature limit into plant procedures. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone 
attribute of Equipment Performance and affected the cornerstone objective of ensuring the reliability of the core spray system. The issue 
screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to result in a loss of 
function. Although available net positive suction head (NPSH) margin for the core spray pumps was lowered, adequate margin remained due to 
the conservatism that existed in other aspects of the licensee's NPSH analysis.  
 
A contributing cause of this finding is also related to the cross-cutting area of Problem Identification and Resolution. The licensee identified 
this issue in December 2002, but concluded that the non-conservative CST temperature had little to no effect on the transient analyses. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Revise Safe Shutdown Capability Analysis Report 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because between June 2001 to 
September 2004, the licensee did not adequately coordinate between the operations department and the engineering organization regarding 
procedure revisions that increased the length of time required to place the reactor core isolation cooling system in service from the alternate 
shutdown panels. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Human 
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Performance and affected the cornerstone objective of ensuring the availability of the RCIC system. Furthermore, this finding resulted in the 
use of the December 1999 value of time to place RCIC in service from the alternate shutdown panel in documents submitted to the NRC as part 
of the Vermont Yankee Power Uprate Safety Analysis Report. The issue screened as very low safety significance in Phase I of the SDP 
because it was a design deficiency that was not found to result in a loss of function. Although the available time margin was lowered, sufficient 
margin remained to allow operator action to manually start the RCIC system prior to reactor level reaching the top of active fuel. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate MOV Periodic Test Program 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," because the licensee had conducted 
motor-operated valve (MOV) diagnostic tests using procedures that did not include acceptance limits, which were correlated to and based on 
applicable (stem thrust and torque) design documents. Additionally, MOV diagnostic testing had been conducted solely from the motor control 
centers using test instrumentation that had not been validated to ensure its adequacy. The finding was more than minor because it affected the 
Mitigating Systems Cornerstone attribute of Equipment Performance and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems and components that respond to initiating events. Specifically, the unvalidated test method had the 
potential to affect the reliability of safety-related motor-operated valves. The issue screened as very low safety significance in Phase I of the 
SDP because it was a qualification deficiency that was not found to result in a loss of function. The team did not identify any examples of 
degraded or inoperable valves during the inspection and noted that the design basis calculations for the MOVs reviewed had available thrust 
margin of greater than 60 percent. 
Inspection Report# : 2004008(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-cited violation (NCV) of 10 CFR 50 Criterion XVI for ineffective corrective actions following a 2001 event involving starting a 
RHR pump with no suction path 
A very low safety significance, self-revealing, non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified in that Entergy personnel 
did not develop effective corrective actions to prevent recurrence following a 2001 event wherein control room operators did not verify a 
suction path existed prior to starting a residual heat removal (RHR) system pump to support shutdown cooling operations. As a result a nearly 
identical event occurred on April 10, 2004, resulting in a unplanned loss of shutdown cooling for about 15 minutes.  
 
The finding is greater than minor since it is associated with the Fuel Cladding Configuration Control Attribute of the Barrier Integrity 
Cornerstone and because it affects the associated Cornerstone objective. Specifically, the April 2004 trip of the "B" RHR pump, used to support 
shutdown cooling operations, reduced the assurance that the fuel cladding would protect the public from radio nuclide releases caused by 
accidents or events. In accordance with IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process", the finding was 
of very low safety significance. The finding did not degrade Entergy's ability to recover shutdown cooling since the "B" RHR pump was 
restarted within 15 minutes of being tripped and an adequate thermal margin was maintained via a calculated reactor coolant system time-to-
boil of greater than 24 hours.  
 
This finding affects the Cross-Cutting area of Problem Identification and Resolution. Entergy personnel did not assign effective corrective 
actions to prevent recurrence following a May 2001 trip of the "C" RHR pump which occurred when operations did not recognize that valve 
V10-17 had gone closed during a swap of vital AC power. Entergy's corrective actions relied on the operator's skill to verify a suction path was 
open prior to restarting a RHR pump rather that proceduralize the step.  
 
Inspection Report# : 2004003(pdf)  

Emergency Preparedness 

Significance:  Oct 12, 2004 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to ensure the means to provide early notification to those in the EPZ population who had, or desired to have, a TAR for areas 
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lacking siren coverage. 
In letter dated February 2, 2005, the NRC issued the Final Significance Determination for this Finding. The NOV in the letter indicated that as 
of September 23, 2004, the licensee failed to follow its emergency plan to establish the means to provide early notification and clear instruction 
to the populace within the plume exposure pathway EPZ. Specifically, a portion of the populace within the EPZ, who are outside of the range 
of sirens, did not have tone alert radios.  
 
The inspector identified an apparent violation associated with emergency planning standard 10 CFR 50.47(b)(5) which has a low to moderate 
safety significance because the method of distributing tone alert radios to members of the public outside of siren coverage was not meeting the 
intent of the design basis for the alert and notification system.  
 
The finding is greater than minor because this impacts the EP cornerstone attribute of facilities and equipment and it affects 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. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 12, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assign continuous onshift capability to read the facility seismic monitoring system for emergency classification purposes. 
The inspector identified a non-cited violation associated with emergency planning standard 10 CFR 50.47(b)(2) which was of very low safety 
significance. Specifically, the licensee failed to assign continuous onshift responsibilities for reading the facility seismic monitoring system, 
thereby affecting the ability to timely classify a seismic event which exceeded the operating basis earthquake (OBE).  
 
The finding is greater than minor because it is associated with the EP cornerstone attribute of procedure quality and affects the EP cornerstone 
objective to ensure the adequate protection of the public health and safety. 
Inspection Report# : 2004009(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Entergy exceeded the original ALARA estimate for reactor reassembly by 72% due to ineffective coordination and control of 
radiological work activities 
The inspector identified a finding of very low safety significance (Green) because Entergy exceeded the original as low as reasonably 
achievable (ALARA) exposure estimate for reactor reassembly during the Spring 2004 refueling outage by 72% due to ineffective coordination 
and control of radiological work activities which were within its ability to foresee and correct.  
 
The finding is greater than minor since it is associated with the Program and Process (ALARA Planning) attribute of the Occupational 
Radiation Safety Cornerstone and because it affects the associated Cornerstone objective. The finding is of very low safety significance (Green) 
because although it involved ALARA planning and work controls, the 3-year rolling average collective dose was less than 240 person-rem. 
This issue has been entered into Entergy's corrective action program. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 
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Significance: TBD Aug 27, 2004 
Identified By: NRC 
Item Type: AV Apparent Violation 
Did Not Keep Adequate Records, Follow Procedures, and Perform Physical Inventory of Special Nuclear Material 
The inspectors identified an apparent violation of 10 CFR 74.19 because Entergy and its predecessor did not keep adequate special nuclear 
material inventory records of two spent fuel rod pieces, did not follow its written procedures when two spent fuel rod pieces were moved to a 
fuel storage liner, and did not conduct adequate periodic physical inventories of the two spent fuel rod pieces.  
 
Because the two spent fuel rod pieces remained in the Vermont Yankee spent fuel pool, the entire time the apparent violation existed, there was 
no actual safety consequence of this apparent violation. Nevertheless, the NRC considers this apparent violation a potentially significant failure 
of Entergy's material and control accounting program. This failure could have resulted in these two spent fuel rod pieces being inappropriately 
included in a shipment of radioactive material to a low-level radioactive waste site.  
 
The disposition of this apparent violation is still under review by NRC management. 
Inspection Report# : 2004007(pdf)  

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

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Technician Did Not Follow Non-Safety Related Maintenance Procedure Which Resulted in a Reactor Water Level and Power 
Perturbation 
A very low safety significance, self-revealing finding was identified because an instrumentation and control (I&C) technician did not follow 
instructions contained in a maintenance procedure. Rather than isolating the air supply to condensate demineralizer system valve SP-52-E1C, 
the technician inadvertently isolated the air supply to an adjacent valve which ultimately resulted in a small reactor vessel level and power 
perturbation.  
 
This finding is greater than minor since it is associated with the Configuration Control-Operating Equipment Lineup attribute of the Initiating 
Events Cornerstone and because it affects the associated Cornerstone Objective to limit the likelihood of those events that upset plant stability 
during power operations. In accordance with IMC 0609, Appendix A, "Significance Determination of Reactor Findings for At-Power 
Situations," the inspectors conducted an SDP Phase 1 screening. The inspectors determined that the finding is of very low safety significance 
since it does not contribute to the likelihood of a primary or secondary system loss of coolant accident, does not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigating equipment or functions would not be available, and does not increase the 
likelihood of a fire or internal/external flood.  
 
A contributing cause of this finding is related to the personnel subcategory in the cross-cutting area of human performance. The I&C technician 
did not apply the required self-checking techniques (i.e., did not read the valve identification tag to verify he was manipulating the correct 
valve) while attempting to close valve SP-52-E1C. (Section 1R04)  
 
Inspection Report# : 2005002(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Did Not Effectively Incorporate Operating Experience into the Preventive Maintenance Strategy for the 22 Kilovolt Electrical System
A very low safety significance (Green) self-revealing finding was identified because Entergy did not effectively incorporate industry operating 
experience into the preventive maintenance strategy for the 22 Kilovolt (KV) electrical system as required by Entergy's preventive maintenance 
program. Specifically, Entergy's preventive maintenance strategy for the 22 KV electrical system did not effectively include information from 
industry operating experience related to inspections of isophase bus bars and flexible connections or the periodic testing of surge arresters or 
capacitors located in the generator potential transformer cabinets. As a result, degraded conditions on the "B" phase bus bar flexible connection 
and within the "A" phase surge arrester went unidentified resulting in a two-phase electrical fault-to-ground that ignited a fire on top of the 
main transformer and ultimately resulted in an automatic reactor scram.  
 
The finding is greater than minor since it is associated with the Equipment Performance-Maintenance attribute of the Initiating Events 
Cornerstone and because it affects the associated Cornerstone objective. In accordance with IMC 0609, Appendix A, "Significance 
Determination of Reactor Findings for At-Power Situations," the inspectors conducted a SDP Phase 1 screening and determined that an SDP 
Phase 3 analysis was required since the finding resulted in a reactor scram and a fire on the main transformer but did not result in exceeding 
Technical Specification limits for identified reactor coolant system leakage and did not result in a total loss of safety function of a mitigating 
system. The Region I senior reactor analyst conducted a Phase 3 analysis and determined that the finding is of very low safety significance 
(Green) due to the resultant small increase in both core damage and large early release frequencies. This issue has been entered into Entergy's 
corrective action program. 
Inspection Report# : 2004005(pdf)  

Mitigating Systems 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Entergy Did Not Notify the NRC of a Licensed Senior Operator's Medical Condition 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.74(c) because Entergy did not notify the NRC within 30 days of the 
identification of a medical condition that caused a licensed senior operator to fail to meet the requirements of 10 CFR 55.21. That medical 
condition ultimately required the NRC to issue a conditional [restricted] license. Specifically, Entergy became aware of a medical condition in 
March 2004 that caused a licensed senior operator to fail to meet the requirements of 10 CFR 55.21 and for which a conditional [restricted] 
license was required. However, Entergy did not notify the NRC of the medical condition until five months later, in August 2004.  
 
Entergy's failure to report the medical condition to the NRC impacted the regulatory process, in that, between April and August 2004, the NRC 
was unaware of a medical condition that warranted issuance of a conditional [restricted] license. Because the finding impacted the regulatory 
process, it was dispositioned using the traditional enforcement process instead of the significance determination process. This issue has been 
entered into Entergy's corrective actions program. 
Inspection Report# : 2004006(pdf)  

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Isolation of Normal Control Power Source for RCIC Steam Supply Line Isolation Valve 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix R, Section III.G.3 because VYNPS did not ensure electrical isolation 
of the normal control power source for the reactor core isolation cooling (RCIC) steam supply line isolation valve (MOV 13-15) when it is 
being operated in the alternate safe shutdown mode during an evacuation of the control room fire scenario.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone of equipment reliability, in that closure of the RCIC 
supply line isolation valve could result in RCIC failure during an alternate shutdown fire scenario. The finding is of low significance because 
the likelihood of occurrence of a fire in the control room that could damage the valve control wire to the RCIC supply line isolation valve is 
small, there are no significant combustibles in the area and no loss of post fire capability occurred. 
Inspection Report# : 2004010(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Availability of Power from Vernon Station 
The team identified a non-cited violation of 10 CFR Part 50.63, "Loss of All Alternating Current Power," because the licensee had not 
completed a coping analysis for the period of time the alternate alternating current (AC) source (the Vernon Hydro-Electric Station) would be 
unavailable and had not demonstrated by test the time required to make the alternate source available for a station blackout involving a grid 
collapse. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring availability, reliability, and capability of systems needed to respond to a station 
blackout. The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to 
result in a loss of function. Specifically, the team found that the licensee's preliminary coping analysis, performed during the inspection, 
demonstrated a four-hour coping time which should be sufficient to envelope the time required to start and align the Vernon Station. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures for Assessing Off-site Power Operability 
The team identified a non-cited violation of Technical Specifications 6.4.C, "Procedures," because the licensee failed to establish adequate 
procedures for determining the operability of the 115 kilovolt (kV) Keene line, which is designated as an alternate immediate access power 
source if the 345/115 kV auto transformer is lost. This issue was more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Procedural Quality and affected the cornerstone objective of ensuring availability, reliability, and capability of systems 
needed to respond to a loss of off-site power. The issue screened as very low safety significance in Phase I of the SDP because it was a design 
deficiency that was not found to result in a loss of function. Specifically, the team did not identify any instances where the lack of procedural 
guidance had resulted in an inadequate assessment of off-site power operability or the inoperability of the electrical system or any components.
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Relay Setpoint Calculations 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee used incorrect 
and non-conservative voltage values in calculations performed to assure that electrical equipment would remain operable under degraded 
voltage conditions. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
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Performance and affected the cornerstone objective of ensuring availability, reliability, and capability of systems needed to respond to a design 
basis accident. The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found 
to result in a loss of function. Specifically, the team did not identify any instances where using the Technical Specification degraded voltage 
allowable setpoint values would have resulted in inoperable equipment. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cooling Water Supply Portion of RCIC Not Installed per Design Basis 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee did not 
implement measures to ensure that the design basis for the cooling water supply to the lube oil cooler of RCIC was correctly translated into the 
specifications, drawings, procedures, or instructions. Specifically, the installed pressure control valve in the lube oil cooler water supply line 
was not independent of air systems, and the installed piping between the pressure control valve and lube oil cooler did not contain a restricting 
orifice. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring the reliability of the RCIC system. The issue screened as very low safety 
significance in Phase I of the SDP because it was a design deficiency that was not found to result in a loss of function. This deficiency would 
not have resulted in the RCIC system becoming inoperable due to a loss of air to the lube oil cooler pressure control valve.  
 
A contributing cause of this finding is related to the cross cutting area of Problem Identification and Resolution. The licensee had previously 
reviewed the failure positions of air-operated equipment and issued a report, "Compressed Air Systems," dated July 16, 1989. During this 
review, the licensee did not identify that the pressure control valve was not independent of the instrument air system. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Non-Conforming RCIC Pressure Control Valve 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," because the licensee failed to 
correct a longstanding non-conformance in the operation of pressure control valve PCV-13-23. The team determined through interviews with 
Vermont Yankee staff that during initial start-up testing, problems were identified with the automatic operation of this valve which affected its 
ability to properly supply cooling flow to the RCIC lube oil cooler. This issue was more than minor because it was associated with the 
Mitigating Systems attribute of Equipment Performance and affected the cornerstone objective of ensuring the reliability of the RCIC system. 
The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to result in a 
loss of function. The licensee had implemented manual actions as a compensatory measure for the operation of PCV-13-23 through the 
addition of procedural steps. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Design Control for Condensate Storage Tank Temperature 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee had neither 
established the correct condensate storage tank (CST) temperature limit for use in the plant transient analyses nor translated the CST 
temperature limit into plant procedures. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone 
attribute of Equipment Performance and affected the cornerstone objective of ensuring the reliability of the core spray system. The issue 
screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to result in a loss of 
function. Although available net positive suction head (NPSH) margin for the core spray pumps was lowered, adequate margin remained due to 
the conservatism that existed in other aspects of the licensee's NPSH analysis.  
 
A contributing cause of this finding is also related to the cross-cutting area of Problem Identification and Resolution. The licensee identified 
this issue in December 2002, but concluded that the non-conservative CST temperature had little to no effect on the transient analyses. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Revise Safe Shutdown Capability Analysis Report 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because between June 2001 to 
September 2004, the licensee did not adequately coordinate between the operations department and the engineering organization regarding 
procedure revisions that increased the length of time required to place the reactor core isolation cooling system in service from the alternate 
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shutdown panels. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Human 
Performance and affected the cornerstone objective of ensuring the availability of the RCIC system. Furthermore, this finding resulted in the 
use of the December 1999 value of time to place RCIC in service from the alternate shutdown panel in documents submitted to the NRC as part 
of the Vermont Yankee Power Uprate Safety Analysis Report. The issue screened as very low safety significance in Phase I of the SDP 
because it was a design deficiency that was not found to result in a loss of function. Although the available time margin was lowered, sufficient 
margin remained to allow operator action to manually start the RCIC system prior to reactor level reaching the top of active fuel. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate MOV Periodic Test Program 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," because the licensee had conducted 
motor-operated valve (MOV) diagnostic tests using procedures that did not include acceptance limits, which were correlated to and based on 
applicable (stem thrust and torque) design documents. Additionally, MOV diagnostic testing had been conducted solely from the motor control 
centers using test instrumentation that had not been validated to ensure its adequacy. The finding was more than minor because it affected the 
Mitigating Systems Cornerstone attribute of Equipment Performance and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems and components that respond to initiating events. Specifically, the unvalidated test method had the 
potential to affect the reliability of safety-related motor-operated valves. The issue screened as very low safety significance in Phase I of the 
SDP because it was a qualification deficiency that was not found to result in a loss of function. The team did not identify any examples of 
degraded or inoperable valves during the inspection and noted that the design basis calculations for the MOVs reviewed had available thrust 
margin of greater than 60 percent. 
Inspection Report# : 2004008(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-cited violation (NCV) of 10 CFR 50 Criterion XVI for ineffective corrective actions following a 2001 event involving starting a 
RHR pump with no suction path 
A very low safety significance, self-revealing, non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified in that Entergy personnel 
did not develop effective corrective actions to prevent recurrence following a 2001 event wherein control room operators did not verify a 
suction path existed prior to starting a residual heat removal (RHR) system pump to support shutdown cooling operations. As a result a nearly 
identical event occurred on April 10, 2004, resulting in a unplanned loss of shutdown cooling for about 15 minutes.  
 
The finding is greater than minor since it is associated with the Fuel Cladding Configuration Control Attribute of the Barrier Integrity 
Cornerstone and because it affects the associated Cornerstone objective. Specifically, the April 2004 trip of the "B" RHR pump, used to support 
shutdown cooling operations, reduced the assurance that the fuel cladding would protect the public from radio nuclide releases caused by 
accidents or events. In accordance with IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process", the finding was 
of very low safety significance. The finding did not degrade Entergy's ability to recover shutdown cooling since the "B" RHR pump was 
restarted within 15 minutes of being tripped and an adequate thermal margin was maintained via a calculated reactor coolant system time-to-
boil of greater than 24 hours.  
 
This finding affects the Cross-Cutting area of Problem Identification and Resolution. Entergy personnel did not assign effective corrective 
actions to prevent recurrence following a May 2001 trip of the "C" RHR pump which occurred when operations did not recognize that valve 
V10-17 had gone closed during a swap of vital AC power. Entergy's corrective actions relied on the operator's skill to verify a suction path was 
open prior to restarting a RHR pump rather that proceduralize the step.  
 
Inspection Report# : 2004003(pdf)  

Emergency Preparedness 

Significance:  Oct 12, 2004 
Identified By: NRC 
Item Type: AV Apparent Violation 
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Failure to ensure the means to provide early notification to those in the EPZ population who had, or desired to have, a TAR for areas 
lacking siren coverage. 
In letter dated February 2, 2005, the NRC issued the Final Significance Determination for this Finding. The NOV in the letter indicated that as 
of September 23, 2004, the licensee failed to follow its emergency plan to establish the means to provide early notification and clear instruction 
to the populace within the plume exposure pathway EPZ. Specifically, a portion of the populace within the EPZ, who are outside of the range 
of sirens, did not have tone alert radios.  
 
The inspector identified an apparent violation associated with emergency planning standard 10 CFR 50.47(b)(5) which has a low to moderate 
safety significance because the method of distributing tone alert radios to members of the public outside of siren coverage was not meeting the 
intent of the design basis for the alert and notification system.  
 
The finding is greater than minor because this impacts the EP cornerstone attribute of facilities and equipment and it affects 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. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 12, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assign continuous onshift capability to read the facility seismic monitoring system for emergency classification purposes. 
The inspector identified a non-cited violation associated with emergency planning standard 10 CFR 50.47(b)(2) which was of very low safety 
significance. Specifically, the licensee failed to assign continuous onshift responsibilities for reading the facility seismic monitoring system, 
thereby affecting the ability to timely classify a seismic event which exceeded the operating basis earthquake (OBE).  
 
The finding is greater than minor because it is associated with the EP cornerstone attribute of procedure quality and affects the EP cornerstone 
objective to ensure the adequate protection of the public health and safety. 
Inspection Report# : 2004009(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Entergy exceeded the original ALARA estimate for reactor reassembly by 72% due to ineffective coordination and control of 
radiological work activities 
The inspector identified a finding of very low safety significance (Green) because Entergy exceeded the original as low as reasonably 
achievable (ALARA) exposure estimate for reactor reassembly during the Spring 2004 refueling outage by 72% due to ineffective coordination 
and control of radiological work activities which were within its ability to foresee and correct.  
 
The finding is greater than minor since it is associated with the Program and Process (ALARA Planning) attribute of the Occupational 
Radiation Safety Cornerstone and because it affects the associated Cornerstone objective. The finding is of very low safety significance (Green) 
because although it involved ALARA planning and work controls, the 3-year rolling average collective dose was less than 240 person-rem. 
This issue has been entered into Entergy's corrective action program. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 
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Miscellaneous 

Significance: TBD Aug 27, 2004 
Identified By: NRC 
Item Type: AV Apparent Violation 
Did Not Keep Adequate Records, Follow Procedures, and Perform Physical Inventory of Special Nuclear Material 
The inspectors identified an apparent violation of 10 CFR 74.19 because Entergy and its predecessor did not keep adequate special nuclear 
material inventory records of two spent fuel rod pieces, did not follow its written procedures when two spent fuel rod pieces were moved to a 
fuel storage liner, and did not conduct adequate periodic physical inventories of the two spent fuel rod pieces.  
 
Because the two spent fuel rod pieces remained in the Vermont Yankee spent fuel pool, the entire time the apparent violation existed, there was 
no actual safety consequence of this apparent violation. Nevertheless, the NRC considers this apparent violation a potentially significant failure 
of Entergy's material and control accounting program. This failure could have resulted in these two spent fuel rod pieces being inappropriately 
included in a shipment of radioactive material to a low-level radioactive waste site.  
 
The disposition of this apparent violation is still under review by NRC management. 
Inspection Report# : 2004007(pdf)  

Last modified : June 17, 2005 
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Vermont Yankee 
2Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Technician Did Not Follow Non-Safety Related Maintenance Procedure Which Resulted in a Reactor Water Level and Power 
Perturbation 
A very low safety significance, self-revealing finding was identified because an instrumentation and control (I&C) technician did not follow 
instructions contained in a maintenance procedure. Rather than isolating the air supply to condensate demineralizer system valve SP-52-E1C, 
the technician inadvertently isolated the air supply to an adjacent valve which ultimately resulted in a small reactor vessel level and power 
perturbation.  
 
This finding is greater than minor since it is associated with the Configuration Control-Operating Equipment Lineup attribute of the Initiating 
Events Cornerstone and because it affects the associated Cornerstone Objective to limit the likelihood of those events that upset plant stability 
during power operations. In accordance with IMC 0609, Appendix A, "Significance Determination of Reactor Findings for At-Power 
Situations," the inspectors conducted an SDP Phase 1 screening. The inspectors determined that the finding is of very low safety significance 
since it does not contribute to the likelihood of a primary or secondary system loss of coolant accident, does not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigating equipment or functions would not be available, and does not increase the 
likelihood of a fire or internal/external flood.  
 
A contributing cause of this finding is related to the personnel subcategory in the cross-cutting area of human performance. The I&C technician 
did not apply the required self-checking techniques (i.e., did not read the valve identification tag to verify he was manipulating the correct 
valve) while attempting to close valve SP-52-E1C. (Section 1R04)  
 
Inspection Report# : 2005002(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Did Not Effectively Incorporate Operating Experience into the Preventive Maintenance Strategy for the 22 Kilovolt Electrical System
A very low safety significance (Green) self-revealing finding was identified because Entergy did not effectively incorporate industry operating 
experience into the preventive maintenance strategy for the 22 Kilovolt (KV) electrical system as required by Entergy's preventive maintenance 
program. Specifically, Entergy's preventive maintenance strategy for the 22 KV electrical system did not effectively include information from 
industry operating experience related to inspections of isophase bus bars and flexible connections or the periodic testing of surge arresters or 
capacitors located in the generator potential transformer cabinets. As a result, degraded conditions on the "B" phase bus bar flexible connection 
and within the "A" phase surge arrester went unidentified resulting in a two-phase electrical fault-to-ground that ignited a fire on top of the 
main transformer and ultimately resulted in an automatic reactor scram.  
 
The finding is greater than minor since it is associated with the Equipment Performance-Maintenance attribute of the Initiating Events 
Cornerstone and because it affects the associated Cornerstone objective. In accordance with IMC 0609, Appendix A, "Significance 
Determination of Reactor Findings for At-Power Situations," the inspectors conducted a SDP Phase 1 screening and determined that an SDP 
Phase 3 analysis was required since the finding resulted in a reactor scram and a fire on the main transformer but did not result in exceeding 
Technical Specification limits for identified reactor coolant system leakage and did not result in a total loss of safety function of a mitigating 
system. The Region I senior reactor analyst conducted a Phase 3 analysis and determined that the finding is of very low safety significance 
(Green) due to the resultant small increase in both core damage and large early release frequencies. This issue has been entered into Entergy's 
corrective action program. 
Inspection Report# : 2004005(pdf)  

Mitigating Systems 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Entergy Did Not Notify the NRC of a Licensed Senior Operator's Medical Condition 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.74(c) because Entergy did not notify the NRC within 30 days of the 
identification of a medical condition that caused a licensed senior operator to fail to meet the requirements of 10 CFR 55.21. That medical 
condition ultimately required the NRC to issue a conditional [restricted] license. Specifically, Entergy became aware of a medical condition in 
March 2004 that caused a licensed senior operator to fail to meet the requirements of 10 CFR 55.21 and for which a conditional [restricted] 
license was required. However, Entergy did not notify the NRC of the medical condition until five months later, in August 2004.  
 
Entergy's failure to report the medical condition to the NRC impacted the regulatory process, in that, between April and August 2004, the NRC 
was unaware of a medical condition that warranted issuance of a conditional [restricted] license. Because the finding impacted the regulatory 
process, it was dispositioned using the traditional enforcement process instead of the significance determination process. This issue has been 
entered into Entergy's corrective actions program. 
Inspection Report# : 2004006(pdf)  

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Isolation of Normal Control Power Source for RCIC Steam Supply Line Isolation Valve 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix R, Section III.G.3 because VYNPS did not ensure electrical isolation 
of the normal control power source for the reactor core isolation cooling (RCIC) steam supply line isolation valve (MOV 13-15) when it is 
being operated in the alternate safe shutdown mode during an evacuation of the control room fire scenario.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone of equipment reliability, in that closure of the RCIC 
supply line isolation valve could result in RCIC failure during an alternate shutdown fire scenario. The finding is of low significance because 
the likelihood of occurrence of a fire in the control room that could damage the valve control wire to the RCIC supply line isolation valve is 
small, there are no significant combustibles in the area and no loss of post fire capability occurred. 
Inspection Report# : 2004010(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Availability of Power from Vernon Station 
The team identified a non-cited violation of 10 CFR Part 50.63, "Loss of All Alternating Current Power," because the licensee had not 
completed a coping analysis for the period of time the alternate alternating current (AC) source (the Vernon Hydro-Electric Station) would be 
unavailable and had not demonstrated by test the time required to make the alternate source available for a station blackout involving a grid 
collapse. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring availability, reliability, and capability of systems needed to respond to a station 
blackout. The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to 
result in a loss of function. Specifically, the team found that the licensee's preliminary coping analysis, performed during the inspection, 
demonstrated a four-hour coping time which should be sufficient to envelope the time required to start and align the Vernon Station. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures for Assessing Off-site Power Operability 
The team identified a non-cited violation of Technical Specifications 6.4.C, "Procedures," because the licensee failed to establish adequate 
procedures for determining the operability of the 115 kilovolt (kV) Keene line, which is designated as an alternate immediate access power 
source if the 345/115 kV auto transformer is lost. This issue was more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Procedural Quality and affected the cornerstone objective of ensuring availability, reliability, and capability of systems 
needed to respond to a loss of off-site power. The issue screened as very low safety significance in Phase I of the SDP because it was a design 
deficiency that was not found to result in a loss of function. Specifically, the team did not identify any instances where the lack of procedural 
guidance had resulted in an inadequate assessment of off-site power operability or the inoperability of the electrical system or any components.
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Relay Setpoint Calculations 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee used incorrect 
and non-conservative voltage values in calculations performed to assure that electrical equipment would remain operable under degraded 
voltage conditions. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
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Performance and affected the cornerstone objective of ensuring availability, reliability, and capability of systems needed to respond to a design 
basis accident. The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found 
to result in a loss of function. Specifically, the team did not identify any instances where using the Technical Specification degraded voltage 
allowable setpoint values would have resulted in inoperable equipment. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cooling Water Supply Portion of RCIC Not Installed per Design Basis 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee did not 
implement measures to ensure that the design basis for the cooling water supply to the lube oil cooler of RCIC was correctly translated into the 
specifications, drawings, procedures, or instructions. Specifically, the installed pressure control valve in the lube oil cooler water supply line 
was not independent of air systems, and the installed piping between the pressure control valve and lube oil cooler did not contain a restricting 
orifice. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring the reliability of the RCIC system. The issue screened as very low safety 
significance in Phase I of the SDP because it was a design deficiency that was not found to result in a loss of function. This deficiency would 
not have resulted in the RCIC system becoming inoperable due to a loss of air to the lube oil cooler pressure control valve.  
 
A contributing cause of this finding is related to the cross cutting area of Problem Identification and Resolution. The licensee had previously 
reviewed the failure positions of air-operated equipment and issued a report, "Compressed Air Systems," dated July 16, 1989. During this 
review, the licensee did not identify that the pressure control valve was not independent of the instrument air system. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Non-Conforming RCIC Pressure Control Valve 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," because the licensee failed to 
correct a longstanding non-conformance in the operation of pressure control valve PCV-13-23. The team determined through interviews with 
Vermont Yankee staff that during initial start-up testing, problems were identified with the automatic operation of this valve which affected its 
ability to properly supply cooling flow to the RCIC lube oil cooler. This issue was more than minor because it was associated with the 
Mitigating Systems attribute of Equipment Performance and affected the cornerstone objective of ensuring the reliability of the RCIC system. 
The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to result in a 
loss of function. The licensee had implemented manual actions as a compensatory measure for the operation of PCV-13-23 through the 
addition of procedural steps. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Design Control for Condensate Storage Tank Temperature 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee had neither 
established the correct condensate storage tank (CST) temperature limit for use in the plant transient analyses nor translated the CST 
temperature limit into plant procedures. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone 
attribute of Equipment Performance and affected the cornerstone objective of ensuring the reliability of the core spray system. The issue 
screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to result in a loss of 
function. Although available net positive suction head (NPSH) margin for the core spray pumps was lowered, adequate margin remained due to 
the conservatism that existed in other aspects of the licensee's NPSH analysis.  
 
A contributing cause of this finding is also related to the cross-cutting area of Problem Identification and Resolution. The licensee identified 
this issue in December 2002, but concluded that the non-conservative CST temperature had little to no effect on the transient analyses. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Revise Safe Shutdown Capability Analysis Report 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because between June 2001 to 
September 2004, the licensee did not adequately coordinate between the operations department and the engineering organization regarding 
procedure revisions that increased the length of time required to place the reactor core isolation cooling system in service from the alternate 
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shutdown panels. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Human 
Performance and affected the cornerstone objective of ensuring the availability of the RCIC system. Furthermore, this finding resulted in the 
use of the December 1999 value of time to place RCIC in service from the alternate shutdown panel in documents submitted to the NRC as part 
of the Vermont Yankee Power Uprate Safety Analysis Report. The issue screened as very low safety significance in Phase I of the SDP 
because it was a design deficiency that was not found to result in a loss of function. Although the available time margin was lowered, sufficient 
margin remained to allow operator action to manually start the RCIC system prior to reactor level reaching the top of active fuel. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate MOV Periodic Test Program 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," because the licensee had conducted 
motor-operated valve (MOV) diagnostic tests using procedures that did not include acceptance limits, which were correlated to and based on 
applicable (stem thrust and torque) design documents. Additionally, MOV diagnostic testing had been conducted solely from the motor control 
centers using test instrumentation that had not been validated to ensure its adequacy. The finding was more than minor because it affected the 
Mitigating Systems Cornerstone attribute of Equipment Performance and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems and components that respond to initiating events. Specifically, the unvalidated test method had the 
potential to affect the reliability of safety-related motor-operated valves. The issue screened as very low safety significance in Phase I of the 
SDP because it was a qualification deficiency that was not found to result in a loss of function. The team did not identify any examples of 
degraded or inoperable valves during the inspection and noted that the design basis calculations for the MOVs reviewed had available thrust 
margin of greater than 60 percent. 
Inspection Report# : 2004008(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Oct 12, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Failure to ensure the means to provide early notification to those in the EPZ population who had, or desired to have, a TAR for areas 
lacking siren coverage. 
In letter dated February 2, 2005, the NRC issued the Final Significance Determination for a White finding. The NOV in the letter indicated that 
as of September 23, 2004, the licensee failed to follow its emergency plan to establish the means to provide early notification and clear 
instruction to the populace within the plume exposure pathway EPZ. Specifically, a portion of the populace within the EPZ, who are outside of 
the range of sirens, did not have tone alert radios.  
 
The issue is White because an emergency preparedness risk significanct planning standard, namely, the ability to provide early notification and 
clear instruction to the populace within the plume exposure pathway EPZ was degraded.  
 
The NRC performed a supplemental inspection in Inspection Report 05000271/2005007 issued on July 11, 2005. The inspectors determined 
that Entergy performed a comprehensive evaluation of the tone alert radio issue. Entergy's evaluation identified the primary root causes of the 
performance issue to be ineffective management control and oversight of the tone alert radio program. Entergy's extent of condition and cause 
review was acceptable in that other emergency preparedness functions were reviewed to ensure adequate formalized processes were being 
implemented to preclude deterioration of those functions. The primary corrective action was to develop and implement a formal process for the 
distribution, maintenance, and testing of the tone alert radios. The inspectors determined that the effectiveness reviews to ensure the adequacy 
of the correction actions were appropriate.  
 
Inspection Report# : 2004009(pdf)  
Inspection Report# : 2005007(pdf)  

Significance:  Oct 12, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assign continuous onshift capability to read the facility seismic monitoring system for emergency classification purposes.
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The inspector identified a non-cited violation associated with emergency planning standard 10 CFR 50.47(b)(2) which was of very low safety 
significance. Specifically, the licensee failed to assign continuous onshift responsibilities for reading the facility seismic monitoring system, 
thereby affecting the ability to timely classify a seismic event which exceeded the operating basis earthquake (OBE).  
 
The finding is greater than minor because it is associated with the EP cornerstone attribute of procedure quality and affects the EP cornerstone 
objective to ensure the adequate protection of the public health and safety. 
Inspection Report# : 2004009(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Entergy exceeded the original ALARA estimate for reactor reassembly by 72% due to ineffective coordination and control of 
radiological work activities 
The inspector identified a finding of very low safety significance (Green) because Entergy exceeded the original as low as reasonably 
achievable (ALARA) exposure estimate for reactor reassembly during the Spring 2004 refueling outage by 72% due to ineffective coordination 
and control of radiological work activities which were within its ability to foresee and correct.  
 
The finding is greater than minor since it is associated with the Program and Process (ALARA Planning) attribute of the Occupational 
Radiation Safety Cornerstone and because it affects the associated Cornerstone objective. The finding is of very low safety significance (Green) 
because although it involved ALARA planning and work controls, the 3-year rolling average collective dose was less than 240 person-rem. 
This issue has been entered into Entergy's corrective action program. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: SL-III Aug 27, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Did Not Keep Adequate Records, Follow Procedures, and Perform Physical Inventory of Special Nuclear Material 
In a letter dated June 22, 2005, the NRC issues a Severity Level II violation Supplement III. Specifically between January 1980 and July 13, 
2004, two irradiated fuel rod pieces were not in their proper location in the spent fuel pool as detailed in the inventory records. In addition, 
during that time you failed to ensure that either (1) the fuel rod pieces remained there; or (2) the records indicated the new location of the pieces 
after they moved. You also failed to conduct adequate inventories of the location of the two fuel pieces.  
 
The inspectors identified an apparent violation of 10 CFR 74.19 because Entergy and its predecessor did not keep adequate special nuclear 
material inventory records of two spent fuel rod pieces, did not follow its written procedures when two spent fuel rod pieces were moved to a 
fuel storage liner, and did not conduct adequate periodic physical inventories of the two spent fuel rod pieces.  
 
Because the two spent fuel rod pieces remained in the Vermont Yankee spent fuel pool, the entire time the apparent violation existed, there was 
no actual safety consequence of this apparent violation. Nevertheless, the NRC considers this apparent violation a potentially significant failure 
of Entergy's material and control accounting program. This failure could have resulted in these two spent fuel rod pieces being inappropriately 
included in a shipment of radioactive material to a low-level radioactive waste site. 
Inspection Report# : 2004007(pdf)  
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Vermont Yankee 
3Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Technician Did Not Follow Non-Safety Related Maintenance Procedure Which Resulted in a Reactor Water Level and Power 
Perturbation 
A very low safety significance, self-revealing finding was identified because an instrumentation and control (I&C) technician did not follow 
instructions contained in a maintenance procedure. Rather than isolating the air supply to condensate demineralizer system valve SP-52-E1C, 
the technician inadvertently isolated the air supply to an adjacent valve which ultimately resulted in a small reactor vessel level and power 
perturbation.  
 
This finding is greater than minor since it is associated with the Configuration Control-Operating Equipment Lineup attribute of the Initiating 
Events Cornerstone and because it affects the associated Cornerstone Objective to limit the likelihood of those events that upset plant stability 
during power operations. In accordance with IMC 0609, Appendix A, "Significance Determination of Reactor Findings for At-Power 
Situations," the inspectors conducted an SDP Phase 1 screening. The inspectors determined that the finding is of very low safety significance 
since it does not contribute to the likelihood of a primary or secondary system loss of coolant accident, does not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigating equipment or functions would not be available, and does not increase the 
likelihood of a fire or internal/external flood.  
 
A contributing cause of this finding is related to the personnel subcategory in the cross-cutting area of human performance. The I&C technician 
did not apply the required self-checking techniques (i.e., did not read the valve identification tag to verify he was manipulating the correct 
valve) while attempting to close valve SP-52-E1C. (Section 1R04)  
 
Inspection Report# : 2005002(pdf)  

Mitigating Systems 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy Did Not Notify the NRC of a Licensed Senior Operator's Medical Condition 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.74(c) because Entergy did not notify the NRC within 30 days of the 
identification of a medical condition that caused a licensed senior operator to fail to meet the requirements of 10 CFR 55.21. That medical 
condition ultimately required the NRC to issue a conditional [restricted] license. Specifically, Entergy became aware of a medical condition in 
March 2004 that caused a licensed senior operator to fail to meet the requirements of 10 CFR 55.21 and for which a conditional [restricted] 
license was required. However, Entergy did not notify the NRC of the medical condition until five months later, in August 2004.  
 
Entergy's failure to report the medical condition to the NRC impacted the regulatory process, in that, between April and August 2004, the NRC 
was unaware of a medical condition that warranted issuance of a conditional [restricted] license. Because the finding impacted the regulatory 
process, it was dispositioned using the traditional enforcement process instead of the significance determination process. This issue has been 
entered into Entergy's corrective actions program. 
Inspection Report# : 2004006(pdf)  

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Isolation of Normal Control Power Source for RCIC Steam Supply Line Isolation Valve 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix R, Section III.G.3 because VYNPS did not ensure electrical isolation 
of the normal control power source for the reactor core isolation cooling (RCIC) steam supply line isolation valve (MOV 13-15) when it is 
being operated in the alternate safe shutdown mode during an evacuation of the control room fire scenario.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone of equipment reliability, in that closure of the RCIC 
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supply line isolation valve could result in RCIC failure during an alternate shutdown fire scenario. The finding is of low significance because 
the likelihood of occurrence of a fire in the control room that could damage the valve control wire to the RCIC supply line isolation valve is 
small, there are no significant combustibles in the area and no loss of post fire capability occurred. 
Inspection Report# : 2004010(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Availability of Power from Vernon Station 
The team identified a non-cited violation of 10 CFR Part 50.63, "Loss of All Alternating Current Power," because the licensee had not 
completed a coping analysis for the period of time the alternate alternating current (AC) source (the Vernon Hydro-Electric Station) would be 
unavailable and had not demonstrated by test the time required to make the alternate source available for a station blackout involving a grid 
collapse. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring availability, reliability, and capability of systems needed to respond to a station 
blackout. The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to 
result in a loss of function. Specifically, the team found that the licensee's preliminary coping analysis, performed during the inspection, 
demonstrated a four-hour coping time which should be sufficient to envelope the time required to start and align the Vernon Station. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures for Assessing Off-site Power Operability 
The team identified a non-cited violation of Technical Specifications 6.4.C, "Procedures," because the licensee failed to establish adequate 
procedures for determining the operability of the 115 kilovolt (kV) Keene line, which is designated as an alternate immediate access power 
source if the 345/115 kV auto transformer is lost. This issue was more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Procedural Quality and affected the cornerstone objective of ensuring availability, reliability, and capability of systems 
needed to respond to a loss of off-site power. The issue screened as very low safety significance in Phase I of the SDP because it was a design 
deficiency that was not found to result in a loss of function. Specifically, the team did not identify any instances where the lack of procedural 
guidance had resulted in an inadequate assessment of off-site power operability or the inoperability of the electrical system or any components.
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Relay Setpoint Calculations 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee used incorrect 
and non-conservative voltage values in calculations performed to assure that electrical equipment would remain operable under degraded 
voltage conditions. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring availability, reliability, and capability of systems needed to respond to a design 
basis accident. The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found 
to result in a loss of function. Specifically, the team did not identify any instances where using the Technical Specification degraded voltage 
allowable setpoint values would have resulted in inoperable equipment. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cooling Water Supply Portion of RCIC Not Installed per Design Basis 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee did not 
implement measures to ensure that the design basis for the cooling water supply to the lube oil cooler of RCIC was correctly translated into the 
specifications, drawings, procedures, or instructions. Specifically, the installed pressure control valve in the lube oil cooler water supply line 
was not independent of air systems, and the installed piping between the pressure control valve and lube oil cooler did not contain a restricting 
orifice. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment 
Performance and affected the cornerstone objective of ensuring the reliability of the RCIC system. The issue screened as very low safety 
significance in Phase I of the SDP because it was a design deficiency that was not found to result in a loss of function. This deficiency would 
not have resulted in the RCIC system becoming inoperable due to a loss of air to the lube oil cooler pressure control valve.  
 
A contributing cause of this finding is related to the cross cutting area of Problem Identification and Resolution. The licensee had previously 
reviewed the failure positions of air-operated equipment and issued a report, "Compressed Air Systems," dated July 16, 1989. During this 
review, the licensee did not identify that the pressure control valve was not independent of the instrument air system. 
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Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Non-Conforming RCIC Pressure Control Valve 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," because the licensee failed to 
correct a longstanding non-conformance in the operation of pressure control valve PCV-13-23. The team determined through interviews with 
Vermont Yankee staff that during initial start-up testing, problems were identified with the automatic operation of this valve which affected its 
ability to properly supply cooling flow to the RCIC lube oil cooler. This issue was more than minor because it was associated with the 
Mitigating Systems attribute of Equipment Performance and affected the cornerstone objective of ensuring the reliability of the RCIC system. 
The issue screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to result in a 
loss of function. The licensee had implemented manual actions as a compensatory measure for the operation of PCV-13-23 through the 
addition of procedural steps. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Design Control for Condensate Storage Tank Temperature 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee had neither 
established the correct condensate storage tank (CST) temperature limit for use in the plant transient analyses nor translated the CST 
temperature limit into plant procedures. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone 
attribute of Equipment Performance and affected the cornerstone objective of ensuring the reliability of the core spray system. The issue 
screened as very low safety significance in Phase I of the SDP because it was a design deficiency that was not found to result in a loss of 
function. Although available net positive suction head (NPSH) margin for the core spray pumps was lowered, adequate margin remained due to 
the conservatism that existed in other aspects of the licensee's NPSH analysis.  
 
A contributing cause of this finding is also related to the cross-cutting area of Problem Identification and Resolution. The licensee identified 
this issue in December 2002, but concluded that the non-conservative CST temperature had little to no effect on the transient analyses. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Revise Safe Shutdown Capability Analysis Report 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because between June 2001 to 
September 2004, the licensee did not adequately coordinate between the operations department and the engineering organization regarding 
procedure revisions that increased the length of time required to place the reactor core isolation cooling system in service from the alternate 
shutdown panels. This issue was more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Human 
Performance and affected the cornerstone objective of ensuring the availability of the RCIC system. Furthermore, this finding resulted in the 
use of the December 1999 value of time to place RCIC in service from the alternate shutdown panel in documents submitted to the NRC as part 
of the Vermont Yankee Power Uprate Safety Analysis Report. The issue screened as very low safety significance in Phase I of the SDP 
because it was a design deficiency that was not found to result in a loss of function. Although the available time margin was lowered, sufficient 
margin remained to allow operator action to manually start the RCIC system prior to reactor level reaching the top of active fuel. 
Inspection Report# : 2004008(pdf)  

Significance:  Nov 09, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate MOV Periodic Test Program 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," because the licensee had conducted 
motor-operated valve (MOV) diagnostic tests using procedures that did not include acceptance limits, which were correlated to and based on 
applicable (stem thrust and torque) design documents. Additionally, MOV diagnostic testing had been conducted solely from the motor control 
centers using test instrumentation that had not been validated to ensure its adequacy. The finding was more than minor because it affected the 
Mitigating Systems Cornerstone attribute of Equipment Performance and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems and components that respond to initiating events. Specifically, the unvalidated test method had the 
potential to affect the reliability of safety-related motor-operated valves. The issue screened as very low safety significance in Phase I of the 
SDP because it was a qualification deficiency that was not found to result in a loss of function. The team did not identify any examples of 
degraded or inoperable valves during the inspection and noted that the design basis calculations for the MOVs reviewed had available thrust 
margin of greater than 60 percent. 
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Inspection Report# : 2004008(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Oct 12, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Failure to ensure the means to provide early notification to those in the EPZ population who had, or desired to have, a TAR for areas 
lacking siren coverage. 
In letter dated February 2, 2005, the NRC issued the Final Significance Determination for a White finding. The NOV in the letter indicated that 
as of September 23, 2004, the licensee failed to follow its emergency plan to establish the means to provide early notification and clear 
instruction to the populace within the plume exposure pathway EPZ. Specifically, a portion of the populace within the EPZ, who are outside of 
the range of sirens, did not have tone alert radios.  
 
The issue is White because an emergency preparedness risk significanct planning standard, namely, the ability to provide early notification and 
clear instruction to the populace within the plume exposure pathway EPZ was degraded.  
 
The NRC performed a supplemental inspection in Inspection Report 05000271/2005007 issued on July 11, 2005. The inspectors determined 
that Entergy performed a comprehensive evaluation of the tone alert radio issue. Entergy's evaluation identified the primary root causes of the 
performance issue to be ineffective management control and oversight of the tone alert radio program. Entergy's extent of condition and cause 
review was acceptable in that other emergency preparedness functions were reviewed to ensure adequate formalized processes were being 
implemented to preclude deterioration of those functions. The primary corrective action was to develop and implement a formal process for the 
distribution, maintenance, and testing of the tone alert radios. The inspectors determined that the effectiveness reviews to ensure the adequacy 
of the correction actions were appropriate.  
 
Inspection Report# : 2004009(pdf)  
Inspection Report# : 2005007(pdf)  

Significance:  Oct 12, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to assign continuous onshift capability to read the facility seismic monitoring system for emergency classification purposes. 
The inspector identified a non-cited violation associated with emergency planning standard 10 CFR 50.47(b)(2) which was of very low safety 
significance. Specifically, the licensee failed to assign continuous onshift responsibilities for reading the facility seismic monitoring system, 
thereby affecting the ability to timely classify a seismic event which exceeded the operating basis earthquake (OBE).  
 
The finding is greater than minor because it is associated with the EP cornerstone attribute of procedure quality and affects the EP cornerstone 
objective to ensure the adequate protection of the public health and safety. 
Inspection Report# : 2004009(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Physical Protection information not publicly available. 

Miscellaneous 

Significance: SL-III Aug 27, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Did Not Keep Adequate Records, Follow Procedures, and Perform Physical Inventory of Special Nuclear Material 
In a letter dated June 22, 2005, the NRC issues a Severity Level II violation Supplement III. Specifically between January 1980 and July 13, 
2004, two irradiated fuel rod pieces were not in their proper location in the spent fuel pool as detailed in the inventory records. In addition, 
during that time you failed to ensure that either (1) the fuel rod pieces remained there; or (2) the records indicated the new location of the pieces 
after they moved. You also failed to conduct adequate inventories of the location of the two fuel pieces.  
 
The inspectors identified an apparent violation of 10 CFR 74.19 because Entergy and its predecessor did not keep adequate special nuclear 
material inventory records of two spent fuel rod pieces, did not follow its written procedures when two spent fuel rod pieces were moved to a 
fuel storage liner, and did not conduct adequate periodic physical inventories of the two spent fuel rod pieces.  
 
Because the two spent fuel rod pieces remained in the Vermont Yankee spent fuel pool, the entire time the apparent violation existed, there was 
no actual safety consequence of this apparent violation. Nevertheless, the NRC considers this apparent violation a potentially significant failure 
of Entergy's material and control accounting program. This failure could have resulted in these two spent fuel rod pieces being inappropriately 
included in a shipment of radioactive material to a low-level radioactive waste site. 
Inspection Report# : 2004007(pdf)  

Last modified : November 30, 2005 
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Vermont Yankee 
4Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Technician Did Not Follow Non-Safety Related Maintenance Procedure Which Resulted in a Reactor Water Level and Power 
Perturbation 
A very low safety significance, self-revealing finding was identified because an instrumentation and control (I&C) technician did not follow 
instructions contained in a maintenance procedure. Rather than isolating the air supply to condensate demineralizer system valve SP-52-E1C, 
the technician inadvertently isolated the air supply to an adjacent valve which ultimately resulted in a small reactor vessel level and power 
perturbation.  
 
This finding is greater than minor since it is associated with the Configuration Control-Operating Equipment Lineup attribute of the Initiating 
Events Cornerstone and because it affects the associated Cornerstone Objective to limit the likelihood of those events that upset plant stability 
during power operations. In accordance with IMC 0609, Appendix A, "Significance Determination of Reactor Findings for At-Power 
Situations," the inspectors conducted an SDP Phase 1 screening. The inspectors determined that the finding is of very low safety significance 
since it does not contribute to the likelihood of a primary or secondary system loss of coolant accident, does not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigating equipment or functions would not be available, and does not increase the 
likelihood of a fire or internal/external flood.  
 
A contributing cause of this finding is related to the personnel subcategory in the cross-cutting area of human performance. The I&C technician 
did not apply the required self-checking techniques (i.e., did not read the valve identification tag to verify he was manipulating the correct 
valve) while attempting to close valve SP-52-E1C. (Section 1R04)  
 
Inspection Report# : 2005002(pdf)  

Mitigating Systems 

Significance:  Nov 18, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Vermont Yankee Personnel did not Perform an Adequate Cause Evaluation for a Condition Adverse to Quality. 
A very low safety significance, self-revealing non-cited violation was identified because Vermont Yankee personnel did not adequately 
evaluate the cause(s) in regards to a 2002 spurious high pressure coolant injection (HPCI) system suction realignment from the condensate 
storage tank to the the suppression pool (torus). As a result, the cause of the spurious actuation (i.e., degarded condensate storage tank (CST) 
low level alarm units) remained uncorrected and additional spurious actuations occurred in 2005.  
 
The finding is greater than minor because it is associated with the Equipment Performance Attribute of the Mitigating Systems Cornerstone and 
because it affects the associated Cornerstone Objective. Specifically, not identifying and correcting the cause of the 2002 spurious HPCI 
system suction realignment reduced the reliability of a system that responds to initiating events to prevent undesirable consequences. The 
inspectors determined that the finding is of very low safety significance becuase it is not a design or qualification deficiency; does not represent 
a loss of system safety function; and does not screen as potentially risk significant due to a a seismic, flooding, or severe weather initiating 
event.  
 
A contributing cause of this finding is related to the cross-cutting element of problem identification and resolution (PI&R). VY personnel did 
not adequately evaluate the cause(s) of the 2002 spurious HPCI system suction realignment. As a result, the cause of the spurious actuation 
remained uncorrected and additional spurious actuations occurred. 
Inspection Report# : 2005005(pdf)  

Significance:  Nov 04, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 

Page 1 of 34Q/2005 Inspection Findings - Vermont Yankee



Entergy did not Maintain an Adequate Procedure for the Operation of the Reactor Protection System. 
A very low safety significance, self revealing non-cited violation was identified because Entergy did not maintain an adequate procedure for 
the operation of the reactor protection system (RPS). Specifically, system interdependencies between the RPS and the primary containment 
isolation system (PCIS) were not accurately described in Vermont Yankee Operating Procedure (OP) 2134, "Reactor Protection System." Lack 
of an adequate procedure left operators unaware of the fact that transferring the "A" RPS bus power supply concurrent with having the breaker 
for the "B" channel of PCIS logic tagged open for maintenance would result in an actuation of PCIS including a Group 4 shutdown cooling 
isolation, which ultimately occurred resulting in a loss of shutdown cooling for approximately 18 minutes.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone Attribute of Equipment Performance and 
affects the Cornerstone objective of ensuring the availablity, reliability, and capability of systems that respond to an initiating event to prevent 
undesirable consequences; in this case, an isolation of shutdown cooling resulting in maintaining less than one loop of residual heat removal in 
shutdown cooling operation. The finding is of very low safety significance because it did not increase the likelihood of a loss of reactor coolant 
system (RCS) inventory or degrade Entergy's ability to terminate a leak path or add RCS inventory if needed.  
 
A contributing cause of this finding is related to the cross-cutting element of human performance. Entergy did not maintain an adequate 
procedure for the operation of the RPS. The procedure did not describe system interdependencies between the RPS and PCIS. As a result, 
during the transfer of power supplies for the "A" RPS bus, a PCIS Group 4 isolation was inadvertently initiated which isolated shutdown 
cooling (SDC). 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Sep 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Results of Biennial Problem Identification and Resolution Inspection 
The team determined that implementation of the corrective action program (CAP) at Vermont Yankee was generally good. The team 
determined that Entergy was effective at identifying problems and entering them in the CAP. Once entered into the system, the items were 
screened and prioritized in a timely manner using established criteria. Items entered into the CAP were properly evaluated commensurate with 
their safety significance. The causal evaluations for equipment issues/events and for human performance/process issues reasonably identified 
the causes of the problems and developed appropriate corrective actions. Corrective actions were typically implemented in a timely manner. 
Inspection Report# : 2005006(pdf)  

Significance: SL-III Aug 27, 2004 
Identified By: NRC 
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Item Type: VIO Violation 
Did Not Keep Adequate Records, Follow Procedures, and Perform Physical Inventory of Special Nuclear Material 
In a letter dated June 22, 2005, the NRC issues a Severity Level II violation Supplement III. Specifically between January 1980 and July 13, 
2004, two irradiated fuel rod pieces were not in their proper location in the spent fuel pool as detailed in the inventory records. In addition, 
during that time you failed to ensure that either (1) the fuel rod pieces remained there; or (2) the records indicated the new location of the pieces 
after they moved. You also failed to conduct adequate inventories of the location of the two fuel pieces.  
 
The inspectors identified an apparent violation of 10 CFR 74.19 because Entergy and its predecessor did not keep adequate special nuclear 
material inventory records of two spent fuel rod pieces, did not follow its written procedures when two spent fuel rod pieces were moved to a 
fuel storage liner, and did not conduct adequate periodic physical inventories of the two spent fuel rod pieces.  
 
Because the two spent fuel rod pieces remained in the Vermont Yankee spent fuel pool, the entire time the apparent violation existed, there was 
no actual safety consequence of this apparent violation. Nevertheless, the NRC considers this apparent violation a potentially significant failure 
of Entergy's material and control accounting program. This failure could have resulted in these two spent fuel rod pieces being inappropriately 
included in a shipment of radioactive material to a low-level radioactive waste site. 
Inspection Report# : 2004007(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Nov 18, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Vermont Yankee Personnel did not Perform an Adequate Cause Evaluation for a Condition Adverse to Quality. 
A very low safety significance, self-revealing non-cited violation was identified because Vermont Yankee personnel did not adequately 
evaluate the cause(s) in regards to a 2002 spurious high pressure coolant injection (HPCI) system suction realignment from the condensate 
storage tank to the the suppression pool (torus). As a result, the cause of the spurious actuation (i.e., degarded condensate storage tank (CST) 
low level alarm units) remained uncorrected and additional spurious actuations occurred in 2005.  
 
The finding is greater than minor because it is associated with the Equipment Performance Attribute of the Mitigating Systems Cornerstone and 
because it affects the associated Cornerstone Objective. Specifically, not identifying and correcting the cause of the 2002 spurious HPCI 
system suction realignment reduced the reliability of a system that responds to initiating events to prevent undesirable consequences. The 
inspectors determined that the finding is of very low safety significance becuase it is not a design or qualification deficiency; does not represent 
a loss of system safety function; and does not screen as potentially risk significant due to a a seismic, flooding, or severe weather initiating 
event.  
 
A contributing cause of this finding is related to the cross-cutting element of problem identification and resolution (PI&R). VY personnel did 
not adequately evaluate the cause(s) of the 2002 spurious HPCI system suction realignment. As a result, the cause of the spurious actuation 
remained uncorrected and additional spurious actuations occurred. 
Inspection Report# : 2005005(pdf)  

Significance:  Nov 04, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Entergy did not Maintain an Adequate Procedure for the Operation of the Reactor Protection System. 
A very low safety significance, self revealing non-cited violation was identified because Entergy did not maintain an adequate procedure for 
the operation of the reactor protection system (RPS). Specifically, system interdependencies between the RPS and the primary containment 
isolation system (PCIS) were not accurately described in Vermont Yankee Operating Procedure (OP) 2134, "Reactor Protection System." Lack 
of an adequate procedure left operators unaware of the fact that transferring the "A" RPS bus power supply concurrent with having the breaker 
for the "B" channel of PCIS logic tagged open for maintenance would result in an actuation of PCIS including a Group 4 shutdown cooling 
isolation, which ultimately occurred resulting in a loss of shutdown cooling for approximately 18 minutes.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone Attribute of Equipment Performance and 
affects the Cornerstone objective of ensuring the availablity, reliability, and capability of systems that respond to an initiating event to prevent 
undesirable consequences; in this case, an isolation of shutdown cooling resulting in maintaining less than one loop of residual heat removal in 
shutdown cooling operation. The finding is of very low safety significance because it did not increase the likelihood of a loss of reactor coolant 
system (RCS) inventory or degrade Entergy's ability to terminate a leak path or add RCS inventory if needed.  
 
A contributing cause of this finding is related to the cross-cutting element of human performance. Entergy did not maintain an adequate 
procedure for the operation of the RPS. The procedure did not describe system interdependencies between the RPS and PCIS. As a result, 
during the transfer of power supplies for the "A" RPS bus, a PCIS Group 4 isolation was inadvertently initiated which isolated shutdown 
cooling (SDC). 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 

Page 1 of 21Q/2006 Inspection Findings - Vermont Yankee



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Sep 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Results of Biennial Problem Identification and Resolution Inspection 
The team determined that implementation of the corrective action program (CAP) at Vermont Yankee was generally good. The team 
determined that Entergy was effective at identifying problems and entering them in the CAP. Once entered into the system, the items were 
screened and prioritized in a timely manner using established criteria. Items entered into the CAP were properly evaluated commensurate with 
their safety significance. The causal evaluations for equipment issues/events and for human performance/process issues reasonably identified 
the causes of the problems and developed appropriate corrective actions. Corrective actions were typically implemented in a timely manner. 
Inspection Report# : 2005006(pdf)  

Significance: SL-III Aug 27, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Did Not Keep Adequate Records, Follow Procedures, and Perform Physical Inventory of Special Nuclear Material 
In a letter dated June 22, 2005, the NRC issues a Severity Level II violation Supplement III. Specifically between January 1980 and July 13, 
2004, two irradiated fuel rod pieces were not in their proper location in the spent fuel pool as detailed in the inventory records. In addition, 
during that time you failed to ensure that either (1) the fuel rod pieces remained there; or (2) the records indicated the new location of the pieces 
after they moved. You also failed to conduct adequate inventories of the location of the two fuel pieces.  
 
The inspectors identified an apparent violation of 10 CFR 74.19 because Entergy and its predecessor did not keep adequate special nuclear 
material inventory records of two spent fuel rod pieces, did not follow its written procedures when two spent fuel rod pieces were moved to a 
fuel storage liner, and did not conduct adequate periodic physical inventories of the two spent fuel rod pieces.  
 
Because the two spent fuel rod pieces remained in the Vermont Yankee spent fuel pool, the entire time the apparent violation existed, there was 
no actual safety consequence of this apparent violation. Nevertheless, the NRC considers this apparent violation a potentially significant failure 
of Entergy's material and control accounting program. This failure could have resulted in these two spent fuel rod pieces being inappropriately 
included in a shipment of radioactive material to a low-level radioactive waste site. 
Inspection Report# : 2004007(pdf)  

Last modified : May 25, 2006 
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Vermont Yankee 
2Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Nov 18, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Vermont Yankee Personnel did not Perform an Adequate Cause Evaluation for a Condition Adverse to Quality. 
A very low safety significance, self-revealing non-cited violation was identified because Vermont Yankee personnel did not adequately evaluate the 
cause(s) in regards to a 2002 spurious high pressure coolant injection (HPCI) system suction realignment from the condensate storage tank to the 
the suppression pool (torus). As a result, the cause of the spurious actuation (i.e., degarded condensate storage tank (CST) low level alarm units) 
remained uncorrected and additional spurious actuations occurred in 2005.  
 
The finding is greater than minor because it is associated with the Equipment Performance Attribute of the Mitigating Systems Cornerstone and 
because it affects the associated Cornerstone Objective. Specifically, not identifying and correcting the cause of the 2002 spurious HPCI system 
suction realignment reduced the reliability of a system that responds to initiating events to prevent undesirable consequences. The inspectors 
determined that the finding is of very low safety significance becuase it is not a design or qualification deficiency; does not represent a loss of 
system safety function; and does not screen as potentially risk significant due to a a seismic, flooding, or severe weather initiating event.  
 
A contributing cause of this finding is related to the cross-cutting element of problem identification and resolution (PI&R). VY personnel did not 
adequately evaluate the cause(s) of the 2002 spurious HPCI system suction realignment. As a result, the cause of the spurious actuation remained 
uncorrected and additional spurious actuations occurred. 
Inspection Report# : 2005005(pdf)  

Significance:  Nov 04, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Entergy did not Maintain an Adequate Procedure for the Operation of the Reactor Protection System. 
A very low safety significance, self revealing non-cited violation was identified because Entergy did not maintain an adequate procedure for the 
operation of the reactor protection system (RPS). Specifically, system interdependencies between the RPS and the primary containment isolation 
system (PCIS) were not accurately described in Vermont Yankee Operating Procedure (OP) 2134, "Reactor Protection System." Lack of an 
adequate procedure left operators unaware of the fact that transferring the "A" RPS bus power supply concurrent with having the breaker for the "B" 
channel of PCIS logic tagged open for maintenance would result in an actuation of PCIS including a Group 4 shutdown cooling isolation, which 
ultimately occurred resulting in a loss of shutdown cooling for approximately 18 minutes.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone Attribute of Equipment Performance and affects 
the Cornerstone objective of ensuring the availablity, reliability, and capability of systems that respond to an initiating event to prevent undesirable 
consequences; in this case, an isolation of shutdown cooling resulting in maintaining less than one loop of residual heat removal in shutdown 
cooling operation. The finding is of very low safety significance because it did not increase the likelihood of a loss of reactor coolant system (RCS) 
inventory or degrade Entergy's ability to terminate a leak path or add RCS inventory if needed.  
 
A contributing cause of this finding is related to the cross-cutting element of human performance. Entergy did not maintain an adequate procedure 
for the operation of the RPS. The procedure did not describe system interdependencies between the RPS and PCIS. As a result, during the transfer 
of power supplies for the "A" RPS bus, a PCIS Group 4 isolation was inadvertently initiated which isolated shutdown cooling (SDC). 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Sep 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Results of Biennial Problem Identification and Resolution Inspection 
The team determined that implementation of the corrective action program (CAP) at Vermont Yankee was generally good. The team determined 
that Entergy was effective at identifying problems and entering them in the CAP. Once entered into the system, the items were screened and 
prioritized in a timely manner using established criteria. Items entered into the CAP were properly evaluated commensurate with their safety 
significance. The causal evaluations for equipment issues/events and for human performance/process issues reasonably identified the causes of the 
problems and developed appropriate corrective actions. Corrective actions were typically implemented in a timely manner. 
Inspection Report# : 2005006(pdf)  

Last modified : August 25, 2006 
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Vermont Yankee 
3Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Vermont Yankee Did Not Correct Conditions Leading to the Continued Accumulation of Dust on Non-Safety 
Related Electrical Bus Grounding Resistors 
A self-revealing finding was identified because Vermont Yankee did not correct a previously identified condition that 
allowed the continued accumulation of dust on non-safety related 4160 Volt electrical bus 2 grounding resistor banks. This 
accumulation of dust ultimately contributed to the inadvertent initiation of the east switchgear room CO2 fire suppression 
system, declaration of an unusual event (UE), and performance of a rapid power reduction.  
 
The finding is greater than minor because it is associated with the Equipment Performance-Maintenance attribute of the 
Initiating Events Cornerstone and affected the associated cornerstone objective to limit the likelihood of those events that 
upset plant stability (i.e., performance of a rapid power reduction). The inspectors conducted a Phase 1 screening of the 
finding in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-
Power Situations.” The finding was determined to be of very low safety significance because performing the rapid power 
reduction did not increase the likelihood of a loss of coolant accident, did not contribute to the likelihood of both a reactor 
trip and the unavailability of mitigating equipment, and did not increase the likelihood of a fire or flooding event. 
Inspection Report# : 2006004(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Entergy Did Not Incorporate Industry Operating Experience into the Preventive Maintenance Strategies for the 
“A” RBCCW Pump Motor 
A self-revealing finding of very low safety significance was identified because Entergy did not effectively incorporate 
existing industry operating experience into the preventive maintenance (PM) strategy for the “A” reactor building closed 
cooling water (RBCCW) system pump motor as required by Entergy’s PM program. As a result, conditions that ultimately 
resulted in the failure of the “A” RBCCW pump motor went unrecognized.  
 
The finding is greater than minor because it is associated with the Equipment Performance attributes of both the Initiating 
Events and Mitigating Systems Cornerstones and because it affects the associated Cornerstone objectives to limit the 
likelihood of those events that upset plant stability and to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 1 screening of the 
finding in accordance with IMC 0609, Appendix A, and determined that a Phase 2 screening was required since the finding 
affected two or more Cornerstones. The inspectors conducted a Phase 2 screening and determined that the finding was of 
very low safety significance (Green) since no solved accident sequences resulted in a risk significance less than or equal to 
nine as indicated on the counting rule worksheet. A contributing cause of this finding is related to the cross-cutting area of 
Problem Identification and Resolution (PI&R). Entergy did not implement and institutionalize industry operating 
experience through changes to PM strategies for large pump motors. 
Inspection Report# : 2006004(pdf)  
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Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Appendix R Power Supply Surveillance Test 
The team identified a green, non-cited violation of 10CFR50, Appendix R (App R), General Requirements for failure to 
create and schedule surveillances to ensure App R components were operable. The team reviewed two modifications 
related to the replacement of 24 VDC ECCS Power supply components with a Division I, II and designated App R power 
converters. The App R converter was installed to supply power to the Division II panel in the event of a postulated design 
basis fire. The team determined that a periodic surveillance had not been created to verify the circuit from the App R 
converter to the distribution panel was operable after the equipment was placed in service. Entergy intends to create a new 
surveillance to correct the omission.  
 
The issue is considered to be more than minor because if left uncorrected it could lead to a more significant safety concern 
and affect the Mitigating System Cornerstone attribute to ensure the availability of equipment. The issue was evaluated in 
accordance with the Appendix F Fire SDP and because the circuit had been tested satisfactorily as part of the 2005 
modification post maintenance test the issue screens to green. This finding has a crosscutting aspect in Human Performance 
Resources related to ensuring equipment procedures are available. 
Inspection Report# : 2006007(pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Clogged SW Strainer Procedure 
The team identified a green, non-cited violation of Technical Specification 6.4 Procedures, for Entergy’s failure to establish 
an adequate procedure to address degraded service water (SW) flow conditions. The station’s Loss of Service Water 
procedure permits operators to bypass the SW strainer if the strainer backwash feature was unavailable. The team 
determined Entergy had not evaluated the potential for river water debris to compromise the availability of downstream 
safety-related components. Entergy is currently evaluating design and procedural improvements and has entered this issue 
into their corrective action program for resolution.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating System 
cornerstone and affects its 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) 
since it did not result in a loss of safety system function and the team did not identify any events where operators had 
bypassed strainers and challenged safety systems. 
Inspection Report# : 2006007(pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for HPCI/RCIC Terry Turbine Controller Flow Oscillations 
The team identified a green, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to 
take actions to correct a condition adverse to quality related to significant flow oscillations caused by the Terry turbine 
flow/speed controllers for both the High Pressure Coolant Injection (HPCI) and Reactor Core Isolation Cooling (RCIC) 
systems. Entergy observed large flow oscillations during injection into the vessel from both the RCIC and HPCI systems 
following a plant trip in July 25, 2005. The team determined the licensee failed to take actions to correct the flow 
oscillation conditions and the operability determination performed following the event did not address all equipment 
performance deficiencies. The licensee has entered the issue into their corrective action program, performed an operability 
determination and implemented compensatory measures to address the issue.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating system 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events. The 
finding was determined to be of very low safety significance (Green) since it did not result in a loss of safety system 
function. This issue has a crosscutting aspect in the area of Problem Identification and Resolution, corrective actions, in 
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that the licensee failed to take appropriate corrective actions to address this safety issues in a timely manner. 
Inspection Report# : 2006007(pdf)  

Significance:  Nov 18, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Vermont Yankee Personnel did not Perform an Adequate Cause Evaluation for a Condition Adverse to Quality. 
A very low safety significance, self-revealing non-cited violation was identified because Vermont Yankee personnel did 
not adequately evaluate the cause(s) in regards to a 2002 spurious high pressure coolant injection (HPCI) system suction 
realignment from the condensate storage tank to the the suppression pool (torus). As a result, the cause of the spurious 
actuation (i.e., degarded condensate storage tank (CST) low level alarm units) remained uncorrected and additional 
spurious actuations occurred in 2005.  
 
The finding is greater than minor because it is associated with the Equipment Performance Attribute of the Mitigating 
Systems Cornerstone and because it affects the associated Cornerstone Objective. Specifically, not identifying and 
correcting the cause of the 2002 spurious HPCI system suction realignment reduced the reliability of a system that responds 
to initiating events to prevent undesirable consequences. The inspectors determined that the finding is of very low safety 
significance becuase it is not a design or qualification deficiency; does not represent a loss of system safety function; and 
does not screen as potentially risk significant due to a a seismic, flooding, or severe weather initiating event.  
 
A contributing cause of this finding is related to the cross-cutting element of problem identification and resolution (PI&R). 
VY personnel did not adequately evaluate the cause(s) of the 2002 spurious HPCI system suction realignment. As a result, 
the cause of the spurious actuation remained uncorrected and additional spurious actuations occurred. 
Inspection Report# : 2005005(pdf)  

Significance:  Nov 04, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Entergy did not Maintain an Adequate Procedure for the Operation of the Reactor Protection System. 
A very low safety significance, self revealing non-cited violation was identified because Entergy did not maintain an 
adequate procedure for the operation of the reactor protection system (RPS). Specifically, system interdependencies 
between the RPS and the primary containment isolation system (PCIS) were not accurately described in Vermont Yankee 
Operating Procedure (OP) 2134, "Reactor Protection System." Lack of an adequate procedure left operators unaware of the 
fact that transferring the "A" RPS bus power supply concurrent with having the breaker for the "B" channel of PCIS logic 
tagged open for maintenance would result in an actuation of PCIS including a Group 4 shutdown cooling isolation, which 
ultimately occurred resulting in a loss of shutdown cooling for approximately 18 minutes.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone Attribute of Equipment 
Performance and affects the Cornerstone objective of ensuring the availablity, reliability, and capability of systems that 
respond to an initiating event to prevent undesirable consequences; in this case, an isolation of shutdown cooling resulting 
in maintaining less than one loop of residual heat removal in shutdown cooling operation. The finding is of very low safety 
significance because it did not increase the likelihood of a loss of reactor coolant system (RCS) inventory or degrade 
Entergy's ability to terminate a leak path or add RCS inventory if needed.  
 
A contributing cause of this finding is related to the cross-cutting element of human performance. Entergy did not maintain 
an adequate procedure for the operation of the RPS. The procedure did not describe system interdependencies between the 
RPS and PCIS. As a result, during the transfer of power supplies for the "A" RPS bus, a PCIS Group 4 isolation was 
inadvertently initiated which isolated shutdown cooling (SDC). 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : December 21, 2006 
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Vermont Yankee 
4Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Vermont Yankee Did Not Correct Conditions Leading to the Continued Accumulation of Dust on Non-Safety 
Related Electrical Bus Grounding Resistors 
A self-revealing finding was identified because Vermont Yankee did not correct a previously identified condition that 
allowed the continued accumulation of dust on non-safety related 4160 Volt electrical bus 2 grounding resistor banks. This 
accumulation of dust ultimately contributed to the inadvertent initiation of the east switchgear room CO2 fire suppression 
system, declaration of an unusual event (UE), and performance of a rapid power reduction.  
 
The finding is greater than minor because it is associated with the Equipment Performance-Maintenance attribute of the 
Initiating Events Cornerstone and affected the associated cornerstone objective to limit the likelihood of those events that 
upset plant stability (i.e., performance of a rapid power reduction). The inspectors conducted a Phase 1 screening of the 
finding in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-
Power Situations.” The finding was determined to be of very low safety significance because performing the rapid power 
reduction did not increase the likelihood of a loss of coolant accident, did not contribute to the likelihood of both a reactor 
trip and the unavailability of mitigating equipment, and did not increase the likelihood of a fire or flooding event. 
Inspection Report# : 2006004 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Entergy Did Not Incorporate Industry Operating Experience into the Preventive Maintenance Strategies for the 
“A” RBCCW Pump Motor 
A self-revealing finding of very low safety significance was identified because Entergy did not effectively incorporate 
existing industry operating experience into the preventive maintenance (PM) strategy for the “A” reactor building closed 
cooling water (RBCCW) system pump motor as required by Entergy’s PM program. As a result, conditions that ultimately 
resulted in the failure of the “A” RBCCW pump motor went unrecognized.  
 
The finding is greater than minor because it is associated with the Equipment Performance attributes of both the Initiating 
Events and Mitigating Systems Cornerstones and because it affects the associated Cornerstone objectives to limit the 
likelihood of those events that upset plant stability and to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 1 screening of the 
finding in accordance with IMC 0609, Appendix A, and determined that a Phase 2 screening was required since the finding 
affected two or more Cornerstones. The inspectors conducted a Phase 2 screening and determined that the finding was of 
very low safety significance (Green) since no solved accident sequences resulted in a risk significance less than or equal to 
nine as indicated on the counting rule worksheet. A contributing cause of this finding is related to the cross-cutting area of 
Problem Identification and Resolution (PI&R). Entergy did not implement and institutionalize industry operating 
experience through changes to PM strategies for large pump motors. 
Inspection Report# : 2006004 (pdf)  
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Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Appendix R Power Supply Surveillance Test 
The team identified a green, non-cited violation of 10CFR50, Appendix R (App R), General Requirements for failure to 
create and schedule surveillances to ensure App R components were operable. The team reviewed two modifications 
related to the replacement of 24 VDC ECCS Power supply components with a Division I, II and designated App R power 
converters. The App R converter was installed to supply power to the Division II panel in the event of a postulated design 
basis fire. The team determined that a periodic surveillance had not been created to verify the circuit from the App R 
converter to the distribution panel was operable after the equipment was placed in service. Entergy intends to create a new 
surveillance to correct the omission.  
 
The issue is considered to be more than minor because if left uncorrected it could lead to a more significant safety concern 
and affect the Mitigating System Cornerstone attribute to ensure the availability of equipment. The issue was evaluated in 
accordance with the Appendix F Fire SDP and because the circuit had been tested satisfactorily as part of the 2005 
modification post maintenance test the issue screens to green. This finding has a crosscutting aspect in Human Performance 
Resources related to ensuring equipment procedures are available. 
Inspection Report# : 2006007 (pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Clogged SW Strainer Procedure 
The team identified a green, non-cited violation of Technical Specification 6.4 Procedures, for Entergy’s failure to establish 
an adequate procedure to address degraded service water (SW) flow conditions. The station’s Loss of Service Water 
procedure permits operators to bypass the SW strainer if the strainer backwash feature was unavailable. The team 
determined Entergy had not evaluated the potential for river water debris to compromise the availability of downstream 
safety-related components. Entergy is currently evaluating design and procedural improvements and has entered this issue 
into their corrective action program for resolution.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating System 
cornerstone and affects its 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) 
since it did not result in a loss of safety system function and the team did not identify any events where operators had 
bypassed strainers and challenged safety systems. 
Inspection Report# : 2006007 (pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for HPCI/RCIC Terry Turbine Controller Flow Oscillations 
The team identified a green, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to 
take actions to correct a condition adverse to quality related to significant flow oscillations caused by the Terry turbine 
flow/speed controllers for both the High Pressure Coolant Injection (HPCI) and Reactor Core Isolation Cooling (RCIC) 
systems. Entergy observed large flow oscillations during injection into the vessel from both the RCIC and HPCI systems 
following a plant trip in July 25, 2005. The team determined the licensee failed to take actions to correct the flow 
oscillation conditions and the operability determination performed following the event did not address all equipment 
performance deficiencies. The licensee has entered the issue into their corrective action program, performed an operability 
determination and implemented compensatory measures to address the issue.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating system 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events. The 
finding was determined to be of very low safety significance (Green) since it did not result in a loss of safety system 
function. This issue has a crosscutting aspect in the area of Problem Identification and Resolution, corrective actions, in 
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that the licensee failed to take appropriate corrective actions to address this safety issues in a timely manner. 
Inspection Report# : 2006007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Oct 06, 2006 
Identified By: Self-Revealing 
Item Type: AV Apparent Violation 
Radioactive Material Shipment Package Dose Rate Exceeded 
The inspector identified a self-revealing finding, involving a failure to properly prepare and ship a package containing 
radioactive material in a manner that assured, under conditions normally incident to transport, conformance with 
Department of Transportation (DOT) radiation level limitations specified by 49 CFR 173.441(a), i.e., 200 millirem per hour 
(mrem/h) on any external surface of the package. Accordingly, the finding was also considered an apparent violation of the 
requirements of 10 CFR 71.5 and 49 CFR 173.441(a). The finding involved an August 31, 2006 radioactive material 
shipment, via an exclusive-use open transport vehicle, that was determined to have 820 mrem/h on the external surface of a 
package upon receipt at the shipping destination. The licensee entered this performance deficiency in its corrective action 
program; completed a root cause evaluation; and initiated corrective measures, including various process improvements to 
prevent recurrence.  
 
This finding is more than minor since it affected the Public Radiation Safety cornerstone, and involved an occurrence in the 
licensee’s radioactive material transportation program that was contrary to DOT regulations. Preliminarily, the significance 
of this finding is considered as having low to moderate safety significance, since the radiation level was greater than two 
times the limit (400 mrem/h), but less than five times the limit (1000 mrem/h) specified by the DOT regulatory 
requirement. Though the surface of the package was inaccessible to the public during transport, that aspect was fortuitous 
and not the result of design or package preparation by the licensee; and the condition had the potential to adversely affect 
personnel who would normally receive the package or respond to an incident involving the package, with a reasonable 
expectation that the package conformed with DOT radiation limitations. This finding is documented within the licensee’s 
corrective action system as CR-VTY-2006-02723. 
Inspection Report# : 2006011 (pdf)  

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
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Vermont Yankee 
1Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Establish Minimum Thread Engagement for the “A” SW Pump Packing Gland Studs Results in 
Unplanned Unavailability 
. A self-revealing finding was identified because Entergy mechanics did not meet station expectations for establishing 
minimum thread engagement when installing packing gland studs into the “A” service water pump stuffing box during the 
replacement of pump packing. The lack of adequate stud engagement ultimately resulted in the gland studs backing out of 
the stuffing box and the extrusion of packing from the “A” service water pump. Entergy personnel took immediate actions 
to re-install the gland studs, replace the extruded packing, and return the “A” service water pump to available status 
approximately 10 hours later.  
 
The finding is more than minor because it is associated with the Equipment Performance attributes of both the Initiating 
Events and Mitigating Systems Cornerstones and because it affects the associated Cornerstone objectives of limiting the 
likelihood of those events that upset plant stability and ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 2 analysis and 
determined that the finding was of very low safety significance. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Error Made by Electrical Maintenance Department Technicians Results in the Need for a Reactor Power Reduction
A self-revealing finding was identified due to a procedure performance error made by Electrical Maintenance Department 
technicians while performing switchyard testing. As a result, one of three 345 kilovolt offsite power lines and one of two 
115 kilovolt power supplies to the startup transformers were inadvertently isolated requiring control room operators to 
reduce reactor power to approximately 65 percent to meet grid stability limits. This procedure performance error was 
entered into Entergy’s corrective action program for resolution.  
 
The finding is more than minor because it is associated with the Equipment Performance-Maintenance attribute of the 
Initiating Events Cornerstone and affected the associated cornerstone objective of limiting the likelihood of those events 
that upset plant stability (i.e., performance of a power reduction). The finding is of very low safety significance because 
performing the power reduction did not contribute to the likelihood of both a reactor trip and the unavailability of 
mitigating equipment. The cause of this finding is related to the cross-cutting area of Human Performance, in that, 
technicians failed to follow procedures. 
Inspection Report# : 2007002 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Vermont Yankee Did Not Correct Conditions Leading to the Continued Accumulation of Dust on Non-Safety 
Related Electrical Bus Grounding Resistors 
A self-revealing finding was identified because Vermont Yankee did not correct a previously identified condition that 
allowed the continued accumulation of dust on non-safety related 4160 Volt electrical bus 2 grounding resistor banks. This 
accumulation of dust ultimately contributed to the inadvertent initiation of the east switchgear room CO2 fire suppression 
system, declaration of an unusual event (UE), and performance of a rapid power reduction.  



 
The finding is greater than minor because it is associated with the Equipment Performance-Maintenance attribute of the 
Initiating Events Cornerstone and affected the associated cornerstone objective to limit the likelihood of those events that 
upset plant stability (i.e., performance of a rapid power reduction). The inspectors conducted a Phase 1 screening of the 
finding in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-
Power Situations.” The finding was determined to be of very low safety significance because performing the rapid power 
reduction did not increase the likelihood of a loss of coolant accident, did not contribute to the likelihood of both a reactor 
trip and the unavailability of mitigating equipment, and did not increase the likelihood of a fire or flooding event. 
Inspection Report# : 2006004 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control Associated with CST Vortexing Analysis 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control.” Specifically, Entergy did not 
use an appropriate method for calculating the effects of vortexing within the condensate storage tank which could have 
impacted high pressure coolant injection system and reactor core isolation cooling system performance under certain 
accident conditions. This design control issue was entered into Entergy’s corrective action program for resolution. 
Immediate corrective actions taken by Entergy included maximizing the available volume of water in the condensate 
storage tank and requiring control room operators to manually realign the suction of the high pressure coolant injection and 
reactor core isolation cooling systems from the condensate storage tank to the torus if level decreased below 17.5 percent. 
 
The finding is more than minor because it is associated with the Design Control attribute of the Mitigating Systems 
Cornerstone and because it affects the associated Cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesired consequences. The finding is of very low safety 
significance because it did not result in a loss of operability of either the high pressure coolant injection system or the 
reactor core isolation cooling system. The cause of this finding is related to the cross-cutting area of Problem Identification 
and Resolution, in that, Entergy did not effectively evaluate relevant internal and external operating experience related to 
non-conservative condensate storage tank vortexing analyses. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Unplanned “A” Emergency Diesel Generator Shutdown and Unavailability 
. A self-revealing NCV of Vermont Yankee Technical Specification 6.4, “Procedures,” was identified when operators 
failed to follow a surveillance procedure for the emergency diesel generator fuel oil transfer system. As a result, the “A” 
diesel automatically shut down and was declared unavailable when its fuel oil supply was isolated. Entergy restored the 
system to a standby alignment and entered this issue into their corrective action program.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and because it affects the associated 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 it did not result in a loss of system safety function; did not represent actual loss of safety 
function of a single train for greater than its Technical Specification allowed outage time; and was not risk significant due 
to seismic, flooding, or severe weather initiating events. The cause of this finding has a cross-cutting aspect in the area of 
Human Performance, in that, personnel failed to follow the established procedure. 
Inspection Report# : 2007002 (pdf)  

Significance:  Sep 30, 2006 



Identified By: NRC 
Item Type: FIN Finding 
Entergy Did Not Incorporate Industry Operating Experience into the Preventive Maintenance Strategies for the 
“A” RBCCW Pump Motor 
A self-revealing finding of very low safety significance was identified because Entergy did not effectively incorporate 
existing industry operating experience into the preventive maintenance (PM) strategy for the “A” reactor building closed 
cooling water (RBCCW) system pump motor as required by Entergy’s PM program. As a result, conditions that ultimately 
resulted in the failure of the “A” RBCCW pump motor went unrecognized.  
 
The finding is greater than minor because it is associated with the Equipment Performance attributes of both the Initiating 
Events and Mitigating Systems Cornerstones and because it affects the associated Cornerstone objectives to limit the 
likelihood of those events that upset plant stability and to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 1 screening of the 
finding in accordance with IMC 0609, Appendix A, and determined that a Phase 2 screening was required since the finding 
affected two or more Cornerstones. The inspectors conducted a Phase 2 screening and determined that the finding was of 
very low safety significance (Green) since no solved accident sequences resulted in a risk significance less than or equal to 
nine as indicated on the counting rule worksheet. A contributing cause of this finding is related to the cross-cutting area of 
Problem Identification and Resolution (PI&R). Entergy did not implement and institutionalize industry operating 
experience through changes to PM strategies for large pump motors. 
Inspection Report# : 2006004 (pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Appendix R Power Supply Surveillance Test 
The team identified a green, non-cited violation of 10CFR50, Appendix R (App R), General Requirements for failure to 
create and schedule surveillances to ensure App R components were operable. The team reviewed two modifications 
related to the replacement of 24 VDC ECCS Power supply components with a Division I, II and designated App R power 
converters. The App R converter was installed to supply power to the Division II panel in the event of a postulated design 
basis fire. The team determined that a periodic surveillance had not been created to verify the circuit from the App R 
converter to the distribution panel was operable after the equipment was placed in service. Entergy intends to create a new 
surveillance to correct the omission.  
 
The issue is considered to be more than minor because if left uncorrected it could lead to a more significant safety concern 
and affect the Mitigating System Cornerstone attribute to ensure the availability of equipment. The issue was evaluated in 
accordance with the Appendix F Fire SDP and because the circuit had been tested satisfactorily as part of the 2005 
modification post maintenance test the issue screens to green. This finding has a crosscutting aspect in Human Performance 
Resources related to ensuring equipment procedures are available. 
Inspection Report# : 2006007 (pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Clogged SW Strainer Procedure 
The team identified a green, non-cited violation of Technical Specification 6.4 Procedures, for Entergy’s failure to establish 
an adequate procedure to address degraded service water (SW) flow conditions. The station’s Loss of Service Water 
procedure permits operators to bypass the SW strainer if the strainer backwash feature was unavailable. The team 
determined Entergy had not evaluated the potential for river water debris to compromise the availability of downstream 
safety-related components. Entergy is currently evaluating design and procedural improvements and has entered this issue 
into their corrective action program for resolution.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating System 
cornerstone and affects its 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) since it did not result in a loss of safety system function and the team did not identify any events where operators 
had bypassed strainers and challenged safety systems.



Inspection Report# : 2006007 (pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for HPCI/RCIC Terry Turbine Controller Flow Oscillations 
The team identified a green, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to 
take actions to correct a condition adverse to quality related to significant flow oscillations caused by the Terry turbine 
flow/speed controllers for both the High Pressure Coolant Injection (HPCI) and Reactor Core Isolation Cooling (RCIC) 
systems. Entergy observed large flow oscillations during injection into the vessel from both the RCIC and HPCI systems 
following a plant trip in July 25, 2005. The team determined the licensee failed to take actions to correct the flow 
oscillation conditions and the operability determination performed following the event did not address all equipment 
performance deficiencies. The licensee has entered the issue into their corrective action program, performed an operability 
determination and implemented compensatory measures to address the issue.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating system 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events. The 
finding was determined to be of very low safety significance (Green) since it did not result in a loss of safety system 
function. This issue has a crosscutting aspect in the area of Problem Identification and Resolution, corrective actions, in 
that the licensee failed to take appropriate corrective actions to address this safety issues in a timely manner. 
Inspection Report# : 2006007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Oct 06, 2006 
Identified By: Self-Revealing 
Item Type: AV Apparent Violation 
Radioactive Material Shipment Package Dose Rate Exceeded 
The inspector identified a self-revealing finding, involving a failure to properly prepare and ship a package containing 
radioactive material in a manner that assured, under conditions normally incident to transport, conformance with 
Department of Transportation (DOT) radiation level limitations specified by 49 CFR 173.441(a), i.e., 200 millirem per 
hour (mrem/h) on any external surface of the package. Accordingly, the finding was also considered an apparent violation 
of the requirements of 10 CFR 71.5 and 49 CFR 173.441(a). The finding involved an August 31, 2006 radioactive material 
shipment, via an exclusive-use open transport vehicle, that was determined to have 820 mrem/h on the external surface of a 
package upon receipt at the shipping destination. The licensee entered this performance deficiency in its corrective action 
program; completed a root cause evaluation; and initiated corrective measures, including various process improvements to 
prevent recurrence.  
 
This finding is more than minor since it affected the Public Radiation Safety cornerstone, and involved an occurrence in the 
licensee’s radioactive material transportation program that was contrary to DOT regulations. Preliminarily, the significance 



of this finding is considered as having low to moderate safety significance, since the radiation level was greater than two 
times the limit (400 mrem/h), but less than five times the limit (1000 mrem/h) specified by the DOT regulatory 
requirement. Though the surface of the package was inaccessible to the public during transport, that aspect was fortuitous 
and not the result of design or package preparation by the licensee; and the condition had the potential to adversely affect 
personnel who would normally receive the package or respond to an incident involving the package, with a reasonable 
expectation that the package conformed with DOT radiation limitations. This finding is documented within the licensee’s 
corrective action system as CR-VTY-2006-02723. 
Inspection Report# : 2006011 (pdf)  

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : June 01, 2007 



Vermont Yankee 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Establish Minimum Thread Engagement for the “A” SW Pump Packing Gland Studs Results in 
Unplanned Unavailability 
. A self-revealing finding was identified because Entergy mechanics did not meet station expectations for establishing 
minimum thread engagement when installing packing gland studs into the “A” service water pump stuffing box during 
the replacement of pump packing. The lack of adequate stud engagement ultimately resulted in the gland studs 
backing out of the stuffing box and the extrusion of packing from the “A” service water pump. Entergy personnel took 
immediate actions to re-install the gland studs, replace the extruded packing, and return the “A” service water pump to 
available status approximately 10 hours later.  
 
The finding is more than minor because it is associated with the Equipment Performance attributes of both the 
Initiating Events and Mitigating Systems Cornerstones and because it affects the associated Cornerstone objectives of 
limiting the likelihood of those events that upset plant stability and ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 2 
analysis and determined that the finding was of very low safety significance. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Error Made by Electrical Maintenance Department Technicians Results in the Need for a Reactor Power 
Reduction 
A self-revealing finding was identified due to a procedure performance error made by Electrical Maintenance 
Department technicians while performing switchyard testing. As a result, one of three 345 kilovolt offsite power lines 
and one of two 115 kilovolt power supplies to the startup transformers were inadvertently isolated requiring control 
room operators to reduce reactor power to approximately 65 percent to meet grid stability limits. This procedure 
performance error was entered into Entergy’s corrective action program for resolution.  
 
The finding is more than minor because it is associated with the Equipment Performance-Maintenance attribute of the 
Initiating Events Cornerstone and affected the associated cornerstone objective of limiting the likelihood of those 
events that upset plant stability (i.e., performance of a power reduction). The finding is of very low safety significance 
because performing the power reduction did not contribute to the likelihood of both a reactor trip and the 
unavailability of mitigating equipment. The cause of this finding is related to the cross-cutting area of Human 
Performance, in that, technicians failed to follow procedures. 
Inspection Report# : 2007002 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Vermont Yankee Did Not Correct Conditions Leading to the Continued Accumulation of Dust on Non-Safety 
Related Electrical Bus Grounding Resistors 
A self-revealing finding was identified because Vermont Yankee did not correct a previously identified condition that 
allowed the continued accumulation of dust on non-safety related 4160 Volt electrical bus 2 grounding resistor banks. 
This accumulation of dust ultimately contributed to the inadvertent initiation of the east switchgear room CO2 fire 



suppression system, declaration of an unusual event (UE), and performance of a rapid power reduction.  
 
The finding is greater than minor because it is associated with the Equipment Performance-Maintenance attribute of 
the Initiating Events Cornerstone and affected the associated cornerstone objective to limit the likelihood of those 
events that upset plant stability (i.e., performance of a rapid power reduction). The inspectors conducted a Phase 1 
screening of the finding in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor 
Inspection Findings for At-Power Situations.” The finding was determined to be of very low safety significance 
because performing the rapid power reduction did not increase the likelihood of a loss of coolant accident, did not 
contribute to the likelihood of both a reactor trip and the unavailability of mitigating equipment, and did not increase 
the likelihood of a fire or flooding event. 
Inspection Report# : 2006004 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control Associated with CST Vortexing Analysis 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control.” Specifically, Entergy 
did not use an appropriate method for calculating the effects of vortexing within the condensate storage tank which 
could have impacted high pressure coolant injection system and reactor core isolation cooling system performance 
under certain accident conditions. This design control issue was entered into Entergy’s corrective action program for 
resolution. Immediate corrective actions taken by Entergy included maximizing the available volume of water in the 
condensate storage tank and requiring control room operators to manually realign the suction of the high pressure 
coolant injection and reactor core isolation cooling systems from the condensate storage tank to the torus if level 
decreased below 17.5 percent.  
 
The finding is more than minor because it is associated with the Design Control attribute of the Mitigating Systems 
Cornerstone and because it affects the associated Cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesired consequences. The finding is of very low 
safety significance because it did not result in a loss of operability of either the high pressure coolant injection system 
or the reactor core isolation cooling system. The cause of this finding is related to the cross-cutting area of Problem 
Identification and Resolution, in that, Entergy did not effectively evaluate relevant internal and external operating 
experience related to non-conservative condensate storage tank vortexing analyses. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Unplanned “A” Emergency Diesel Generator Shutdown and 
Unavailability 
. A self-revealing NCV of Vermont Yankee Technical Specification 6.4, “Procedures,” was identified when operators 
failed to follow a surveillance procedure for the emergency diesel generator fuel oil transfer system. As a result, the 
“A” diesel automatically shut down and was declared unavailable when its fuel oil supply was isolated. Entergy 
restored the system to a standby alignment and entered this issue into their corrective action program.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and because it affects the associated 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 it did not result in a loss of system safety function; did not represent actual 
loss of safety function of a single train for greater than its Technical Specification allowed outage time; and was not 
risk significant due to seismic, flooding, or severe weather initiating events. The cause of this finding has a cross-
cutting aspect in the area of Human Performance, in that, personnel failed to follow the established procedure.



Inspection Report# : 2007002 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Entergy Did Not Incorporate Industry Operating Experience into the Preventive Maintenance Strategies for 
the “A” RBCCW Pump Motor 
A self-revealing finding of very low safety significance was identified because Entergy did not effectively incorporate 
existing industry operating experience into the preventive maintenance (PM) strategy for the “A” reactor building 
closed cooling water (RBCCW) system pump motor as required by Entergy’s PM program. As a result, conditions 
that ultimately resulted in the failure of the “A” RBCCW pump motor went unrecognized.  
 
The finding is greater than minor because it is associated with the Equipment Performance attributes of both the 
Initiating Events and Mitigating Systems Cornerstones and because it affects the associated Cornerstone objectives to 
limit the likelihood of those events that upset plant stability and to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 1 
screening of the finding in accordance with IMC 0609, Appendix A, and determined that a Phase 2 screening was 
required since the finding affected two or more Cornerstones. The inspectors conducted a Phase 2 screening and 
determined that the finding was of very low safety significance (Green) since no solved accident sequences resulted in 
a risk significance less than or equal to nine as indicated on the counting rule worksheet. A contributing cause of this 
finding is related to the cross-cutting area of Problem Identification and Resolution (PI&R). Entergy did not 
implement and institutionalize industry operating experience through changes to PM strategies for large pump motors.
Inspection Report# : 2006004 (pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Appendix R Power Supply Surveillance Test 
The team identified a green, non-cited violation of 10CFR50, Appendix R (App R), General Requirements for failure 
to create and schedule surveillances to ensure App R components were operable. The team reviewed two 
modifications related to the replacement of 24 VDC ECCS Power supply components with a Division I, II and 
designated App R power converters. The App R converter was installed to supply power to the Division II panel in the 
event of a postulated design basis fire. The team determined that a periodic surveillance had not been created to verify 
the circuit from the App R converter to the distribution panel was operable after the equipment was placed in service. 
Entergy intends to create a new surveillance to correct the omission.  
 
The issue is considered to be more than minor because if left uncorrected it could lead to a more significant safety 
concern and affect the Mitigating System Cornerstone attribute to ensure the availability of equipment. The issue was 
evaluated in accordance with the Appendix F Fire SDP and because the circuit had been tested satisfactorily as part of 
the 2005 modification post maintenance test the issue screens to green. This finding has a crosscutting aspect in 
Human Performance Resources related to ensuring equipment procedures are available. 
Inspection Report# : 2006007 (pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Clogged SW Strainer Procedure 
The team identified a green, non-cited violation of Technical Specification 6.4 Procedures, for Entergy’s failure to 
establish an adequate procedure to address degraded service water (SW) flow conditions. The station’s Loss of 
Service Water procedure permits operators to bypass the SW strainer if the strainer backwash feature was unavailable. 
The team determined Entergy had not evaluated the potential for river water debris to compromise the availability of 
downstream safety-related components. Entergy is currently evaluating design and procedural improvements and has 
entered this issue into their corrective action program for resolution.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating System 



cornerstone and affects its 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) since it did not result in a loss of safety system function and the team did not identify any events 
where operators had bypassed strainers and challenged safety systems. 
Inspection Report# : 2006007 (pdf)  

Significance:  Aug 18, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for HPCI/RCIC Terry Turbine Controller Flow Oscillations 
The team identified a green, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for 
failure to take actions to correct a condition adverse to quality related to significant flow oscillations caused by the 
Terry turbine flow/speed controllers for both the High Pressure Coolant Injection (HPCI) and Reactor Core Isolation 
Cooling (RCIC) systems. Entergy observed large flow oscillations during injection into the vessel from both the RCIC 
and HPCI systems following a plant trip in July 25, 2005. The team determined the licensee failed to take actions to 
correct the flow oscillation conditions and the operability determination performed following the event did not address 
all equipment performance deficiencies. The licensee has entered the issue into their corrective action program, 
performed an operability determination and implemented compensatory measures to address the issue.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
system cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events. The finding was determined to be of very low safety significance (Green) since it did not result in a loss of 
safety system function. This issue has a crosscutting aspect in the area of Problem Identification and Resolution, 
corrective actions, in that the licensee failed to take appropriate corrective actions to address this safety issues in a 
timely manner. 
Inspection Report# : 2006007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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



Miscellaneous 
Last modified : August 24, 2007 



Vermont Yankee 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 28, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inspection program Resulted in a Partial Collapse of a Non-Safety Related Cooling Tower Cell 
. A self-revealing NCV of TS 6.4, “Procedures,” was identified for Entergy’s failure to effectively incorporate readily 
available industry operating experience (OE) into the cooling tower (CT) inspection program and processes. 
Specifically, Entergy had not recognized the importance of performing hands-on inspections of CT structural 
members which were located in heavily loaded and normally inaccessible areas for detecting degraded conditions. As 
a result of not performing adequate inspections of “B” and “C” columns within the fill area, a partial collapse of non-
safety CT cell 2-4 occurred on August 21, 2007. This event resulted in Entergy rapidly reducing reactor power from 
100 percent to approximately 35 percent power, although no significant degradation of the safety-related cell was 
identified.  
 
The performance deficiency is that Entergy did not incorporate readily available OE into the CT inspection process 
and procedures to detect degraded structural components. This finding is more than minor because it is associated 
with the Equipment Performance attribute of the Initiating Events Cornerstone and affects the cornerstone objective of 
limiting the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown 
as well as power operations. The inspectors conducted a Phase 1 screening in accordance with IMC 0609, Appendix 
A. The finding was determined to be of very low safety significance because it did not contribute to both the 
likelihood of a reactor scram and the likelihood that mitigating equipment or functions would not be available. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, because 
Entergy did not implement and institutionalize OE through changes to station processes and procedures for the CT, as 
appropriate. 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 28, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Reactor Scram During Troubleshooting Due to Inadequate Main TSV Preventive Maintenance 
A self-revealing Finding of very low safety significance was identified for Entergy’s failure to specify adequate 
preventive maintenance (PM) for main turbine stop valve number two (TSV-2). As a result, during troubleshooting 
activities on the TSV-2 bypass control mechanism, a reactor scram occurred when all four main turbine stop valves 
closed.  
 
The performance deficiency is the failure of Entergy to have an adequate PM strategy for TSV-2. This finding is more 
than minor because it is associated with the Equipment Performance attribute of the Initiating Events Cornerstone and 
affects the cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during shutdown as well as power operations. Specifically, during troubleshooting of the 
TSV-2 bypass control mechanism, an automatic reactor scram occurred. The inspectors conducted a Phase 1 screening 
of the finding in accordance with IMC 0609, Appendix A. The finding was determined to be of very low safety 
significance because it did not contribute to both the likelihood of a reactor scram and the likelihood that mitigating 
equipment or functions would not be available. The finding has a cross-cutting aspect in the area of Human 
Performance, Resources component, because Entergy did not maintain an effective PM program for TSV-2. 
Specifically, the PM for TSV-2 did not specify a periodic activity to inspect, rebuild, and lubricate the bell crank 
assembly portion of the bypass control mechanism. 
Inspection Report# : 2007004 (pdf)  



Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Establish Minimum Thread Engagement for the “A” SW Pump Packing Gland Studs Results in 
Unplanned Unavailability 
. A self-revealing finding was identified because Entergy mechanics did not meet station expectations for establishing 
minimum thread engagement when installing packing gland studs into the “A” service water pump stuffing box during 
the replacement of pump packing. The lack of adequate stud engagement ultimately resulted in the gland studs 
backing out of the stuffing box and the extrusion of packing from the “A” service water pump. Entergy personnel took 
immediate actions to re-install the gland studs, replace the extruded packing, and return the “A” service water pump to 
available status approximately 10 hours later.  
 
The finding is more than minor because it is associated with the Equipment Performance attributes of both the 
Initiating Events and Mitigating Systems Cornerstones and because it affects the associated Cornerstone objectives of 
limiting the likelihood of those events that upset plant stability and ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 2 
analysis and determined that the finding was of very low safety significance. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Error Made by Electrical Maintenance Department Technicians Results in the Need for a Reactor Power 
Reduction 
A self-revealing finding was identified due to a procedure performance error made by Electrical Maintenance 
Department technicians while performing switchyard testing. As a result, one of three 345 kilovolt offsite power lines 
and one of two 115 kilovolt power supplies to the startup transformers were inadvertently isolated requiring control 
room operators to reduce reactor power to approximately 65 percent to meet grid stability limits. This procedure 
performance error was entered into Entergy’s corrective action program for resolution.  
 
The finding is more than minor because it is associated with the Equipment Performance-Maintenance attribute of the 
Initiating Events Cornerstone and affected the associated cornerstone objective of limiting the likelihood of those 
events that upset plant stability (i.e., performance of a power reduction). The finding is of very low safety significance 
because performing the power reduction did not contribute to the likelihood of both a reactor trip and the 
unavailability of mitigating equipment. The cause of this finding is related to the cross-cutting area of Human 
Performance, in that, technicians failed to follow procedures. [H.4(b)] 
Inspection Report# : 2007002 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control Associated with CST Vortexing Analysis 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control.” Specifically, Entergy 
did not use an appropriate method for calculating the effects of vortexing within the condensate storage tank which 
could have impacted high pressure coolant injection system and reactor core isolation cooling system performance 
under certain accident conditions. This design control issue was entered into Entergy’s corrective action program for 
resolution. Immediate corrective actions taken by Entergy included maximizing the available volume of water in the 
condensate storage tank and requiring control room operators to manually realign the suction of the high pressure 
coolant injection and reactor core isolation cooling systems from the condensate storage tank to the torus if level 
decreased below 17.5 percent.  



 
The finding is more than minor because it is associated with the Design Control attribute of the Mitigating Systems 
Cornerstone and because it affects the associated Cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesired consequences. The finding is of very low 
safety significance because it did not result in a loss of operability of either the high pressure coolant injection system 
or the reactor core isolation cooling system. The cause of this finding is related to the cross-cutting area of Problem 
Identification and Resolution, in that, Entergy did not effectively evaluate relevant internal and external operating 
experience related to non-conservative condensate storage tank vortexing analyses. [P.2(a)] 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Unplanned “A” Emergency Diesel Generator Shutdown and 
Unavailability 
. A self-revealing NCV of Vermont Yankee Technical Specification 6.4, “Procedures,” was identified when operators 
failed to follow a surveillance procedure for the emergency diesel generator fuel oil transfer system. As a result, the 
“A” diesel automatically shut down and was declared unavailable when its fuel oil supply was isolated. Entergy 
restored the system to a standby alignment and entered this issue into their corrective action program.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and because it affects the associated 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 it did not result in a loss of system safety function; did not represent actual 
loss of safety function of a single train for greater than its Technical Specification allowed outage time; and was not 
risk significant due to seismic, flooding, or severe weather initiating events. The cause of this finding has a cross-
cutting aspect in the area of Human Performance, in that, personnel failed to follow the established procedure. [H.4
(b)] 
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Oct 06, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Radioactive Material Shipment Package Dose Rate Exceeded 
The inspector identified a self-revealing finding, involving a failure to properly prepare and ship a package containing 
radioactive material in a manner that assured, under conditions normally incident to transport, conformance with 
Department of Transportation (DOT) radiation level limitations specified by 49 CFR 173.441(a), i.e., 200 millirem per
hour (mrem/h) on any external surface of the package. Accordingly, the finding was also considered an apparent 



violation of the requirements of 10 CFR 71.5 and 49 CFR 173.441(a). The finding involved an August 31, 2006 
radioactive material shipment, via an exclusive-use open transport vehicle, that was determined to have 820 mrem/h 
on the external surface of a package upon receipt at the shipping destination. The licensee entered this performance 
deficiency in its corrective action program; completed a root cause evaluation; and initiated corrective measures, 
including various process improvements to prevent recurrence.  
 
This finding is more than minor since it affected the Public Radiation Safety cornerstone, and involved an occurrence 
in the licensee’s radioactive material transportation program that was contrary to DOT regulations. The significance of 
this finding is considered as having low to moderate safety significance, since the radiation level was greater than two 
times the limit (400 mrem/h), but less than five times the limit (1000 mrem/h) specified by the DOT regulatory 
requirement. Though the surface of the package was inaccessible to the public during transport, that aspect was 
fortuitous and not the result of design or package preparation by the licensee; and the condition had the potential to 
adversely affect personnel who would normally receive the package or respond to an incident involving the package, 
with a reasonable expectation that the package conformed with DOT radiation limitations. This finding is documented 
within the licensee’s corrective action system as CR-VTY-2006-02723. 
Inspection Report# : 2006011 (pdf)  
Inspection Report# : 2007009 (pdf)  

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

Miscellaneous 
Last modified : December 07, 2007 



Vermont Yankee 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 28, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inspection program Resulted in a Partial Collapse of a Non-Safety Related Cooling Tower Cell 
. A self-revealing NCV of TS 6.4, “Procedures,” was identified for Entergy’s failure to effectively incorporate readily 
available industry operating experience (OE) into the cooling tower (CT) inspection program and processes. 
Specifically, Entergy had not recognized the importance of performing hands-on inspections of CT structural 
members which were located in heavily loaded and normally inaccessible areas for detecting degraded conditions. As 
a result of not performing adequate inspections of “B” and “C” columns within the fill area, a partial collapse of non-
safety CT cell 2-4 occurred on August 21, 2007. This event resulted in Entergy rapidly reducing reactor power from 
100 percent to approximately 35 percent power, although no significant degradation of the safety-related cell was 
identified.  
 
The performance deficiency is that Entergy did not incorporate readily available OE into the CT inspection process 
and procedures to detect degraded structural components. This finding is more than minor because it is associated 
with the Equipment Performance attribute of the Initiating Events Cornerstone and affects the cornerstone objective of 
limiting the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown 
as well as power operations. The inspectors conducted a Phase 1 screening in accordance with IMC 0609, Appendix 
A. The finding was determined to be of very low safety significance because it did not contribute to both the 
likelihood of a reactor scram and the likelihood that mitigating equipment or functions would not be available. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, because 
Entergy did not implement and institutionalize OE through changes to station processes and procedures for the CT, as 
appropriate. [P.2(b)] 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 28, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Reactor Scram During Troubleshooting Due to Inadequate Main TSV Preventive Maintenance 
A self-revealing Finding of very low safety significance was identified for Entergy’s failure to specify adequate 
preventive maintenance (PM) for main turbine stop valve number two (TSV-2). As a result, during troubleshooting 
activities on the TSV-2 bypass control mechanism, a reactor scram occurred when all four main turbine stop valves 
closed.  
 
The performance deficiency is the failure of Entergy to have an adequate PM strategy for TSV-2. This finding is more 
than minor because it is associated with the Equipment Performance attribute of the Initiating Events Cornerstone and 
affects the cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during shutdown as well as power operations. Specifically, during troubleshooting of the 
TSV-2 bypass control mechanism, an automatic reactor scram occurred. The inspectors conducted a Phase 1 screening 
of the finding in accordance with IMC 0609, Appendix A. The finding was determined to be of very low safety 
significance because it did not contribute to both the likelihood of a reactor scram and the likelihood that mitigating 
equipment or functions would not be available. The finding has a cross-cutting aspect in the area of Human 
Performance, Resources component, because Entergy did not maintain an effective PM program for TSV-2. 
Specifically, the PM for TSV-2 did not specify a periodic activity to inspect, rebuild, and lubricate the bell crank 
assembly portion of the bypass control mechanism. [H.2(c)] 
Inspection Report# : 2007004 (pdf)  



Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Establish Minimum Thread Engagement for the “A” SW Pump Packing Gland Studs Results in 
Unplanned Unavailability 
. A self-revealing finding was identified because Entergy mechanics did not meet station expectations for establishing 
minimum thread engagement when installing packing gland studs into the “A” service water pump stuffing box during 
the replacement of pump packing. The lack of adequate stud engagement ultimately resulted in the gland studs 
backing out of the stuffing box and the extrusion of packing from the “A” service water pump. Entergy personnel took 
immediate actions to re-install the gland studs, replace the extruded packing, and return the “A” service water pump to 
available status approximately 10 hours later.  
 
The finding is more than minor because it is associated with the Equipment Performance attributes of both the 
Initiating Events and Mitigating Systems Cornerstones and because it affects the associated Cornerstone objectives of 
limiting the likelihood of those events that upset plant stability and ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 2 
analysis and determined that the finding was of very low safety significance. 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Error Made by Electrical Maintenance Department Technicians Results in the Need for a Reactor Power 
Reduction 
A self-revealing finding was identified due to a procedure performance error made by Electrical Maintenance 
Department technicians while performing switchyard testing. As a result, one of three 345 kilovolt offsite power lines 
and one of two 115 kilovolt power supplies to the startup transformers were inadvertently isolated requiring control 
room operators to reduce reactor power to approximately 65 percent to meet grid stability limits. This procedure 
performance error was entered into Entergy’s corrective action program for resolution.  
 
The finding is more than minor because it is associated with the Equipment Performance-Maintenance attribute of the 
Initiating Events Cornerstone and affected the associated cornerstone objective of limiting the likelihood of those 
events that upset plant stability (i.e., performance of a power reduction). The finding is of very low safety significance 
because performing the power reduction did not contribute to the likelihood of both a reactor trip and the 
unavailability of mitigating equipment. The cause of this finding is related to the cross-cutting area of Human 
Performance, in that, technicians failed to follow procedures. [H.4(b)] 
Inspection Report# : 2007002 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control Associated with CST Vortexing Analysis 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control.” Specifically, Entergy 
did not use an appropriate method for calculating the effects of vortexing within the condensate storage tank which 
could have impacted high pressure coolant injection system and reactor core isolation cooling system performance 
under certain accident conditions. This design control issue was entered into Entergy’s corrective action program for 
resolution. Immediate corrective actions taken by Entergy included maximizing the available volume of water in the 
condensate storage tank and requiring control room operators to manually realign the suction of the high pressure 
coolant injection and reactor core isolation cooling systems from the condensate storage tank to the torus if level 
decreased below 17.5 percent.  



 
The finding is more than minor because it is associated with the Design Control attribute of the Mitigating Systems 
Cornerstone and because it affects the associated Cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesired consequences. The finding is of very low 
safety significance because it did not result in a loss of operability of either the high pressure coolant injection system 
or the reactor core isolation cooling system. The cause of this finding is related to the cross-cutting area of Problem 
Identification and Resolution, in that, Entergy did not effectively evaluate relevant internal and external operating 
experience related to non-conservative condensate storage tank vortexing analyses. [P.2(a)] 
Inspection Report# : 2007002 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Unplanned “A” Emergency Diesel Generator Shutdown and 
Unavailability 
. A self-revealing NCV of Vermont Yankee Technical Specification 6.4, “Procedures,” was identified when operators 
failed to follow a surveillance procedure for the emergency diesel generator fuel oil transfer system. As a result, the 
“A” diesel automatically shut down and was declared unavailable when its fuel oil supply was isolated. Entergy 
restored the system to a standby alignment and entered this issue into their corrective action program.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and because it affects the associated 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 it did not result in a loss of system safety function; did not represent actual 
loss of safety function of a single train for greater than its Technical Specification allowed outage time; and was not 
risk significant due to seismic, flooding, or severe weather initiating events. The cause of this finding has a cross-
cutting aspect in the area of Human Performance, in that, personnel failed to follow the established procedure. [H.4
(b)] 
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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



Miscellaneous 
Significance: N/A Nov 09, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Results of the Biennial Inspection of Problem Identification and Resolution 
The inspectors concluded that Entergy was effective in identifying, evaluating and resolving problems. Vermont 
Yankee personnel generally identified problems and entered them into the Corrective Action Program (CAP) at a low 
threshold, and had taken actions to address previous NRC findings. The inspectors determined that Entergy 
appropriately screened issues for operability and reportability, and prioritized issues commensurate with the safety 
significance of the problems. Causal analyses appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors determined that corrective actions addressed the identified causes and were 
typically implemented in a timely manner. However, the inspectors noted several examples of minor material 
condition issues that had not been identified by your staff. In addition, the inspectors noted that a corrective action 
was closed without being properly completed. These issues were determined to be minor and properly documented, 
evaluated, and assessed during the inspection.  
 
The inspectors determined that operating experience information was appropriately considered for applicability, and 
corrective and preventive actions were taken as needed. Self assessments, Quality Assurance audits, and other 
assessments were critical, thorough, and effective in identifying issues. Based on interviews, observations of plant 
activities, and reviews of the CAP and the Employees Concerns Program (ECP), the inspectors determined that site 
personnel were willing to raise safety issues and to document them in the CAP.  
 
Inspection Report# : 2007007 (pdf)  

Last modified : February 04, 2008 



Vermont Yankee 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Work Order Results in Unplanned “A” Service Water Pump Inoperability 
A self-revealing non-cited violation (NCV) of Technical Specification 6.4, “Procedures,” was identified for Entergy’s 
failure to provide an adequate procedure for setting the “A” service water (SW) pump lower motor guide bearing 
during its replacement in May 2007. Specifically, work order (WO) 111249-14, “Replace “A” Service Water Pump 
Lower Motor Guide Bearing,” did not provide adequate guidance to ensure proper verification of shaft lift to prevent 
loading the lower motor guide bearing. As a result, the bearing was improperly set which caused bearing degradation 
and unplanned “A” SW pump inoperability on February 12, 2008. Corrective actions taken or planned include 
replacement of the “A” SW pump motor and revisions to applicable procedures.  
 
The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events Cornerstone and affects the associated Cornerstone objectives of limiting the likelihood of those events that 
upset plant stability. The finding is of very low safety significance because the estimated increase in core damage 
frequency was less than 1E-06, assuming the reactor was operating at full power and the “A” SW pump was 
unavailable for less than 3 days. The performance deficiency has a cross-cutting aspect in the area of Human 
Performance, Resources component, in that Entergy did not provide an adequate procedure for the installation of the 
lower motor guide bearing.  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Sep 28, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inspection program Resulted in a Partial Collapse of a Non-Safety Related Cooling Tower Cell 
. A self-revealing NCV of TS 6.4, “Procedures,” was identified for Entergy’s failure to effectively incorporate readily 
available industry operating experience (OE) into the cooling tower (CT) inspection program and processes. 
Specifically, Entergy had not recognized the importance of performing hands-on inspections of CT structural 
members which were located in heavily loaded and normally inaccessible areas for detecting degraded conditions. As 
a result of not performing adequate inspections of “B” and “C” columns within the fill area, a partial collapse of non-
safety CT cell 2-4 occurred on August 21, 2007. This event resulted in Entergy rapidly reducing reactor power from 
100 percent to approximately 35 percent power, although no significant degradation of the safety-related cell was 
identified.  
 
The performance deficiency is that Entergy did not incorporate readily available OE into the CT inspection process 
and procedures to detect degraded structural components. This finding is more than minor because it is associated 
with the Equipment Performance attribute of the Initiating Events Cornerstone and affects the cornerstone objective of 
limiting the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown 
as well as power operations. The inspectors conducted a Phase 1 screening in accordance with IMC 0609, Appendix 
A. The finding was determined to be of very low safety significance because it did not contribute to both the 
likelihood of a reactor scram and the likelihood that mitigating equipment or functions would not be available. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, because 
Entergy did not implement and institutionalize OE through changes to station processes and procedures for the CT, as 
appropriate. [P.2(b)] 
Inspection Report# : 2007004 (pdf)  



Significance:  Sep 28, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Reactor Scram During Troubleshooting Due to Inadequate Main TSV Preventive Maintenance 
A self-revealing Finding of very low safety significance was identified for Entergy’s failure to specify adequate 
preventive maintenance (PM) for main turbine stop valve number two (TSV-2). As a result, during troubleshooting 
activities on the TSV-2 bypass control mechanism, a reactor scram occurred when all four main turbine stop valves 
closed.  
 
The performance deficiency is the failure of Entergy to have an adequate PM strategy for TSV-2. This finding is more 
than minor because it is associated with the Equipment Performance attribute of the Initiating Events Cornerstone and 
affects the cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during shutdown as well as power operations. Specifically, during troubleshooting of the 
TSV-2 bypass control mechanism, an automatic reactor scram occurred. The inspectors conducted a Phase 1 screening 
of the finding in accordance with IMC 0609, Appendix A. The finding was determined to be of very low safety 
significance because it did not contribute to both the likelihood of a reactor scram and the likelihood that mitigating 
equipment or functions would not be available. The finding has a cross-cutting aspect in the area of Human 
Performance, Resources component, because Entergy did not maintain an effective PM program for TSV-2. 
Specifically, the PM for TSV-2 did not specify a periodic activity to inspect, rebuild, and lubricate the bell crank 
assembly portion of the bypass control mechanism. [H.2(c)] 
Inspection Report# : 2007004 (pdf)  

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 



Significance: N/A Nov 09, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Results of the Biennial Inspection of Problem Identification and Resolution 
The inspectors concluded that Entergy was effective in identifying, evaluating and resolving problems. Vermont 
Yankee personnel generally identified problems and entered them into the Corrective Action Program (CAP) at a low 
threshold, and had taken actions to address previous NRC findings. The inspectors determined that Entergy 
appropriately screened issues for operability and reportability, and prioritized issues commensurate with the safety 
significance of the problems. Causal analyses appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors determined that corrective actions addressed the identified causes and were 
typically implemented in a timely manner. However, the inspectors noted several examples of minor material 
condition issues that had not been identified by your staff. In addition, the inspectors noted that a corrective action 
was closed without being properly completed. These issues were determined to be minor and properly documented, 
evaluated, and assessed during the inspection.  
 
The inspectors determined that operating experience information was appropriately considered for applicability, and 
corrective and preventive actions were taken as needed. Self assessments, Quality Assurance audits, and other 
assessments were critical, thorough, and effective in identifying issues. Based on interviews, observations of plant 
activities, and reviews of the CAP and the Employees Concerns Program (ECP), the inspectors determined that site 
personnel were willing to raise safety issues and to document them in the CAP.  
 
Inspection Report# : 2007007 (pdf)  

Last modified : June 05, 2008 



Vermont Yankee 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Reactor Building Crane Maintenance 
The NRC identified a non-cited violation for Entergy’s failure to take timely corrective action, as required by 
10CFR50.65(a)(1), after the reactor building crane (RBC) exceeded reliability performance goals. Specifically, from 
April 12, 2007, when the RBC was classified as (a)(1), until May 12, 2008, when the RBC brakes failed to function 
during the movement of a spent fuel storage cask, Entergy failed to take corrective actions in response to the RBC not 
meeting established goals. This issue was entered into the licensee's corrective action program as Condition Report 
CR 2008 2043.  
 
The issue is greater than minor because the failure to implement timely corrective actions resulted in the failure of the 
RBC brakes during the movement of a spent fuel storage cask. The finding is not suitable for evaluation under the 
Significance Determination Process, but has been reviewed by NRC management and was determined to be a finding 
of very low safety significance (Green) because the spent fuel storage cask was in an approved load path, and the 
refuel floor allowed the brakes to engage when sufficient load was removed from the hoist. This finding has a cross-
cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, in that Entergy failed 
to take appropriate corrective actions to address safety issues and adverse trends in a timely manner, commensurate 
with their safety significance and complexity.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Work Order Results in Unplanned “A” Service Water Pump Inoperability 
A self-revealing non-cited violation (NCV) of Technical Specification 6.4, “Procedures,” was identified for Entergy’s 
failure to provide an adequate procedure for setting the “A” service water (SW) pump lower motor guide bearing 
during its replacement in May 2007. Specifically, work order (WO) 111249-14, “Replace “A” Service Water Pump 
Lower Motor Guide Bearing,” did not provide adequate guidance to ensure proper verification of shaft lift to prevent 
loading the lower motor guide bearing. As a result, the bearing was improperly set which caused bearing degradation 
and unplanned “A” SW pump inoperability on February 12, 2008. Corrective actions taken or planned include 
replacement of the “A” SW pump motor and revisions to applicable procedures.  
The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events Cornerstone and affects the associated Cornerstone objectives of limiting the likelihood of those events that 
upset plant stability. The finding is of very low safety significance because the estimated increase in core damage 
frequency was less than 1E-06, assuming the reactor was operating at full power and the “A” SW pump was 
unavailable for less than 3 days. The performance deficiency has a cross-cutting aspect in the area of Human 
Performance, Resources component, in that Entergy did not provide an adequate procedure for the installation of the 
lower motor guide bearing. [H.2(c)] 
Inspection Report# : 2008002 (pdf)  

Significance:  Sep 28, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inspection program Resulted in a Partial Collapse of a Non-Safety Related Cooling Tower Cell 
. A self-revealing NCV of TS 6.4, “Procedures,” was identified for Entergy’s failure to effectively incorporate readily 



available industry operating experience (OE) into the cooling tower (CT) inspection program and processes. 
Specifically, Entergy had not recognized the importance of performing hands-on inspections of CT structural 
members which were located in heavily loaded and normally inaccessible areas for detecting degraded conditions. As 
a result of not performing adequate inspections of “B” and “C” columns within the fill area, a partial collapse of non-
safety CT cell 2-4 occurred on August 21, 2007. This event resulted in Entergy rapidly reducing reactor power from 
100 percent to approximately 35 percent power, although no significant degradation of the safety-related cell was 
identified.  
 
The performance deficiency is that Entergy did not incorporate readily available OE into the CT inspection process 
and procedures to detect degraded structural components. This finding is more than minor because it is associated 
with the Equipment Performance attribute of the Initiating Events Cornerstone and affects the cornerstone objective of 
limiting the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown 
as well as power operations. The inspectors conducted a Phase 1 screening in accordance with IMC 0609, Appendix 
A. The finding was determined to be of very low safety significance because it did not contribute to both the 
likelihood of a reactor scram and the likelihood that mitigating equipment or functions would not be available. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, because 
Entergy did not implement and institutionalize OE through changes to station processes and procedures for the CT, as 
appropriate. [P.2(b)] 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 28, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Reactor Scram During Troubleshooting Due to Inadequate Main TSV Preventive Maintenance 
A self-revealing Finding of very low safety significance was identified for Entergy’s failure to specify adequate 
preventive maintenance (PM) for main turbine stop valve number two (TSV-2). As a result, during troubleshooting 
activities on the TSV-2 bypass control mechanism, a reactor scram occurred when all four main turbine stop valves 
closed.  
 
The performance deficiency is the failure of Entergy to have an adequate PM strategy for TSV-2. This finding is more 
than minor because it is associated with the Equipment Performance attribute of the Initiating Events Cornerstone and 
affects the cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during shutdown as well as power operations. Specifically, during troubleshooting of the 
TSV-2 bypass control mechanism, an automatic reactor scram occurred. The inspectors conducted a Phase 1 screening 
of the finding in accordance with IMC 0609, Appendix A. The finding was determined to be of very low safety 
significance because it did not contribute to both the likelihood of a reactor scram and the likelihood that mitigating 
equipment or functions would not be available. The finding has a cross-cutting aspect in the area of Human 
Performance, Resources component, because Entergy did not maintain an effective PM program for TSV-2. 
Specifically, the PM for TSV-2 did not specify a periodic activity to inspect, rebuild, and lubricate the bell crank 
assembly portion of the bypass control mechanism. [H.2(c)] 
Inspection Report# : 2007004 (pdf)  

Mitigating Systems 

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(d)]. See inspection report 
for more details. 



Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Barrier Integrity 

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (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 Nov 09, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Results of the Biennial Inspection of Problem Identification and Resolution 
The inspectors concluded that Entergy was effective in identifying, evaluating and resolving problems. Vermont 
Yankee personnel generally identified problems and entered them into the Corrective Action Program (CAP) at a low 
threshold, and had taken actions to address previous NRC findings. The inspectors determined that Entergy 
appropriately screened issues for operability and reportability, and prioritized issues commensurate with the safety 
significance of the problems. Causal analyses appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors determined that corrective actions addressed the identified causes and were 
typically implemented in a timely manner. However, the inspectors noted several examples of minor material 
condition issues that had not been identified by your staff. In addition, the inspectors noted that a corrective action 
was closed without being properly completed. These issues were determined to be minor and properly documented, 
evaluated, and assessed during the inspection.  
 
The inspectors determined that operating experience information was appropriately considered for applicability, and 
corrective and preventive actions were taken as needed. Self assessments, Quality Assurance audits, and other 
assessments were critical, thorough, and effective in identifying issues. Based on interviews, observations of plant 
activities, and reviews of the CAP and the Employees Concerns Program (ECP), the inspectors determined that site 
personnel were willing to raise safety issues and to document them in the CAP.  
 
Inspection Report# : 2007007 (pdf)  

Last modified : August 29, 2008 



Vermont Yankee 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Reactor Building Crane Maintenance 
The NRC identified a non-cited violation for Entergy’s failure to take timely corrective action, as required by 10CFR50.65(a)(1), after the 
reactor building crane (RBC) exceeded reliability performance goals. Specifically, from April 12, 2007, when the RBC was classified as (a)
(1), until May 12, 2008, when the RBC brakes failed to function during the movement of a spent fuel storage cask, Entergy failed to take 
corrective actions in response to the RBC not meeting established goals. This issue was entered into the licensee's corrective action program 
as Condition Report CR 2008 2043.  
 
The issue is greater than minor because the failure to implement timely corrective actions resulted in the failure of the RBC brakes during the 
movement of a spent fuel storage cask. The finding is not suitable for evaluation under the Significance Determination Process, but has been 
reviewed by NRC management and was determined to be a finding of very low safety significance (Green) because the spent fuel storage 
cask was in an approved load path, and the refuel floor allowed the brakes to engage when sufficient load was removed from the hoist. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, in that Entergy failed to 
take appropriate corrective actions to address safety issues and adverse trends in a timely manner, commensurate with their safety significance 
and complexity.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Work Order Results in Unplanned “A” Service Water Pump Inoperability 
A self-revealing non-cited violation (NCV) of Technical Specification 6.4, “Procedures,” was identified for Entergy’s failure to provide an 
adequate procedure for setting the “A” service water (SW) pump lower motor guide bearing during its replacement in May 2007. Specifically, 
work order (WO) 111249-14, “Replace “A” Service Water Pump Lower Motor Guide Bearing,” did not provide adequate guidance to ensure 
proper verification of shaft lift to prevent loading the lower motor guide bearing. As a result, the bearing was improperly set which caused 
bearing degradation and unplanned “A” SW pump inoperability on February 12, 2008. Corrective actions taken or planned include 
replacement of the “A” SW pump motor and revisions to applicable procedures.  
The finding is more than minor because it is associated with the equipment performance attribute of the Initiating Events Cornerstone and 
affects the associated Cornerstone objectives of limiting the likelihood of those events that upset plant stability. The finding is of very low 
safety significance because the estimated increase in core damage frequency was less than 1E-06, assuming the reactor was operating at full 
power and the “A” SW pump was unavailable for less than 3 days. The performance deficiency has a cross-cutting aspect in the area of 
Human Performance, Resources component, in that Entergy did not provide an adequate procedure for the installation of the lower motor 
guide bearing. [H.2(c)] 
Inspection Report# : 2008002 (pdf)  

Mitigating Systems 

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Testing of Safety Related Batteries 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix B, Criterion XI, “Test 
Control,” in that, Entergy did not properly document and evaluate safety related battery test results. Specifically, the NRC identified three 
instances involving the rotating uninterruptible power supply system and the alternate shutdown batteries where Entergy did not adequately 
evaluate test results to calculate battery capacity. In response, Entergy entered these issues into the corrective action program and 
demonstrated that there was sufficient margin to assure operability of the safety related batteries.  
 



The finding is more than minor because it is associated with the human 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 team determined the finding was of very low safety significance (Green) because it was not a design or 
qualification deficiency, did not represent a loss of system safety function, and did not screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, 
Corrective Action Program Component, because Entergy did not identify issues in a timely manner commensurate with their safety 
significance. 
Inspection Report# : 2008008 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Emergency Diesel Generator Load Testing 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, 
“Design Control,” in that, Entergy did not ensure that the design basis, as defined in calculations and the Updated Final Safety Analysis 
Report for manual emergency diesel generator (EDG) loading, was verified by a suitable testing program. Specifically, Entergy had not 
performed a suitable test to demonstrate that the 1B EDG was capable of loading to a value that demonstrated its calculated maximum load 
during a postulated accident scenario, as allowed in operating procedures. Entergy entered the issue into their corrective action program and 
completed an operability assessment, which demonstrated that the emergency diesel generators were capable of performing their design 
function.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems Cornerstone and affected 
the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The team determined the finding was of very low safety significance (Green) because it was a design or 
qualification deficiency confirmed not to result in a loss of standby onsite power operability or functionality. 
Inspection Report# : 2008008 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Station Blackout Load Shedding 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50.63, “Loss of all 
Alternating Current Power,” in that, Entergy did not ensure that adequate battery capacity would be available during a station blackout (SBO), 
as assumed in the station’s SBO analysis. Specifically, unrecognized delays in performing a credited manual direct current (DC) load 
shedding operator action, as well as an incorrectly translated minimum battery voltage referenced in the station’s SBO procedure, could have 
resulted in the ‘B’ station battery capacity being insufficient during an SBO. Entergy entered the issue into the corrective action program. 
Entergy also recalculated the ‘B’ station battery capacity and determined that sufficient battery capacity existed when realistic load shedding 
assumptions were applied (battery remained operable).  
 
The finding is more than minor because it is associated with the procedure quality 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. This finding was determined to be of very low safety significance (Green) because it was not a design or 
qualification deficiency, did not represent a loss of system safety function, and did not screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event.  
 
Inspection Report# : 2008008 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with losses of large areas of 
the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related 
NRC guidance. This finding has been designated as "Official Use Only - Security-Related Information;" therefore, the details of this finding 
are being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(d)]. 
See inspection report for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 



B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with losses of large areas of 
the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related 
NRC guidance. This finding has been designated as "Official Use Only - Security-Related Information;" therefore, the details of this finding 
are being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. 
See inspection report for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with losses of large areas of 
the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related 
NRC guidance. This finding has been designated as "Official Use Only - Security-Related Information;" therefore, the details of this finding 
are being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. 
See inspection report for more details. 
Inspection Report# : 2008007 (pdf)  

Barrier Integrity 

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with losses of large areas of the 
plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related NRC 
guidance. This finding has been designated as "Official Use Only - Security-Related Information;" therefore, the details of this finding are 
being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See 
inspection report for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with losses of large areas of the 
plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related NRC 
guidance. This finding has been designated as "Official Use Only - Security-Related Information;" therefore, the details of this finding are 
being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See 
inspection report for more details. 
Inspection Report# : 2008007 (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 Nov 09, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Results of the Biennial Inspection of Problem Identification and Resolution 
The inspectors concluded that Entergy was effective in identifying, evaluating and resolving problems. Vermont Yankee personnel generally 
identified problems and entered them into the Corrective Action Program (CAP) at a low threshold, and had taken actions to address previous 
NRC findings. The inspectors determined that Entergy appropriately screened issues for operability and reportability, and prioritized issues 
commensurate with the safety significance of the problems. Causal analyses appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors determined that corrective actions addressed the identified causes and were typically implemented in a 
timely manner. However, the inspectors noted several examples of minor material condition issues that had not been identified by your staff. 
In addition, the inspectors noted that a corrective action was closed without being properly completed. These issues were determined to be 
minor and properly documented, evaluated, and assessed during the inspection.  
 
The inspectors determined that operating experience information was appropriately considered for applicability, and corrective and preventive 
actions were taken as needed. Self assessments, Quality Assurance audits, and other assessments were critical, thorough, and effective in 
identifying issues. Based on interviews, observations of plant activities, and reviews of the CAP and the Employees Concerns Program 
(ECP), the inspectors determined that site personnel were willing to raise safety issues and to document them in the CAP.  
 
Inspection Report# : 2007007 (pdf)  

Last modified : November 26, 2008 



Vermont Yankee 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 31, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Preventative Maintenence Program for Reactor Building Crane 
A self-revealing Finding of very low safety significance was identified for  
Entergy not fully developing an adequate preventive maintenance (PM) program for the reactor building crane (RBC). 
As a result, on May 12, 2008, when the first loaded spent fuel storage cask was removed from the spent fuel pool 
(SFP) and was being lowered to a height of four inches above the refueling floor, the crane brakes did not engage and 
the spent fuel storage cask continued to be slowly lowered to the refueling floor. This issue was entered into the 
licensee’s corrective action program as condition report CR VTY 2008-02043.  
 
This issue is greater than minor because the finding resulted in the failure of the RBC brakes to engage during the 
lowering of a loaded spent fuel storage cask. The finding was determined to be of very low safety significance (Green) 
because the spent fuel storage cask remained under control of the reactor building crane, was in an approved load 
path, and the emergency braking system was available.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Oct 08, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Design Change Review Causes Failure of Circulating Water System Pipe Supports 
A self-revealing finding of very low safety significance was identified because Entergy did not verify the technical 
adequacy of a design change prior to placing the circulating water system piping in east cooling tower cell 1-1 in 
service. As a result, four horizontal circulating water pipe support beams failed. Upon identification of the failure, 
Entergy decreased reactor power to 46 percent and removed both the east and west cooling towers from service for 
investigation and repair. Entergy’s corrective actions included immediate replacement or repair of damaged and 
degraded structures, verification of design change acceptability, and implementation of several procedure and policy 
changes.  
 
The performance deficiency was that Entergy did not perform an adequate design review as described in Entergy 
procedure EN-DC-115, “Engineering Change Development.” The finding was more than minor because it was 
associated with the Design Control attribute of the Initiating Events Cornerstone and affects the cornerstone objective 
of limiting the likelihood of those events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Specifically, the inadequate design change analysis resulted in the failure of 
horizontal pipe supports in cooling tower cell 1-1 which damaged the circulating water system piping and resulted in a 
significant power reduction. The finding was determined to be of very low safety significance because it did not 
contribute to both the likelihood of a reactor scram and the likelihood that mitigating equipment or functions would 
not be available. The finding had a cross-cutting aspect related to resources in the area of Human Performance. 
Entergy did not ensure that complete, accurate and up-to-date design documentation was available to adequately 
construct portions of non-safety-related cooling tower cells. Specifically, Entergy did not provide detailed drawings or 
instructions supported by engineering calculations to implement a design change affecting the circulating water pipe 
horizontal support design [H.2(c)]. 
Inspection Report# : 2008009 (pdf)  



Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Reactor Building Crane Maintenance 
The NRC identified a non-cited violation for Entergy’s failure to take timely corrective action, as required by 
10CFR50.65(a)(1), after the reactor building crane (RBC) exceeded reliability performance goals. Specifically, from 
April 12, 2007, when the RBC was classified as (a)(1), until May 12, 2008, when the RBC brakes failed to function 
during the movement of a spent fuel storage cask, Entergy failed to take corrective actions in response to the RBC not 
meeting established goals. This issue was entered into the licensee's corrective action program as Condition Report 
CR 2008 2043.  
 
The issue is greater than minor because the failure to implement timely corrective actions resulted in the failure of the 
RBC brakes during the movement of a spent fuel storage cask. The finding is not suitable for evaluation under the 
Significance Determination Process, but has been reviewed by NRC management and was determined to be a finding 
of very low safety significance (Green) because the spent fuel storage cask was in an approved load path, and the 
refuel floor allowed the brakes to engage when sufficient load was removed from the hoist. This finding has a cross-
cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, in that Entergy failed 
to take appropriate corrective actions to address safety issues and adverse trends in a timely manner, commensurate 
with their safety significance and complexity.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Work Order Results in Unplanned “A” Service Water Pump Inoperability 
A self-revealing non-cited violation (NCV) of Technical Specification 6.4, “Procedures,” was identified for Entergy’s 
failure to provide an adequate procedure for setting the “A” service water (SW) pump lower motor guide bearing 
during its replacement in May 2007. Specifically, work order (WO) 111249-14, “Replace “A” Service Water Pump 
Lower Motor Guide Bearing,” did not provide adequate guidance to ensure proper verification of shaft lift to prevent 
loading the lower motor guide bearing. As a result, the bearing was improperly set which caused bearing degradation 
and unplanned “A” SW pump inoperability on February 12, 2008. Corrective actions taken or planned include 
replacement of the “A” SW pump motor and revisions to applicable procedures.  
The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events Cornerstone and affects the associated Cornerstone objectives of limiting the likelihood of those events that 
upset plant stability. The finding is of very low safety significance because the estimated increase in core damage 
frequency was less than 1E-06, assuming the reactor was operating at full power and the “A” SW pump was 
unavailable for less than 3 days. The performance deficiency has a cross-cutting aspect in the area of Human 
Performance, Resources component, in that Entergy did not provide an adequate procedure for the installation of the 
lower motor guide bearing. [H.2(c)] 
Inspection Report# : 2008002 (pdf)  

Mitigating Systems 

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Testing of Safety Related Batteries 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion XI, “Test Control,” in that, Entergy did not properly document and evaluate safety related battery test 
results. Specifically, the NRC identified three instances involving the rotating uninterruptible power supply system 



and the alternate shutdown batteries where Entergy did not adequately evaluate test results to calculate battery 
capacity. In response, Entergy entered these issues into the corrective action program and demonstrated that there was 
sufficient margin to assure operability of the safety related batteries.  
 
The finding is more than minor because it is associated with the human 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 team determined the finding was of 
very low safety significance (Green) because it was not a design or qualification deficiency, did not represent a loss of 
system safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, 
Corrective Action Program Component, because Entergy did not identify issues in a timely manner commensurate 
with their safety significance. 
Inspection Report# : 2008008 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Emergency Diesel Generator Load Testing 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” in that, Entergy did not ensure that the design basis, as defined in 
calculations and the Updated Final Safety Analysis Report for manual emergency diesel generator (EDG) loading, 
was verified by a suitable testing program. Specifically, Entergy had not performed a suitable test to demonstrate that 
the 1B EDG was capable of loading to a value that demonstrated its calculated maximum load during a postulated 
accident scenario, as allowed in operating procedures. Entergy entered the issue into their corrective action program 
and completed an operability assessment, which demonstrated that the emergency diesel generators were capable of 
performing their design function.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was a design or qualification deficiency confirmed not to result in a loss of 
standby onsite power operability or functionality. 
Inspection Report# : 2008008 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Station Blackout Load Shedding 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50.63, 
“Loss of all Alternating Current Power,” in that, Entergy did not ensure that adequate battery capacity would be 
available during a station blackout (SBO), as assumed in the station’s SBO analysis. Specifically, unrecognized delays 
in performing a credited manual direct current (DC) load shedding operator action, as well as an incorrectly translated 
minimum battery voltage referenced in the station’s SBO procedure, could have resulted in the ‘B’ station battery 
capacity being insufficient during an SBO. Entergy entered the issue into the corrective action program. Entergy also 
recalculated the ‘B’ station battery capacity and determined that sufficient battery capacity existed when realistic load 
shedding assumptions were applied (battery remained operable).  
 
The finding is more than minor because it is associated with the procedure quality 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. This finding was determined to be of very low 
safety significance (Green) because it was not a design or qualification deficiency, did not represent a loss of system 
safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event.  
 



Inspection Report# : 2008008 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(d)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Barrier Integrity 

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 



Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (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 : April 07, 2009 



Vermont Yankee 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 31, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Preventative Maintenence Program for Reactor Building Crane 
A self-revealing Finding of very low safety significance was identified for  
Entergy not fully developing an adequate preventive maintenance (PM) program for the reactor building crane (RBC). 
As a result, on May 12, 2008, when the first loaded spent fuel storage cask was removed from the spent fuel pool 
(SFP) and was being lowered to a height of four inches above the refueling floor, the crane brakes did not engage and 
the spent fuel storage cask continued to be slowly lowered to the refueling floor. This issue was entered into the 
licensee’s corrective action program as condition report CR VTY 2008-02043.  
 
This issue is greater than minor because the finding resulted in the failure of the RBC brakes to engage during the 
lowering of a loaded spent fuel storage cask. The finding was determined to be of very low safety significance (Green) 
because the spent fuel storage cask remained under control of the reactor building crane, was in an approved load 
path, and the emergency braking system was available.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Oct 08, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Design Change Review Causes Failure of Circulating Water System Pipe Supports 
A self-revealing finding of very low safety significance was identified because Entergy did not verify the technical 
adequacy of a design change prior to placing the circulating water system piping in east cooling tower cell 1-1 in 
service. As a result, four horizontal circulating water pipe support beams failed. Upon identification of the failure, 
Entergy decreased reactor power to 46 percent and removed both the east and west cooling towers from service for 
investigation and repair. Entergy’s corrective actions included immediate replacement or repair of damaged and 
degraded structures, verification of design change acceptability, and implementation of several procedure and policy 
changes.  
 
The performance deficiency was that Entergy did not perform an adequate design review as described in Entergy 
procedure EN-DC-115, “Engineering Change Development.” The finding was more than minor because it was 
associated with the Design Control attribute of the Initiating Events Cornerstone and affects the cornerstone objective 
of limiting the likelihood of those events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Specifically, the inadequate design change analysis resulted in the failure of 
horizontal pipe supports in cooling tower cell 1-1 which damaged the circulating water system piping and resulted in a 
significant power reduction. The finding was determined to be of very low safety significance because it did not 
contribute to both the likelihood of a reactor scram and the likelihood that mitigating equipment or functions would 
not be available. The finding had a cross-cutting aspect related to resources in the area of Human Performance. 
Entergy did not ensure that complete, accurate and up-to-date design documentation was available to adequately 
construct portions of non-safety-related cooling tower cells. Specifically, Entergy did not provide detailed drawings or 
instructions supported by engineering calculations to implement a design change affecting the circulating water pipe 
horizontal support design [H.2(c)]. 
Inspection Report# : 2008009 (pdf)  



Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Reactor Building Crane Maintenance 
The NRC identified a non-cited violation for Entergy’s failure to take timely corrective action, as required by 
10CFR50.65(a)(1), after the reactor building crane (RBC) exceeded reliability performance goals. Specifically, from 
April 12, 2007, when the RBC was classified as (a)(1), until May 12, 2008, when the RBC brakes failed to function 
during the movement of a spent fuel storage cask, Entergy failed to take corrective actions in response to the RBC not 
meeting established goals. This issue was entered into the licensee's corrective action program as Condition Report 
CR 2008 2043.  
 
The issue is greater than minor because the failure to implement timely corrective actions resulted in the failure of the 
RBC brakes during the movement of a spent fuel storage cask. The finding is not suitable for evaluation under the 
Significance Determination Process, but has been reviewed by NRC management and was determined to be a finding 
of very low safety significance (Green) because the spent fuel storage cask was in an approved load path, and the 
refuel floor allowed the brakes to engage when sufficient load was removed from the hoist. This finding has a cross-
cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, in that Entergy failed 
to take appropriate corrective actions to address safety issues and adverse trends in a timely manner, commensurate 
with their safety significance and complexity.  
 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to write a condition report (CR) for an adverse condition associated with water accumulating in the 
turbine building supply fan housing plenum area. 
The inspectors identified a Green non-cited violation (NCV) of Vermont Yankee Technical Specifications Section 6.4, 
“Procedures,” for Vermont Yankee’s failure to take action to correct a specific and foreseen malfunction of a plant 
component. Specifically, Vermont Yankee failed to initiate a condition report (CR) for an adverse condition 
associated with water accumulating in the turbine building supply fan housing plenum area, which led to the 
inoperability of the ‘A’ emergency diesel generator (EDG) on January 21, 2009 for four hours. Vermont Yankee 
operations and maintenance personnel stopped the source of the water accumulation and restored the ‘A’ EDG to 
operable status. This NCV has since been entered into the Vermont Yankee corrective action program (CAP).  
 
The finding was more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the ‘A’ EDG 
was rendered inoperable for approximately four hours, but less than the seven-day Technical Specifications (TS) 3.10 
allowed outage time. The finding had a cross-cutting aspect in the “Corrective Action Program” component of the 
Problem Identification and Resolution (PI&R) cross-cutting area because Vermont Yankee did not identify within the 
CAP the rising water level in the turbine building supply fan housing plenum area in a timely manner commensurate 
with its safety significance [P.1(a)]. (Section 1R12).  
 
Inspection Report# : 2009002 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to perform procedurally required engineering evaluations for scaffolding. 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for Vermont Yankee’s failure to routinely perform procedurally required engineering evaluations for 
scaffold bracing attached to pipe supports. Specifically, Vermont Yankee failed to perform engineering evaluations on 
27 out of 32 scaffolds with horizontal bracing attached to safety related pipe supports. Subsequently, each scaffold 
was evaluated and documented by Vermont Yankee engineering and no immediate safety issues were found. This 
NCV has been entered into the Vermont Yankee corrective action program (CAP).  
 
The performance deficiency was more than minor because if left uncorrected, the performance deficiency had the 
potential to lead to a more significant safety concern. Specifically, installing scaffold bracing on pipe supports without 
engineering approval could place a pipe support in an unanalyzed seismic condition, which could lead to failure in a 
seismic event. The finding had a cross-cutting aspect in the “Work Practices” component of the Human Performance 
cross-cutting area because Vermont Yankee did not implement adequate management oversight of contractor work 
activities regarding scaffold procedural compliance. [H.4(c)]. (Section 4OA2).  
 
 
Inspection Report# : 2009002 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Testing of Safety Related Batteries 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion XI, “Test Control,” in that, Entergy did not properly document and evaluate safety related battery test 
results. Specifically, the NRC identified three instances involving the rotating uninterruptible power supply system 
and the alternate shutdown batteries where Entergy did not adequately evaluate test results to calculate battery 
capacity. In response, Entergy entered these issues into the corrective action program and demonstrated that there was 
sufficient margin to assure operability of the safety related batteries.  
 
The finding is more than minor because it is associated with the human 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 team determined the finding was of 
very low safety significance (Green) because it was not a design or qualification deficiency, did not represent a loss of 
system safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, 
Corrective Action Program Component, because Entergy did not identify issues in a timely manner commensurate 
with their safety significance. 
Inspection Report# : 2008008 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Emergency Diesel Generator Load Testing 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” in that, Entergy did not ensure that the design basis, as defined in 
calculations and the Updated Final Safety Analysis Report for manual emergency diesel generator (EDG) loading, 
was verified by a suitable testing program. Specifically, Entergy had not performed a suitable test to demonstrate that 
the 1B EDG was capable of loading to a value that demonstrated its calculated maximum load during a postulated 
accident scenario, as allowed in operating procedures. Entergy entered the issue into their corrective action program 
and completed an operability assessment, which demonstrated that the emergency diesel generators were capable of 
performing their design function.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 



that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was a design or qualification deficiency confirmed not to result in a loss of 
standby onsite power operability or functionality. 
Inspection Report# : 2008008 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Station Blackout Load Shedding 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50.63, 
“Loss of all Alternating Current Power,” in that, Entergy did not ensure that adequate battery capacity would be 
available during a station blackout (SBO), as assumed in the station’s SBO analysis. Specifically, unrecognized delays 
in performing a credited manual direct current (DC) load shedding operator action, as well as an incorrectly translated 
minimum battery voltage referenced in the station’s SBO procedure, could have resulted in the ‘B’ station battery 
capacity being insufficient during an SBO. Entergy entered the issue into the corrective action program. Entergy also 
recalculated the ‘B’ station battery capacity and determined that sufficient battery capacity existed when realistic load 
shedding assumptions were applied (battery remained operable).  
 
The finding is more than minor because it is associated with the procedure quality 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. This finding was determined to be of very low 
safety significance (Green) because it was not a design or qualification deficiency, did not represent a loss of system 
safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event.  
 
Inspection Report# : 2008008 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(d)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 



Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Barrier Integrity 

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (pdf)  

Significance:  Apr 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008007 (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 : May 28, 2009 



Vermont Yankee 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 31, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Preventative Maintenence Program for Reactor Building Crane 
A self-revealing Finding of very low safety significance was identified for Entergy not fully developing an adequate 
preventive maintenance (PM) program for the reactor building crane (RBC). As a result, on May 12, 2008, when the 
first loaded spent fuel storage cask was removed from the spent fuel pool (SFP) and was being lowered to a height of 
four inches above the refueling floor, the crane brakes did not engage and the spent fuel storage cask continued to be 
slowly lowered to the refueling floor. This issue was entered into the licensee’s corrective action program as condition 
report CR VTY 2008-02043.  
 
This issue is greater than minor because the finding resulted in the failure of the RBC brakes to engage during the 
lowering of a loaded spent fuel storage cask. The finding was determined to be of very low safety significance (Green) 
because the spent fuel storage cask remained under control of the reactor building crane, was in an approved load 
path, and the emergency braking system was available.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Oct 08, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Design Change Review Causes Failure of Circulating Water System Pipe Supports 
A self-revealing finding of very low safety significance was identified because Entergy did not verify the technical 
adequacy of a design change prior to placing the circulating water system piping in east cooling tower cell 1-1 in 
service. As a result, four horizontal circulating water pipe support beams failed. Upon identification of the failure, 
Entergy decreased reactor power to 46 percent and removed both the east and west cooling towers from service for 
investigation and repair. Entergy’s corrective actions included immediate replacement or repair of damaged and 
degraded structures, verification of design change acceptability, and implementation of several procedure and policy 
changes.  
 
The performance deficiency was that Entergy did not perform an adequate design review as described in Entergy 
procedure EN-DC-115, “Engineering Change Development.” The finding was more than minor because it was 
associated with the Design Control attribute of the Initiating Events Cornerstone and affects the cornerstone objective 
of limiting the likelihood of those events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Specifically, the inadequate design change analysis resulted in the failure of 
horizontal pipe supports in cooling tower cell 1-1 which damaged the circulating water system piping and resulted in a 
significant power reduction. The finding was determined to be of very low safety significance because it did not 
contribute to both the likelihood of a reactor scram and the likelihood that mitigating equipment or functions would 
not be available. The finding had a cross-cutting aspect related to resources in the area of Human Performance. 
Entergy did not ensure that complete, accurate and up-to-date design documentation was available to adequately 
construct portions of non-safety-related cooling tower cells. Specifically, Entergy did not provide detailed drawings or 
instructions supported by engineering calculations to implement a design change affecting the circulating water pipe 
horizontal support design [H.2(c)]. 
Inspection Report# : 2008009 (pdf)  



Mitigating Systems 

Significance:  Jun 03, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for a HPCI System Functional Failure 
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for Entergy’s failure to take adequate corrective actions for a condition adverse to quality involving an issue 
that had the potential to negatively impact the high pressure coolant injection (HPCI) system. Specifically, Entergy 
failed to take timely and appropriate corrective actions commensurate with the safety significance (potential repeat 
functional failure of the HPCI system due to degraded direct current (DC) contactors) of the issue. Entergy’s short-
term corrective actions included a visual inspection of several affected DC breaker cubicles, a HPCI system 
operability evaluation, and interim guidance to plant operators. Entergy entered the condition into their CAP (CR 
2009-1489) and performed a root cause evaluation. The finding is more than minor because it affected the equipment 
performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
the adverse condition represented a challenge to the reliability of the HPCI system due to the system’s vulnerability to 
a repeat  
functional failure. The finding was determined to be of very low safety significance (Green) because it: was not a 
design or qualification deficiency confirmed not to result in loss of operability; did not represent a loss of system 
safety function; did not represent actual loss of safety function of a single train for greater than its technical 
specification allowed outage time; did not represent an actual loss of safety function of one or more  
non-technical specification trains for equipment designated as risk-significant per 10 CFR 50.65 for greater than 24 
hours; and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
This finding has a crosscutting aspect in the area of Problem Identification and Resolution, Corrective Action Program 
Component, because Entergy failed to take appropriate corrective actions to address a safety issue in a timely manner, 
commensurate with the safety significance and complexity [P.1.d]. Specifically, Entergy did not take appropriate 
corrective actions to adequately address the extent of condition for a HPCI functional failure in June 2007 due to 
degraded DC contactors prior to April 2009. 
Inspection Report# : 2009006 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to write a condition report (CR) for an adverse condition associated with water accumulating in the 
turbine building supply fan housing plenum area. 
The inspectors identified a Green non-cited violation (NCV) of Vermont Yankee Technical Specifications Section 6.4, 
“Procedures,” for Vermont Yankee’s failure to take action to correct a specific and foreseen malfunction of a plant 
component. Specifically, Vermont Yankee failed to initiate a condition report (CR) for an adverse condition 
associated with water accumulating in the turbine building supply fan housing plenum area, which led to the 
inoperability of the ‘A’ emergency diesel generator (EDG) on January 21, 2009 for four hours. Vermont Yankee 
operations and maintenance personnel stopped the source of the water accumulation and restored the ‘A’ EDG to 
operable status. This NCV has since been entered into the Vermont Yankee corrective action program (CAP).  
 
The finding was more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the ‘A’ EDG 
was rendered inoperable for approximately four hours, but less than the seven-day Technical Specifications (TS) 3.10 
allowed outage time. The finding had a cross-cutting aspect in the “Corrective Action Program” component of the 
Problem Identification and Resolution (PI&R) cross-cutting area because Vermont Yankee did not identify within the 
CAP the rising water level in the turbine building supply fan housing plenum area in a timely manner commensurate 
with its safety significance [P.1(a)]. (Section 1R12).  
 
Inspection Report# : 2009002 (pdf)  



Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform procedurally required engineering evaluations for scaffolding. 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for Vermont Yankee’s failure to routinely perform procedurally required engineering evaluations for 
scaffold bracing attached to pipe supports. Specifically, Vermont Yankee failed to perform engineering evaluations on 
27 out of 32 scaffolds with horizontal bracing attached to safety related pipe supports. Subsequently, each scaffold 
was evaluated and documented by Vermont Yankee engineering and no immediate safety issues were found. This 
NCV has been entered into the Vermont Yankee corrective action program (CAP).  
 
The performance deficiency was more than minor because if left uncorrected, the performance deficiency had the 
potential to lead to a more significant safety concern. Specifically, installing scaffold bracing on pipe supports without 
engineering approval could place a pipe support in an unanalyzed seismic condition, which could lead to failure in a 
seismic event. The finding had a cross-cutting aspect in the “Work Practices” component of the Human Performance 
cross-cutting area because Vermont Yankee did not implement adequate management oversight of contractor work 
activities regarding scaffold procedural compliance. [H.4(c)]. (Section 4OA2).  
 
 
Inspection Report# : 2009002 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Testing of Safety Related Batteries 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion XI, “Test Control,” in that, Entergy did not properly document and evaluate safety related battery test 
results. Specifically, the NRC identified three instances involving the rotating uninterruptible power supply system 
and the alternate shutdown batteries where Entergy did not adequately evaluate test results to calculate battery 
capacity. In response, Entergy entered these issues into the corrective action program and demonstrated that there was 
sufficient margin to assure operability of the safety related batteries.  
 
The finding is more than minor because it is associated with the human 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 team determined the finding was of 
very low safety significance (Green) because it was not a design or qualification deficiency, did not represent a loss of 
system safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, 
Corrective Action Program Component, because Entergy did not identify issues in a timely manner commensurate 
with their safety significance. (IMC 0305,  
Aspect P.1(a)) 
Inspection Report# : 2008008 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Emergency Diesel Generator Load Testing 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” in that, Entergy did not ensure that the design basis, as defined in 
calculations and the Updated Final Safety Analysis Report for manual emergency diesel generator (EDG) loading, 
was verified by a suitable testing program. Specifically, Entergy had not performed a suitable test to demonstrate that 
the 1B EDG was capable of loading to a value that demonstrated its calculated maximum load during a postulated 
accident scenario, as allowed in operating procedures. Entergy entered the issue into their corrective action program 



and completed an operability assessment, which demonstrated that the emergency diesel generators were capable of 
performing their design function.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was a design or qualification deficiency confirmed not to result in a loss of 
standby onsite power operability or functionality. 
Inspection Report# : 2008008 (pdf)  

Significance:  Aug 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Station Blackout Load Shedding 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50.63, 
“Loss of all Alternating Current Power,” in that, Entergy did not ensure that adequate battery capacity would be 
available during a station blackout (SBO), as assumed in the station’s SBO analysis. Specifically, unrecognized delays 
in performing a credited manual direct current (DC) load shedding operator action, as well as an incorrectly translated 
minimum battery voltage referenced in the station’s SBO procedure, could have resulted in the ‘B’ station battery 
capacity being insufficient during an SBO. Entergy entered the issue into the corrective action program. Entergy also 
recalculated the ‘B’ station battery capacity and determined that sufficient battery capacity existed when realistic load 
shedding assumptions were applied (battery remained operable).  
 
The finding is more than minor because it is associated with the procedure quality 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. This finding was determined to be of very low 
safety significance (Green) because it was not a design or qualification deficiency, did not represent a loss of system 
safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event.  
 
Inspection Report# : 2008008 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 



pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Last modified : August 31, 2009 



Vermont Yankee 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 31, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Preventative Maintenence Program for Reactor Building Crane 
A self-revealing Finding of very low safety significance was identified for Entergy not fully developing an adequate 
preventive maintenance (PM) program for the reactor building crane (RBC). As a result, on May 12, 2008, when the 
first loaded spent fuel storage cask was removed from the spent fuel pool (SFP) and was being lowered to a height of 
four inches above the refueling floor, the crane brakes did not engage and the spent fuel storage cask continued to be 
slowly lowered to the refueling floor. This issue was entered into the licensee’s corrective action program as condition 
report CR VTY 2008-02043.  
 
This issue is greater than minor because the finding resulted in the failure of the RBC brakes to engage during the 
lowering of a loaded spent fuel storage cask. The finding was determined to be of very low safety significance (Green) 
because the spent fuel storage cask remained under control of the reactor building crane, was in an approved load 
path, and the emergency braking system was available.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Oct 08, 2008 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Design Change Review Causes Failure of Circulating Water System Pipe Supports 
A self-revealing finding of very low safety significance was identified because Entergy did not verify the technical 
adequacy of a design change prior to placing the circulating water system piping in east cooling tower cell 1-1 in 
service. As a result, four horizontal circulating water pipe support beams failed. Upon identification of the failure, 
Entergy decreased reactor power to 46 percent and removed both the east and west cooling towers from service for 
investigation and repair. Entergy’s corrective actions included immediate replacement or repair of damaged and 
degraded structures, verification of design change acceptability, and implementation of several procedure and policy 
changes.  
 
The performance deficiency was that Entergy did not perform an adequate design review as described in Entergy 
procedure EN-DC-115, “Engineering Change Development.” The finding was more than minor because it was 
associated with the Design Control attribute of the Initiating Events Cornerstone and affects the cornerstone objective 
of limiting the likelihood of those events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Specifically, the inadequate design change analysis resulted in the failure of 
horizontal pipe supports in cooling tower cell 1-1 which damaged the circulating water system piping and resulted in a 
significant power reduction. The finding was determined to be of very low safety significance because it did not 
contribute to both the likelihood of a reactor scram and the likelihood that mitigating equipment or functions would 
not be available. The finding had a cross-cutting aspect related to resources in the area of Human Performance. 
Entergy did not ensure that complete, accurate and up-to-date design documentation was available to adequately 
construct portions of non-safety-related cooling tower cells. Specifically, Entergy did not provide detailed drawings or 
instructions supported by engineering calculations to implement a design change affecting the circulating water pipe 
horizontal support design [H.2(c)]. 
Inspection Report# : 2008009 (pdf)  



Mitigating Systems 

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to initiate corrective action condition reports for all deficient items identified during cooling tower 
inspections. 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” in that Entergy did not initiate corrective action condition reports (CRs) for all deficient items identified 
during Cooling Tower (CT) inspections. Entergy entered this issue into their corrective action program (CAP) and 
performed an operability assessment which determined that the safety related function of the CTs was always 
available.  
The inspectors determined that the finding was more than minor because if left uncorrected, it would have the 
potential to lead to a more significant safety concern. Specifically, deficiencies might not be tracked to resolution, 
management attention or other independent reviews would not be appropriately applied, and the need for operability 
determinations may be missed. The finding was determined to be of very low safety significance (Green) because the 
finding did not involve a design or qualification deficiency resulting in loss of operability or functionality, did not 
result in a loss of system safety function, and did not screen as potentially risk significant due to external initiating 
events. This finding had a cross-cutting aspect in the “Work Practices” component of the Human Performance cross-
cutting area because Entergy did not follow procedures and initiate CRs to identify cooling tower deficiencies as 
required by operating procedure (OP) 52114.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jun 03, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for a HPCI System Functional Failure 
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for Entergy’s failure to take adequate corrective actions for a condition adverse to quality involving an issue 
that had the potential to negatively impact the high pressure coolant injection (HPCI) system. Specifically, Entergy 
failed to take timely and appropriate corrective actions commensurate with the safety significance (potential repeat 
functional failure of the HPCI system due to degraded direct current (DC) contactors) of the issue. Entergy’s short-
term corrective actions included a visual inspection of several affected DC breaker cubicles, a HPCI system 
operability evaluation, and interim guidance to plant operators. Entergy entered the condition into their CAP (CR 
2009-1489) and performed a root cause evaluation. The finding is more than minor because it affected the equipment 
performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
the adverse condition represented a challenge to the reliability of the HPCI system due to the system’s vulnerability to 
a repeat  
functional failure. The finding was determined to be of very low safety significance (Green) because it: was not a 
design or qualification deficiency confirmed not to result in loss of operability; did not represent a loss of system 
safety function; did not represent actual loss of safety function of a single train for greater than its technical 
specification allowed outage time; did not represent an actual loss of safety function of one or more  
non-technical specification trains for equipment designated as risk-significant per 10 CFR 50.65 for greater than 24 
hours; and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
This finding has a crosscutting aspect in the area of Problem Identification and Resolution, Corrective Action Program 
Component, because Entergy failed to take appropriate corrective actions to address a safety issue in a timely manner, 
commensurate with the safety significance and complexity [P.1.d]. Specifically, Entergy did not take appropriate 
corrective actions to adequately address the extent of condition for a HPCI functional failure in June 2007 due to 
degraded DC contactors prior to April 2009. 
Inspection Report# : 2009006 (pdf)  

Significance:  Mar 31, 2009 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to write a condition report (CR) for an adverse condition associated with water accumulating in the 
turbine building supply fan housing plenum area. 
The inspectors identified a Green non-cited violation (NCV) of Vermont Yankee Technical Specifications Section 6.4, 
“Procedures,” for Vermont Yankee’s failure to take action to correct a specific and foreseen malfunction of a plant 
component. Specifically, Vermont Yankee failed to initiate a condition report (CR) for an adverse condition 
associated with water accumulating in the turbine building supply fan housing plenum area, which led to the 
inoperability of the ‘A’ emergency diesel generator (EDG) on January 21, 2009 for four hours. Vermont Yankee 
operations and maintenance personnel stopped the source of the water accumulation and restored the ‘A’ EDG to 
operable status. This NCV has since been entered into the Vermont Yankee corrective action program (CAP).  
 
The finding was more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the ‘A’ EDG 
was rendered inoperable for approximately four hours, but less than the seven-day Technical Specifications (TS) 3.10 
allowed outage time. The finding had a cross-cutting aspect in the “Corrective Action Program” component of the 
Problem Identification and Resolution (PI&R) cross-cutting area because Vermont Yankee did not identify within the 
CAP the rising water level in the turbine building supply fan housing plenum area in a timely manner commensurate 
with its safety significance [P.1(a)]. (Section 1R12).  
 
Inspection Report# : 2009002 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform procedurally required engineering evaluations for scaffolding. 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for Vermont Yankee’s failure to routinely perform procedurally required engineering evaluations for 
scaffold bracing attached to pipe supports. Specifically, Vermont Yankee failed to perform engineering evaluations on 
27 out of 32 scaffolds with horizontal bracing attached to safety related pipe supports. Subsequently, each scaffold 
was evaluated and documented by Vermont Yankee engineering and no immediate safety issues were found. This 
NCV has been entered into the Vermont Yankee corrective action program (CAP).  
 
The performance deficiency was more than minor because if left uncorrected, the performance deficiency had the 
potential to lead to a more significant safety concern. Specifically, installing scaffold bracing on pipe supports without 
engineering approval could place a pipe support in an unanalyzed seismic condition, which could lead to failure in a 
seismic event. The finding had a cross-cutting aspect in the “Work Practices” component of the Human Performance 
cross-cutting area because Vermont Yankee did not implement adequate management oversight of contractor work 
activities regarding scaffold procedural compliance. [H.4(c)]. (Section 4OA2).  
 
 
Inspection Report# : 2009002 (pdf)  
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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 Apr 23, 2009 
Identified By: NRC 
Item Type: FIN Finding 
2009 PIR Team Summary 
The team concluded that Entergy was generally effective in identifying, evaluating, and resolving problems. Vermont 
Yankee personnel identified problems at a low threshold and entered them into the Corrective Action Program (CAP). 
The team determined that Vermont Yankee screened issues appropriately for operability and reportability, and 
prioritized issues commensurate with the safety significance of the problems. Causal analyses appropriately 
considered extent of condition, generic issues, and previous occurrences. The team determined that corrective actions 
addressed the identified causes and were typically implemented in a timely manner. However, the team noted one 
example of very low safety significance involving less than adequate corrective actions resulting in an NRC-identified 
finding. This issue was entered into Entergy’s CAP during the inspection.  
 
Entergy’s audits and self-assessments reviewed by the team were thorough and probing. Additionally, the team 
concluded that Entergy adequately identified, reviewed, and applied relevant industry operating experience (OE) to 
the Vermont Yankee Nuclear Power Station. Based on interviews, observations of plant activities, and reviews of the 
CAP and the Employees Concerns Program (ECP), the team did not identify any concerns with site personnel 
willingness to raise safety issues nor did the team identify conditions that could have had a negative impact on the 
site’s safety conscious work environment.  
 
Inspection Report# : 2009006 (pdf)  

Last modified : December 10, 2009 



Vermont Yankee 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy did not assess and manage the increase in risk that resulted from maintenance activities that impacted 
the availability of the low pressure coolant injection (LPCI) subsystem 
On December 4, 2009, Entergy conducted a test of the high pressure coolant injection (HPCI) system as a retest 
following maintenance activities. Operations personnel placed both trains of the residual heat removal (RHR) system 
in the torus cooling mode to maintain the torus within limits contained within the emergency operation procedures. 
Because this alignment made the LPCI mode inoperable, Operations personnel entered the appropriate Limiting 
Condition of Operation in the Technical Specifications for this condition. However, the inspectors noted that the LPCI 
subsystem was not included as part of the risk assessment, and questioned its accuracy. The condition of concern was 
a loss of coolant accident followed by a loss of normal power and the failure of one emergency diesel to start. This 
would result in a loop drain condition to the torus for one train of LPCI, and that train would not be fully available to 
perform its coolant injection function. The inspectors noted that there was no dedicated operator, and the recovery 
actions were not proceduralized as required by EN-WM-104, “On Line Risk Assessment,” to maintain availability. 
Entergy entered this issue into the CAP (CR 2009-4234), and initiated a preliminary investigation to review the 
effectiveness of Maintenance Rule accounting for LPCI unavailability while in the torus cooling mode.  
 
Analysis: The performance deficiency is that Entergy did not conduct an adequate risk assessment for maintenance 
activities that impacted the availability of the LPCI subsystem. This issue was within Entergy’s ability to foresee and 
correct, and should have been prevented. Traditional Enforcement did not apply, as the issue did not have actual or 
potential safety consequence, had no willful aspects, nor did it impact the NRC’s ability to perform its regulatory 
function. A review of NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” revealed that 
the finding is similar to Example 7.f, in that, the elevated overall plant risk when correctly assessed would put the 
plant into a higher risk category. The LPCI subsystem is considered risk significant because it is identified as such in 
Table 2 of the NRC’s Phase 2 Significance Determination Process notebook for Vermont Yankee.  
 
Using IMC 0612, “Power Reactor Inspection Reports,” Appendix B, Section 3, Item 5(a), the finding is more than 
minor because Entergy’s risk assessment did not consider risk significant SSCs (i.e., LPCI subsystem) that were 
unavailable during the maintenance activity. The finding is associated with the Configuration Control attribute of the 
Mitigating Systems cornerstone, and affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Because this finding 
involves the licensee’s assessment and management of risk associated with performing maintenance activities under 
all plant operating or shutdown conditions, the inspectors used IMC 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” to evaluate this finding. The inspectors 
determined that the finding is of very low safety significance (Green) because the incremental core damage 
probability deficit was less than 1.0E-6. This finding has a cross-cutting aspect in the Human Performance cross-
cutting area, Work Control component, because Entergy did not appropriately plan and incorporate risk insights in 
work activities that impacted the availability of the LPCI subsystem. [H.3(a)]  
 
Inspection Report# : 2009005 (pdf)  



Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to initiate corrective action condition reports for all deficient items identified during cooling tower 
inspections. 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” in that Entergy did not initiate corrective action condition reports (CRs) for all deficient items identified 
during Cooling Tower (CT) inspections. Entergy entered this issue into their corrective action program (CAP) and 
performed an operability assessment which determined that the safety related function of the CTs was always 
available.  
The inspectors determined that the finding was more than minor because if left uncorrected, it would have the 
potential to lead to a more significant safety concern. Specifically, deficiencies might not be tracked to resolution, 
management attention or other independent reviews would not be appropriately applied, and the need for operability 
determinations may be missed. The finding was determined to be of very low safety significance (Green) because the 
finding did not involve a design or qualification deficiency resulting in loss of operability or functionality, did not 
result in a loss of system safety function, and did not screen as potentially risk significant due to external initiating 
events. This finding had a cross-cutting aspect in the “Work Practices” component of the Human Performance cross-
cutting area because Entergy did not follow procedures and initiate CRs to identify cooling tower deficiencies as 
required by operating procedure (OP) 52114.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jun 03, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for a HPCI System Functional Failure 
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for Entergy’s failure to take adequate corrective actions for a condition adverse to quality involving an issue 
that had the potential to negatively impact the high pressure coolant injection (HPCI) system. Specifically, Entergy 
failed to take timely and appropriate corrective actions commensurate with the safety significance (potential repeat 
functional failure of the HPCI system due to degraded direct current (DC) contactors) of the issue. Entergy’s short-
term corrective actions included a visual inspection of several affected DC breaker cubicles, a HPCI system 
operability evaluation, and interim guidance to plant operators. Entergy entered the condition into their CAP (CR 
2009-1489) and performed a root cause evaluation. The finding is more than minor because it affected the equipment 
performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
the adverse condition represented a challenge to the reliability of the HPCI system due to the system’s vulnerability to 
a repeat  
functional failure. The finding was determined to be of very low safety significance (Green) because it: was not a 
design or qualification deficiency confirmed not to result in loss of operability; did not represent a loss of system 
safety function; did not represent actual loss of safety function of a single train for greater than its technical 
specification allowed outage time; did not represent an actual loss of safety function of one or more  
non-technical specification trains for equipment designated as risk-significant per 10 CFR 50.65 for greater than 24 
hours; and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
This finding has a crosscutting aspect in the area of Problem Identification and Resolution, Corrective Action Program 
Component, because Entergy failed to take appropriate corrective actions to address a safety issue in a timely manner, 
commensurate with the safety significance and complexity [P.1.d]. Specifically, Entergy did not take appropriate 
corrective actions to adequately address the extent of condition for a HPCI functional failure in June 2007 due to 
degraded DC contactors prior to April 2009. 
Inspection Report# : 2009006 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to write a condition report (CR) for an adverse condition associated with water accumulating in the 
turbine building supply fan housing plenum area. 
The inspectors identified a Green non-cited violation (NCV) of Vermont Yankee Technical Specifications Section 6.4, 
“Procedures,” for Vermont Yankee’s failure to take action to correct a specific and foreseen malfunction of a plant 
component. Specifically, Vermont Yankee failed to initiate a condition report (CR) for an adverse condition 
associated with water accumulating in the turbine building supply fan housing plenum area, which led to the 
inoperability of the ‘A’ emergency diesel generator (EDG) on January 21, 2009 for four hours. Vermont Yankee 
operations and maintenance personnel stopped the source of the water accumulation and restored the ‘A’ EDG to 
operable status. This NCV has since been entered into the Vermont Yankee corrective action program (CAP).  
 
The finding was more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the ‘A’ EDG 
was rendered inoperable for approximately four hours, but less than the seven-day Technical Specifications (TS) 3.10 
allowed outage time. The finding had a cross-cutting aspect in the “Corrective Action Program” component of the 
Problem Identification and Resolution (PI&R) cross-cutting area because Vermont Yankee did not identify within the 
CAP the rising water level in the turbine building supply fan housing plenum area in a timely manner commensurate 
with its safety significance [P.1(a)]. (Section 1R12).  
 
Inspection Report# : 2009002 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform procedurally required engineering evaluations for scaffolding. 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for Vermont Yankee’s failure to routinely perform procedurally required engineering evaluations for 
scaffold bracing attached to pipe supports. Specifically, Vermont Yankee failed to perform engineering evaluations on 
27 out of 32 scaffolds with horizontal bracing attached to safety related pipe supports. Subsequently, each scaffold 
was evaluated and documented by Vermont Yankee engineering and no immediate safety issues were found. This 
NCV has been entered into the Vermont Yankee corrective action program (CAP).  
 
The performance deficiency was more than minor because if left uncorrected, the performance deficiency had the 
potential to lead to a more significant safety concern. Specifically, installing scaffold bracing on pipe supports without 
engineering approval could place a pipe support in an unanalyzed seismic condition, which could lead to failure in a 
seismic event. The finding had a cross-cutting aspect in the “Work Practices” component of the Human Performance 
cross-cutting area because Vermont Yankee did not implement adequate management oversight of contractor work 
activities regarding scaffold procedural compliance. [H.4(c)]. (Section 4OA2).  
 
 
Inspection Report# : 2009002 (pdf)  
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Vermont Yankee 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Continuously Submerged Underground Cables 
. The inspectors identified an NCV of very low safety significance (Green) of 10 CFR Part 50, Appendix B, Criterion 
III, “Design Control,” because Entergy did not select and review safety-related cables suitable for application in the 
environment in which they were found. Specifically, Entergy allowed the continuous submergence of safety-related 
cables that were not qualified for continuous submergence and failed to demonstrate that the cables would remain 
operable. Entergy initiated CR VTY-2009-04142 and CR-VTY-2010-01422 to address the issues, commenced 
dewatering of the affected manholes, and initiated a preventive maintenance plan to ensure proper conditions.  
 
This finding is more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. Specifically, the inspectors noted that the insulation of continuously submerged 
cables would degrade more than dry or periodically wetted cables which would lead to failures. The inspectors 
determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings.” The finding was determined to be of very low safety significance (Green) because it was a design or 
qualification deficiency which was confirmed to have not resulted in a loss of operability or functionality. 
Specifically, the continuously submerged cables were not designed or qualified for that environment but were still 
fully capable of performing their design functions. The inspectors determined this finding had a cross-cutting aspect in 
the area of problem identification and resolution within the CAP component because Entergy personnel did not 
thoroughly evaluate the problem when submerged cabling was identified. (P.1(c)) (Section 4OA2)  
 
Inspection Report# : 2010002 (pdf)  

Mitigating Systems 

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
High Pressure Coolant Injection Inoperable Due to Spurious Suction Valve Swap and Technical Specification 
Actions Not Performed 
The inspectors identified an NCV of very low safety significance (Green) of technical specification 3.5.E, “High 
Pressure Coolant Injection (HPCI) System,” because Entergy staff failed to identify that HPCI was inoperable, enter 
the required limiting condition for operation, and immediately verify that the reactor core isolation cooling (RCIC) 
system was operable. Entergy initiated CR-VTY-2010-01420 and CR-VTY-2010-01506 to address the issues, issued 
standing orders to ensure HPCI and RCIC are considered inoperable when not aligned to the condensate storage and 
transfer system (CST), and initiated corrective actions to ensure design basis analysis associated with power uprate is 
properly incorporated into various documents, including technical specifications (TS) and the updated final safety 
analysis report (UFSAR).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e. core damage). Specifically, the availability of the CST to provide water for 
core cooling to HPCI during transient and emergency situations was affected. The inspectors determined the 



significance of the finding using IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because 
the exposure time associated with the HPCI suction valves being not properly aligned to the CST was 45 minutes, i.e. 
less than three days. The inspectors determined this finding had a cross-cutting aspect in the area of problem 
identification and resolution within the corrective action program (CAP) component because Entergy personnel did 
not completely and accurately identify the issues associated with HPCI being aligned to the torus instead of to the 
CST. (P.1(a)) (Section 1R12)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Diesel Generator Surveillance Testing Not Risk Assessed in Accordance with 10 CFR 50.65 
. The inspectors identified an NCV of very low safety significance (Green) of 10 CFR 50.65, “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” because Entergy staff did not assess and 
manage the increase in risk due to surveillance testing activities that impacted the availability of the ‘A’ emergency 
diesel generator (EDG) in accordance with 10 CFR 50.65 (a)(4). Entergy initiated CR-VTY-2010-01019 to address 
the issue, issued a standing order to ensure the EDGs are properly considered unavailable during future surveillance 
tests, and commenced an extent of condition review to determine the staff’s effectiveness at properly accounting for 
unavailability in accordance with 10 CFR 50.65 (a)(4) for the EDGs and other risk significant systems.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Specifically, the availability of the ‘A’ EDG was affected 
and Entergy’s risk assessment did not consider risk significant structures, systems and components (SSCs) (i.e., 
EDGs) that were unavailable during the maintenance activity and did not take risk management actions. The 
inspectors determined the significance of the finding using IMC 0609 Appendix K, “Maintenance Risk Assessment 
and Risk Management Significance Determination Process.” The finding was determined to be of very low safety 
significance (Green) because the incremental core damage probability deficit for the time the ‘A’ EDG was 
unavailable was less than 1.0E-6. The inspectors determined this finding had a cross-cutting aspect in the area of 
human performance within the work control component because Entergy did not appropriately plan and incorporate 
risk insights in work activities that impacted the availability of the ‘A’ EDG. (H.3(a)) (Section 1R13)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy did not assess and manage the increase in risk that resulted from maintenance activities that impacted 
the availability of the low pressure coolant injection (LPCI) subsystem 
On December 4, 2009, Entergy conducted a test of the high pressure coolant injection (HPCI) system as a retest 
following maintenance activities. Operations personnel placed both trains of the residual heat removal (RHR) system 
in the torus cooling mode to maintain the torus within limits contained within the emergency operation procedures. 
Because this alignment made the LPCI mode inoperable, Operations personnel entered the appropriate Limiting 
Condition of Operation in the Technical Specifications for this condition. However, the inspectors noted that the LPCI 
subsystem was not included as part of the risk assessment, and questioned its accuracy. The condition of concern was 
a loss of coolant accident followed by a loss of normal power and the failure of one emergency diesel to start. This 
would result in a loop drain condition to the torus for one train of LPCI, and that train would not be fully available to 
perform its coolant injection function. The inspectors noted that there was no dedicated operator, and the recovery 
actions were not proceduralized as required by EN-WM-104, “On Line Risk Assessment,” to maintain availability. 
Entergy entered this issue into the CAP (CR 2009-4234), and initiated a preliminary investigation to review the 
effectiveness of Maintenance Rule accounting for LPCI unavailability while in the torus cooling mode.  
 
Analysis: The performance deficiency is that Entergy did not conduct an adequate risk assessment for maintenance 



activities that impacted the availability of the LPCI subsystem. This issue was within Entergy’s ability to foresee and 
correct, and should have been prevented. Traditional Enforcement did not apply, as the issue did not have actual or 
potential safety consequence, had no willful aspects, nor did it impact the NRC’s ability to perform its regulatory 
function. A review of NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” revealed that 
the finding is similar to Example 7.f, in that, the elevated overall plant risk when correctly assessed would put the 
plant into a higher risk category. The LPCI subsystem is considered risk significant because it is identified as such in 
Table 2 of the NRC’s Phase 2 Significance Determination Process notebook for Vermont Yankee.  
 
Using IMC 0612, “Power Reactor Inspection Reports,” Appendix B, Section 3, Item 5(a), the finding is more than 
minor because Entergy’s risk assessment did not consider risk significant SSCs (i.e., LPCI subsystem) that were 
unavailable during the maintenance activity. The finding is associated with the Configuration Control attribute of the 
Mitigating Systems cornerstone, and affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Because this finding 
involves the licensee’s assessment and management of risk associated with performing maintenance activities under 
all plant operating or shutdown conditions, the inspectors used IMC 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” to evaluate this finding. The inspectors 
determined that the finding is of very low safety significance (Green) because the incremental core damage 
probability deficit was less than 1.0E-6. This finding has a cross-cutting aspect in the Human Performance cross-
cutting area, Work Control component, because Entergy did not appropriately plan and incorporate risk insights in 
work activities that impacted the availability of the LPCI subsystem. [H.3(a)]  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to initiate corrective action condition reports for all deficient items identified during cooling tower 
inspections. 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” in that Entergy did not initiate corrective action condition reports (CRs) for all deficient items identified 
during Cooling Tower (CT) inspections. Entergy entered this issue into their corrective action program (CAP) and 
performed an operability assessment which determined that the safety related function of the CTs was always 
available.  
The inspectors determined that the finding was more than minor because if left uncorrected, it would have the 
potential to lead to a more significant safety concern. Specifically, deficiencies might not be tracked to resolution, 
management attention or other independent reviews would not be appropriately applied, and the need for operability 
determinations may be missed. The finding was determined to be of very low safety significance (Green) because the 
finding did not involve a design or qualification deficiency resulting in loss of operability or functionality, did not 
result in a loss of system safety function, and did not screen as potentially risk significant due to external initiating 
events. This finding had a cross-cutting aspect in the “Work Practices” component of the Human Performance cross-
cutting area because Entergy did not follow procedures and initiate CRs to identify cooling tower deficiencies as 
required by operating procedure (OP) 52114.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jun 03, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for a HPCI System Functional Failure 
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for Entergy’s failure to take adequate corrective actions for a condition adverse to quality involving an issue 
that had the potential to negatively impact the high pressure coolant injection (HPCI) system. Specifically, Entergy 
failed to take timely and appropriate corrective actions commensurate with the safety significance (potential repeat 
functional failure of the HPCI system due to degraded direct current (DC) contactors) of the issue. Entergy’s short-
term corrective actions included a visual inspection of several affected DC breaker cubicles, a HPCI system 



operability evaluation, and interim guidance to plant operators. Entergy entered the condition into their CAP (CR 
2009-1489) and performed a root cause evaluation. The finding is more than minor because it affected the equipment 
performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
the adverse condition represented a challenge to the reliability of the HPCI system due to the system’s vulnerability to 
a repeat  
functional failure. The finding was determined to be of very low safety significance (Green) because it: was not a 
design or qualification deficiency confirmed not to result in loss of operability; did not represent a loss of system 
safety function; did not represent actual loss of safety function of a single train for greater than its technical 
specification allowed outage time; did not represent an actual loss of safety function of one or more  
non-technical specification trains for equipment designated as risk-significant per 10 CFR 50.65 for greater than 24 
hours; and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
This finding has a crosscutting aspect in the area of Problem Identification and Resolution, Corrective Action Program 
Component, because Entergy failed to take appropriate corrective actions to address a safety issue in a timely manner, 
commensurate with the safety significance and complexity [P.1.d]. Specifically, Entergy did not take appropriate 
corrective actions to adequately address the extent of condition for a HPCI functional failure in June 2007 due to 
degraded DC contactors prior to April 2009. 
Inspection Report# : 2009006 (pdf)  
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Vermont Yankee 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of RCS Inventory During Emergency Core Cooling System (ECCS) Testing Due to Inadequate Test 
Procedure 
A self-revealing NCV of very low safety significance (Green) of TS 6.4, “Procedures,” was identified when operators 
inadvertently drained water from the RPV during integrated ECCS testing. Specifically, Entergy failed to establish the 
initial plant conditions necessary to perform integrated ECCS testing without causing an inadvertent drain down of the 
vessel through the main steam lines, the RCIC turbine, and into the torus. On May 17, 2010, while VY was shutdown 
for a refueling outage, VY experienced an inadvertent loss of reactor coolant inventory when operators initiated 
integrated ECCS testing. The vessel head was installed and the vessel was flooded up to the RPV flange. At the start 
of the integrated ECCS test, the RCIC and HPCI systems were aligned normally. When the test was initiated, the 
RCIC and HPCI steam supply isolation valves opened as expected. This provided a path for water to flow from the 
RPV, through the main steam lines, followed by the RCIC and HPCI turbines, and into the torus. The inspectors 
performed an initial screening of the finding in accordance with IMC 0609.04, “Phase 1 – Initial Screening and 
Characterization of Findings.” The inspectors concluded that the finding was a Primary System Loss of Coolant 
Accident initiator contributor that affected the safety of the reactor during the refueling outage. The inspectors then 
evaluated the significance of the finding using Inspection Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process." The inspector determined this issue was of very low safety significance using 
Appendix G, Attachment 1, “Phase 1 Operational Checklist for Both PWRs and BWRs,” and specifically, Checklist 8, 
“BWR Cold Shutdown or Refueling Operation, Time to Boil > 2 Hours: RCS Level < 23' Above Top of Flange.” This 
determination was based on the fact that the reactor vessel water level would not decrease below the level of the main 
steam lines. The inadvertent draining of the water level to the level of the main steam lines would not significantly 
impact the shutdown safety functions of decay heat removal and maintaining water level in the reactor core. The 
finding had a cross-cutting aspect in the area of human performance, resources, because the test procedure was 
inadequate. Specifically, the procedure did not provide adequate directions for establishing plant conditions during a 
test that had the capability of draining RCS inventory (H.2(c)).  
 
 
 
Inspection Report# : 2010003 (pdf)  

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Continuously Submerged Underground Cables 
. The inspectors identified an NCV of very low safety significance (Green) of 10 CFR Part 50, Appendix B, Criterion 
III, “Design Control,” because Entergy did not select and review safety-related cables suitable for application in the 
environment in which they were found. Specifically, Entergy allowed the continuous submergence of safety-related 
cables that were not qualified for continuous submergence and failed to demonstrate that the cables would remain 
operable. Entergy initiated CR VTY-2009-04142 and CR-VTY-2010-01422 to address the issues, commenced 
dewatering of the affected manholes, and initiated a preventive maintenance plan to ensure proper conditions.  
 
This finding is more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. Specifically, the inspectors noted that the insulation of continuously submerged 
cables would degrade more than dry or periodically wetted cables which would lead to failures. The inspectors 
determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of 



Findings.” The finding was determined to be of very low safety significance (Green) because it was a design or 
qualification deficiency which was confirmed to have not resulted in a loss of operability or functionality. 
Specifically, the continuously submerged cables were not designed or qualified for that environment but were still 
fully capable of performing their design functions. The inspectors determined this finding had a cross-cutting aspect in 
the area of problem identification and resolution within the CAP component because Entergy personnel did not 
thoroughly evaluate the problem when submerged cabling was identified. (P.1(c)) (Section 4OA2)  
 
Inspection Report# : 2010002 (pdf)  

Mitigating Systems 

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
High Pressure Coolant Injection Inoperable Due to Spurious Suction Valve Swap and Technical Specification 
Actions Not Performed 
The inspectors identified an NCV of very low safety significance (Green) of technical specification 3.5.E, “High 
Pressure Coolant Injection (HPCI) System,” because Entergy staff failed to identify that HPCI was inoperable, enter 
the required limiting condition for operation, and immediately verify that the reactor core isolation cooling (RCIC) 
system was operable. Entergy initiated CR-VTY-2010-01420 and CR-VTY-2010-01506 to address the issues, issued 
standing orders to ensure HPCI and RCIC are considered inoperable when not aligned to the condensate storage and 
transfer system (CST), and initiated corrective actions to ensure design basis analysis associated with power uprate is 
properly incorporated into various documents, including technical specifications (TS) and the updated final safety 
analysis report (UFSAR).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e. core damage). Specifically, the availability of the CST to provide water for 
core cooling to HPCI during transient and emergency situations was affected. The inspectors determined the 
significance of the finding using IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because 
the exposure time associated with the HPCI suction valves being not properly aligned to the CST was 45 minutes, i.e. 
less than three days. The inspectors determined this finding had a cross-cutting aspect in the area of problem 
identification and resolution within the corrective action program (CAP) component because Entergy personnel did 
not completely and accurately identify the issues associated with HPCI being aligned to the torus instead of to the 
CST. (P.1(a)) (Section 1R12)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Diesel Generator Surveillance Testing Not Risk Assessed in Accordance with 10 CFR 50.65 
. The inspectors identified an NCV of very low safety significance (Green) of 10 CFR 50.65, “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” because Entergy staff did not assess and 
manage the increase in risk due to surveillance testing activities that impacted the availability of the ‘A’ emergency 
diesel generator (EDG) in accordance with 10 CFR 50.65 (a)(4). Entergy initiated CR-VTY-2010-01019 to address 
the issue, issued a standing order to ensure the EDGs are properly considered unavailable during future surveillance 
tests, and commenced an extent of condition review to determine the staff’s effectiveness at properly accounting for 
unavailability in accordance with 10 CFR 50.65 (a)(4) for the EDGs and other risk significant systems.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 



to prevent undesirable consequences (i.e., core damage). Specifically, the availability of the ‘A’ EDG was affected 
and Entergy’s risk assessment did not consider risk significant structures, systems and components (SSCs) (i.e., 
EDGs) that were unavailable during the maintenance activity and did not take risk management actions. The 
inspectors determined the significance of the finding using IMC 0609 Appendix K, “Maintenance Risk Assessment 
and Risk Management Significance Determination Process.” The finding was determined to be of very low safety 
significance (Green) because the incremental core damage probability deficit for the time the ‘A’ EDG was 
unavailable was less than 1.0E-6. The inspectors determined this finding had a cross-cutting aspect in the area of 
human performance within the work control component because Entergy did not appropriately plan and incorporate 
risk insights in work activities that impacted the availability of the ‘A’ EDG. (H.3(a)) (Section 1R13)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy did not assess and manage the increase in risk that resulted from maintenance activities that impacted 
the availability of the low pressure coolant injection (LPCI) subsystem 
On December 4, 2009, Entergy conducted a test of the high pressure coolant injection (HPCI) system as a retest 
following maintenance activities. Operations personnel placed both trains of the residual heat removal (RHR) system 
in the torus cooling mode to maintain the torus within limits contained within the emergency operation procedures. 
Because this alignment made the LPCI mode inoperable, Operations personnel entered the appropriate Limiting 
Condition of Operation in the Technical Specifications for this condition. However, the inspectors noted that the LPCI 
subsystem was not included as part of the risk assessment, and questioned its accuracy. The condition of concern was 
a loss of coolant accident followed by a loss of normal power and the failure of one emergency diesel to start. This 
would result in a loop drain condition to the torus for one train of LPCI, and that train would not be fully available to 
perform its coolant injection function. The inspectors noted that there was no dedicated operator, and the recovery 
actions were not proceduralized as required by EN-WM-104, “On Line Risk Assessment,” to maintain availability. 
Entergy entered this issue into the CAP (CR 2009-4234), and initiated a preliminary investigation to review the 
effectiveness of Maintenance Rule accounting for LPCI unavailability while in the torus cooling mode.  
 
Analysis: The performance deficiency is that Entergy did not conduct an adequate risk assessment for maintenance 
activities that impacted the availability of the LPCI subsystem. This issue was within Entergy’s ability to foresee and 
correct, and should have been prevented. Traditional Enforcement did not apply, as the issue did not have actual or 
potential safety consequence, had no willful aspects, nor did it impact the NRC’s ability to perform its regulatory 
function. A review of NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” revealed that 
the finding is similar to Example 7.f, in that, the elevated overall plant risk when correctly assessed would put the 
plant into a higher risk category. The LPCI subsystem is considered risk significant because it is identified as such in 
Table 2 of the NRC’s Phase 2 Significance Determination Process notebook for Vermont Yankee.  
 
Using IMC 0612, “Power Reactor Inspection Reports,” Appendix B, Section 3, Item 5(a), the finding is more than 
minor because Entergy’s risk assessment did not consider risk significant SSCs (i.e., LPCI subsystem) that were 
unavailable during the maintenance activity. The finding is associated with the Configuration Control attribute of the 
Mitigating Systems cornerstone, and affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Because this finding 
involves the licensee’s assessment and management of risk associated with performing maintenance activities under 
all plant operating or shutdown conditions, the inspectors used IMC 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” to evaluate this finding. The inspectors 
determined that the finding is of very low safety significance (Green) because the incremental core damage 
probability deficit was less than 1.0E-6. This finding has a cross-cutting aspect in the Human Performance cross-
cutting area, Work Control component, because Entergy did not appropriately plan and incorporate risk insights in 
work activities that impacted the availability of the LPCI subsystem. [H.3(a)]  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 30, 2009 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to initiate corrective action condition reports for all deficient items identified during cooling tower 
inspections. 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” in that Entergy did not initiate corrective action condition reports (CRs) for all deficient items identified 
during Cooling Tower (CT) inspections. Entergy entered this issue into their corrective action program (CAP) and 
performed an operability assessment which determined that the safety related function of the CTs was always 
available.  
The inspectors determined that the finding was more than minor because if left uncorrected, it would have the 
potential to lead to a more significant safety concern. Specifically, deficiencies might not be tracked to resolution, 
management attention or other independent reviews would not be appropriately applied, and the need for operability 
determinations may be missed. The finding was determined to be of very low safety significance (Green) because the 
finding did not involve a design or qualification deficiency resulting in loss of operability or functionality, did not 
result in a loss of system safety function, and did not screen as potentially risk significant due to external initiating 
events. This finding had a cross-cutting aspect in the “Work Practices” component of the Human Performance cross-
cutting area because Entergy did not follow procedures and initiate CRs to identify cooling tower deficiencies as 
required by operating procedure (OP) 52114.  
 
Inspection Report# : 2009004 (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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Vermont Yankee 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of RCS Inventory During Emergency Core Cooling System (ECCS) Testing Due to Inadequate Test 
Procedure 
A self-revealing NCV of very low safety significance (Green) of TS 6.4, “Procedures,” was identified when operators 
inadvertently drained water from the RPV during integrated ECCS testing. Specifically, Entergy failed to establish the 
initial plant conditions necessary to perform integrated ECCS testing without causing an inadvertent drain down of the 
vessel through the main steam lines, the RCIC turbine, and into the torus. On May 17, 2010, while VY was shutdown 
for a refueling outage, VY experienced an inadvertent loss of reactor coolant inventory when operators initiated 
integrated ECCS testing. The vessel head was installed and the vessel was flooded up to the RPV flange. At the start 
of the integrated ECCS test, the RCIC and HPCI systems were aligned normally. When the test was initiated, the 
RCIC and HPCI steam supply isolation valves opened as expected. This provided a path for water to flow from the 
RPV, through the main steam lines, followed by the RCIC and HPCI turbines, and into the torus. The inspectors 
performed an initial screening of the finding in accordance with IMC 0609.04, “Phase 1 – Initial Screening and 
Characterization of Findings.” The inspectors concluded that the finding was a Primary System Loss of Coolant 
Accident initiator contributor that affected the safety of the reactor during the refueling outage. The inspectors then 
evaluated the significance of the finding using Inspection Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process." The inspector determined this issue was of very low safety significance using 
Appendix G, Attachment 1, “Phase 1 Operational Checklist for Both PWRs and BWRs,” and specifically, Checklist 8, 
“BWR Cold Shutdown or Refueling Operation, Time to Boil > 2 Hours: RCS Level < 23' Above Top of Flange.” This 
determination was based on the fact that the reactor vessel water level would not decrease below the level of the main 
steam lines. The inadvertent draining of the water level to the level of the main steam lines would not significantly 
impact the shutdown safety functions of decay heat removal and maintaining water level in the reactor core. The 
finding had a cross-cutting aspect in the area of human performance, resources, because the test procedure was 
inadequate. Specifically, the procedure did not provide adequate directions for establishing plant conditions during a 
test that had the capability of draining RCS inventory (H.2(c)).  
 
 
 
Inspection Report# : 2010003 (pdf)  

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Continuously Submerged Underground Cables 
. The inspectors identified an NCV of very low safety significance (Green) of 10 CFR Part 50, Appendix B, Criterion 
III, “Design Control,” because Entergy did not select and review safety-related cables suitable for application in the 
environment in which they were found. Specifically, Entergy allowed the continuous submergence of safety-related 
cables that were not qualified for continuous submergence and failed to demonstrate that the cables would remain 
operable. Entergy initiated CR VTY-2009-04142 and CR-VTY-2010-01422 to address the issues, commenced 
dewatering of the affected manholes, and initiated a preventive maintenance plan to ensure proper conditions.  
 
This finding is more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. Specifically, the inspectors noted that the insulation of continuously submerged 
cables would degrade more than dry or periodically wetted cables which would lead to failures. The inspectors 
determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of 



Findings.” The finding was determined to be of very low safety significance (Green) because it was a design or 
qualification deficiency which was confirmed to have not resulted in a loss of operability or functionality. 
Specifically, the continuously submerged cables were not designed or qualified for that environment but were still 
fully capable of performing their design functions. The inspectors determined this finding had a cross-cutting aspect in 
the area of problem identification and resolution within the CAP component because Entergy personnel did not 
thoroughly evaluate the problem when submerged cabling was identified. (P.1(c)) (Section 4OA2)  
 
Inspection Report# : 2010002 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent Isolation of Reactor Core Isolation Cooling (RCIC) During Surveillance Testing 
A self-revealing, Green, non-cited violation (NCV) of Technical Specification 6.4, “Procedures,” was identified in 
which technicians incorrectly performed reactor core isolation cooling (RCIC) surveillance test operating procedure 
(OP) 4365, “RCIC Steam Line Low Pressure Functional/Calibration,” Rev. 25, resulting in the inadvertent isolation of 
the RCIC system. Entergy entered this issue into their corrective action program, correctly installed the test 
equipment, and subsequently performed the test satisfactorily.  
 
The inspectors determined that the finding was more than minor because it adversely affected the Human Performance 
attribute for the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 0609, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be 
of very low risk significance (Green) because the finding was not a design or qualification deficiency, did not 
represent a loss of system safety function or loss of a single train for greater than its allowed technical specification 
time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. 
The inspectors determined this finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work 
Practices component, in that Entergy failed to appropriately self-check and peer-check the digital multimeter (DMM) 
setup prior to connecting it to the RCIC isolation logic.  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
High Pressure Coolant Injection Inoperable Due to Spurious Suction Valve Swap and Technical Specification 
Actions Not Performed 
The inspectors identified an NCV of very low safety significance (Green) of technical specification 3.5.E, “High 
Pressure Coolant Injection (HPCI) System,” because Entergy staff failed to identify that HPCI was inoperable, enter 
the required limiting condition for operation, and immediately verify that the reactor core isolation cooling (RCIC) 
system was operable. Entergy initiated CR-VTY-2010-01420 and CR-VTY-2010-01506 to address the issues, issued 
standing orders to ensure HPCI and RCIC are considered inoperable when not aligned to the condensate storage and 
transfer system (CST), and initiated corrective actions to ensure design basis analysis associated with power uprate is 
properly incorporated into various documents, including technical specifications (TS) and the updated final safety 
analysis report (UFSAR).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e. core damage). Specifically, the availability of the CST to provide water for 
core cooling to HPCI during transient and emergency situations was affected. The inspectors determined the 
significance of the finding using IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 



Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because 
the exposure time associated with the HPCI suction valves being not properly aligned to the CST was 45 minutes, i.e. 
less than three days. The inspectors determined this finding had a cross-cutting aspect in the area of problem 
identification and resolution within the corrective action program (CAP) component because Entergy personnel did 
not completely and accurately identify the issues associated with HPCI being aligned to the torus instead of to the 
CST. (P.1(a)) (Section 1R12)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Diesel Generator Surveillance Testing Not Risk Assessed in Accordance with 10 CFR 50.65 
. The inspectors identified an NCV of very low safety significance (Green) of 10 CFR 50.65, “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” because Entergy staff did not assess and 
manage the increase in risk due to surveillance testing activities that impacted the availability of the ‘A’ emergency 
diesel generator (EDG) in accordance with 10 CFR 50.65 (a)(4). Entergy initiated CR-VTY-2010-01019 to address 
the issue, issued a standing order to ensure the EDGs are properly considered unavailable during future surveillance 
tests, and commenced an extent of condition review to determine the staff’s effectiveness at properly accounting for 
unavailability in accordance with 10 CFR 50.65 (a)(4) for the EDGs and other risk significant systems.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Specifically, the availability of the ‘A’ EDG was affected 
and Entergy’s risk assessment did not consider risk significant structures, systems and components (SSCs) (i.e., 
EDGs) that were unavailable during the maintenance activity and did not take risk management actions. The 
inspectors determined the significance of the finding using IMC 0609 Appendix K, “Maintenance Risk Assessment 
and Risk Management Significance Determination Process.” The finding was determined to be of very low safety 
significance (Green) because the incremental core damage probability deficit for the time the ‘A’ EDG was 
unavailable was less than 1.0E-6. The inspectors determined this finding had a cross-cutting aspect in the area of 
human performance within the work control component because Entergy did not appropriately plan and incorporate 
risk insights in work activities that impacted the availability of the ‘A’ EDG. (H.3(a)) (Section 1R13)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy did not assess and manage the increase in risk that resulted from maintenance activities that impacted 
the availability of the low pressure coolant injection (LPCI) subsystem 
On December 4, 2009, Entergy conducted a test of the high pressure coolant injection (HPCI) system as a retest 
following maintenance activities. Operations personnel placed both trains of the residual heat removal (RHR) system 
in the torus cooling mode to maintain the torus within limits contained within the emergency operation procedures. 
Because this alignment made the LPCI mode inoperable, Operations personnel entered the appropriate Limiting 
Condition of Operation in the Technical Specifications for this condition. However, the inspectors noted that the LPCI 
subsystem was not included as part of the risk assessment, and questioned its accuracy. The condition of concern was 
a loss of coolant accident followed by a loss of normal power and the failure of one emergency diesel to start. This 
would result in a loop drain condition to the torus for one train of LPCI, and that train would not be fully available to 
perform its coolant injection function. The inspectors noted that there was no dedicated operator, and the recovery 
actions were not proceduralized as required by EN-WM-104, “On Line Risk Assessment,” to maintain availability. 
Entergy entered this issue into the CAP (CR 2009-4234), and initiated a preliminary investigation to review the 
effectiveness of Maintenance Rule accounting for LPCI unavailability while in the torus cooling mode.  
 
Analysis: The performance deficiency is that Entergy did not conduct an adequate risk assessment for maintenance 
activities that impacted the availability of the LPCI subsystem. This issue was within Entergy’s ability to foresee and 



correct, and should have been prevented. Traditional Enforcement did not apply, as the issue did not have actual or 
potential safety consequence, had no willful aspects, nor did it impact the NRC’s ability to perform its regulatory 
function. A review of NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” revealed that 
the finding is similar to Example 7.f, in that, the elevated overall plant risk when correctly assessed would put the 
plant into a higher risk category. The LPCI subsystem is considered risk significant because it is identified as such in 
Table 2 of the NRC’s Phase 2 Significance Determination Process notebook for Vermont Yankee.  
 
Using IMC 0612, “Power Reactor Inspection Reports,” Appendix B, Section 3, Item 5(a), the finding is more than 
minor because Entergy’s risk assessment did not consider risk significant SSCs (i.e., LPCI subsystem) that were 
unavailable during the maintenance activity. The finding is associated with the Configuration Control attribute of the 
Mitigating Systems cornerstone, and affects the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Because this finding 
involves the licensee’s assessment and management of risk associated with performing maintenance activities under 
all plant operating or shutdown conditions, the inspectors used IMC 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” to evaluate this finding. The inspectors 
determined that the finding is of very low safety significance (Green) because the incremental core damage 
probability deficit was less than 1.0E-6. This finding has a cross-cutting aspect in the Human Performance cross-
cutting area, Work Control component, because Entergy did not appropriately plan and incorporate risk insights in 
work activities that impacted the availability of the LPCI subsystem. [H.3(a)]  
 
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 



Vermont Yankee 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of RCS Inventory During Emergency Core Cooling System (ECCS) Testing Due to Inadequate Test 
Procedure 
A self-revealing NCV of very low safety significance (Green) of TS 6.4, “Procedures,” was identified when operators 
inadvertently drained water from the RPV during integrated ECCS testing. Specifically, Entergy failed to establish the 
initial plant conditions necessary to perform integrated ECCS testing without causing an inadvertent drain down of the 
vessel through the main steam lines, the RCIC turbine, and into the torus. On May 17, 2010, while VY was shutdown 
for a refueling outage, VY experienced an inadvertent loss of reactor coolant inventory when operators initiated 
integrated ECCS testing. The vessel head was installed and the vessel was flooded up to the RPV flange. At the start 
of the integrated ECCS test, the RCIC and HPCI systems were aligned normally. When the test was initiated, the 
RCIC and HPCI steam supply isolation valves opened as expected. This provided a path for water to flow from the 
RPV, through the main steam lines, followed by the RCIC and HPCI turbines, and into the torus. The inspectors 
performed an initial screening of the finding in accordance with IMC 0609.04, “Phase 1 – Initial Screening and 
Characterization of Findings.” The inspectors concluded that the finding was a Primary System Loss of Coolant 
Accident initiator contributor that affected the safety of the reactor during the refueling outage. The inspectors then 
evaluated the significance of the finding using Inspection Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process." The inspector determined this issue was of very low safety significance using 
Appendix G, Attachment 1, “Phase 1 Operational Checklist for Both PWRs and BWRs,” and specifically, Checklist 8, 
“BWR Cold Shutdown or Refueling Operation, Time to Boil > 2 Hours: RCS Level < 23' Above Top of Flange.” This 
determination was based on the fact that the reactor vessel water level would not decrease below the level of the main 
steam lines. The inadvertent draining of the water level to the level of the main steam lines would not significantly 
impact the shutdown safety functions of decay heat removal and maintaining water level in the reactor core. The 
finding had a cross-cutting aspect in the area of human performance, resources, because the test procedure was 
inadequate. Specifically, the procedure did not provide adequate directions for establishing plant conditions during a 
test that had the capability of draining RCS inventory (H.2(c)).  
 
 
 
Inspection Report# : 2010003 (pdf)  

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Continuously Submerged Underground Cables 
. The inspectors identified an NCV of very low safety significance (Green) of 10 CFR Part 50, Appendix B, Criterion 
III, “Design Control,” because Entergy did not select and review safety-related cables suitable for application in the 
environment in which they were found. Specifically, Entergy allowed the continuous submergence of safety-related 
cables that were not qualified for continuous submergence and failed to demonstrate that the cables would remain 
operable. Entergy initiated CR VTY-2009-04142 and CR-VTY-2010-01422 to address the issues, commenced 
dewatering of the affected manholes, and initiated a preventive maintenance plan to ensure proper conditions.  
 
This finding is more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. Specifically, the inspectors noted that the insulation of continuously submerged 
cables would degrade more than dry or periodically wetted cables which would lead to failures. The inspectors 
determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of 



Findings.” The finding was determined to be of very low safety significance (Green) because it was a design or 
qualification deficiency which was confirmed to have not resulted in a loss of operability or functionality. 
Specifically, the continuously submerged cables were not designed or qualified for that environment but were still 
fully capable of performing their design functions. The inspectors determined this finding had a cross-cutting aspect in 
the area of problem identification and resolution within the CAP component because Entergy personnel did not 
thoroughly evaluate the problem when submerged cabling was identified. (P.1(c)) (Section 4OA2)  
 
Inspection Report# : 2010002 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Required Quality Control Inspections 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion X, “Inspection,” for the failure 
to ensure that Quality Control verification inspections were consistently included and correctly specified in quality-
affecting procedures and work instructions for construction-like work activities as required by the Quality Assurance 
Program. The licensee performed extensive reviews, and inspectors performed independent reviews of the licensee’s 
conclusions as well as independent sampling, to confirm that improper or missed inspections did not actually affect 
the operability of plant equipment. Entergy initiated prompt fleet-wide corrective actions to ensure proper work order 
evaluation and proper inclusion of Quality Control verification inspections. This issue was entered into the corrective 
action program under Condition Reports CR-HQN 2009-01184 and CR-HQN-2010-0013.  
 
The failure to ensure that adequate Quality Control verification inspections were included in quality-affecting 
procedures and work instructions as required by the Quality Assurance Program was a performance deficiency. This 
programmatic deficiency was more than minor because, if left uncorrected, it could lead to a more significant safety 
concern in that the failure to check quality attributes could involve an actual impact to plant equipment. This issue 
affected the Design Control attribute of the Mitigating Systems cornerstone because missed or improper quality 
control inspections during plant modifications could impact the availability, reliability, and capability of systems 
needed to respond to initiating events. This performance deficiency was determined to have very low safety 
significance in Phase 1 of the SDP, since it was confirmed to involve a qualification deficiency that did not result in a 
loss of operability or functionality. The inspectors determined that this performance deficiency involved a cross-
cutting aspect related to the human performance in decision-making (H.1a), because the licensee did not have an 
effective systematic process for obtaining interdisciplinary reviews of proposed work instructions to determine 
whether Quality Control verification inspections were appropriate. (Section 4OA2.1.b.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement the Experience and Qualification Requirements of the Quality Assurance Program 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion II, “Quality Assurance 
Program,” for the failure to implement the experience and qualification requirements of the Quality Assurance 
Program. As a result, the licensee failed to ensure that two individuals assigned to the position of Quality Assurance 
Manager met the qualification and experience requirements of ANSI/ANS 3.1-1978 as required by the Quality 
Assurance Program. Specifically, the individual assigned to be the responsible person for the licensee’s overall 
implementation of the Quality Assurance Program did not have at least 1 year of nuclear plant experience in the 
overall implementation of the Quality Assurance Program within the quality assurance organization prior to assuming 
those responsibilities. This issue was entered into the corrective action program as Condition Report CR-HQN-2010-
00386.  
Failure to ensure that an individual assigned to the position Quality Assurance Manager met the qualification and 



experience requirements of ANSI/ANS 3.1-1978 as required by the Quality Assurance Program was a performance 
deficiency. This performance deficiency was determined to be more than minor because, if left uncorrected, it could 
create a more significant safety concern. Failure to have a fully qualified individual providing overall oversight to the 
Quality Assurance Program had the potential to affect all cornerstones, but this finding will be tracked under the 
Mitigating Systems cornerstone as the area most likely to be impacted. The issue was not suitable for quantitative 
assessment using existing Significance Determination Process guidance, so it was determined to be of very low safety 
significance using IMC 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
inspectors determined that there was no cross-cutting aspect associated with this finding because this issue was not 
indicative of current performance because the violation occurred more than 3 years ago. (Section 4OA2.1.b.2)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 01, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Scenario Resulting in Loss of Reactor Core Isolation Cooling System 
The team identified a Green, Non-Cited Violation of the Vermont Yankee  
Nuclear Power Station Facility Operating License, Condition 3.F, in that Entergy failed to  
implement and maintain in effect all provisions of the approved Fire Protection Program  
as described in the Final Safety Analysis Report. Specifically, Entergy failed to assure  
that reactor vessel water level would remain below the reactor core isolation cooling  
(RCIC) system steam line for postulated alternate shutdown fire scenarios that  
spuriously started a reactor feedwater pump (RFP). Entergy initiated condition report  
CR-VTY-2010-04682 and promptly revised the alternate shutdown procedure to  
additionally trip all running condensate pumps. The additional action prevented a single  
spurious operation from restarting or precluding a trip of the RFPs.  
This finding was more than minor because it was associated with the External Factors  
attribute (fire) of the Mitigating Systems Cornerstone and adversely affects the  
cornerstone objective to ensure the availability, reliability, and capability of systems that  
respond to initiating events to prevent undesirable consequences (i.e., core damage).  
Specifically, the availability of the RCIC system was not ensured for postulated fires in  
alternate shutdown areas. The team used Phase 1 of IMC 0609, Appendix F, Fire  
Protection Significance Determination Process, to determine that this finding was of very  
low safety significance (Green) because the Vermont Yankee Nuclear Power Station  
alternate shutdown system also includes safety relief valves and a residual heat removal  
train that can be utilized for reactor pressure and water level control. This finding did not  
have a cross-cutting aspect because the m9st significant contributor of the performance  
deficiency was not reflective of current licensee performance. 
Inspection Report# : 2010008 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent Isolation of Reactor Core Isolation Cooling (RCIC) During Surveillance Testing 
A self-revealing, Green, non-cited violation (NCV) of Technical Specification 6.4, “Procedures,” was identified in 
which technicians incorrectly performed reactor core isolation cooling (RCIC) surveillance test operating procedure 
(OP) 4365, “RCIC Steam Line Low Pressure Functional/Calibration,” Rev. 25, resulting in the inadvertent isolation of 
the RCIC system. Entergy entered this issue into their corrective action program, correctly installed the test 
equipment, and subsequently performed the test satisfactorily.  
 
The inspectors determined that the finding was more than minor because it adversely affected the Human Performance 
attribute for the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 0609, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be 
of very low risk significance (Green) because the finding was not a design or qualification deficiency, did not 



represent a loss of system safety function or loss of a single train for greater than its allowed technical specification 
time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. 
The inspectors determined this finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work 
Practices component, in that Entergy failed to appropriately self-check and peer-check the digital multimeter (DMM) 
setup prior to connecting it to the RCIC isolation logic.  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
High Pressure Coolant Injection Inoperable Due to Spurious Suction Valve Swap and Technical Specification 
Actions Not Performed 
The inspectors identified an NCV of very low safety significance (Green) of technical specification 3.5.E, “High 
Pressure Coolant Injection (HPCI) System,” because Entergy staff failed to identify that HPCI was inoperable, enter 
the required limiting condition for operation, and immediately verify that the reactor core isolation cooling (RCIC) 
system was operable. Entergy initiated CR-VTY-2010-01420 and CR-VTY-2010-01506 to address the issues, issued 
standing orders to ensure HPCI and RCIC are considered inoperable when not aligned to the condensate storage and 
transfer system (CST), and initiated corrective actions to ensure design basis analysis associated with power uprate is 
properly incorporated into various documents, including technical specifications (TS) and the updated final safety 
analysis report (UFSAR).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e. core damage). Specifically, the availability of the CST to provide water for 
core cooling to HPCI during transient and emergency situations was affected. The inspectors determined the 
significance of the finding using IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because 
the exposure time associated with the HPCI suction valves being not properly aligned to the CST was 45 minutes, i.e. 
less than three days. The inspectors determined this finding had a cross-cutting aspect in the area of problem 
identification and resolution within the corrective action program (CAP) component because Entergy personnel did 
not completely and accurately identify the issues associated with HPCI being aligned to the torus instead of to the 
CST. (P.1(a)) (Section 1R12)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Diesel Generator Surveillance Testing Not Risk Assessed in Accordance with 10 CFR 50.65 
. The inspectors identified an NCV of very low safety significance (Green) of 10 CFR 50.65, “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” because Entergy staff did not assess and 
manage the increase in risk due to surveillance testing activities that impacted the availability of the ‘A’ emergency 
diesel generator (EDG) in accordance with 10 CFR 50.65 (a)(4). Entergy initiated CR-VTY-2010-01019 to address 
the issue, issued a standing order to ensure the EDGs are properly considered unavailable during future surveillance 
tests, and commenced an extent of condition review to determine the staff’s effectiveness at properly accounting for 
unavailability in accordance with 10 CFR 50.65 (a)(4) for the EDGs and other risk significant systems.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Specifically, the availability of the ‘A’ EDG was affected 
and Entergy’s risk assessment did not consider risk significant structures, systems and components (SSCs) (i.e., 
EDGs) that were unavailable during the maintenance activity and did not take risk management actions. The 
inspectors determined the significance of the finding using IMC 0609 Appendix K, “Maintenance Risk Assessment 
and Risk Management Significance Determination Process.” The finding was determined to be of very low safety 



significance (Green) because the incremental core damage probability deficit for the time the ‘A’ EDG was 
unavailable was less than 1.0E-6. The inspectors determined this finding had a cross-cutting aspect in the area of 
human performance within the work control component because Entergy did not appropriately plan and incorporate 
risk insights in work activities that impacted the availability of the ‘A’ EDG. (H.3(a)) (Section 1R13)  
 
Inspection Report# : 2010002 (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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Last modified : March 03, 2011 



Vermont Yankee 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of RCS Inventory During Emergency Core Cooling System (ECCS) Testing Due to Inadequate Test 
Procedure 
A self-revealing NCV of very low safety significance (Green) of TS 6.4, “Procedures,” was identified when operators 
inadvertently drained water from the RPV during integrated ECCS testing. Specifically, Entergy failed to establish the 
initial plant conditions necessary to perform integrated ECCS testing without causing an inadvertent drain down of the 
vessel through the main steam lines, the RCIC turbine, and into the torus. On May 17, 2010, while VY was shutdown 
for a refueling outage, VY experienced an inadvertent loss of reactor coolant inventory when operators initiated 
integrated ECCS testing. The vessel head was installed and the vessel was flooded up to the RPV flange. At the start 
of the integrated ECCS test, the RCIC and HPCI systems were aligned normally. When the test was initiated, the 
RCIC and HPCI steam supply isolation valves opened as expected. This provided a path for water to flow from the 
RPV, through the main steam lines, followed by the RCIC and HPCI turbines, and into the torus. The inspectors 
performed an initial screening of the finding in accordance with IMC 0609.04, “Phase 1 – Initial Screening and 
Characterization of Findings.” The inspectors concluded that the finding was a Primary System Loss of Coolant 
Accident initiator contributor that affected the safety of the reactor during the refueling outage. The inspectors then 
evaluated the significance of the finding using Inspection Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process." The inspector determined this issue was of very low safety significance using 
Appendix G, Attachment 1, “Phase 1 Operational Checklist for Both PWRs and BWRs,” and specifically, Checklist 8, 
“BWR Cold Shutdown or Refueling Operation, Time to Boil > 2 Hours: RCS Level < 23' Above Top of Flange.” This 
determination was based on the fact that the reactor vessel water level would not decrease below the level of the main 
steam lines. The inadvertent draining of the water level to the level of the main steam lines would not significantly 
impact the shutdown safety functions of decay heat removal and maintaining water level in the reactor core. The 
finding had a cross-cutting aspect in the area of human performance, resources, because the test procedure was 
inadequate. Specifically, the procedure did not provide adequate directions for establishing plant conditions during a 
test that had the capability of draining RCS inventory (H.2(c)).  
 
 
 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Feb 16, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Steam Leak on High Pressure Coolant Injection (HPCI) During Surveillance Testing 
A self-revealing, Green NCV of Technical Specification 6.4, "Procedures," was identified in which maintenance and 
planning personnel did not involve engineering personnel as required by Entergy procedure EN-MA-101, 
“Fundamentals of Maintenance,” Revision 9, and EN-WM-105, “Planning,” Revision 8, resulting in the incorrect 
material being used to replace the gasket on the flange of High Pressure Coolant Injection System (HPCI) steam trap 
23T-3. Entergy ultimately replaced the gasket with the correct material and entered this issue into their corrective 
action program.  



 
The inspectors determined that the finding was more than minor because it was associated with the Human 
Performance attribute of the Mitigating Systems cornerstone, and affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance (Green) in accordance with IMC 0609, Appendix A, “Determining 
the Significance of Reactor Inspection Findings for At-Power Situations,” using Significance Determination Process 
(SDP) Phases 1, 2 and 3. A Region I Senior Reactor Analyst (SRA) conducted a Phase 3 analysis because the Phase 2 
analysis indicated that the finding had the potential to be greater than very low safety significance (Greater than 
Green). This finding had a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making 
component, because Vermont Yankee personnel did not obtain interdisciplinary input on the decision to use a 
different, incorrect gasket material in a steam trap in the HPCI system.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Jan 02, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Foreign Material Exclusion Procedure 
. A self-revealing, non-cited violation (NCV) of very low safety significance (Green) of Technical Specifications 6.4, 
“Procedures,” was identified for inadequate implementation of Entergy procedure EN-MA-118, “Foreign Material 
Exclusion,” Revision 6, which resulted in foreign material intrusion into the Residual Heat Removal Service Water 
(RHRSW) system. Specifically, Entergy did not establish a Foreign Material Exclusion (FME) Zone 1 around the 
open RHRSW system between completing the closeout inspection and system closure following pump replacement. 
Entergy’s immediate corrective actions included conducting a “stand down,” reinforcing the standards and 
requirements for FME controls and general procedural compliance, as well as reinforcing expectations for the 
attention to detail of work practices. Entergy entered the issue into their corrective action program to evaluate for 
additional corrective measures.  
 
The inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone, and affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences, (i.e., core damage). 
Specifically, foreign material made its way into the ‘A’ Residual Heat Removal Heat Exchanger (RHR HX) and 
rendered the ‘A’ RHRSW train inoperable for several days. A review of NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, “Minor Examples,” revealed that no minor examples were applicable to this finding. The 
inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and determined that the 
finding required a Phase 2 review because the ‘A’ RHRSW train had an actual loss of safety function for greater than 
its allowed outage time (7 days). This finding was assessed using IMC 0609 and was determined to be of very low 
safety significance (Green) based on a Phase 2 analysis. The finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Work Practices component, because Entergy personnel did not follow EN-MA-118. 
Specifically, they did not establish a FME Zone 1 after the system closeout inspection. 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Required Quality Control Inspections 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion X, “Inspection,” for the failure 
to ensure that Quality Control verification inspections were consistently included and correctly specified in quality-
affecting procedures and work instructions for construction-like work activities as required by the Quality Assurance 
Program. The licensee performed extensive reviews, and inspectors performed independent reviews of the licensee’s 
conclusions as well as independent sampling, to confirm that improper or missed inspections did not actually affect 
the operability of plant equipment. Entergy initiated prompt fleet-wide corrective actions to ensure proper work order 
evaluation and proper inclusion of Quality Control verification inspections. This issue was entered into the corrective 
action program under Condition Reports CR-HQN 2009-01184 and CR-HQN-2010-0013.  
 



The failure to ensure that adequate Quality Control verification inspections were included in quality-affecting 
procedures and work instructions as required by the Quality Assurance Program was a performance deficiency. This 
programmatic deficiency was more than minor because, if left uncorrected, it could lead to a more significant safety 
concern in that the failure to check quality attributes could involve an actual impact to plant equipment. This issue 
affected the Design Control attribute of the Mitigating Systems cornerstone because missed or improper quality 
control inspections during plant modifications could impact the availability, reliability, and capability of systems 
needed to respond to initiating events. This performance deficiency was determined to have very low safety 
significance in Phase 1 of the SDP, since it was confirmed to involve a qualification deficiency that did not result in a 
loss of operability or functionality. The inspectors determined that this performance deficiency involved a cross-
cutting aspect related to the human performance in decision-making (H.1a), because the licensee did not have an 
effective systematic process for obtaining interdisciplinary reviews of proposed work instructions to determine 
whether Quality Control verification inspections were appropriate. (Section 4OA2.1.b.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement the Experience and Qualification Requirements of the Quality Assurance Program 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion II, “Quality Assurance 
Program,” for the failure to implement the experience and qualification requirements of the Quality Assurance 
Program. As a result, the licensee failed to ensure that two individuals assigned to the position of Quality Assurance 
Manager met the qualification and experience requirements of ANSI/ANS 3.1-1978 as required by the Quality 
Assurance Program. Specifically, the individual assigned to be the responsible person for the licensee’s overall 
implementation of the Quality Assurance Program did not have at least 1 year of nuclear plant experience in the 
overall implementation of the Quality Assurance Program within the quality assurance organization prior to assuming 
those responsibilities. This issue was entered into the corrective action program as Condition Report CR-HQN-2010-
00386.  
Failure to ensure that an individual assigned to the position Quality Assurance Manager met the qualification and 
experience requirements of ANSI/ANS 3.1-1978 as required by the Quality Assurance Program was a performance 
deficiency. This performance deficiency was determined to be more than minor because, if left uncorrected, it could 
create a more significant safety concern. Failure to have a fully qualified individual providing overall oversight to the 
Quality Assurance Program had the potential to affect all cornerstones, but this finding will be tracked under the 
Mitigating Systems cornerstone as the area most likely to be impacted. The issue was not suitable for quantitative 
assessment using existing Significance Determination Process guidance, so it was determined to be of very low safety 
significance using IMC 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
inspectors determined that there was no cross-cutting aspect associated with this finding because this issue was not 
indicative of current performance because the violation occurred more than 3 years ago. (Section 4OA2.1.b.2)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 01, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Scenario Resulting in Loss of Reactor Core Isolation Cooling System 
The team identified a Green, Non-Cited Violation of the Vermont Yankee  
Nuclear Power Station Facility Operating License, Condition 3.F, in that Entergy failed to  
implement and maintain in effect all provisions of the approved Fire Protection Program  
as described in the Final Safety Analysis Report. Specifically, Entergy failed to assure  
that reactor vessel water level would remain below the reactor core isolation cooling  
(RCIC) system steam line for postulated alternate shutdown fire scenarios that  
spuriously started a reactor feedwater pump (RFP). Entergy initiated condition report  
CR-VTY-2010-04682 and promptly revised the alternate shutdown procedure to  
additionally trip all running condensate pumps. The additional action prevented a single  
spurious operation from restarting or precluding a trip of the RFPs. 



This finding was more than minor because it was associated with the External Factors  
attribute (fire) of the Mitigating Systems Cornerstone and adversely affects the  
cornerstone objective to ensure the availability, reliability, and capability of systems that  
respond to initiating events to prevent undesirable consequences (i.e., core damage).  
Specifically, the availability of the RCIC system was not ensured for postulated fires in  
alternate shutdown areas. The team used Phase 1 of IMC 0609, Appendix F, Fire  
Protection Significance Determination Process, to determine that this finding was of very  
low safety significance (Green) because the Vermont Yankee Nuclear Power Station  
alternate shutdown system also includes safety relief valves and a residual heat removal  
train that can be utilized for reactor pressure and water level control. This finding did not  
have a cross-cutting aspect because the m9st significant contributor of the performance  
deficiency was not reflective of current licensee performance. 
Inspection Report# : 2010008 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent Isolation of Reactor Core Isolation Cooling (RCIC) During Surveillance Testing 
A self-revealing, Green, non-cited violation (NCV) of Technical Specification 6.4, “Procedures,” was identified in 
which technicians incorrectly performed reactor core isolation cooling (RCIC) surveillance test operating procedure 
(OP) 4365, “RCIC Steam Line Low Pressure Functional/Calibration,” Rev. 25, resulting in the inadvertent isolation of 
the RCIC system. Entergy entered this issue into their corrective action program, correctly installed the test 
equipment, and subsequently performed the test satisfactorily.  
 
The inspectors determined that the finding was more than minor because it adversely affected the Human Performance 
attribute for the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 0609, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be 
of very low risk significance (Green) because the finding was not a design or qualification deficiency, did not 
represent a loss of system safety function or loss of a single train for greater than its allowed technical specification 
time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. 
The inspectors determined this finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work 
Practices component, in that Entergy failed to appropriately self-check and peer-check the digital multimeter (DMM) 
setup prior to connecting it to the RCIC isolation logic.  
 
Inspection Report# : 2010004 (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 : June 07, 2011 



Vermont Yankee 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Feb 16, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Steam Leak on High Pressure Coolant Injection (HPCI) During Surveillance Testing 
A self-revealing, Green NCV of Technical Specification 6.4, "Procedures," was identified in which maintenance and 
planning personnel did not involve engineering personnel as required by Entergy procedure EN-MA-101, 
“Fundamentals of Maintenance,” Revision 9, and EN-WM-105, “Planning,” Revision 8, resulting in the incorrect 
material being used to replace the gasket on the flange of High Pressure Coolant Injection System (HPCI) steam trap 
23T-3. Entergy ultimately replaced the gasket with the correct material and entered this issue into their corrective 
action program.  
 
The inspectors determined that the finding was more than minor because it was associated with the Human 
Performance attribute of the Mitigating Systems cornerstone, and affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance (Green) in accordance with IMC 0609, Appendix A, “Determining 
the Significance of Reactor Inspection Findings for At-Power Situations,” using Significance Determination Process 
(SDP) Phases 1, 2 and 3. A Region I Senior Reactor Analyst (SRA) conducted a Phase 3 analysis because the Phase 2 
analysis indicated that the finding had the potential to be greater than very low safety significance (Greater than 
Green). This finding had a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making 
component, because Vermont Yankee personnel did not obtain interdisciplinary input on the decision to use a 
different, incorrect gasket material in a steam trap in the HPCI system.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Jan 02, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Foreign Material Exclusion Procedure 
. A self-revealing, non-cited violation (NCV) of very low safety significance (Green) of Technical Specifications 6.4, 
“Procedures,” was identified for inadequate implementation of Entergy procedure EN-MA-118, “Foreign Material 
Exclusion,” Revision 6, which resulted in foreign material intrusion into the Residual Heat Removal Service Water 
(RHRSW) system. Specifically, Entergy did not establish a Foreign Material Exclusion (FME) Zone 1 around the 
open RHRSW system between completing the closeout inspection and system closure following pump replacement. 
Entergy’s immediate corrective actions included conducting a “stand down,” reinforcing the standards and 
requirements for FME controls and general procedural compliance, as well as reinforcing expectations for the 
attention to detail of work practices. Entergy entered the issue into their corrective action program to evaluate for 
additional corrective measures.  
 
The inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone, and affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences, (i.e., core damage). 
Specifically, foreign material made its way into the ‘A’ Residual Heat Removal Heat Exchanger (RHR HX) and 



rendered the ‘A’ RHRSW train inoperable for several days. A review of NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, “Minor Examples,” revealed that no minor examples were applicable to this finding. The 
inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and determined that the 
finding required a Phase 2 review because the ‘A’ RHRSW train had an actual loss of safety function for greater than 
its allowed outage time (7 days). This finding was assessed using IMC 0609 and was determined to be of very low 
safety significance (Green) based on a Phase 2 analysis. The finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Work Practices component, because Entergy personnel did not follow EN-MA-118. 
Specifically, they did not establish a FME Zone 1 after the system closeout inspection. 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Required Quality Control Inspections 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion X, “Inspection,” for the failure 
to ensure that Quality Control verification inspections were consistently included and correctly specified in quality-
affecting procedures and work instructions for construction-like work activities as required by the Quality Assurance 
Program. The licensee performed extensive reviews, and inspectors performed independent reviews of the licensee’s 
conclusions as well as independent sampling, to confirm that improper or missed inspections did not actually affect 
the operability of plant equipment. Entergy initiated prompt fleet-wide corrective actions to ensure proper work order 
evaluation and proper inclusion of Quality Control verification inspections. This issue was entered into the corrective 
action program under Condition Reports CR-HQN 2009-01184 and CR-HQN-2010-0013.  
 
The failure to ensure that adequate Quality Control verification inspections were included in quality-affecting 
procedures and work instructions as required by the Quality Assurance Program was a performance deficiency. This 
programmatic deficiency was more than minor because, if left uncorrected, it could lead to a more significant safety 
concern in that the failure to check quality attributes could involve an actual impact to plant equipment. This issue 
affected the Design Control attribute of the Mitigating Systems cornerstone because missed or improper quality 
control inspections during plant modifications could impact the availability, reliability, and capability of systems 
needed to respond to initiating events. This performance deficiency was determined to have very low safety 
significance in Phase 1 of the SDP, since it was confirmed to involve a qualification deficiency that did not result in a 
loss of operability or functionality. The inspectors determined that this performance deficiency involved a cross-
cutting aspect related to the human performance in decision-making (H.1a), because the licensee did not have an 
effective systematic process for obtaining interdisciplinary reviews of proposed work instructions to determine 
whether Quality Control verification inspections were appropriate. (Section 4OA2.1.b.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement the Experience and Qualification Requirements of the Quality Assurance Program 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion II, “Quality Assurance 
Program,” for the failure to implement the experience and qualification requirements of the Quality Assurance 
Program. As a result, the licensee failed to ensure that two individuals assigned to the position of Quality Assurance 
Manager met the qualification and experience requirements of ANSI/ANS 3.1-1978 as required by the Quality 
Assurance Program. Specifically, the individual assigned to be the responsible person for the licensee’s overall 
implementation of the Quality Assurance Program did not have at least 1 year of nuclear plant experience in the 
overall implementation of the Quality Assurance Program within the quality assurance organization prior to assuming 
those responsibilities. This issue was entered into the corrective action program as Condition Report CR-HQN-2010-
00386.  
Failure to ensure that an individual assigned to the position Quality Assurance Manager met the qualification and 
experience requirements of ANSI/ANS 3.1-1978 as required by the Quality Assurance Program was a performance 
deficiency. This performance deficiency was determined to be more than minor because, if left uncorrected, it could 
create a more significant safety concern. Failure to have a fully qualified individual providing overall oversight to the 



Quality Assurance Program had the potential to affect all cornerstones, but this finding will be tracked under the 
Mitigating Systems cornerstone as the area most likely to be impacted. The issue was not suitable for quantitative 
assessment using existing Significance Determination Process guidance, so it was determined to be of very low safety 
significance using IMC 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
inspectors determined that there was no cross-cutting aspect associated with this finding because this issue was not 
indicative of current performance because the violation occurred more than 3 years ago. (Section 4OA2.1.b.2)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 01, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Scenario Resulting in Loss of Reactor Core Isolation Cooling System 
The team identified a Green, Non-Cited Violation of the Vermont Yankee  
Nuclear Power Station Facility Operating License, Condition 3.F, in that Entergy failed to  
implement and maintain in effect all provisions of the approved Fire Protection Program  
as described in the Final Safety Analysis Report. Specifically, Entergy failed to assure  
that reactor vessel water level would remain below the reactor core isolation cooling  
(RCIC) system steam line for postulated alternate shutdown fire scenarios that  
spuriously started a reactor feedwater pump (RFP). Entergy initiated condition report  
CR-VTY-2010-04682 and promptly revised the alternate shutdown procedure to  
additionally trip all running condensate pumps. The additional action prevented a single  
spurious operation from restarting or precluding a trip of the RFPs.  
This finding was more than minor because it was associated with the External Factors  
attribute (fire) of the Mitigating Systems Cornerstone and adversely affects the  
cornerstone objective to ensure the availability, reliability, and capability of systems that  
respond to initiating events to prevent undesirable consequences (i.e., core damage).  
Specifically, the availability of the RCIC system was not ensured for postulated fires in  
alternate shutdown areas. The team used Phase 1 of IMC 0609, Appendix F, Fire  
Protection Significance Determination Process, to determine that this finding was of very  
low safety significance (Green) because the Vermont Yankee Nuclear Power Station  
alternate shutdown system also includes safety relief valves and a residual heat removal  
train that can be utilized for reactor pressure and water level control. This finding did not  
have a cross-cutting aspect because the m9st significant contributor of the performance  
deficiency was not reflective of current licensee performance. 
Inspection Report# : 2010008 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadvertent Isolation of Reactor Core Isolation Cooling (RCIC) During Surveillance Testing 
A self-revealing, Green, non-cited violation (NCV) of Technical Specification 6.4, “Procedures,” was identified in 
which technicians incorrectly performed reactor core isolation cooling (RCIC) surveillance test operating procedure 
(OP) 4365, “RCIC Steam Line Low Pressure Functional/Calibration,” Rev. 25, resulting in the inadvertent isolation of 
the RCIC system. Entergy entered this issue into their corrective action program, correctly installed the test 
equipment, and subsequently performed the test satisfactorily.  
 
The inspectors determined that the finding was more than minor because it adversely affected the Human Performance 
attribute for the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 0609, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be 
of very low risk significance (Green) because the finding was not a design or qualification deficiency, did not 
represent a loss of system safety function or loss of a single train for greater than its allowed technical specification 
time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. 
The inspectors determined this finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work 



Practices component, in that Entergy failed to appropriately self-check and peer-check the digital multimeter (DMM) 
setup prior to connecting it to the RCIC isolation logic.  
 
Inspection Report# : 2010004 (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 : October 14, 2011 



Vermont Yankee 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Feb 16, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Steam Leak on High Pressure Coolant Injection (HPCI) During Surveillance Testing 
A self-revealing, Green NCV of Technical Specification 6.4, "Procedures," was identified in which maintenance and 
planning personnel did not involve engineering personnel as required by Entergy procedure EN-MA-101, 
“Fundamentals of Maintenance,” Revision 9, and EN-WM-105, “Planning,” Revision 8, resulting in the incorrect 
material being used to replace the gasket on the flange of High Pressure Coolant Injection System (HPCI) steam trap 
23T-3. Entergy ultimately replaced the gasket with the correct material and entered this issue into their corrective 
action program.  
 
The inspectors determined that the finding was more than minor because it was associated with the Human 
Performance attribute of the Mitigating Systems cornerstone, and affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance (Green) in accordance with IMC 0609, Appendix A, “Determining 
the Significance of Reactor Inspection Findings for At-Power Situations,” using Significance Determination Process 
(SDP) Phases 1, 2 and 3. A Region I Senior Reactor Analyst (SRA) conducted a Phase 3 analysis because the Phase 2 
analysis indicated that the finding had the potential to be greater than very low safety significance (Greater than 
Green). This finding had a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making 
component, because Vermont Yankee personnel did not obtain interdisciplinary input on the decision to use a 
different, incorrect gasket material in a steam trap in the HPCI system.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Jan 02, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Foreign Material Exclusion Procedure 
. A self-revealing, non-cited violation (NCV) of very low safety significance (Green) of Technical Specifications 6.4, 
“Procedures,” was identified for inadequate implementation of Entergy procedure EN-MA-118, “Foreign Material 
Exclusion,” Revision 6, which resulted in foreign material intrusion into the Residual Heat Removal Service Water 
(RHRSW) system. Specifically, Entergy did not establish a Foreign Material Exclusion (FME) Zone 1 around the 
open RHRSW system between completing the closeout inspection and system closure following pump replacement. 
Entergy’s immediate corrective actions included conducting a “stand down,” reinforcing the standards and 
requirements for FME controls and general procedural compliance, as well as reinforcing expectations for the 
attention to detail of work practices. Entergy entered the issue into their corrective action program to evaluate for 
additional corrective measures.  
 
The inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone, and affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences, (i.e., core damage). 
Specifically, foreign material made its way into the ‘A’ Residual Heat Removal Heat Exchanger (RHR HX) and 



rendered the ‘A’ RHRSW train inoperable for several days. A review of NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, “Minor Examples,” revealed that no minor examples were applicable to this finding. The 
inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and determined that the 
finding required a Phase 2 review because the ‘A’ RHRSW train had an actual loss of safety function for greater than 
its allowed outage time (7 days). This finding was assessed using IMC 0609 and was determined to be of very low 
safety significance (Green) based on a Phase 2 analysis. The finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Work Practices component, because Entergy personnel did not follow EN-MA-118. 
Specifically, they did not establish a FME Zone 1 after the system closeout inspection. 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Required Quality Control Inspections 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion X, “Inspection,” for the failure 
to ensure that Quality Control verification inspections were consistently included and correctly specified in quality-
affecting procedures and work instructions for construction-like work activities as required by the Quality Assurance 
Program. The licensee performed extensive reviews, and inspectors performed independent reviews of the licensee’s 
conclusions as well as independent sampling, to confirm that improper or missed inspections did not actually affect 
the operability of plant equipment. Entergy initiated prompt fleet-wide corrective actions to ensure proper work order 
evaluation and proper inclusion of Quality Control verification inspections. This issue was entered into the corrective 
action program under Condition Reports CR-HQN 2009-01184 and CR-HQN-2010-0013.  
 
The failure to ensure that adequate Quality Control verification inspections were included in quality-affecting 
procedures and work instructions as required by the Quality Assurance Program was a performance deficiency. This 
programmatic deficiency was more than minor because, if left uncorrected, it could lead to a more significant safety 
concern in that the failure to check quality attributes could involve an actual impact to plant equipment. This issue 
affected the Design Control attribute of the Mitigating Systems cornerstone because missed or improper quality 
control inspections during plant modifications could impact the availability, reliability, and capability of systems 
needed to respond to initiating events. This performance deficiency was determined to have very low safety 
significance in Phase 1 of the SDP, since it was confirmed to involve a qualification deficiency that did not result in a 
loss of operability or functionality. The inspectors determined that this performance deficiency involved a cross-
cutting aspect related to the human performance in decision-making (H.1a), because the licensee did not have an 
effective systematic process for obtaining interdisciplinary reviews of proposed work instructions to determine 
whether Quality Control verification inspections were appropriate. (Section 4OA2.1.b.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement the Experience and Qualification Requirements of the Quality Assurance Program 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion II, “Quality Assurance 
Program,” for the failure to implement the experience and qualification requirements of the Quality Assurance 
Program. As a result, the licensee failed to ensure that two individuals assigned to the position of Quality Assurance 
Manager met the qualification and experience requirements of ANSI/ANS 3.1-1978 as required by the Quality 
Assurance Program. Specifically, the individual assigned to be the responsible person for the licensee’s overall 
implementation of the Quality Assurance Program did not have at least 1 year of nuclear plant experience in the 
overall implementation of the Quality Assurance Program within the quality assurance organization prior to assuming 
those responsibilities. This issue was entered into the corrective action program as Condition Report CR-HQN-2010-
00386.  
Failure to ensure that an individual assigned to the position Quality Assurance Manager met the qualification and 
experience requirements of ANSI/ANS 3.1-1978 as required by the Quality Assurance Program was a performance 
deficiency. This performance deficiency was determined to be more than minor because, if left uncorrected, it could 
create a more significant safety concern. Failure to have a fully qualified individual providing overall oversight to the 



Quality Assurance Program had the potential to affect all cornerstones, but this finding will be tracked under the 
Mitigating Systems cornerstone as the area most likely to be impacted. The issue was not suitable for quantitative 
assessment using existing Significance Determination Process guidance, so it was determined to be of very low safety 
significance using IMC 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
inspectors determined that there was no cross-cutting aspect associated with this finding because this issue was not 
indicative of current performance because the violation occurred more than 3 years ago. (Section 4OA2.1.b.2)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 01, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Scenario Resulting in Loss of Reactor Core Isolation Cooling System 
The team identified a Green, Non-Cited Violation of the Vermont Yankee  
Nuclear Power Station Facility Operating License, Condition 3.F, in that Entergy failed to  
implement and maintain in effect all provisions of the approved Fire Protection Program  
as described in the Final Safety Analysis Report. Specifically, Entergy failed to assure  
that reactor vessel water level would remain below the reactor core isolation cooling  
(RCIC) system steam line for postulated alternate shutdown fire scenarios that  
spuriously started a reactor feedwater pump (RFP). Entergy initiated condition report  
CR-VTY-2010-04682 and promptly revised the alternate shutdown procedure to  
additionally trip all running condensate pumps. The additional action prevented a single  
spurious operation from restarting or precluding a trip of the RFPs.  
This finding was more than minor because it was associated with the External Factors  
attribute (fire) of the Mitigating Systems Cornerstone and adversely affects the  
cornerstone objective to ensure the availability, reliability, and capability of systems that  
respond to initiating events to prevent undesirable consequences (i.e., core damage).  
Specifically, the availability of the RCIC system was not ensured for postulated fires in  
alternate shutdown areas. The team used Phase 1 of IMC 0609, Appendix F, Fire  
Protection Significance Determination Process, to determine that this finding was of very  
low safety significance (Green) because the Vermont Yankee Nuclear Power Station  
alternate shutdown system also includes safety relief valves and a residual heat removal  
train that can be utilized for reactor pressure and water level control. This finding did not  
have a cross-cutting aspect because the m9st significant contributor of the performance  
deficiency was not reflective of current licensee performance. 
Inspection Report# : 2010008 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 



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

Miscellaneous 
Last modified : January 04, 2012 



Vermont Yankee 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 11, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of Shutdown Cooling due to Tag Out Error 
A self-revealing NCV of very low safety significance of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified because drawing B-191301, Sheet 576, “Control Wiring Diagram – 
Emergency Heater Drain Valve Diagram” was not of the appropriate quality to allow tagging activities to be 
accomplished in accordance with the drawing. As a result of the vague drawing, the wrong breaker was selected to be 
tagged out, resulting in an unexpected loss of shutdown cooling. Entergy took immediate corrective action to restore 
shutdown cooling and entered this issue into their corrective action program as CR-VTY-2011-04203.  
 
The inspectors determined that Entergy’s tag out of the distribution breaker to Vital AC subpanel “A” due to a low 
quality drawing is a performance deficiency that was within Entergy’s ability to foresee and correct, and should have 
been prevented. This finding is more than minor because it is similar to the more than minor statement in example 4.b. 
in IMC 0612, Appendix E, “Examples of Minor Issues,” where an operator inadvertently operated the wrong 
component and caused a transient. The inspectors evaluated the finding using IMC 0609, Attachment 4, “Phase 1 – 
Initial Screening and Characterization of Findings” and determined that the finding impacts the Initiating Events 
cornerstone. The finding required further review using IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process” because the issue affected the safety of the reactor during a refueling outage. The inspectors 
determined that this finding was of very low safety significance (Green), using IMC 0609, Appendix G, Checklist 7, 
“BWR Refueling Operation with RCS Level >23’.” This determination was based on the fact that the finding did not 
degrade Entergy’s ability to recover decay heat removal once lost, and that the temperature increase was low enough 
that it did not represent a loss of control. The inspectors determined that this finding had a cross-cutting aspect in the 
Human Performance cross-cutting area, Resources component, because components in the tagging database were not 
labeled correctly [H.2(c)]. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadvertent Trip of an Emergency Diesel Generator’s Fuel Rack 
A self-revealing NCV of very low safety significance of 10 CFR 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified because Entergy personnel used instructions that were not appropriate to 
the circumstances resulting in an inadvertent trip of the “A” emergency diesel generator (EDG) fuel rack. Entergy’s 
corrective actions included promptly restoring the “A” EDG to an operable state, removing the qualifications for the 
auxiliary operator and field support supervisor involved in the event, and initiating CR-VTY-2011-05483.  
 
There was a self-revealing performance deficiency in that Entergy personnel performed an activity affecting quality 
which was not prescribed by instructions appropriate to the circumstances resulting in an inadvertent trip of the “A” 
EDG fuel rack. This finding is more than minor because it is associated with the human performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability of systems that 
respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the inadvertent trip 



of the “A” EDG fuel rack resulted in the unplanned unavailability of the “A” EDG. The inspectors determined the 
significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The 
finding was determined to be of very low safety significance because it did not represent a loss of system safety 
function, a loss of safety function of a single train for greater than its technical specification allowed outage time, and 
did not screen as potentially risk significant due to external initiating events. The inspectors determined that this 
finding had a cross-cutting aspect in the area of human performance, work practices component, because Entergy did 
not ensure supervisory oversight of work activity such that nuclear safety was supported [H.4(c)].  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Feb 16, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Steam Leak on High Pressure Coolant Injection (HPCI) During Surveillance Testing 
A self-revealing, Green NCV of Technical Specification 6.4, "Procedures," was identified in which maintenance and 
planning personnel did not involve engineering personnel as required by Entergy procedure EN-MA-101, 
“Fundamentals of Maintenance,” Revision 9, and EN-WM-105, “Planning,” Revision 8, resulting in the incorrect 
material being used to replace the gasket on the flange of High Pressure Coolant Injection System (HPCI) steam trap 
23T-3. Entergy ultimately replaced the gasket with the correct material and entered this issue into their corrective 
action program.  
 
The inspectors determined that the finding was more than minor because it was associated with the Human 
Performance attribute of the Mitigating Systems cornerstone, and affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance (Green) in accordance with IMC 0609, Appendix A, “Determining 
the Significance of Reactor Inspection Findings for At-Power Situations,” using Significance Determination Process 
(SDP) Phases 1, 2 and 3. A Region I Senior Reactor Analyst (SRA) conducted a Phase 3 analysis because the Phase 2 
analysis indicated that the finding had the potential to be greater than very low safety significance (Greater than 
Green). This finding had a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making 
component, because Vermont Yankee personnel did not obtain interdisciplinary input on the decision to use a 
different, incorrect gasket material in a steam trap in the HPCI system.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Jan 02, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Foreign Material Exclusion Procedure 
. A self-revealing, non-cited violation (NCV) of very low safety significance (Green) of Technical Specifications 6.4, 
“Procedures,” was identified for inadequate implementation of Entergy procedure EN-MA-118, “Foreign Material 
Exclusion,” Revision 6, which resulted in foreign material intrusion into the Residual Heat Removal Service Water 
(RHRSW) system. Specifically, Entergy did not establish a Foreign Material Exclusion (FME) Zone 1 around the 
open RHRSW system between completing the closeout inspection and system closure following pump replacement. 
Entergy’s immediate corrective actions included conducting a “stand down,” reinforcing the standards and 
requirements for FME controls and general procedural compliance, as well as reinforcing expectations for the 
attention to detail of work practices. Entergy entered the issue into their corrective action program to evaluate for 
additional corrective measures.  
 
The inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone, and affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences, (i.e., core damage). 
Specifically, foreign material made its way into the ‘A’ Residual Heat Removal Heat Exchanger (RHR HX) and 
rendered the ‘A’ RHRSW train inoperable for several days. A review of NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, “Minor Examples,” revealed that no minor examples were applicable to this finding. The 
inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and determined that the 



finding required a Phase 2 review because the ‘A’ RHRSW train had an actual loss of safety function for greater than 
its allowed outage time (7 days). This finding was assessed using IMC 0609 and was determined to be of very low 
safety significance (Green) based on a Phase 2 analysis. The finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Work Practices component, because Entergy personnel did not follow EN-MA-118. 
Specifically, they did not establish a FME Zone 1 after the system closeout inspection. 
Inspection Report# : 2011002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Incomplete Inventory for Spent Resin Shipment 
A self-revealing NCV of very low safety significance of 10 CFR 20.1501 was identified because Entergy personnel 
failed to indicate the total radionuclide activity on the radioactive waste manifest for a radioactive waste shipment. 10 
CFR 20.1501 requires licensees to make surveys that may be necessary to comply with the regulations of this part. 10 
CFR 20.2006 (b) specifies that radioactive shipments intended for ultimate disposal must document a NRC uniform 
low level radioactive waste manifest in accordance with Appendix G. Appendix G, I.B.4, specifies that the shipper 
shall indicate the total radionuclide activity in the shipment on the radioactive waste manifest. VY radioactive waste 
shipment no. 2011-85 arrived at a radioactive waste processing facility on September 19, 2011, and subsequent 
radiation surveys by the receiving personnel identified radiation levels exceeding those indicated on the radioactive 
waste manifest. Entergy staff initiated CR-VTY-2011-03902, determined the shipment actually contained 17 curies of 
radioactive waste instead of 13.4 curies, revised the NRC form 541, and sent the revision to the radioactive waste 
processor to correct this error.  
 
The inspectors determined that failing to indicate the total radionuclide activity on the radioactive waste manifest for a 
radioactive waste shipment is a performance deficiency that was within Entergy’s ability to foresee and correct. This 
finding is more than minor since it affects the public radiation safety cornerstone objective, because not adequately 
accounting for all of the radioactive wastes in shipment no. 2011-85 had the potential for misclassifying wastes non-
conservatively in subsequent radioactive waste processing and final shipment activities to a low level burial ground 
facility. The inspectors evaluated the finding using IMC 0609, Appendix D, “Public Radiation Safety Significance 
Determination Process.” The inspectors determined the finding to be of very low safety significance (Green) because 
the error was corrected at the waste processor rather than after shipment to a waste disposal facility and did not affect 
low level burial ground nonconformance as evaluated under 10 CFR 61, “Licensing Requirements for Land Disposal 
of Radioactive Wastes.” The inspectors determined that this finding had a cross-cutting aspect in the area of human 
performance, work control component, because Entergy did not appropriately coordinate work activities by 
incorporating actions to address the need for interdepartmental coordination and communication. Specifically, the 
impact of flushing a reactor water cleanup resin transfer line by the ALARA group on the radwaste shipping group 
was not sufficiently communicated or coordinated to ensure all solid radioactive wastes discharged from the plant into 
the waste container were accounted for in a subsequent radioactive waste shipment [H.3(b)]. 



Inspection Report# : 2011005 (pdf)  

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

Miscellaneous 
Last modified : March 02, 2012 



Vermont Yankee 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 11, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of Shutdown Cooling due to Tag Out Error 
A self-revealing NCV of very low safety significance of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified because drawing B-191301, Sheet 576, “Control Wiring Diagram – 
Emergency Heater Drain Valve Diagram” was not of the appropriate quality to allow tagging activities to be 
accomplished in accordance with the drawing. As a result of the vague drawing, the wrong breaker was selected to be 
tagged out, resulting in an unexpected loss of shutdown cooling. Entergy took immediate corrective action to restore 
shutdown cooling and entered this issue into their corrective action program as CR-VTY-2011-04203.  
 
The inspectors determined that Entergy’s tag out of the distribution breaker to Vital AC subpanel “A” due to a low 
quality drawing is a performance deficiency that was within Entergy’s ability to foresee and correct, and should have 
been prevented. This finding is more than minor because it is similar to the more than minor statement in example 4.b. 
in IMC 0612, Appendix E, “Examples of Minor Issues,” where an operator inadvertently operated the wrong 
component and caused a transient. The inspectors evaluated the finding using IMC 0609, Attachment 4, “Phase 1 – 
Initial Screening and Characterization of Findings” and determined that the finding impacts the Initiating Events 
cornerstone. The finding required further review using IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process” because the issue affected the safety of the reactor during a refueling outage. The inspectors 
determined that this finding was of very low safety significance (Green), using IMC 0609, Appendix G, Checklist 7, 
“BWR Refueling Operation with RCS Level >23’.” This determination was based on the fact that the finding did not 
degrade Entergy’s ability to recover decay heat removal once lost, and that the temperature increase was low enough 
that it did not represent a loss of control. The inspectors determined that this finding had a cross-cutting aspect in the 
Human Performance cross-cutting area, Resources component, because components in the tagging database were not 
labeled correctly [H.2(c)]. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of the “B” UPS Tachometer Coupling Due to Age and Inadequate Corrective Actions 
A self-revealing, NCV of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy did not promptly correct an adverse condition resulting in the failure of the “B” uninterruptible power system 
(UPS) motor generator (MG) set direct current (DC) tachometer coupling. Specifically, Entergy personnel did not 
promptly replace or verify the physical condition of the “B” tachometer coupling when it was known that it was aged 
and susceptible to age-related failure. Entergy’s corrective actions included replacing the “B” tachometer coupling, 
establishing a 12 year preventive maintenance replacement frequency, and initiating CR-VTY-2011-03686, CR-VTY-
2011-03744, CR-VTY-2011-05335, CR-VTY-2011-05337, and CR-VTY-2012-01096.  
 
The inspectors determined that Entergy personnel’s decision to not replace the “B” UPS MG set tachometer coupling 
prior to its failure in service without an interim check of its physical condition was a performance deficiency that was 
reasonably within Entergy’s ability to foresee and correct and should have been prevented. This finding is more than 



minor because there is no sufficiently similar example in IMC 0612, Appendix E, “Examples of Minor Issues,” and it 
is associated with the Equipment Performance attribute of the Mitigating Systems cornerstone and affects the 
cornerstone objective to ensure the availability and reliability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, the “B” UPS MG set failed in service affecting the overall 
system redundancy and reliability and resulted in 22 hours of unavailability. The inspectors determined the 
significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The 
finding was determined to be of very low safety significance (Green) because it did not represent a loss of system 
safety function, a loss of safety function of a single train for greater than its technical specification allowed outage 
time (MG-UPS-1B), and did not screen as potentially risk significant due to external initiating events. The inspectors 
determined that this finding had a cross-cutting aspect in the Human Performance cross-cutting area, within the 
Decision-Making component, because Entergy personnel did not use conservative assumptions in decision making 
and did not adopt a requirement to demonstrate that the proposed action to delay the coupling replacement until June 
2012 was safe rather than a requirement to demonstrate that it was unsafe in order to disapprove the action [H.1(b)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of the “D” Service Water Pump Due to Low Oil and Inadequate Corrective Actions 
A self-revealing, NCV of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy personnel did not promptly correct an adverse condition resulting in the unplanned unavailability of the “D” 
service water pump. Specifically, Entergy personnel did not maintain a clear oil sight glass and did not identify a low 
oil level for the upper motor bearing prior to damage to the bearing. Entergy’s corrective actions included initiating a 
condition report, CR-VTY-2012-00483, performing an apparent cause evaluation, and replacing the motor and sight 
glass.  
 
The inspectors determined that Entergy’s failure to maintain a proper oil level for the upper motor bearing of the “D” 
service water pump was a performance deficiency that was reasonably within Entergy’s ability to foresee and correct 
and should have been prevented. This finding is more than minor because no sufficiently similar example is present in 
IMC 0612, Appendix E, “Examples of Minor Issues,” and it is associated with the Equipment Performance attribute of 
the Mitigating Systems cornerstone and affects the cornerstone objective to ensure the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the “D” 
service water pump failed in service affecting overall safety system redundancy and reliability and resulted in three 
days of unavailability. The inspectors determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings.” The finding was screened to be of very low safety significance (Green) 
because it did not represent a loss of system safety function, a loss of safety function of a single train for greater than 
its technical specification allowed outage time, and did not screen as potentially risk significant due to external 
initiating events. The inspectors determined that this finding had a cross-cutting aspect in the Problem Identification 
area, within the Corrective Action Program component, because Entergy personnel did not implement a corrective 
action program with a low threshold for identifying issues and as a result, the stained sight glass was not recognized as 
an adverse condition [P.1(a)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadvertent Trip of an Emergency Diesel Generator’s Fuel Rack 
A self-revealing NCV of very low safety significance of 10 CFR 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified because Entergy personnel used instructions that were not appropriate to 
the circumstances resulting in an inadvertent trip of the “A” emergency diesel generator (EDG) fuel rack. Entergy’s 
corrective actions included promptly restoring the “A” EDG to an operable state, removing the qualifications for the 
auxiliary operator and field support supervisor involved in the event, and initiating CR-VTY-2011-05483.  
 



There was a self-revealing performance deficiency in that Entergy personnel performed an activity affecting quality 
which was not prescribed by instructions appropriate to the circumstances resulting in an inadvertent trip of the “A” 
EDG fuel rack. This finding is more than minor because it is associated with the human performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability of systems that 
respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the inadvertent trip 
of the “A” EDG fuel rack resulted in the unplanned unavailability of the “A” EDG. The inspectors determined the 
significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The 
finding was determined to be of very low safety significance because it did not represent a loss of system safety 
function, a loss of safety function of a single train for greater than its technical specification allowed outage time, and 
did not screen as potentially risk significant due to external initiating events. The inspectors determined that this 
finding had a cross-cutting aspect in the area of human performance, work practices component, because Entergy did 
not ensure supervisory oversight of work activity such that nuclear safety was supported [H.4(c)].  
 
Inspection Report# : 2011005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Incomplete Inventory for Spent Resin Shipment 
A self-revealing NCV of very low safety significance of 10 CFR 20.1501 was identified because Entergy personnel 
failed to indicate the total radionuclide activity on the radioactive waste manifest for a radioactive waste shipment. 10 
CFR 20.1501 requires licensees to make surveys that may be necessary to comply with the regulations of this part. 10 
CFR 20.2006 (b) specifies that radioactive shipments intended for ultimate disposal must document a NRC uniform 
low level radioactive waste manifest in accordance with Appendix G. Appendix G, I.B.4, specifies that the shipper 
shall indicate the total radionuclide activity in the shipment on the radioactive waste manifest. VY radioactive waste 
shipment no. 2011-85 arrived at a radioactive waste processing facility on September 19, 2011, and subsequent 
radiation surveys by the receiving personnel identified radiation levels exceeding those indicated on the radioactive 
waste manifest. Entergy staff initiated CR-VTY-2011-03902, determined the shipment actually contained 17 curies of 
radioactive waste instead of 13.4 curies, revised the NRC form 541, and sent the revision to the radioactive waste 
processor to correct this error.  
 
The inspectors determined that failing to indicate the total radionuclide activity on the radioactive waste manifest for a 
radioactive waste shipment is a performance deficiency that was within Entergy’s ability to foresee and correct. This 
finding is more than minor since it affects the public radiation safety cornerstone objective, because not adequately 
accounting for all of the radioactive wastes in shipment no. 2011-85 had the potential for misclassifying wastes non-
conservatively in subsequent radioactive waste processing and final shipment activities to a low level burial ground 
facility. The inspectors evaluated the finding using IMC 0609, Appendix D, “Public Radiation Safety Significance 
Determination Process.” The inspectors determined the finding to be of very low safety significance (Green) because 



the error was corrected at the waste processor rather than after shipment to a waste disposal facility and did not affect 
low level burial ground nonconformance as evaluated under 10 CFR 61, “Licensing Requirements for Land Disposal 
of Radioactive Wastes.” The inspectors determined that this finding had a cross-cutting aspect in the area of human 
performance, work control component, because Entergy did not appropriately coordinate work activities by 
incorporating actions to address the need for interdepartmental coordination and communication. Specifically, the 
impact of flushing a reactor water cleanup resin transfer line by the ALARA group on the radwaste shipping group 
was not sufficiently communicated or coordinated to ensure all solid radioactive wastes discharged from the plant into 
the waste container were accounted for in a subsequent radioactive waste shipment [H.3(b)]. 
Inspection Report# : 2011005 (pdf)  

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

Initiating Events 

Significance:  Oct 11, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of Shutdown Cooling due to Tag Out Error 
A self-revealing NCV of very low safety significance of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified because drawing B-191301, Sheet 576, “Control Wiring Diagram – 
Emergency Heater Drain Valve Diagram” was not of the appropriate quality to allow tagging activities to be 
accomplished in accordance with the drawing. As a result of the vague drawing, the wrong breaker was selected to be 
tagged out, resulting in an unexpected loss of shutdown cooling. Entergy took immediate corrective action to restore 
shutdown cooling and entered this issue into their corrective action program as CR-VTY-2011-04203.  
 
The inspectors determined that Entergy’s tag out of the distribution breaker to Vital AC subpanel “A” due to a low 
quality drawing is a performance deficiency that was within Entergy’s ability to foresee and correct, and should have 
been prevented. This finding is more than minor because it is similar to the more than minor statement in example 4.b. 
in IMC 0612, Appendix E, “Examples of Minor Issues,” where an operator inadvertently operated the wrong 
component and caused a transient. The inspectors evaluated the finding using IMC 0609, Attachment 4, “Phase 1 – 
Initial Screening and Characterization of Findings” and determined that the finding impacts the Initiating Events 
cornerstone. The finding required further review using IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process” because the issue affected the safety of the reactor during a refueling outage. The inspectors 
determined that this finding was of very low safety significance (Green), using IMC 0609, Appendix G, Checklist 7, 
“BWR Refueling Operation with RCS Level >23’.” This determination was based on the fact that the finding did not 
degrade Entergy’s ability to recover decay heat removal once lost, and that the temperature increase was low enough 
that it did not represent a loss of control. The inspectors determined that this finding had a cross-cutting aspect in the 
Human Performance cross-cutting area, Resources component, because components in the tagging database were not 
labeled correctly [H.2(c)]. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Isolating the Condensate Pumps’ Minimum Flow Line’s Automatic Flow 
Control Valve 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50.65, “Requirements for Monitoring the 
Effectiveness of Maintenance at Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate 
risk assessment prior to isolating the condensate pumps’ minimum flow automatic control valve. Specifically, the 
inspectors identified that Entergy personnel had not analyzed the impact to plant risk with the condensate pumps’ 
minimum flow line to the main condenser isolated. Entergy’s corrective actions included declaring and announcing to 
site personnel the plant risk to be “Orange,” protecting further equipment, and initiating CR-VTY-2012-2074.  
 
The inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into 
a higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 



0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the condensate pumps were unavailable was less than 1E-6 (approximately 
2E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human Performance cross-cutting 
area, Resources component, because the equipment relied upon to perform the risk assessment, EOOS, did not include 
the condensate system automatic minimum flow control valve, which was not adequate to ensure nuclear safety.  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Not Considering the Increased Risk of a Plant Transient when Securing a 
Feedwater Pump 
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4) for Entergy’s failure to conduct an adequate risk assessment prior to securing 
the “C” feedwater pump. Specifically, the inspectors identified that Entergy personnel had not analyzed the impact to 
plant risk of securing the “C” feedwater pump. Entergy’s corrective actions included briefing operators that securing a 
feedwater pump was a HRE-TRAN, i.e. an activity considered to raise the likelihood of an initiating event that is 
likely to result in a plant trip, and initiating CR-VTY-2012-2160 and CR-VTY-2012-2894.  
 
The inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into 
a higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the “C” feedwater pump was being secured was less than 1E-6 
(approximately 4E-9). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Resources component, because the procedure describing HRE-TRAN was not 
sufficiently clear and complete in its description to ensure nuclear safety.  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of the “B” UPS Tachometer Coupling Due to Age and Inadequate Corrective Actions 
A self-revealing, NCV of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy did not promptly correct an adverse condition resulting in the failure of the “B” uninterruptible power system 
(UPS) motor generator (MG) set direct current (DC) tachometer coupling. Specifically, Entergy personnel did not 
promptly replace or verify the physical condition of the “B” tachometer coupling when it was known that it was aged 
and susceptible to age-related failure. Entergy’s corrective actions included replacing the “B” tachometer coupling, 
establishing a 12 year preventive maintenance replacement frequency, and initiating CR-VTY-2011-03686, CR-VTY-
2011-03744, CR-VTY-2011-05335, CR-VTY-2011-05337, and CR-VTY-2012-01096.  
 
The inspectors determined that Entergy personnel’s decision to not replace the “B” UPS MG set tachometer coupling 
prior to its failure in service without an interim check of its physical condition was a performance deficiency that was 
reasonably within Entergy’s ability to foresee and correct and should have been prevented. This finding is more than 
minor because there is no sufficiently similar example in IMC 0612, Appendix E, “Examples of Minor Issues,” and it 
is associated with the Equipment Performance attribute of the Mitigating Systems cornerstone and affects the 
cornerstone objective to ensure the availability and reliability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, the “B” UPS MG set failed in service affecting the overall 
system redundancy and reliability and resulted in 22 hours of unavailability. The inspectors determined the 
significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The 
finding was determined to be of very low safety significance (Green) because it did not represent a loss of system 



safety function, a loss of safety function of a single train for greater than its technical specification allowed outage 
time (MG-UPS-1B), and did not screen as potentially risk significant due to external initiating events. The inspectors 
determined that this finding had a cross-cutting aspect in the Human Performance cross-cutting area, within the 
Decision-Making component, because Entergy personnel did not use conservative assumptions in decision making 
and did not adopt a requirement to demonstrate that the proposed action to delay the coupling replacement until June 
2012 was safe rather than a requirement to demonstrate that it was unsafe in order to disapprove the action [H.1(b)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of the “D” Service Water Pump Due to Low Oil and Inadequate Corrective Actions 
A self-revealing, NCV of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy personnel did not promptly correct an adverse condition resulting in the unplanned unavailability of the “D” 
service water pump. Specifically, Entergy personnel did not maintain a clear oil sight glass and did not identify a low 
oil level for the upper motor bearing prior to damage to the bearing. Entergy’s corrective actions included initiating a 
condition report, CR-VTY-2012-00483, performing an apparent cause evaluation, and replacing the motor and sight 
glass.  
 
The inspectors determined that Entergy’s failure to maintain a proper oil level for the upper motor bearing of the “D” 
service water pump was a performance deficiency that was reasonably within Entergy’s ability to foresee and correct 
and should have been prevented. This finding is more than minor because no sufficiently similar example is present in 
IMC 0612, Appendix E, “Examples of Minor Issues,” and it is associated with the Equipment Performance attribute of 
the Mitigating Systems cornerstone and affects the cornerstone objective to ensure the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the “D” 
service water pump failed in service affecting overall safety system redundancy and reliability and resulted in three 
days of unavailability. The inspectors determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings.” The finding was screened to be of very low safety significance (Green) 
because it did not represent a loss of system safety function, a loss of safety function of a single train for greater than 
its technical specification allowed outage time, and did not screen as potentially risk significant due to external 
initiating events. The inspectors determined that this finding had a cross-cutting aspect in the Problem Identification 
area, within the Corrective Action Program component, because Entergy personnel did not implement a corrective 
action program with a low threshold for identifying issues and as a result, the stained sight glass was not recognized as 
an adverse condition [P.1(a)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadvertent Trip of an Emergency Diesel Generator’s Fuel Rack 
A self-revealing NCV of very low safety significance of 10 CFR 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified because Entergy personnel used instructions that were not appropriate to 
the circumstances resulting in an inadvertent trip of the “A” emergency diesel generator (EDG) fuel rack. Entergy’s 
corrective actions included promptly restoring the “A” EDG to an operable state, removing the qualifications for the 
auxiliary operator and field support supervisor involved in the event, and initiating CR-VTY-2011-05483.  
 
There was a self-revealing performance deficiency in that Entergy personnel performed an activity affecting quality 
which was not prescribed by instructions appropriate to the circumstances resulting in an inadvertent trip of the “A” 
EDG fuel rack. This finding is more than minor because it is associated with the human performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability of systems that 
respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the inadvertent trip 
of the “A” EDG fuel rack resulted in the unplanned unavailability of the “A” EDG. The inspectors determined the 



significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The 
finding was determined to be of very low safety significance because it did not represent a loss of system safety 
function, a loss of safety function of a single train for greater than its technical specification allowed outage time, and 
did not screen as potentially risk significant due to external initiating events. The inspectors determined that this 
finding had a cross-cutting aspect in the area of human performance, work practices component, because Entergy did 
not ensure supervisory oversight of work activity such that nuclear safety was supported [H.4(c)].  
 
Inspection Report# : 2011005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Incomplete Inventory for Spent Resin Shipment 
A self-revealing NCV of very low safety significance of 10 CFR 20.1501 was identified because Entergy personnel 
failed to indicate the total radionuclide activity on the radioactive waste manifest for a radioactive waste shipment. 10 
CFR 20.1501 requires licensees to make surveys that may be necessary to comply with the regulations of this part. 10 
CFR 20.2006 (b) specifies that radioactive shipments intended for ultimate disposal must document a NRC uniform 
low level radioactive waste manifest in accordance with Appendix G. Appendix G, I.B.4, specifies that the shipper 
shall indicate the total radionuclide activity in the shipment on the radioactive waste manifest. VY radioactive waste 
shipment no. 2011-85 arrived at a radioactive waste processing facility on September 19, 2011, and subsequent 
radiation surveys by the receiving personnel identified radiation levels exceeding those indicated on the radioactive 
waste manifest. Entergy staff initiated CR-VTY-2011-03902, determined the shipment actually contained 17 curies of 
radioactive waste instead of 13.4 curies, revised the NRC form 541, and sent the revision to the radioactive waste 
processor to correct this error.  
 
The inspectors determined that failing to indicate the total radionuclide activity on the radioactive waste manifest for a 
radioactive waste shipment is a performance deficiency that was within Entergy’s ability to foresee and correct. This 
finding is more than minor since it affects the public radiation safety cornerstone objective, because not adequately 
accounting for all of the radioactive wastes in shipment no. 2011-85 had the potential for misclassifying wastes non-
conservatively in subsequent radioactive waste processing and final shipment activities to a low level burial ground 
facility. The inspectors evaluated the finding using IMC 0609, Appendix D, “Public Radiation Safety Significance 
Determination Process.” The inspectors determined the finding to be of very low safety significance (Green) because 
the error was corrected at the waste processor rather than after shipment to a waste disposal facility and did not affect 
low level burial ground nonconformance as evaluated under 10 CFR 61, “Licensing Requirements for Land Disposal 
of Radioactive Wastes.” The inspectors determined that this finding had a cross-cutting aspect in the area of human 
performance, work control component, because Entergy did not appropriately coordinate work activities by 
incorporating actions to address the need for interdepartmental coordination and communication. Specifically, the 



impact of flushing a reactor water cleanup resin transfer line by the ALARA group on the radwaste shipping group 
was not sufficiently communicated or coordinated to ensure all solid radioactive wastes discharged from the plant into 
the waste container were accounted for in a subsequent radioactive waste shipment [H.3(b)]. 
Inspection Report# : 2011005 (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. 
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Vermont Yankee 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 11, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of Shutdown Cooling due to Tag Out Error 
A self-revealing NCV of very low safety significance of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified because drawing B-191301, Sheet 576, “Control Wiring Diagram – 
Emergency Heater Drain Valve Diagram” was not of the appropriate quality to allow tagging activities to be 
accomplished in accordance with the drawing. As a result of the vague drawing, the wrong breaker was selected to be 
tagged out, resulting in an unexpected loss of shutdown cooling. Entergy took immediate corrective action to restore 
shutdown cooling and entered this issue into their corrective action program as CR-VTY-2011-04203.  
 
The inspectors determined that Entergy’s tag out of the distribution breaker to Vital AC subpanel “A” due to a low 
quality drawing is a performance deficiency that was within Entergy’s ability to foresee and correct, and should have 
been prevented. This finding is more than minor because it is similar to the more than minor statement in example 4.b. 
in IMC 0612, Appendix E, “Examples of Minor Issues,” where an operator inadvertently operated the wrong 
component and caused a transient. The inspectors evaluated the finding using IMC 0609, Attachment 4, “Phase 1 – 
Initial Screening and Characterization of Findings” and determined that the finding impacts the Initiating Events 
cornerstone. The finding required further review using IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process” because the issue affected the safety of the reactor during a refueling outage. The inspectors 
determined that this finding was of very low safety significance (Green), using IMC 0609, Appendix G, Checklist 7, 
“BWR Refueling Operation with RCS Level >23’.” This determination was based on the fact that the finding did not 
degrade Entergy’s ability to recover decay heat removal once lost, and that the temperature increase was low enough 
that it did not represent a loss of control. The inspectors determined that this finding had a cross-cutting aspect in the 
Human Performance cross-cutting area, Resources component, because components in the tagging database were not 
labeled correctly [H.2(c)]. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Isolating the Condensate Pumps’ Minimum Flow Line’s Automatic Flow 
Control Valve 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50.65, “Requirements for Monitoring the 
Effectiveness of Maintenance at Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate 
risk assessment prior to isolating the condensate pumps’ minimum flow automatic control valve. Specifically, the 
inspectors identified that Entergy personnel had not analyzed the impact to plant risk with the condensate pumps’

3Q/2012 Inspection Findings - Vermont Yankee

Page 1 of 5



minimum flow line to the main condenser isolated. Entergy’s corrective actions included declaring and announcing to 
site personnel the plant risk to be “Orange,” protecting further equipment, and initiating CR-VTY-2012-2074.  
 
The inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into 
a higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the condensate pumps were unavailable was less than 1E-6 (approximately 
2E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human Performance cross-cutting 
area, Resources component, because the equipment relied upon to perform the risk assessment, EOOS, did not include 
the condensate system automatic minimum flow control valve, which was not adequate to ensure nuclear safety.  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Not Considering the Increased Risk of a Plant Transient when Securing a 
Feedwater Pump 
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4) for Entergy’s failure to conduct an adequate risk assessment prior to securing 
the “C” feedwater pump. Specifically, the inspectors identified that Entergy personnel had not analyzed the impact to 
plant risk of securing the “C” feedwater pump. Entergy’s corrective actions included briefing operators that securing a 
feedwater pump was a HRE-TRAN, i.e. an activity considered to raise the likelihood of an initiating event that is 
likely to result in a plant trip, and initiating CR-VTY-2012-2160 and CR-VTY-2012-2894.  
 
The inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into 
a higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the “C” feedwater pump was being secured was less than 1E-6 
(approximately 4E-9). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Resources component, because the procedure describing HRE-TRAN was not 
sufficiently clear and complete in its description to ensure nuclear safety.  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of the “B” UPS Tachometer Coupling Due to Age and Inadequate Corrective Actions 
A self-revealing, NCV of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy did not promptly correct an adverse condition resulting in the failure of the “B” uninterruptible power system 
(UPS) motor generator (MG) set direct current (DC) tachometer coupling. Specifically, Entergy personnel did not 
promptly replace or verify the physical condition of the “B” tachometer coupling when it was known that it was aged 
and susceptible to age-related failure. Entergy’s corrective actions included replacing the “B” tachometer coupling, 
establishing a 12 year preventive maintenance replacement frequency, and initiating CR-VTY-2011-03686, CR-VTY-
2011-03744, CR-VTY-2011-05335, CR-VTY-2011-05337, and CR-VTY-2012-01096.  
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The inspectors determined that Entergy personnel’s decision to not replace the “B” UPS MG set tachometer coupling 
prior to its failure in service without an interim check of its physical condition was a performance deficiency that was 
reasonably within Entergy’s ability to foresee and correct and should have been prevented. This finding is more than 
minor because there is no sufficiently similar example in IMC 0612, Appendix E, “Examples of Minor Issues,” and it 
is associated with the Equipment Performance attribute of the Mitigating Systems cornerstone and affects the 
cornerstone objective to ensure the availability and reliability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, the “B” UPS MG set failed in service affecting the overall 
system redundancy and reliability and resulted in 22 hours of unavailability. The inspectors determined the 
significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The 
finding was determined to be of very low safety significance (Green) because it did not represent a loss of system 
safety function, a loss of safety function of a single train for greater than its technical specification allowed outage 
time (MG-UPS-1B), and did not screen as potentially risk significant due to external initiating events. The inspectors 
determined that this finding had a cross-cutting aspect in the Human Performance cross-cutting area, within the 
Decision-Making component, because Entergy personnel did not use conservative assumptions in decision making 
and did not adopt a requirement to demonstrate that the proposed action to delay the coupling replacement until June 
2012 was safe rather than a requirement to demonstrate that it was unsafe in order to disapprove the action [H.1(b)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of the “D” Service Water Pump Due to Low Oil and Inadequate Corrective Actions 
A self-revealing, NCV of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy personnel did not promptly correct an adverse condition resulting in the unplanned unavailability of the “D” 
service water pump. Specifically, Entergy personnel did not maintain a clear oil sight glass and did not identify a low 
oil level for the upper motor bearing prior to damage to the bearing. Entergy’s corrective actions included initiating a 
condition report, CR-VTY-2012-00483, performing an apparent cause evaluation, and replacing the motor and sight 
glass.  
 
The inspectors determined that Entergy’s failure to maintain a proper oil level for the upper motor bearing of the “D” 
service water pump was a performance deficiency that was reasonably within Entergy’s ability to foresee and correct 
and should have been prevented. This finding is more than minor because no sufficiently similar example is present in 
IMC 0612, Appendix E, “Examples of Minor Issues,” and it is associated with the Equipment Performance attribute of 
the Mitigating Systems cornerstone and affects the cornerstone objective to ensure the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the “D” 
service water pump failed in service affecting overall safety system redundancy and reliability and resulted in three 
days of unavailability. The inspectors determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings.” The finding was screened to be of very low safety significance (Green) 
because it did not represent a loss of system safety function, a loss of safety function of a single train for greater than 
its technical specification allowed outage time, and did not screen as potentially risk significant due to external 
initiating events. The inspectors determined that this finding had a cross-cutting aspect in the Problem Identification 
area, within the Corrective Action Program component, because Entergy personnel did not implement a corrective 
action program with a low threshold for identifying issues and as a result, the stained sight glass was not recognized as 
an adverse condition [P.1(a)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
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Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadvertent Trip of an Emergency Diesel Generator’s Fuel Rack 
A self-revealing NCV of very low safety significance of 10 CFR 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified because Entergy personnel used instructions that were not appropriate to 
the circumstances resulting in an inadvertent trip of the “A” emergency diesel generator (EDG) fuel rack. Entergy’s 
corrective actions included promptly restoring the “A” EDG to an operable state, removing the qualifications for the 
auxiliary operator and field support supervisor involved in the event, and initiating CR-VTY-2011-05483.  
 
There was a self-revealing performance deficiency in that Entergy personnel performed an activity affecting quality 
which was not prescribed by instructions appropriate to the circumstances resulting in an inadvertent trip of the “A” 
EDG fuel rack. This finding is more than minor because it is associated with the human performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability of systems that 
respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the inadvertent trip 
of the “A” EDG fuel rack resulted in the unplanned unavailability of the “A” EDG. The inspectors determined the 
significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The 
finding was determined to be of very low safety significance because it did not represent a loss of system safety 
function, a loss of safety function of a single train for greater than its technical specification allowed outage time, and 
did not screen as potentially risk significant due to external initiating events. The inspectors determined that this 
finding had a cross-cutting aspect in the area of human performance, work practices component, because Entergy did 
not ensure supervisory oversight of work activity such that nuclear safety was supported [H.4(c)].  
 
Inspection Report# : 2011005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Incomplete Inventory for Spent Resin Shipment 
A self-revealing NCV of very low safety significance of 10 CFR 20.1501 was identified because Entergy personnel 
failed to indicate the total radionuclide activity on the radioactive waste manifest for a radioactive waste shipment. 10 
CFR 20.1501 requires licensees to make surveys that may be necessary to comply with the regulations of this part. 10 
CFR 20.2006 (b) specifies that radioactive shipments intended for ultimate disposal must document a NRC uniform 
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low level radioactive waste manifest in accordance with Appendix G. Appendix G, I.B.4, specifies that the shipper 
shall indicate the total radionuclide activity in the shipment on the radioactive waste manifest. VY radioactive waste 
shipment no. 2011-85 arrived at a radioactive waste processing facility on September 19, 2011, and subsequent 
radiation surveys by the receiving personnel identified radiation levels exceeding those indicated on the radioactive 
waste manifest. Entergy staff initiated CR-VTY-2011-03902, determined the shipment actually contained 17 curies of 
radioactive waste instead of 13.4 curies, revised the NRC form 541, and sent the revision to the radioactive waste 
processor to correct this error.  
 
The inspectors determined that failing to indicate the total radionuclide activity on the radioactive waste manifest for a 
radioactive waste shipment is a performance deficiency that was within Entergy’s ability to foresee and correct. This 
finding is more than minor since it affects the public radiation safety cornerstone objective, because not adequately 
accounting for all of the radioactive wastes in shipment no. 2011-85 had the potential for misclassifying wastes non-
conservatively in subsequent radioactive waste processing and final shipment activities to a low level burial ground 
facility. The inspectors evaluated the finding using IMC 0609, Appendix D, “Public Radiation Safety Significance 
Determination Process.” The inspectors determined the finding to be of very low safety significance (Green) because 
the error was corrected at the waste processor rather than after shipment to a waste disposal facility and did not affect 
low level burial ground nonconformance as evaluated under 10 CFR 61, “Licensing Requirements for Land Disposal 
of Radioactive Wastes.” The inspectors determined that this finding had a cross-cutting aspect in the area of human 
performance, work control component, because Entergy did not appropriately coordinate work activities by 
incorporating actions to address the need for interdepartmental coordination and communication. Specifically, the 
impact of flushing a reactor water cleanup resin transfer line by the ALARA group on the radwaste shipping group 
was not sufficiently communicated or coordinated to ensure all solid radioactive wastes discharged from the plant into 
the waste container were accounted for in a subsequent radioactive waste shipment [H.3(b)]. 
Inspection Report# : 2011005 (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 : November 30, 2012 
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Vermont Yankee 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 16, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Incorrect Assessment of Equipment Condition Resulted in Single Recirculation Loop Operation 
A self-revealing finding was identified because Entergy failed to implement a preventive maintenance procedure. 
Specifically, Entergy personnel classified the discovery status code for the minor motor inspection on the “A” 
recirculation pump motor generator set drive motor incorrectly, as “B – satisfactory or normal wear,” instead of “D – 
abnormal wear,” resulting in a missed opportunity to replace degraded components that caused the “A” recirculation 
pump to trip and an unplanned entry into single recirculation loop operation. Entergy’s corrective actions included 
cleaning the motor and the junction box, replacing components that had been damaged by the arc flash, and testing the 
circuit to verify no other components were degraded prior to restarting the motor. In addition, Entergy initiated 
condition report CR-VTY-2012-02811 and issued a corrective action to reinforce the requirements of EN-DC-324 
among maintenance staff. Entergy also plans to add all large motor and generator junction boxes to the predictive 
maintenance program and to perform thermography on them on a six month frequency.  
 
The inspectors determined that the issue was more than minor because it resulted in a transient, i.e. an event that upset 
plant stability (an unplanned entry into single recirculation loop operation). In particular, the issue is associated with 
the Equipment Performance attribute of the Initiating Events cornerstone and affected the cornerstone objective to 
limit the likelihood of events that upset plant stability during power operations. The inspectors determined the 
significance of the finding using IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power.” The finding was determined to be of very low safety significance (Green) because the finding was a transient 
initiator that did not cause a reactor trip. The inspectors determined that the finding had a cross-cutting aspect in the 
Human Performance cross-cutting area, Work Practices component, because Entergy did not sufficiently define and 
effectively communicate expectations regarding procedural compliance for the selecting of the discovery status code 
and personnel did not follow procedures. [H.4(b)]. (Section 1R12)  
 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 
Significance: TBD Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: AV Apparent Violation 
Failure of the “B” Emergency Diesel Generator from Jacket Water Leakage Due to Inadequate Corrective 
Action 
A self-revealing apparent violation (AV) of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,” was 
identified because Entergy did not promptly correct an adverse condition resulting in the failure of the “B” emergency 
diesel generator. Specifically, Entergy personnel did not promptly replace a degraded jacket water flange gasket prior 
to its subsequent failure. Entergy’s corrective actions included replacing the gasket, visually inspecting the other 
jacket water connections, and initiating condition report (CR)-VTY-2012-05044.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability and reliability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the “B” emergency 
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diesel generator failed in service due to a known degraded condition that affected the overall system redundancy and 
reliability and resulted in 37 days of unplanned unavailability. The significance of the finding is designated as To Be 
Determined (TBD) until a Phase 3 analysis can be completed. The finding had a cross-cutting aspect in the Human 
Performance, Decision-Making because Entergy personnel did not use conservative assumptions in decision making 
in that the chosen action was to monitor the leak for a prolonged period of time [H.1(b)].  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Isolating the Condensate Pumps’ Minimum Flow Line’s Automatic Flow 
Control Valve 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50.65, “Requirements for Monitoring the 
Effectiveness of Maintenance at Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate 
risk assessment prior to isolating the condensate pumps’ minimum flow automatic control valve. Specifically, the 
inspectors identified that Entergy personnel had not analyzed the impact to plant risk with the condensate pumps’ 
minimum flow line to the main condenser isolated. Entergy’s corrective actions included declaring and announcing to 
site personnel the plant risk to be “Orange,” protecting further equipment, and initiating CR-VTY-2012-2074.  
 
The inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into 
a higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the condensate pumps were unavailable was less than 1E-6 (approximately 
2E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human Performance cross-cutting 
area, Resources component, because the equipment relied upon to perform the risk assessment, EOOS, did not include 
the condensate system automatic minimum flow control valve, which was not adequate to ensure nuclear safety.  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Not Considering the Increased Risk of a Plant Transient when Securing a 
Feedwater Pump 
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4) for Entergy’s failure to conduct an adequate risk assessment prior to securing 
the “C” feedwater pump. Specifically, the inspectors identified that Entergy personnel had not analyzed the impact to 
plant risk of securing the “C” feedwater pump. Entergy’s corrective actions included briefing operators that securing a 
feedwater pump was a HRE-TRAN, i.e. an activity considered to raise the likelihood of an initiating event that is 
likely to result in a plant trip, and initiating CR-VTY-2012-2160 and CR-VTY-2012-2894.  
 
The inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into 
a higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the “C” feedwater pump was being secured was less than 1E-6 
(approximately 4E-9). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Resources component, because the procedure describing HRE-TRAN was not 
sufficiently clear and complete in its description to ensure nuclear safety.  
 
Inspection Report# : 2012003 (pdf)  
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Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of the “B” UPS Tachometer Coupling Due to Age and Inadequate Corrective Actions 
A self-revealing, NCV of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy did not promptly correct an adverse condition resulting in the failure of the “B” uninterruptible power system 
(UPS) motor generator (MG) set direct current (DC) tachometer coupling. Specifically, Entergy personnel did not 
promptly replace or verify the physical condition of the “B” tachometer coupling when it was known that it was aged 
and susceptible to age-related failure. Entergy’s corrective actions included replacing the “B” tachometer coupling, 
establishing a 12 year preventive maintenance replacement frequency, and initiating CR-VTY-2011-03686, CR-VTY-
2011-03744, CR-VTY-2011-05335, CR-VTY-2011-05337, and CR-VTY-2012-01096.  
 
The inspectors determined that Entergy personnel’s decision to not replace the “B” UPS MG set tachometer coupling 
prior to its failure in service without an interim check of its physical condition was a performance deficiency that was 
reasonably within Entergy’s ability to foresee and correct and should have been prevented. This finding is more than 
minor because there is no sufficiently similar example in IMC 0612, Appendix E, “Examples of Minor Issues,” and it 
is associated with the Equipment Performance attribute of the Mitigating Systems cornerstone and affects the 
cornerstone objective to ensure the availability and reliability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, the “B” UPS MG set failed in service affecting the overall 
system redundancy and reliability and resulted in 22 hours of unavailability. The inspectors determined the 
significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The 
finding was determined to be of very low safety significance (Green) because it did not represent a loss of system 
safety function, a loss of safety function of a single train for greater than its technical specification allowed outage 
time (MG-UPS-1B), and did not screen as potentially risk significant due to external initiating events. The inspectors 
determined that this finding had a cross-cutting aspect in the Human Performance cross-cutting area, within the 
Decision-Making component, because Entergy personnel did not use conservative assumptions in decision making 
and did not adopt a requirement to demonstrate that the proposed action to delay the coupling replacement until June 
2012 was safe rather than a requirement to demonstrate that it was unsafe in order to disapprove the action [H.1(b)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of the “D” Service Water Pump Due to Low Oil and Inadequate Corrective Actions 
A self-revealing, NCV of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy personnel did not promptly correct an adverse condition resulting in the unplanned unavailability of the “D” 
service water pump. Specifically, Entergy personnel did not maintain a clear oil sight glass and did not identify a low 
oil level for the upper motor bearing prior to damage to the bearing. Entergy’s corrective actions included initiating a 
condition report, CR-VTY-2012-00483, performing an apparent cause evaluation, and replacing the motor and sight 
glass.  
 
The inspectors determined that Entergy’s failure to maintain a proper oil level for the upper motor bearing of the “D” 
service water pump was a performance deficiency that was reasonably within Entergy’s ability to foresee and correct 
and should have been prevented. This finding is more than minor because no sufficiently similar example is present in 
IMC 0612, Appendix E, “Examples of Minor Issues,” and it is associated with the Equipment Performance attribute of 
the Mitigating Systems cornerstone and affects the cornerstone objective to ensure the availability and reliability of 
systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the “D” 
service water pump failed in service affecting overall safety system redundancy and reliability and resulted in three 
days of unavailability. The inspectors determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings.” The finding was screened to be of very low safety significance (Green) 
because it did not represent a loss of system safety function, a loss of safety function of a single train for greater than 
its technical specification allowed outage time, and did not screen as potentially risk significant due to external 
initiating events. The inspectors determined that this finding had a cross-cutting aspect in the Problem Identification 
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area, within the Corrective Action Program component, because Entergy personnel did not implement a corrective 
action program with a low threshold for identifying issues and as a result, the stained sight glass was not recognized as 
an adverse condition [P.1(a)].  
 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Significance:  Oct 16, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Dedicated Operators Required for Operability under Applied Administrative Controls Left Immediate 
Vicinity of Open Valves 
The inspectors identified an NCV of technical specification (TS) 6.4, “Procedures,” for Entergy’s failure to implement 
a surveillance activity in accordance with the written procedure. Specifically, the inspectors identified that during a 
surveillance test dedicated operators required to maintain operability of primary containment left the immediate 
vicinity of open manual containment isolation valves. Entergy’s corrective actions included restoring the 
administrative controls required to maintain primary containment operability during the subject surveillance test, 
initiating condition report CR-VTY-2012-03561, sending a memorandum to and discussing the issue with all 
operating crew shift managers explaining the error and the requirements of a dedicated operator, and issuing a 
temporary night order further explaining these requirements. Additional corrective actions included implementing and 
tracking training for all operators on these requirements, and revising licensed operator training on primary 
containment to specifically describe these requirements.  
 
The inspectors determined that the issue was more than minor because it is associated with the Human Performance 
attribute of the Barrier Integrity cornerstone and 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 dedicated operators were required to be stationed 
in the immediate vicinity of the valve controls to rapidly close the valves when primary containment isolation is 
required during accident conditions, but the operators were significantly beyond the required immediate vicinity when 
they left the reactor building. The inspectors determined the significance of the finding using IMC 0609, Appendix H, 
“Containment Integrity Significance Determination Process.” The finding was determined to be of very low safety 
significance (Green) using Appendix H, Table 6.2, “Phase 2 Risk Significance – Type B Findings at Full Power,” 
because primary containment was inoperable for 37 minutes, i.e. less than 3 days. The inspectors determined that this 
finding had a cross-cutting aspect in the Human Performance cross-cutting area, Resources component, because the 
training of personnel did not describe specific requirements of dedicated operators, including the definition of 
immediate vicinity. [H.2(b)]. (Section 1R22)  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

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 : February 28, 2013 
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Vermont Yankee 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 16, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Incorrect Assessment of Equipment Condition Resulted in Single Recirculation Loop Operation 
A self-revealing finding was identified because Entergy failed to implement a preventive maintenance procedure. 
Specifically, Entergy personnel classified the discovery status code for the minor motor inspection on the “A” 
recirculation pump motor generator set drive motor incorrectly, as “B – satisfactory or normal wear,” instead of “D – 
abnormal wear,” resulting in a missed opportunity to replace degraded components that caused the “A” recirculation 
pump to trip and an unplanned entry into single recirculation loop operation. Entergy’s corrective actions included 
cleaning the motor and the junction box, replacing components that had been damaged by the arc flash, and testing the 
circuit to verify no other components were degraded prior to restarting the motor. In addition, Entergy initiated 
condition report CR-VTY-2012-02811 and issued a corrective action to reinforce the requirements of EN-DC-324 
among maintenance staff. Entergy also plans to add all large motor and generator junction boxes to the predictive 
maintenance program and to perform thermography on them on a six month frequency.  
 
The inspectors determined that the issue was more than minor because it resulted in a transient, i.e. an event that upset 
plant stability (an unplanned entry into single recirculation loop operation). In particular, the issue is associated with 
the Equipment Performance attribute of the Initiating Events cornerstone and affected the cornerstone objective to 
limit the likelihood of events that upset plant stability during power operations. The inspectors determined the 
significance of the finding using IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power.” The finding was determined to be of very low safety significance (Green) because the finding was a transient 
initiator that did not cause a reactor trip. The inspectors determined that the finding had a cross-cutting aspect in the 
Human Performance cross-cutting area, Work Practices component, because Entergy did not sufficiently define and 
effectively communicate expectations regarding procedural compliance for the selecting of the discovery status code 
and personnel did not follow procedures. [H.4(b)]. (Section 1R12)  
 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Appendix R Fire Door Not Latching Closed Due to Misalignment 
The inspectors identified an NCV of operating license condition 3.F, fire protection program, because Entergy did not 
correct a degraded latch on a three-hour rated fire door on the entrance to the “B” emergency diesel generator (EDG) 
room, and as a result the three-hour fire barrier was non-functional and the required compensatory measure of an 
hourly fire watch was not in effect. Entergy’s corrective actions included restoring vertical alignment of the latching 
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mechanism, further inspection by a locksmith to ensure reliable operation, planning a preventive replacement of the 
latch due to existing excessive wear, and initiating a condition report.  
 
The finding is more than minor because it is associated with the protection against external factors attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the fire door being 
degraded with unreliable latching without an assigned hourly fire watch from January 20 to January 22 resulted in a 
barrier to fire propagation that was less robust than required by the approved fire protection program. In accordance 
with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix F, “Fire Protection Significance 
Determination Process,” the inspectors determined that this finding is of very low safety significance (Green) per Task 
1.3.2, “Task 1.3.2: Supplemental Screening for Fire Confinement Findings.” The inspectors determined the 
degradation rating associated with the deficiency to be Moderate B since a closure mechanism held the door against 
the door jamb, the door swings out from the EDG room, no combustibles were stored in the adjacent hallway, and no 
equipment important to safety exists in the turbine building hallway. Therefore, the degraded fire door provided a 
minimum of 20 minutes of fire endurance protection and the fixed or in situ fire ignition sources and combustible or 
flammable materials were positioned such that, even considering fire spread to secondary combustibles, the degraded 
fire door would not have been subject to direct flame impingement since no combustible material was located near the 
door during the time of concern. The inspectors determined that the finding had a cross-cutting aspect in the Problem 
Identification and Resolution area, Corrective Action Program component, because Entergy personnel did not 
completely identify the issue with the alignment of the striker plate when the degradation was first identified and did 
not identify that the latching deficiency still existed during subsequent transits through the door.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Associated with a Temporary Modification 
The inspectors identified an NCV of Technical Specification 6.4, “Procedures,” because procedure OPOP-SW-2181, 
“Service Water/ Alternate Cooling System,” was inadequate. Specifically, the step in the procedure to identify and 
isolate sources of water lost from the cooling tower basin would not have been implemented in a timely manner while 
a temporary fire water system was drawing on the basin. Entergy’s corrective actions included writing a night order 
describing the fire fighting strategy for a fire in the intake and directing the temporary fire pumps to be stopped if they 
started automatically while the alternate cooling system (ACS) was in service, implementing temporary procedure 
changes, and initiating a condition report.  
 
The finding is more than minor because it impacted the design control attribute of the Mitigating Systems cornerstone. 
Specifically, the temporary modification added another potential path for loss of water from the cooling tower deep 
basin and the appropriate compensatory measures to address that loss path were not implemented, impacting the 
capability and reliability of ACS. Additionally, the finding is similar to IMC 0612, Appendix E, “Examples of Minor 
Issues,” example 3.j more than minor description, because the added draw on the cooling tower basin water had the 
potential to affect the accident analysis calculation assumption of the amount of water available for running ACS. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The 
Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined that this 
finding is of very low safety significance (Green) because the performance deficiency did not involve the total loss of 
a safety function that contributes to external event initiated core damage accident sequences. This condition existed 
for less than the technical specification allowed outage time of seven days. This finding had a cross-cutting aspect in 
the area of human performance, Work Control, because Entergy did not appropriately coordinate work activities by 
incorporating actions to address the need to keep personnel apprised of the operational impact of work activities. 
Specifically, Entergy identified the need for compensatory measures for the temporary modification for the fire water 
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system work, but the necessary actions were not coordinated to ensure operations and maintenance understood the 
operational impact of the work.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Maintaining Operability of the Low Pressure Coolant Injection Battery UPS-
1A 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because Entergy 
did not promptly correct an adverse condition resulting in the failure of the “B-UPS-1A” low pressure coolant 
injection (LPCI) uninterruptible power supply (UPS) battery. Specifically, Entergy personnel did not promptly replace 
a degraded battery cell prior to its exceeding operability limits. Entergy’s corrective actions included replacing cell 61, 
replacing all cells with individual cell voltages (ICVs) less than 2.13 V, expediting complete battery bank 
replacements with a due date of May 30, and initiating a condition report.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, UPS-1A had 
unplanned inoperability and degraded capacity due to cell 61 being out of service which commenced at some 
unknown point between December 3 and December 9 and was restored when cell 61 was replaced on December 10. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined that this finding is of very low safety 
significance (Green) because it did not represent a loss of system safety function or a loss of safety function for a 
single train (UPS-1A and “A” LPCI) for greater than its technical specification allowed outage time (seven days). The 
inspectors determined that the finding had a cross-cutting aspect in the Problem Identification and Resolution area, 
Operating Experience component, because Entergy personnel did not implement and institutionalize available 
operating experience guidance contained within IEEE-450, “IEEE Recommended Practice for Maintenance, Testing, 
and Replacement of Vented Lead-Acid Batteries for Stationary Applications,” or alternatively, vendor 
recommendations, to support plant safety. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the “B” Emergency Diesel Generator from Jacket Water Leakage Due to Inadequate Corrective 
Action 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy did not promptly correct an adverse condition resulting in the failure of the “B” EDG. Specifically, Entergy 
personnel did not promptly replace a degraded jacket water flange gasket prior to its subsequent failure. Entergy’s 
corrective actions included replacing the gasket, visually inspecting the other jacket water connections, and initiating a 
condition report.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability and reliability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the “B” EDG failed 
in service due to a known degraded condition that affected the overall system redundancy and reliability and resulted 
in 37 days of unplanned unavailability. The inspectors and a Region I Senior Reactor Analyst (SRA) completed the 
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Detailed Risk Evaluation (DRE) in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” and determined this finding to be of very low safety significance (Green). The DRE 
estimated the increase in core damage frequency (?CDF) for internal initiating events in the range of 1 core damage 
accident in 2,000,000 years of reactor operation, in the mid-E-7 range per year. In addition, external initiating events 
such as fire, seismic and flooding would not have increased the total ?CDF above 1 E-6 per year, and the increase in 
the frequency of a large early release of radioactive material (?LERF) associated with the internal event ?CDF core 
damage sequences would not be above 1E-7 per year. The finding had a cross-cutting aspect in the Human 
Performance, Decision-Making, because Entergy personnel did not use conservative assumptions in decision making 
in that the chosen action was to monitor the leak for a prolonged period of time.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Isolating the Condensate Pumps’ Minimum Flow Line’s Automatic Flow 
Control Valve 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50.65, “Requirements for Monitoring the 
Effectiveness of Maintenance at Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate 
risk assessment prior to isolating the condensate pumps’ minimum flow automatic control valve. Specifically, the 
inspectors identified that Entergy personnel had not analyzed the impact to plant risk with the condensate pumps’ 
minimum flow line to the main condenser isolated. Entergy’s corrective actions included declaring and announcing to 
site personnel the plant risk to be “Orange,” protecting further equipment, and initiating CR-VTY-2012-2074.  
 
The inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into 
a higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the condensate pumps were unavailable was less than 1E-6 (approximately 
2E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human Performance cross-cutting 
area, Resources component, because the equipment relied upon to perform the risk assessment, EOOS, did not include 
the condensate system automatic minimum flow control valve, which was not adequate to ensure nuclear safety.  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Not Considering the Increased Risk of a Plant Transient when Securing a 
Feedwater Pump 
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4) for Entergy’s failure to conduct an adequate risk assessment prior to securing 
the “C” feedwater pump. Specifically, the inspectors identified that Entergy personnel had not analyzed the impact to 
plant risk of securing the “C” feedwater pump. Entergy’s corrective actions included briefing operators that securing a 
feedwater pump was a HRE-TRAN, i.e. an activity considered to raise the likelihood of an initiating event that is 
likely to result in a plant trip, and initiating CR-VTY-2012-2160 and CR-VTY-2012-2894.  
 
The inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into 
a higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 

1Q/2013 Inspection Findings - Vermont Yankee

Page 4 of 6



0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the “C” feedwater pump was being secured was less than 1E-6 
(approximately 4E-9). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Resources component, because the procedure describing HRE-TRAN was not 
sufficiently clear and complete in its description to ensure nuclear safety.  
 
Inspection Report# : 2012003 (pdf)  

Barrier Integrity 

Significance:  Oct 16, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Dedicated Operators Required for Operability under Applied Administrative Controls Left Immediate 
Vicinity of Open Valves 
The inspectors identified an NCV of technical specification (TS) 6.4, “Procedures,” for Entergy’s failure to implement 
a surveillance activity in accordance with the written procedure. Specifically, the inspectors identified that during a 
surveillance test dedicated operators required to maintain operability of primary containment left the immediate 
vicinity of open manual containment isolation valves. Entergy’s corrective actions included restoring the 
administrative controls required to maintain primary containment operability during the subject surveillance test, 
initiating condition report CR-VTY-2012-03561, sending a memorandum to and discussing the issue with all 
operating crew shift managers explaining the error and the requirements of a dedicated operator, and issuing a 
temporary night order further explaining these requirements. Additional corrective actions included implementing and 
tracking training for all operators on these requirements, and revising licensed operator training on primary 
containment to specifically describe these requirements.  
 
The inspectors determined that the issue was more than minor because it is associated with the Human Performance 
attribute of the Barrier Integrity cornerstone and 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 dedicated operators were required to be stationed 
in the immediate vicinity of the valve controls to rapidly close the valves when primary containment isolation is 
required during accident conditions, but the operators were significantly beyond the required immediate vicinity when 
they left the reactor building. The inspectors determined the significance of the finding using IMC 0609, Appendix H, 
“Containment Integrity Significance Determination Process.” The finding was determined to be of very low safety 
significance (Green) using Appendix H, Table 6.2, “Phase 2 Risk Significance – Type B Findings at Full Power,” 
because primary containment was inoperable for 37 minutes, i.e. less than 3 days. The inspectors determined that this 
finding had a cross-cutting aspect in the Human Performance cross-cutting area, Resources component, because the 
training of personnel did not describe specific requirements of dedicated operators, including the definition of 
immediate vicinity. [H.2(b)]. (Section 1R22)  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : June 04, 2013 
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Vermont Yankee 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 16, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Incorrect Assessment of Equipment Condition Resulted in Single Recirculation Loop Operation 
A self-revealing finding was identified because Entergy failed to implement a preventive maintenance procedure. 
Specifically, Entergy personnel classified the discovery status code for the minor motor inspection on the “A” 
recirculation pump motor generator set drive motor incorrectly, as “B – satisfactory or normal wear,” instead of “D – 
abnormal wear,” resulting in a missed opportunity to replace degraded components that caused the “A” recirculation 
pump to trip and an unplanned entry into single recirculation loop operation. Entergy’s corrective actions included 
cleaning the motor and the junction box, replacing components that had been damaged by the arc flash, and testing the 
circuit to verify no other components were degraded prior to restarting the motor. In addition, Entergy initiated 
condition report CR-VTY-2012-02811 and issued a corrective action to reinforce the requirements of EN-DC-324 
among maintenance staff. Entergy also plans to add all large motor and generator junction boxes to the predictive 
maintenance program and to perform thermography on them on a six month frequency.  
 
The inspectors determined that the issue was more than minor because it resulted in a transient, i.e. an event that upset 
plant stability (an unplanned entry into single recirculation loop operation). In particular, the issue is associated with 
the Equipment Performance attribute of the Initiating Events cornerstone and affected the cornerstone objective to 
limit the likelihood of events that upset plant stability during power operations. The inspectors determined the 
significance of the finding using IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power.” The finding was determined to be of very low safety significance (Green) because the finding was a transient 
initiator that did not cause a reactor trip. The inspectors determined that the finding had a cross-cutting aspect in the 
Human Performance cross-cutting area, Work Practices component, because Entergy did not sufficiently define and 
effectively communicate expectations regarding procedural compliance for the selecting of the discovery status code 
and personnel did not follow procedures. [H.4(b)]. (Section 1R12)  
 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Sealing Flood Pathways into the Electrical Switchgear Rooms 
Two examples of a self-revealing, non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,”
were identified because Entergy did not promptly identify and correct conditions adverse to quality related to flood 
protection of the switchgear rooms. Specifically, mechanical screw-type flood seals were not promptly replaced with 
reliable foam seals and an open drain line was not promptly identified and corrected allowing for water intrusion 
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pathways into the switchgear rooms. Entergy’s corrective action to restore compliance consisted of sealing all the 
potential pathways with Sylguard by April 8.  
 
The inspectors determined that the failure to identify the flood pathways was a performance deficiency that was 
within Entergy’s ability to foresee and correct and should have been prevented. This finding is more-than-minor 
because it is associated with the protection against external events attribute of the Mitigating Systems cornerstone, and 
affected the objective to ensure the availability and reliability of systems that respond to external events to prevent 
undesirable consequences. Specifically, the failed flood barriers provided an external flood waters pathway that could 
potentially impact the reliability and availability of both electrical switchgear rooms during a design basis flood event. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding was of very low safety significance (Green), because, in spite of the failed flood barriers, sufficient 
water removal capability was available to ensure there was no loss of electrical switchgear safety function. The 
switchgear would still have been able to perform its function because the water level would have been maintained 
below floor level using the additional sump pump capacity available on site.  
 
The inspectors determined that the finding had a cross-cutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Entergy did not identify these issues in a timely manner 
commensurate with their safety significance. Specifically, Entergy had opportunities as part of the extent of condition 
from the 2012 flood seal failure and as part of the Fukushima flooding walkdowns to identify the additional possible 
flood paths and did not.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Compensatory Measures Required for a Barrier Breach Permit for the “A” Emergency 
Diesel Generator Room 
The inspectors identified a Green NCV of TS 6.4, “Procedures,” because Entergy did not implement a barrier breach 
permit required by procedure. Specifically, Entergy personnel created three open penetrations to the “A” emergency 
diesel generator (EDG) room when the barrier breach permit for the planned modification allowed only one hole at a 
time. Entergy’s corrective action to restore compliance consisted of installing the tubing and grouting the three holes. 
 
The inspectors determined that Entergy’s failure to properly implement a barrier breach permit by opening three holes 
in the “A” EDG room west wall instead of only one was a performance deficiency that was reasonably within 
Entergy’s ability to foresee and correct and should have been prevented. This finding is more than minor because it is 
associated with the Design Control attribute of the Mitigating Systems cornerstone and affected the cornerstone 
objective to ensure the capability of systems that respond to initiating events to prevent undesirable consequences (i.e. 
core damage). Specifically, the capability of the “A” EDG room west wall to limit the intrusion of a high energy line 
break into the “A” EDG room was reduced more than allowed and accepted by the barrier breach permit, and the 
equipment within the “A” EDG room was only qualified for a mild environment (i.e. not a steam or high temperature 
environment). Additionally, the finding is similar to IMC 0612, Appendix E, “Examples of Minor Issues,” examples 
3.i. and 3.j., more than minor descriptions, because the accident analysis calculation had to be re-performed to assure 
the accident analysis requirements were met and there was reasonable doubt on the operability of the equipment 
without the re-analysis.  
 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is if very low safety significance (Green) because the finding is a deficiency affecting the 
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qualification of a mitigating structure but the structure maintained its functionality. Specifically, the “A” EDG room 
west wall would have sufficiently limited the intrusion of steam from a design basis high energy line break to 
maintain the operability of equipment within the “A” EDG room.  
 
The inspectors determined that the finding had a cross-cutting aspect in the Human Performance area, Work Control 
component, because Entergy personnel did not appropriately coordinate work activities by incorporating actions to 
address the need to keep personnel apprised of the operational impact of work activities. Specifically, Entergy 
identified the need for compensatory measures for the barrier breach permit, but the necessary actions were not 
sufficiently communicated to maintenance or operations personnel  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 28, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Maintenance Rule Scoping of the Reactor Building HVAC System 
The inspectors identified a Green NCV of 10 CFR 50.65(b)(2) because Entergy did not properly scope the reactor 
building heating, ventilation and air conditioning (HVAC) system within the station’s maintenance rule program. 
Specifically, the inspectors determined Entergy did not properly scope the reactor building HVAC system, specific to 
the system’s function to run and assist in area temperature control, into the maintenance rule program as required of a 
system that is directly used in the emergency operating procedure (EOP)-4, Secondary Containment Control, to assist 
in mitigating a high temperature condition.  
 
The inspectors determined that this finding was more than minor because it is associated with the equipment 
performance attribute of the Mitigating Systems cornerstone and because it impacts the associated cornerstone 
objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, reliably starting reactor building HVAC system could mitigate a high temperature condition in the 
reactor building during an event or system which requires EOP-4 entry. The performance deficiency was also 
determined to be similar to more than minor example 7.d per IMC 0612, Appendix E, “Examples of Minor Issues.” 
The inspectors completed a Phase 1 screening of the finding per IMC 0609, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings” and determined the finding to be of very low safety significance (Green) 
because the performance deficiency was not a design or qualification deficiency, did not involve an actual loss of 
safety function, did not represent actual loss of a safety function of a single train for greater than its technical 
specification allowed outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or 
severe weather initiating event. The inspectors did not identify a cross-cutting aspect associated with the finding 
because the underlying performance aspects occurred in the late 1990s and no recent operating experience would 
reasonably have prompted Entergy to review their scoping adequacy.  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Appendix R Fire Door Not Latching Closed Due to Misalignment 
The inspectors identified an NCV of operating license condition 3.F, fire protection program, because Entergy did not 
correct a degraded latch on a three-hour rated fire door on the entrance to the “B” emergency diesel generator (EDG) 
room, and as a result the three-hour fire barrier was non-functional and the required compensatory measure of an 
hourly fire watch was not in effect. Entergy’s corrective actions included restoring vertical alignment of the latching 
mechanism, further inspection by a locksmith to ensure reliable operation, planning a preventive replacement of the 
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latch due to existing excessive wear, and initiating a condition report. 
 
The finding is more than minor because it is associated with the protection against external factors attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the fire door being 
degraded with unreliable latching without an assigned hourly fire watch from January 20 to January 22 resulted in a 
barrier to fire propagation that was less robust than required by the approved fire protection program. In accordance 
with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix F, “Fire Protection Significance 
Determination Process,” the inspectors determined that this finding is of very low safety significance (Green) per Task 
1.3.2, “Task 1.3.2: Supplemental Screening for Fire Confinement Findings.” The inspectors determined the 
degradation rating associated with the deficiency to be Moderate B since a closure mechanism held the door against 
the door jamb, the door swings out from the EDG room, no combustibles were stored in the adjacent hallway, and no 
equipment important to safety exists in the turbine building hallway. Therefore, the degraded fire door provided a 
minimum of 20 minutes of fire endurance protection and the fixed or in situ fire ignition sources and combustible or 
flammable materials were positioned such that, even considering fire spread to secondary combustibles, the degraded 
fire door would not have been subject to direct flame impingement since no combustible material was located near the 
door during the time of concern. The inspectors determined that the finding had a cross-cutting aspect in the Problem 
Identification and Resolution area, Corrective Action Program component, because Entergy personnel did not 
completely identify the issue with the alignment of the striker plate when the degradation was first identified and did 
not identify that the latching deficiency still existed during subsequent transits through the door.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Associated with a Temporary Modification 
The inspectors identified an NCV of Technical Specification 6.4, “Procedures,” because procedure OPOP-SW-2181, 
“Service Water/ Alternate Cooling System,” was inadequate. Specifically, the step in the procedure to identify and 
isolate sources of water lost from the cooling tower basin would not have been implemented in a timely manner while 
a temporary fire water system was drawing on the basin. Entergy’s corrective actions included writing a night order 
describing the fire fighting strategy for a fire in the intake and directing the temporary fire pumps to be stopped if they 
started automatically while the alternate cooling system (ACS) was in service, implementing temporary procedure 
changes, and initiating a condition report.  
 
The finding is more than minor because it impacted the design control attribute of the Mitigating Systems cornerstone. 
Specifically, the temporary modification added another potential path for loss of water from the cooling tower deep 
basin and the appropriate compensatory measures to address that loss path were not implemented, impacting the 
capability and reliability of ACS. Additionally, the finding is similar to IMC 0612, Appendix E, “Examples of Minor 
Issues,” example 3.j more than minor description, because the added draw on the cooling tower basin water had the 
potential to affect the accident analysis calculation assumption of the amount of water available for running ACS. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The 
Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined that this 
finding is of very low safety significance (Green) because the performance deficiency did not involve the total loss of 
a safety function that contributes to external event initiated core damage accident sequences. This condition existed 
for less than the technical specification allowed outage time of seven days. This finding had a cross-cutting aspect in 
the area of human performance, Work Control, because Entergy did not appropriately coordinate work activities by 
incorporating actions to address the need to keep personnel apprised of the operational impact of work activities. 
Specifically, Entergy identified the need for compensatory measures for the temporary modification for the fire water 
system work, but the necessary actions were not coordinated to ensure operations and maintenance understood the 
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operational impact of the work.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Maintaining Operability of the Low Pressure Coolant Injection Battery UPS-
1A 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because Entergy 
did not promptly correct an adverse condition resulting in the failure of the “B-UPS-1A” low pressure coolant 
injection (LPCI) uninterruptible power supply (UPS) battery. Specifically, Entergy personnel did not promptly replace 
a degraded battery cell prior to its exceeding operability limits. Entergy’s corrective actions included replacing cell 61, 
replacing all cells with individual cell voltages (ICVs) less than 2.13 V, expediting complete battery bank 
replacements with a due date of May 30, and initiating a condition report.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, UPS-1A had 
unplanned inoperability and degraded capacity due to cell 61 being out of service which commenced at some 
unknown point between December 3 and December 9 and was restored when cell 61 was replaced on December 10. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined that this finding is of very low safety 
significance (Green) because it did not represent a loss of system safety function or a loss of safety function for a 
single train (UPS-1A and “A” LPCI) for greater than its technical specification allowed outage time (seven days). The 
inspectors determined that the finding had a cross-cutting aspect in the Problem Identification and Resolution area, 
Operating Experience component, because Entergy personnel did not implement and institutionalize available 
operating experience guidance contained within IEEE-450, “IEEE Recommended Practice for Maintenance, Testing, 
and Replacement of Vented Lead-Acid Batteries for Stationary Applications,” or alternatively, vendor 
recommendations, to support plant safety. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the “B” Emergency Diesel Generator from Jacket Water Leakage Due to Inadequate Corrective 
Action 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy did not promptly correct an adverse condition resulting in the failure of the “B” EDG. Specifically, Entergy 
personnel did not promptly replace a degraded jacket water flange gasket prior to its subsequent failure. Entergy’s 
corrective actions included replacing the gasket, visually inspecting the other jacket water connections, and initiating a 
condition report.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability and reliability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the “B” EDG failed 
in service due to a known degraded condition that affected the overall system redundancy and reliability and resulted 
in 37 days of unplanned unavailability. The inspectors and a Region I Senior Reactor Analyst (SRA) completed the 
Detailed Risk Evaluation (DRE) in accordance with IMC 0609, Appendix A, “The Significance Determination 
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Process for Findings At-Power,” and determined this finding to be of very low safety significance (Green). The DRE 
estimated the increase in core damage frequency (?CDF) for internal initiating events in the range of 1 core damage 
accident in 2,000,000 years of reactor operation, in the mid-E-7 range per year. In addition, external initiating events 
such as fire, seismic and flooding would not have increased the total ?CDF above 1 E-6 per year, and the increase in 
the frequency of a large early release of radioactive material (?LERF) associated with the internal event ?CDF core 
damage sequences would not be above 1E-7 per year. The finding had a cross-cutting aspect in the Human 
Performance, Decision-Making, because Entergy personnel did not use conservative assumptions in decision making 
in that the chosen action was to monitor the leak for a prolonged period of time.  
 
Inspection Report# : 2013002 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Configuration Control Results in a Dislodged Secondary Containment Blowout 
Panel Due to Reactor Building Ventilation System Pressurization 
A self-revealing, Green, NCV of 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified because Entergy did not establish a procedure controlling plant equipment appropriate to the circumstances 
for activities affecting quality. Specifically, the procedure for the control of plant equipment did not require 
identifying and tagging deenergized loads that continued to have control power such that reactor building ventilation 
was operated in a manner that dislodged an engineered blowout panel rendering secondary containment inoperable. 
Entergy’s corrective action to restore compliance consisted of implementing a night order to place a caution tag on the 
control switches of components that are deenergized and continue to have control power available.  
 
The inspectors determined that Entergy’s failure to establish an adequate procedure for the control of plant equipment 
such that deenergized loads that continued to have control power were not identified or tagged was a performance 
deficiency that was reasonably within Entergy’s ability to foresee and correct and should have been prevented. This 
finding is more than minor because it is associated with the Procedure Quality attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design barriers 
(containment) protect the public from radionuclide releases caused by accidents of events. Specifically, the lack of 
identification and/or tagging of the switches for “A” reactor building ventilation resulted in dislodging a secondary 
containment blowout panel rendering secondary containment inoperable. In accordance with IMC 0609.04, “Initial 
Characterization of Findings,” and IMC 0609, Appendix G, “Shutdown Operations Significance Determination 
Process,” issued February 28, 2005, the inspectors determined that this finding is of very low safety significance 
(Green) because it did not increase the likelihood of a loss of reactor coolant system inventory, did not degrade the 
ability to terminate a leak path or add reactor coolant system inventory, and did not degrade the ability to recover 
decay heat removal if it was lost. Specifically, at the time secondary containment was rendered inoperable, the reactor 
coolant system was fully flooded, the event did not increase the likelihood of any initiating event, and secondary 
containment was not required to be operable at the time given no fuel movement, core alterations, or operations with a 
potential for draining the reactor vessel in progress.  
 
The inspectors determined that the finding had a cross-cutting aspect in the Human Performance, area, Resources 
component, because Entergy’s procedures did not ensure that components in the field were labeled sufficiently and 
completely during the bus deenergization to assure nuclear safety  
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Inspection Report# : 2013003 (pdf)  

Significance:  Oct 16, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Dedicated Operators Required for Operability under Applied Administrative Controls Left Immediate 
Vicinity of Open Valves 
The inspectors identified an NCV of technical specification (TS) 6.4, “Procedures,” for Entergy’s failure to implement 
a surveillance activity in accordance with the written procedure. Specifically, the inspectors identified that during a 
surveillance test dedicated operators required to maintain operability of primary containment left the immediate 
vicinity of open manual containment isolation valves. Entergy’s corrective actions included restoring the 
administrative controls required to maintain primary containment operability during the subject surveillance test, 
initiating condition report CR-VTY-2012-03561, sending a memorandum to and discussing the issue with all 
operating crew shift managers explaining the error and the requirements of a dedicated operator, and issuing a 
temporary night order further explaining these requirements. Additional corrective actions included implementing and 
tracking training for all operators on these requirements, and revising licensed operator training on primary 
containment to specifically describe these requirements.  
 
The inspectors determined that the issue was more than minor because it is associated with the Human Performance 
attribute of the Barrier Integrity cornerstone and 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 dedicated operators were required to be stationed 
in the immediate vicinity of the valve controls to rapidly close the valves when primary containment isolation is 
required during accident conditions, but the operators were significantly beyond the required immediate vicinity when 
they left the reactor building. The inspectors determined the significance of the finding using IMC 0609, Appendix H, 
“Containment Integrity Significance Determination Process.” The finding was determined to be of very low safety 
significance (Green) using Appendix H, Table 6.2, “Phase 2 Risk Significance – Type B Findings at Full Power,” 
because primary containment was inoperable for 37 minutes, i.e. less than 3 days. The inspectors determined that this 
finding had a cross-cutting aspect in the Human Performance cross-cutting area, Resources component, because the 
training of personnel did not describe specific requirements of dedicated operators, including the definition of 
immediate vicinity. [H.2(b)]. (Section 1R22)  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

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 : September 03, 2013 

2Q/2013 Inspection Findings - Vermont Yankee

Page 8 of 8



Vermont Yankee 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 16, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Incorrect Assessment of Equipment Condition Resulted in Single Recirculation Loop Operation 
A self-revealing finding was identified because Entergy failed to implement a preventive maintenance procedure. 
Specifically, Entergy personnel classified the discovery status code for the minor motor inspection on the “A” 
recirculation pump motor generator set drive motor incorrectly, as “B – satisfactory or normal wear,” instead of “D – 
abnormal wear,” resulting in a missed opportunity to replace degraded components that caused the “A” recirculation 
pump to trip and an unplanned entry into single recirculation loop operation. Entergy’s corrective actions included 
cleaning the motor and the junction box, replacing components that had been damaged by the arc flash, and testing the 
circuit to verify no other components were degraded prior to restarting the motor. In addition, Entergy initiated 
condition report CR-VTY-2012-02811 and issued a corrective action to reinforce the requirements of EN-DC-324 
among maintenance staff. Entergy also plans to add all large motor and generator junction boxes to the predictive 
maintenance program and to perform thermography on them on a six month frequency.  
 
The inspectors determined that the issue was more than minor because it resulted in a transient, i.e. an event that upset 
plant stability (an unplanned entry into single recirculation loop operation). In particular, the issue is associated with 
the Equipment Performance attribute of the Initiating Events cornerstone and affected the cornerstone objective to 
limit the likelihood of events that upset plant stability during power operations. The inspectors determined the 
significance of the finding using IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power.” The finding was determined to be of very low safety significance (Green) because the finding was a transient 
initiator that did not cause a reactor trip. The inspectors determined that the finding had a cross-cutting aspect in the 
Human Performance cross-cutting area, Work Practices component, because Entergy did not sufficiently define and 
effectively communicate expectations regarding procedural compliance for the selecting of the discovery status code 
and personnel did not follow procedures. [H.4(b)]. (Section 1R12)  
 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor the Unavailability of the "B" Control Rod Drive Equipment Train 
The inspectors identified a NCV of Title 10 Code of Federal Regulations (10 CFR) 50.65, “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” because Entergy did not monitor the 
performance of the “B” control rod drive (CRD) equipment train. Specifically, Entergy did not include seven days of 
unavailability for the “B” CRD flow control valve in the tracking database, and therefore did not initiate corrective 
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actions when the train exceeded its unavailability criterion. Entergy initiated a condition report to document exceeding 
the performance criterion, entered the unavailability into the tracking database, and initiated a condition report to 
document the oversight in unavailability tracking.  
 
This finding is more than minor because it is associated with the human performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective of ensuring the availability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that this 
unavailability put the plant into a higher integrated risk category and did not recognize the plant risk impact of the 
flow control valve’s extended unavailability, no corrective actions were taken to address the maintenance practices 
which caused the unavailability performance criterion to be exceeded unnecessarily. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” issued June 19, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency did not represent a loss of system safety function or a loss of 
safety function of a single train for greater than its Technical Specification allowed outage time. In addition, the 
failure to recognize and manage the plant risk associated with the 169 hours of unavailability of the “B” CRD flow 
control valve resulted in an incremental core damage probability of approximately 2E-10, which is less than 1E-6, and 
therefore also of very low safety significance. The inspectors determined that this finding has a cross-cutting aspect in 
the Human Performance area, Work Practices component, because Entergy personnel did  
 
not follow the maintenance rule program procedures. Specifically, operations did not log the unavailability in the 
maintenance rule out-of-service log and the system engineer did not review the scoping document to verify which 
components counted toward the train unavailability.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error Results in Diesel Generator Overload 
A self-revealing NCV of Technical Specification 6.4, “Procedures,” was identified because Entergy overloaded the 
“B” emergency diesel generator to 130 percent of its sustained load rating. Specifically, an auxiliary operator (AO) 
took the speed droop switch to zero before the output breaker was opened, contrary to procedure, which resulted in the 
overload condition. Entergy’s immediate corrective actions included initiating a condition report, conducting a root 
cause evaluation, and performing management assessment of control room communications.  
 
This finding is more than minor because it is associated with the Human Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the “B” emergency diesel generator was 
unavailable for an additional 24 hours in order to perform required inspections and testing to verify it was not 
damaged by the overload condition. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and 
Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 
19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the 
performance deficiency did not represent a loss of system safety function or a loss of safety function of a single train 
for greater than its Technical Specification allowed outage time. The inspectors determined that this finding has a 
cross-cutting aspect in the Human Performance area, Work Practices component, because Entergy personnel did not 
use human performance error prevention techniques commensurate with the risk of the assigned task such that work 
activities were performed safely. Specifically, self-checking, peer checking, and three-part communications were not 
used effectively to prevent performing procedure steps out of order.  
 
Inspection Report# : 2013004 (pdf)  
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Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Sealing Flood Pathways into the Electrical Switchgear Rooms 
Two examples of a self-revealing, non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,”
were identified because Entergy did not promptly identify and correct conditions adverse to quality related to flood 
protection of the switchgear rooms. Specifically, mechanical screw-type flood seals were not promptly replaced with 
reliable foam seals and an open drain line was not promptly identified and corrected allowing for water intrusion 
pathways into the switchgear rooms. Entergy’s corrective action to restore compliance consisted of sealing all the 
potential pathways with Sylguard by April 8.  
 
The inspectors determined that the failure to identify the flood pathways was a performance deficiency that was 
within Entergy’s ability to foresee and correct and should have been prevented. This finding is more-than-minor 
because it is associated with the protection against external events attribute of the Mitigating Systems cornerstone, and 
affected the objective to ensure the availability and reliability of systems that respond to external events to prevent 
undesirable consequences. Specifically, the failed flood barriers provided an external flood waters pathway that could 
potentially impact the reliability and availability of both electrical switchgear rooms during a design basis flood event. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding was of very low safety significance (Green), because, in spite of the failed flood barriers, sufficient 
water removal capability was available to ensure there was no loss of electrical switchgear safety function. The 
switchgear would still have been able to perform its function because the water level would have been maintained 
below floor level using the additional sump pump capacity available on site.  
 
The inspectors determined that the finding had a cross-cutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Entergy did not identify these issues in a timely manner 
commensurate with their safety significance. Specifically, Entergy had opportunities as part of the extent of condition 
from the 2012 flood seal failure and as part of the Fukushima flooding walkdowns to identify the additional possible 
flood paths and did not.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Compensatory Measures Required for a Barrier Breach Permit for the “A” Emergency 
Diesel Generator Room 
The inspectors identified a Green NCV of TS 6.4, “Procedures,” because Entergy did not implement a barrier breach 
permit required by procedure. Specifically, Entergy personnel created three open penetrations to the “A” emergency 
diesel generator (EDG) room when the barrier breach permit for the planned modification allowed only one hole at a 
time. Entergy’s corrective action to restore compliance consisted of installing the tubing and grouting the three holes. 
 
The inspectors determined that Entergy’s failure to properly implement a barrier breach permit by opening three holes 
in the “A” EDG room west wall instead of only one was a performance deficiency that was reasonably within 
Entergy’s ability to foresee and correct and should have been prevented. This finding is more than minor because it is 
associated with the Design Control attribute of the Mitigating Systems cornerstone and affected the cornerstone 
objective to ensure the capability of systems that respond to initiating events to prevent undesirable consequences (i.e. 
core damage). Specifically, the capability of the “A” EDG room west wall to limit the intrusion of a high energy line 
break into the “A” EDG room was reduced more than allowed and accepted by the barrier breach permit, and the 
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equipment within the “A” EDG room was only qualified for a mild environment (i.e. not a steam or high temperature 
environment). Additionally, the finding is similar to IMC 0612, Appendix E, “Examples of Minor Issues,” examples 
3.i. and 3.j., more than minor descriptions, because the accident analysis calculation had to be re-performed to assure 
the accident analysis requirements were met and there was reasonable doubt on the operability of the equipment 
without the re-analysis.  
 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is if very low safety significance (Green) because the finding is a deficiency affecting the 
qualification of a mitigating structure but the structure maintained its functionality. Specifically, the “A” EDG room 
west wall would have sufficiently limited the intrusion of steam from a design basis high energy line break to 
maintain the operability of equipment within the “A” EDG room.  
 
The inspectors determined that the finding had a cross-cutting aspect in the Human Performance area, Work Control 
component, because Entergy personnel did not appropriately coordinate work activities by incorporating actions to 
address the need to keep personnel apprised of the operational impact of work activities. Specifically, Entergy 
identified the need for compensatory measures for the barrier breach permit, but the necessary actions were not 
sufficiently communicated to maintenance or operations personnel  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 28, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Maintenance Rule Scoping of the Reactor Building HVAC System 
The inspectors identified a Green NCV of 10 CFR 50.65(b)(2) because Entergy did not properly scope the reactor 
building heating, ventilation and air conditioning (HVAC) system within the station’s maintenance rule program. 
Specifically, the inspectors determined Entergy did not properly scope the reactor building HVAC system, specific to 
the system’s function to run and assist in area temperature control, into the maintenance rule program as required of a 
system that is directly used in the emergency operating procedure (EOP)-4, Secondary Containment Control, to assist 
in mitigating a high temperature condition.  
 
The inspectors determined that this finding was more than minor because it is associated with the equipment 
performance attribute of the Mitigating Systems cornerstone and because it impacts the associated cornerstone 
objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, reliably starting reactor building HVAC system could mitigate a high temperature condition in the 
reactor building during an event or system which requires EOP-4 entry. The performance deficiency was also 
determined to be similar to more than minor example 7.d per IMC 0612, Appendix E, “Examples of Minor Issues.” 
The inspectors completed a Phase 1 screening of the finding per IMC 0609, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings” and determined the finding to be of very low safety significance (Green) 
because the performance deficiency was not a design or qualification deficiency, did not involve an actual loss of 
safety function, did not represent actual loss of a safety function of a single train for greater than its technical 
specification allowed outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or 
severe weather initiating event. The inspectors did not identify a cross-cutting aspect associated with the finding 
because the underlying performance aspects occurred in the late 1990s and no recent operating experience would 
reasonably have prompted Entergy to review their scoping adequacy.  
 
Inspection Report# : 2013008 (pdf)  
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Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Appendix R Fire Door Not Latching Closed Due to Misalignment 
The inspectors identified an NCV of operating license condition 3.F, fire protection program, because Entergy did not 
correct a degraded latch on a three-hour rated fire door on the entrance to the “B” emergency diesel generator (EDG) 
room, and as a result the three-hour fire barrier was non-functional and the required compensatory measure of an 
hourly fire watch was not in effect. Entergy’s corrective actions included restoring vertical alignment of the latching 
mechanism, further inspection by a locksmith to ensure reliable operation, planning a preventive replacement of the 
latch due to existing excessive wear, and initiating a condition report.  
 
The finding is more than minor because it is associated with the protection against external factors attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the fire door being 
degraded with unreliable latching without an assigned hourly fire watch from January 20 to January 22 resulted in a 
barrier to fire propagation that was less robust than required by the approved fire protection program. In accordance 
with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix F, “Fire Protection Significance 
Determination Process,” the inspectors determined that this finding is of very low safety significance (Green) per Task 
1.3.2, “Task 1.3.2: Supplemental Screening for Fire Confinement Findings.” The inspectors determined the 
degradation rating associated with the deficiency to be Moderate B since a closure mechanism held the door against 
the door jamb, the door swings out from the EDG room, no combustibles were stored in the adjacent hallway, and no 
equipment important to safety exists in the turbine building hallway. Therefore, the degraded fire door provided a 
minimum of 20 minutes of fire endurance protection and the fixed or in situ fire ignition sources and combustible or 
flammable materials were positioned such that, even considering fire spread to secondary combustibles, the degraded 
fire door would not have been subject to direct flame impingement since no combustible material was located near the 
door during the time of concern. The inspectors determined that the finding had a cross-cutting aspect in the Problem 
Identification and Resolution area, Corrective Action Program component, because Entergy personnel did not 
completely identify the issue with the alignment of the striker plate when the degradation was first identified and did 
not identify that the latching deficiency still existed during subsequent transits through the door.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Associated with a Temporary Modification 
The inspectors identified an NCV of Technical Specification 6.4, “Procedures,” because procedure OPOP-SW-2181, 
“Service Water/ Alternate Cooling System,” was inadequate. Specifically, the step in the procedure to identify and 
isolate sources of water lost from the cooling tower basin would not have been implemented in a timely manner while 
a temporary fire water system was drawing on the basin. Entergy’s corrective actions included writing a night order 
describing the fire fighting strategy for a fire in the intake and directing the temporary fire pumps to be stopped if they 
started automatically while the alternate cooling system (ACS) was in service, implementing temporary procedure 
changes, and initiating a condition report.  
 
The finding is more than minor because it impacted the design control attribute of the Mitigating Systems cornerstone. 
Specifically, the temporary modification added another potential path for loss of water from the cooling tower deep 
basin and the appropriate compensatory measures to address that loss path were not implemented, impacting the 
capability and reliability of ACS. Additionally, the finding is similar to IMC 0612, Appendix E, “Examples of Minor 
Issues,” example 3.j more than minor description, because the added draw on the cooling tower basin water had the 
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potential to affect the accident analysis calculation assumption of the amount of water available for running ACS. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The 
Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined that this 
finding is of very low safety significance (Green) because the performance deficiency did not involve the total loss of 
a safety function that contributes to external event initiated core damage accident sequences. This condition existed 
for less than the technical specification allowed outage time of seven days. This finding had a cross-cutting aspect in 
the area of human performance, Work Control, because Entergy did not appropriately coordinate work activities by 
incorporating actions to address the need to keep personnel apprised of the operational impact of work activities. 
Specifically, Entergy identified the need for compensatory measures for the temporary modification for the fire water 
system work, but the necessary actions were not coordinated to ensure operations and maintenance understood the 
operational impact of the work.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Maintaining Operability of the Low Pressure Coolant Injection Battery UPS-
1A 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because Entergy 
did not promptly correct an adverse condition resulting in the failure of the “B-UPS-1A” low pressure coolant 
injection (LPCI) uninterruptible power supply (UPS) battery. Specifically, Entergy personnel did not promptly replace 
a degraded battery cell prior to its exceeding operability limits. Entergy’s corrective actions included replacing cell 61, 
replacing all cells with individual cell voltages (ICVs) less than 2.13 V, expediting complete battery bank 
replacements with a due date of May 30, and initiating a condition report.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, UPS-1A had 
unplanned inoperability and degraded capacity due to cell 61 being out of service which commenced at some 
unknown point between December 3 and December 9 and was restored when cell 61 was replaced on December 10. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined that this finding is of very low safety 
significance (Green) because it did not represent a loss of system safety function or a loss of safety function for a 
single train (UPS-1A and “A” LPCI) for greater than its technical specification allowed outage time (seven days). The 
inspectors determined that the finding had a cross-cutting aspect in the Problem Identification and Resolution area, 
Operating Experience component, because Entergy personnel did not implement and institutionalize available 
operating experience guidance contained within IEEE-450, “IEEE Recommended Practice for Maintenance, Testing, 
and Replacement of Vented Lead-Acid Batteries for Stationary Applications,” or alternatively, vendor 
recommendations, to support plant safety. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the “B” Emergency Diesel Generator from Jacket Water Leakage Due to Inadequate Corrective 
Action 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy did not promptly correct an adverse condition resulting in the failure of the “B” EDG. Specifically, Entergy 
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personnel did not promptly replace a degraded jacket water flange gasket prior to its subsequent failure. Entergy’s 
corrective actions included replacing the gasket, visually inspecting the other jacket water connections, and initiating a 
condition report.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability and reliability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the “B” EDG failed 
in service due to a known degraded condition that affected the overall system redundancy and reliability and resulted 
in 37 days of unplanned unavailability. The inspectors and a Region I Senior Reactor Analyst (SRA) completed the 
Detailed Risk Evaluation (DRE) in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” and determined this finding to be of very low safety significance (Green). The DRE 
estimated the increase in core damage frequency (?CDF) for internal initiating events in the range of 1 core damage 
accident in 2,000,000 years of reactor operation, in the mid-E-7 range per year. In addition, external initiating events 
such as fire, seismic and flooding would not have increased the total ?CDF above 1 E-6 per year, and the increase in 
the frequency of a large early release of radioactive material (?LERF) associated with the internal event ?CDF core 
damage sequences would not be above 1E-7 per year. The finding had a cross-cutting aspect in the Human 
Performance, Decision-Making, because Entergy personnel did not use conservative assumptions in decision making 
in that the chosen action was to monitor the leak for a prolonged period of time.  
 
Inspection Report# : 2013002 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Configuration Control Results in a Dislodged Secondary Containment Blowout 
Panel Due to Reactor Building Ventilation System Pressurization 
A self-revealing, Green, NCV of 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified because Entergy did not establish a procedure controlling plant equipment appropriate to the circumstances 
for activities affecting quality. Specifically, the procedure for the control of plant equipment did not require 
identifying and tagging deenergized loads that continued to have control power such that reactor building ventilation 
was operated in a manner that dislodged an engineered blowout panel rendering secondary containment inoperable. 
Entergy’s corrective action to restore compliance consisted of implementing a night order to place a caution tag on the 
control switches of components that are deenergized and continue to have control power available.  
 
The inspectors determined that Entergy’s failure to establish an adequate procedure for the control of plant equipment 
such that deenergized loads that continued to have control power were not identified or tagged was a performance 
deficiency that was reasonably within Entergy’s ability to foresee and correct and should have been prevented. This 
finding is more than minor because it is associated with the Procedure Quality attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design barriers 
(containment) protect the public from radionuclide releases caused by accidents of events. Specifically, the lack of 
identification and/or tagging of the switches for “A” reactor building ventilation resulted in dislodging a secondary 
containment blowout panel rendering secondary containment inoperable. In accordance with IMC 0609.04, “Initial 
Characterization of Findings,” and IMC 0609, Appendix G, “Shutdown Operations Significance Determination 
Process,” issued February 28, 2005, the inspectors determined that this finding is of very low safety significance 
(Green) because it did not increase the likelihood of a loss of reactor coolant system inventory, did not degrade the 
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ability to terminate a leak path or add reactor coolant system inventory, and did not degrade the ability to recover 
decay heat removal if it was lost. Specifically, at the time secondary containment was rendered inoperable, the reactor 
coolant system was fully flooded, the event did not increase the likelihood of any initiating event, and secondary 
containment was not required to be operable at the time given no fuel movement, core alterations, or operations with a 
potential for draining the reactor vessel in progress.  
 
The inspectors determined that the finding had a cross-cutting aspect in the Human Performance, area, Resources 
component, because Entergy’s procedures did not ensure that components in the field were labeled sufficiently and 
completely during the bus deenergization to assure nuclear safety  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Oct 16, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Dedicated Operators Required for Operability under Applied Administrative Controls Left Immediate 
Vicinity of Open Valves 
The inspectors identified an NCV of technical specification (TS) 6.4, “Procedures,” for Entergy’s failure to implement 
a surveillance activity in accordance with the written procedure. Specifically, the inspectors identified that during a 
surveillance test dedicated operators required to maintain operability of primary containment left the immediate 
vicinity of open manual containment isolation valves. Entergy’s corrective actions included restoring the 
administrative controls required to maintain primary containment operability during the subject surveillance test, 
initiating condition report CR-VTY-2012-03561, sending a memorandum to and discussing the issue with all 
operating crew shift managers explaining the error and the requirements of a dedicated operator, and issuing a 
temporary night order further explaining these requirements. Additional corrective actions included implementing and 
tracking training for all operators on these requirements, and revising licensed operator training on primary 
containment to specifically describe these requirements.  
 
The inspectors determined that the issue was more than minor because it is associated with the Human Performance 
attribute of the Barrier Integrity cornerstone and 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 dedicated operators were required to be stationed 
in the immediate vicinity of the valve controls to rapidly close the valves when primary containment isolation is 
required during accident conditions, but the operators were significantly beyond the required immediate vicinity when 
they left the reactor building. The inspectors determined the significance of the finding using IMC 0609, Appendix H, 
“Containment Integrity Significance Determination Process.” The finding was determined to be of very low safety 
significance (Green) using Appendix H, Table 6.2, “Phase 2 Risk Significance – Type B Findings at Full Power,” 
because primary containment was inoperable for 37 minutes, i.e. less than 3 days. The inspectors determined that this 
finding had a cross-cutting aspect in the Human Performance cross-cutting area, Resources component, because the 
training of personnel did not describe specific requirements of dedicated operators, including the definition of 
immediate vicinity. [H.2(b)]. (Section 1R22)  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain Radiation Exposure ALARA During Refueling Activities 
A self-revealing finding was identified because Entergy inadequately planned and controlled work while performing 
reactor reassembly and reactor cavity decontamination activities during refueling outage (RFO) 30 resulting in 
excessive unintended occupational collective exposure that exceeded the planned dose exposure established by 
Radiation Work Permit (RWP) 2013-702. Inadequate work planning and control resulted in unplanned, unintended 
collective exposure due to conditions that were reasonably within Entergy’s ability to control. The work activity 
performance deficiencies resulted in the collective exposure for these activities increasing from the original estimate 
of 9.950 person-rem to an actual dose of 18.940 person-rem. Entergy entered the issues into their corrective action 
program.  
This finding is more than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety cornerstone and affected the cornerstone objective to ensure the adequate protection of the worker 
health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. Additionally, the performance deficiency was determined to be more than minor based on a similar 
example (6.i) in Appendix E of IMC 0612, in that the actual collective dose exceeded 5 person-rem and exceeded the 
planned, intended dose by more than 50 percent. In accordance with IMC 0609, Appendix C, "Occupational Radiation 
Safety Significance Determination Process," the inspectors determined that this finding is of very low safety 
significance (Green) because the plant's current three year rolling average collective dose (142.6 person-rem/reactor 
years for 2010 through 2012) is less than the criteria of 240 person-rem per boiling water reactor unit. The inspectors 
determined that this finding has a cross-cutting aspect in the Human Performance area, Work Control component, 
because Entergy did not implement the planned work as intended, which involved job site activities, and impacted 
radiological safety.  
 
Inspection Report# : 2013004 (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 
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Vermont Yankee 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary 
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit.  
 
This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site.  
 
The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Dec 31, 2013 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System 
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown.  
 
This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 
 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor the Unavailability of the "B" Control Rod Drive Equipment Train 
The inspectors identified a NCV of Title 10 Code of Federal Regulations (10 CFR) 50.65, “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” because Entergy did not monitor the 
performance of the “B” control rod drive (CRD) equipment train. Specifically, Entergy did not include seven days of 
unavailability for the “B” CRD flow control valve in the tracking database, and therefore did not initiate corrective 
actions when the train exceeded its unavailability criterion. Entergy initiated a condition report to document exceeding 
the performance criterion, entered the unavailability into the tracking database, and initiated a condition report to 
document the oversight in unavailability tracking.  
 
This finding is more than minor because it is associated with the human performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective of ensuring the availability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that this 
unavailability put the plant into a higher integrated risk category and did not recognize the plant risk impact of the 
flow control valve’s extended unavailability, no corrective actions were taken to address the maintenance practices 
which caused the unavailability performance criterion to be exceeded unnecessarily. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” issued June 19, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency did not represent a loss of system safety function or a loss of 
safety function of a single train for greater than its Technical Specification allowed outage time. In addition, the 
failure to recognize and manage the plant risk associated with the 169 hours of unavailability of the “B” CRD flow 
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control valve resulted in an incremental core damage probability of approximately 2E-10, which is less than 1E-6, and 
therefore also of very low safety significance. The inspectors determined that this finding has a cross-cutting aspect in 
the Human Performance area, Work Practices component, because Entergy personnel did  
 
not follow the maintenance rule program procedures. Specifically, operations did not log the unavailability in the 
maintenance rule out-of-service log and the system engineer did not review the scoping document to verify which 
components counted toward the train unavailability.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error Results in Diesel Generator Overload 
A self-revealing NCV of Technical Specification 6.4, “Procedures,” was identified because Entergy overloaded the 
“B” emergency diesel generator to 130 percent of its sustained load rating. Specifically, an auxiliary operator (AO) 
took the speed droop switch to zero before the output breaker was opened, contrary to procedure, which resulted in the 
overload condition. Entergy’s immediate corrective actions included initiating a condition report, conducting a root 
cause evaluation, and performing management assessment of control room communications.  
 
This finding is more than minor because it is associated with the Human Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the “B” emergency diesel generator was 
unavailable for an additional 24 hours in order to perform required inspections and testing to verify it was not 
damaged by the overload condition. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and 
Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 
19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the 
performance deficiency did not represent a loss of system safety function or a loss of safety function of a single train 
for greater than its Technical Specification allowed outage time. The inspectors determined that this finding has a 
cross-cutting aspect in the Human Performance area, Work Practices component, because Entergy personnel did not 
use human performance error prevention techniques commensurate with the risk of the assigned task such that work 
activities were performed safely. Specifically, self-checking, peer checking, and three-part communications were not 
used effectively to prevent performing procedure steps out of order.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Sealing Flood Pathways into the Electrical Switchgear Rooms 
Two examples of a self-revealing, non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,”
were identified because Entergy did not promptly identify and correct conditions adverse to quality related to flood 
protection of the switchgear rooms. Specifically, mechanical screw-type flood seals were not promptly replaced with 
reliable foam seals and an open drain line was not promptly identified and corrected allowing for water intrusion 
pathways into the switchgear rooms. Entergy’s corrective action to restore compliance consisted of sealing all the 
potential pathways with Sylguard by April 8.  
 
The inspectors determined that the failure to identify the flood pathways was a performance deficiency that was 
within Entergy’s ability to foresee and correct and should have been prevented. This finding is more-than-minor 
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because it is associated with the protection against external events attribute of the Mitigating Systems cornerstone, and 
affected the objective to ensure the availability and reliability of systems that respond to external events to prevent 
undesirable consequences. Specifically, the failed flood barriers provided an external flood waters pathway that could 
potentially impact the reliability and availability of both electrical switchgear rooms during a design basis flood event. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding was of very low safety significance (Green), because, in spite of the failed flood barriers, sufficient 
water removal capability was available to ensure there was no loss of electrical switchgear safety function. The 
switchgear would still have been able to perform its function because the water level would have been maintained 
below floor level using the additional sump pump capacity available on site.  
 
The inspectors determined that the finding had a cross-cutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Entergy did not identify these issues in a timely manner 
commensurate with their safety significance. Specifically, Entergy had opportunities as part of the extent of condition 
from the 2012 flood seal failure and as part of the Fukushima flooding walkdowns to identify the additional possible 
flood paths and did not.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Compensatory Measures Required for a Barrier Breach Permit for the “A” Emergency 
Diesel Generator Room 
The inspectors identified a Green NCV of TS 6.4, “Procedures,” because Entergy did not implement a barrier breach 
permit required by procedure. Specifically, Entergy personnel created three open penetrations to the “A” emergency 
diesel generator (EDG) room when the barrier breach permit for the planned modification allowed only one hole at a 
time. Entergy’s corrective action to restore compliance consisted of installing the tubing and grouting the three holes. 
 
The inspectors determined that Entergy’s failure to properly implement a barrier breach permit by opening three holes 
in the “A” EDG room west wall instead of only one was a performance deficiency that was reasonably within 
Entergy’s ability to foresee and correct and should have been prevented. This finding is more than minor because it is 
associated with the Design Control attribute of the Mitigating Systems cornerstone and affected the cornerstone 
objective to ensure the capability of systems that respond to initiating events to prevent undesirable consequences (i.e. 
core damage). Specifically, the capability of the “A” EDG room west wall to limit the intrusion of a high energy line 
break into the “A” EDG room was reduced more than allowed and accepted by the barrier breach permit, and the 
equipment within the “A” EDG room was only qualified for a mild environment (i.e. not a steam or high temperature 
environment). Additionally, the finding is similar to IMC 0612, Appendix E, “Examples of Minor Issues,” examples 
3.i. and 3.j., more than minor descriptions, because the accident analysis calculation had to be re-performed to assure 
the accident analysis requirements were met and there was reasonable doubt on the operability of the equipment 
without the re-analysis.  
 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is if very low safety significance (Green) because the finding is a deficiency affecting the 
qualification of a mitigating structure but the structure maintained its functionality. Specifically, the “A” EDG room 
west wall would have sufficiently limited the intrusion of steam from a design basis high energy line break to 
maintain the operability of equipment within the “A” EDG room.  
 
The inspectors determined that the finding had a cross-cutting aspect in the Human Performance area, Work Control 
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component, because Entergy personnel did not appropriately coordinate work activities by incorporating actions to 
address the need to keep personnel apprised of the operational impact of work activities. Specifically, Entergy 
identified the need for compensatory measures for the barrier breach permit, but the necessary actions were not 
sufficiently communicated to maintenance or operations personnel  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 28, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Maintenance Rule Scoping of the Reactor Building HVAC System 
The inspectors identified a Green NCV of 10 CFR 50.65(b)(2) because Entergy did not properly scope the reactor 
building heating, ventilation and air conditioning (HVAC) system within the station’s maintenance rule program. 
Specifically, the inspectors determined Entergy did not properly scope the reactor building HVAC system, specific to 
the system’s function to run and assist in area temperature control, into the maintenance rule program as required of a 
system that is directly used in the emergency operating procedure (EOP)-4, Secondary Containment Control, to assist 
in mitigating a high temperature condition.  
 
The inspectors determined that this finding was more than minor because it is associated with the equipment 
performance attribute of the Mitigating Systems cornerstone and because it impacts the associated cornerstone 
objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, reliably starting reactor building HVAC system could mitigate a high temperature condition in the 
reactor building during an event or system which requires EOP-4 entry. The performance deficiency was also 
determined to be similar to more than minor example 7.d per IMC 0612, Appendix E, “Examples of Minor Issues.” 
The inspectors completed a Phase 1 screening of the finding per IMC 0609, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings” and determined the finding to be of very low safety significance (Green) 
because the performance deficiency was not a design or qualification deficiency, did not involve an actual loss of 
safety function, did not represent actual loss of a safety function of a single train for greater than its technical 
specification allowed outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or 
severe weather initiating event. The inspectors did not identify a cross-cutting aspect associated with the finding 
because the underlying performance aspects occurred in the late 1990s and no recent operating experience would 
reasonably have prompted Entergy to review their scoping adequacy.  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Appendix R Fire Door Not Latching Closed Due to Misalignment 
The inspectors identified an NCV of operating license condition 3.F, fire protection program, because Entergy did not 
correct a degraded latch on a three-hour rated fire door on the entrance to the “B” emergency diesel generator (EDG) 
room, and as a result the three-hour fire barrier was non-functional and the required compensatory measure of an 
hourly fire watch was not in effect. Entergy’s corrective actions included restoring vertical alignment of the latching 
mechanism, further inspection by a locksmith to ensure reliable operation, planning a preventive replacement of the 
latch due to existing excessive wear, and initiating a condition report.  
 
The finding is more than minor because it is associated with the protection against external factors attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the fire door being 
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degraded with unreliable latching without an assigned hourly fire watch from January 20 to January 22 resulted in a 
barrier to fire propagation that was less robust than required by the approved fire protection program. In accordance 
with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix F, “Fire Protection Significance 
Determination Process,” the inspectors determined that this finding is of very low safety significance (Green) per Task 
1.3.2, “Task 1.3.2: Supplemental Screening for Fire Confinement Findings.” The inspectors determined the 
degradation rating associated with the deficiency to be Moderate B since a closure mechanism held the door against 
the door jamb, the door swings out from the EDG room, no combustibles were stored in the adjacent hallway, and no 
equipment important to safety exists in the turbine building hallway. Therefore, the degraded fire door provided a 
minimum of 20 minutes of fire endurance protection and the fixed or in situ fire ignition sources and combustible or 
flammable materials were positioned such that, even considering fire spread to secondary combustibles, the degraded 
fire door would not have been subject to direct flame impingement since no combustible material was located near the 
door during the time of concern. The inspectors determined that the finding had a cross-cutting aspect in the Problem 
Identification and Resolution area, Corrective Action Program component, because Entergy personnel did not 
completely identify the issue with the alignment of the striker plate when the degradation was first identified and did 
not identify that the latching deficiency still existed during subsequent transits through the door.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures Associated with a Temporary Modification 
The inspectors identified an NCV of Technical Specification 6.4, “Procedures,” because procedure OPOP-SW-2181, 
“Service Water/ Alternate Cooling System,” was inadequate. Specifically, the step in the procedure to identify and 
isolate sources of water lost from the cooling tower basin would not have been implemented in a timely manner while 
a temporary fire water system was drawing on the basin. Entergy’s corrective actions included writing a night order 
describing the fire fighting strategy for a fire in the intake and directing the temporary fire pumps to be stopped if they 
started automatically while the alternate cooling system (ACS) was in service, implementing temporary procedure 
changes, and initiating a condition report.  
 
The finding is more than minor because it impacted the design control attribute of the Mitigating Systems cornerstone. 
Specifically, the temporary modification added another potential path for loss of water from the cooling tower deep 
basin and the appropriate compensatory measures to address that loss path were not implemented, impacting the 
capability and reliability of ACS. Additionally, the finding is similar to IMC 0612, Appendix E, “Examples of Minor 
Issues,” example 3.j more than minor description, because the added draw on the cooling tower basin water had the 
potential to affect the accident analysis calculation assumption of the amount of water available for running ACS. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The 
Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined that this 
finding is of very low safety significance (Green) because the performance deficiency did not involve the total loss of 
a safety function that contributes to external event initiated core damage accident sequences. This condition existed 
for less than the technical specification allowed outage time of seven days. This finding had a cross-cutting aspect in 
the area of human performance, Work Control, because Entergy did not appropriately coordinate work activities by 
incorporating actions to address the need to keep personnel apprised of the operational impact of work activities. 
Specifically, Entergy identified the need for compensatory measures for the temporary modification for the fire water 
system work, but the necessary actions were not coordinated to ensure operations and maintenance understood the 
operational impact of the work.  
 
Inspection Report# : 2013002 (pdf)  
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Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Maintaining Operability of the Low Pressure Coolant Injection Battery UPS-
1A 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because Entergy 
did not promptly correct an adverse condition resulting in the failure of the “B-UPS-1A” low pressure coolant 
injection (LPCI) uninterruptible power supply (UPS) battery. Specifically, Entergy personnel did not promptly replace 
a degraded battery cell prior to its exceeding operability limits. Entergy’s corrective actions included replacing cell 61, 
replacing all cells with individual cell voltages (ICVs) less than 2.13 V, expediting complete battery bank 
replacements with a due date of May 30, and initiating a condition report.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, UPS-1A had 
unplanned inoperability and degraded capacity due to cell 61 being out of service which commenced at some 
unknown point between December 3 and December 9 and was restored when cell 61 was replaced on December 10. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined that this finding is of very low safety 
significance (Green) because it did not represent a loss of system safety function or a loss of safety function for a 
single train (UPS-1A and “A” LPCI) for greater than its technical specification allowed outage time (seven days). The 
inspectors determined that the finding had a cross-cutting aspect in the Problem Identification and Resolution area, 
Operating Experience component, because Entergy personnel did not implement and institutionalize available 
operating experience guidance contained within IEEE-450, “IEEE Recommended Practice for Maintenance, Testing, 
and Replacement of Vented Lead-Acid Batteries for Stationary Applications,” or alternatively, vendor 
recommendations, to support plant safety. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the “B” Emergency Diesel Generator from Jacket Water Leakage Due to Inadequate Corrective 
Action 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified because 
Entergy did not promptly correct an adverse condition resulting in the failure of the “B” EDG. Specifically, Entergy 
personnel did not promptly replace a degraded jacket water flange gasket prior to its subsequent failure. Entergy’s 
corrective actions included replacing the gasket, visually inspecting the other jacket water connections, and initiating a 
condition report.  
 
The finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability and reliability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the “B” EDG failed 
in service due to a known degraded condition that affected the overall system redundancy and reliability and resulted 
in 37 days of unplanned unavailability. The inspectors and a Region I Senior Reactor Analyst (SRA) completed the 
Detailed Risk Evaluation (DRE) in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” and determined this finding to be of very low safety significance (Green). The DRE 
estimated the increase in core damage frequency (?CDF) for internal initiating events in the range of 1 core damage 
accident in 2,000,000 years of reactor operation, in the mid-E-7 range per year. In addition, external initiating events 
such as fire, seismic and flooding would not have increased the total ?CDF above 1 E-6 per year, and the increase in 
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the frequency of a large early release of radioactive material (?LERF) associated with the internal event ?CDF core 
damage sequences would not be above 1E-7 per year. The finding had a cross-cutting aspect in the Human 
Performance, Decision-Making, because Entergy personnel did not use conservative assumptions in decision making 
in that the chosen action was to monitor the leak for a prolonged period of time.  
 
Inspection Report# : 2013002 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Configuration Control Results in a Dislodged Secondary Containment Blowout 
Panel Due to Reactor Building Ventilation System Pressurization 
A self-revealing, Green, NCV of 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified because Entergy did not establish a procedure controlling plant equipment appropriate to the circumstances 
for activities affecting quality. Specifically, the procedure for the control of plant equipment did not require 
identifying and tagging deenergized loads that continued to have control power such that reactor building ventilation 
was operated in a manner that dislodged an engineered blowout panel rendering secondary containment inoperable. 
Entergy’s corrective action to restore compliance consisted of implementing a night order to place a caution tag on the 
control switches of components that are deenergized and continue to have control power available.  
 
The inspectors determined that Entergy’s failure to establish an adequate procedure for the control of plant equipment 
such that deenergized loads that continued to have control power were not identified or tagged was a performance 
deficiency that was reasonably within Entergy’s ability to foresee and correct and should have been prevented. This 
finding is more than minor because it is associated with the Procedure Quality attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design barriers 
(containment) protect the public from radionuclide releases caused by accidents of events. Specifically, the lack of 
identification and/or tagging of the switches for “A” reactor building ventilation resulted in dislodging a secondary 
containment blowout panel rendering secondary containment inoperable. In accordance with IMC 0609.04, “Initial 
Characterization of Findings,” and IMC 0609, Appendix G, “Shutdown Operations Significance Determination 
Process,” issued February 28, 2005, the inspectors determined that this finding is of very low safety significance 
(Green) because it did not increase the likelihood of a loss of reactor coolant system inventory, did not degrade the 
ability to terminate a leak path or add reactor coolant system inventory, and did not degrade the ability to recover 
decay heat removal if it was lost. Specifically, at the time secondary containment was rendered inoperable, the reactor 
coolant system was fully flooded, the event did not increase the likelihood of any initiating event, and secondary 
containment was not required to be operable at the time given no fuel movement, core alterations, or operations with a 
potential for draining the reactor vessel in progress.  
 
The inspectors determined that the finding had a cross-cutting aspect in the Human Performance, area, Resources 
component, because Entergy’s procedures did not ensure that components in the field were labeled sufficiently and 
completely during the bus deenergization to assure nuclear safety  
 
Inspection Report# : 2013003 (pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain Radiation Exposure ALARA During Refueling Activities 
A self-revealing finding was identified because Entergy inadequately planned and controlled work while performing 
reactor reassembly and reactor cavity decontamination activities during refueling outage (RFO) 30 resulting in 
excessive unintended occupational collective exposure that exceeded the planned dose exposure established by 
Radiation Work Permit (RWP) 2013-702. Inadequate work planning and control resulted in unplanned, unintended 
collective exposure due to conditions that were reasonably within Entergy’s ability to control. The work activity 
performance deficiencies resulted in the collective exposure for these activities increasing from the original estimate 
of 9.950 person-rem to an actual dose of 18.940 person-rem. Entergy entered the issues into their corrective action 
program.  
This finding is more than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety cornerstone and affected the cornerstone objective to ensure the adequate protection of the worker 
health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. Additionally, the performance deficiency was determined to be more than minor based on a similar 
example (6.i) in Appendix E of IMC 0612, in that the actual collective dose exceeded 5 person-rem and exceeded the 
planned, intended dose by more than 50 percent. In accordance with IMC 0609, Appendix C, "Occupational Radiation 
Safety Significance Determination Process," the inspectors determined that this finding is of very low safety 
significance (Green) because the plant's current three year rolling average collective dose (142.6 person-rem/reactor 
years for 2010 through 2012) is less than the criteria of 240 person-rem per boiling water reactor unit. The inspectors 
determined that this finding has a cross-cutting aspect in the Human Performance area, Work Control component, 
because Entergy did not implement the planned work as intended, which involved job site activities, and impacted 
radiological safety.  
 
Inspection Report# : 2013004 (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. 
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Miscellaneous 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure for Armed Responders to be Equipped with Contingency Weapons 
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons.  
 
on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe.  
 
Inspection Report# : 2013005 (pdf)  

Last modified : February 24, 2014 

4Q/2013 Inspection Findings - Vermont Yankee

Page 10 of 10



Vermont Yankee 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie 
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064.  
 
The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 
 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary
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A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit.  
 
This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site.  
 
The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System 
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown.  
 
This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
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0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 
 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor the Unavailability of the "B" Control Rod Drive Equipment Train 
The inspectors identified a NCV of Title 10 Code of Federal Regulations (10 CFR) 50.65, “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” because Entergy did not monitor the 
performance of the “B” control rod drive (CRD) equipment train. Specifically, Entergy did not include seven days of 
unavailability for the “B” CRD flow control valve in the tracking database, and therefore did not initiate corrective 
actions when the train exceeded its unavailability criterion. Entergy initiated a condition report to document exceeding 
the performance criterion, entered the unavailability into the tracking database, and initiated a condition report to 
document the oversight in unavailability tracking.  
 
This finding is more than minor because it is associated with the human performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective of ensuring the availability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that this 
unavailability put the plant into a higher integrated risk category and did not recognize the plant risk impact of the 
flow control valve’s extended unavailability, no corrective actions were taken to address the maintenance practices 
which caused the unavailability performance criterion to be exceeded unnecessarily. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” issued June 19, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency did not represent a loss of system safety function or a loss of 
safety function of a single train for greater than its Technical Specification allowed outage time. In addition, the 
failure to recognize and manage the plant risk associated with the 169 hours of unavailability of the “B” CRD flow 
control valve resulted in an incremental core damage probability of approximately 2E-10, which is less than 1E-6, and 
therefore also of very low safety significance. The inspectors determined that this finding has a cross-cutting aspect in 
the Human Performance area, Work Practices component, because Entergy personnel did  
 
not follow the maintenance rule program procedures. Specifically, operations did not log the unavailability in the 
maintenance rule out-of-service log and the system engineer did not review the scoping document to verify which 
components counted toward the train unavailability.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error Results in Diesel Generator Overload 
A self-revealing NCV of Technical Specification 6.4, “Procedures,” was identified because Entergy overloaded the 
“B” emergency diesel generator to 130 percent of its sustained load rating. Specifically, an auxiliary operator (AO) 
took the speed droop switch to zero before the output breaker was opened, contrary to procedure, which resulted in the 
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overload condition. Entergy’s immediate corrective actions included initiating a condition report, conducting a root 
cause evaluation, and performing management assessment of control room communications.  
 
This finding is more than minor because it is associated with the Human Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the “B” emergency diesel generator was 
unavailable for an additional 24 hours in order to perform required inspections and testing to verify it was not 
damaged by the overload condition. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and 
Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 
19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the 
performance deficiency did not represent a loss of system safety function or a loss of safety function of a single train 
for greater than its Technical Specification allowed outage time. The inspectors determined that this finding has a 
cross-cutting aspect in the Human Performance area, Work Practices component, because Entergy personnel did not 
use human performance error prevention techniques commensurate with the risk of the assigned task such that work 
activities were performed safely. Specifically, self-checking, peer checking, and three-part communications were not 
used effectively to prevent performing procedure steps out of order.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Sealing Flood Pathways into the Electrical Switchgear Rooms 
Two examples of a self-revealing, non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,”
were identified because Entergy did not promptly identify and correct conditions adverse to quality related to flood 
protection of the switchgear rooms. Specifically, mechanical screw-type flood seals were not promptly replaced with 
reliable foam seals and an open drain line was not promptly identified and corrected allowing for water intrusion 
pathways into the switchgear rooms. Entergy’s corrective action to restore compliance consisted of sealing all the 
potential pathways with Sylguard by April 8.  
 
The inspectors determined that the failure to identify the flood pathways was a performance deficiency that was 
within Entergy’s ability to foresee and correct and should have been prevented. This finding is more-than-minor 
because it is associated with the protection against external events attribute of the Mitigating Systems cornerstone, and 
affected the objective to ensure the availability and reliability of systems that respond to external events to prevent 
undesirable consequences. Specifically, the failed flood barriers provided an external flood waters pathway that could 
potentially impact the reliability and availability of both electrical switchgear rooms during a design basis flood event. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding was of very low safety significance (Green), because, in spite of the failed flood barriers, sufficient 
water removal capability was available to ensure there was no loss of electrical switchgear safety function. The 
switchgear would still have been able to perform its function because the water level would have been maintained 
below floor level using the additional sump pump capacity available on site.  
 
The inspectors determined that the finding had a cross-cutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Entergy did not identify these issues in a timely manner 
commensurate with their safety significance. Specifically, Entergy had opportunities as part of the extent of condition 
from the 2012 flood seal failure and as part of the Fukushima flooding walkdowns to identify the additional possible 
flood paths and did not.  
 
Inspection Report# : 2013003 (pdf)  
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Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Compensatory Measures Required for a Barrier Breach Permit for the “A” Emergency 
Diesel Generator Room 
The inspectors identified a Green NCV of TS 6.4, “Procedures,” because Entergy did not implement a barrier breach 
permit required by procedure. Specifically, Entergy personnel created three open penetrations to the “A” emergency 
diesel generator (EDG) room when the barrier breach permit for the planned modification allowed only one hole at a 
time. Entergy’s corrective action to restore compliance consisted of installing the tubing and grouting the three holes. 
 
The inspectors determined that Entergy’s failure to properly implement a barrier breach permit by opening three holes 
in the “A” EDG room west wall instead of only one was a performance deficiency that was reasonably within 
Entergy’s ability to foresee and correct and should have been prevented. This finding is more than minor because it is 
associated with the Design Control attribute of the Mitigating Systems cornerstone and affected the cornerstone 
objective to ensure the capability of systems that respond to initiating events to prevent undesirable consequences (i.e. 
core damage). Specifically, the capability of the “A” EDG room west wall to limit the intrusion of a high energy line 
break into the “A” EDG room was reduced more than allowed and accepted by the barrier breach permit, and the 
equipment within the “A” EDG room was only qualified for a mild environment (i.e. not a steam or high temperature 
environment). Additionally, the finding is similar to IMC 0612, Appendix E, “Examples of Minor Issues,” examples 
3.i. and 3.j., more than minor descriptions, because the accident analysis calculation had to be re-performed to assure 
the accident analysis requirements were met and there was reasonable doubt on the operability of the equipment 
without the re-analysis.  
 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is if very low safety significance (Green) because the finding is a deficiency affecting the 
qualification of a mitigating structure but the structure maintained its functionality. Specifically, the “A” EDG room 
west wall would have sufficiently limited the intrusion of steam from a design basis high energy line break to 
maintain the operability of equipment within the “A” EDG room.  
 
The inspectors determined that the finding had a cross-cutting aspect in the Human Performance area, Work Control 
component, because Entergy personnel did not appropriately coordinate work activities by incorporating actions to 
address the need to keep personnel apprised of the operational impact of work activities. Specifically, Entergy 
identified the need for compensatory measures for the barrier breach permit, but the necessary actions were not 
sufficiently communicated to maintenance or operations personnel  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 28, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Maintenance Rule Scoping of the Reactor Building HVAC System 
The inspectors identified a Green NCV of 10 CFR 50.65(b)(2) because Entergy did not properly scope the reactor 
building heating, ventilation and air conditioning (HVAC) system within the station’s maintenance rule program. 
Specifically, the inspectors determined Entergy did not properly scope the reactor building HVAC system, specific to 
the system’s function to run and assist in area temperature control, into the maintenance rule program as required of a 
system that is directly used in the emergency operating procedure (EOP)-4, Secondary Containment Control, to assist 
in mitigating a high temperature condition.  
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The inspectors determined that this finding was more than minor because it is associated with the equipment 
performance attribute of the Mitigating Systems cornerstone and because it impacts the associated cornerstone 
objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, reliably starting reactor building HVAC system could mitigate a high temperature condition in the 
reactor building during an event or system which requires EOP-4 entry. The performance deficiency was also 
determined to be similar to more than minor example 7.d per IMC 0612, Appendix E, “Examples of Minor Issues.” 
The inspectors completed a Phase 1 screening of the finding per IMC 0609, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings” and determined the finding to be of very low safety significance (Green) 
because the performance deficiency was not a design or qualification deficiency, did not involve an actual loss of 
safety function, did not represent actual loss of a safety function of a single train for greater than its technical 
specification allowed outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or 
severe weather initiating event. The inspectors did not identify a cross-cutting aspect associated with the finding 
because the underlying performance aspects occurred in the late 1990s and no recent operating experience would 
reasonably have prompted Entergy to review their scoping adequacy.  
 
Inspection Report# : 2013008 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Configuration Control Results in a Dislodged Secondary Containment Blowout 
Panel Due to Reactor Building Ventilation System Pressurization 
A self-revealing, Green, NCV of 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified because Entergy did not establish a procedure controlling plant equipment appropriate to the circumstances 
for activities affecting quality. Specifically, the procedure for the control of plant equipment did not require 
identifying and tagging deenergized loads that continued to have control power such that reactor building ventilation 
was operated in a manner that dislodged an engineered blowout panel rendering secondary containment inoperable. 
Entergy’s corrective action to restore compliance consisted of implementing a night order to place a caution tag on the 
control switches of components that are deenergized and continue to have control power available.  
 
The inspectors determined that Entergy’s failure to establish an adequate procedure for the control of plant equipment 
such that deenergized loads that continued to have control power were not identified or tagged was a performance 
deficiency that was reasonably within Entergy’s ability to foresee and correct and should have been prevented. This 
finding is more than minor because it is associated with the Procedure Quality attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design barriers 
(containment) protect the public from radionuclide releases caused by accidents of events. Specifically, the lack of 
identification and/or tagging of the switches for “A” reactor building ventilation resulted in dislodging a secondary 
containment blowout panel rendering secondary containment inoperable. In accordance with IMC 0609.04, “Initial 
Characterization of Findings,” and IMC 0609, Appendix G, “Shutdown Operations Significance Determination 
Process,” issued February 28, 2005, the inspectors determined that this finding is of very low safety significance 
(Green) because it did not increase the likelihood of a loss of reactor coolant system inventory, did not degrade the 
ability to terminate a leak path or add reactor coolant system inventory, and did not degrade the ability to recover 
decay heat removal if it was lost. Specifically, at the time secondary containment was rendered inoperable, the reactor 
coolant system was fully flooded, the event did not increase the likelihood of any initiating event, and secondary 
containment was not required to be operable at the time given no fuel movement, core alterations, or operations with a 
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potential for draining the reactor vessel in progress. 
 
The inspectors determined that the finding had a cross-cutting aspect in the Human Performance, area, Resources 
component, because Entergy’s procedures did not ensure that components in the field were labeled sufficiently and 
completely during the bus deenergization to assure nuclear safety  
 
Inspection Report# : 2013003 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain Radiation Exposure ALARA During Refueling Activities 
A self-revealing finding was identified because Entergy inadequately planned and controlled work while performing 
reactor reassembly and reactor cavity decontamination activities during refueling outage (RFO) 30 resulting in 
excessive unintended occupational collective exposure that exceeded the planned dose exposure established by 
Radiation Work Permit (RWP) 2013-702. Inadequate work planning and control resulted in unplanned, unintended 
collective exposure due to conditions that were reasonably within Entergy’s ability to control. The work activity 
performance deficiencies resulted in the collective exposure for these activities increasing from the original estimate 
of 9.950 person-rem to an actual dose of 18.940 person-rem. Entergy entered the issues into their corrective action 
program.  
This finding is more than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety cornerstone and affected the cornerstone objective to ensure the adequate protection of the worker 
health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. Additionally, the performance deficiency was determined to be more than minor based on a similar 
example (6.i) in Appendix E of IMC 0612, in that the actual collective dose exceeded 5 person-rem and exceeded the 
planned, intended dose by more than 50 percent. In accordance with IMC 0609, Appendix C, "Occupational Radiation 
Safety Significance Determination Process," the inspectors determined that this finding is of very low safety 
significance (Green) because the plant's current three year rolling average collective dose (142.6 person-rem/reactor 
years for 2010 through 2012) is less than the criteria of 240 person-rem per boiling water reactor unit. The inspectors 
determined that this finding has a cross-cutting aspect in the Human Performance area, Work Control component, 
because Entergy did not implement the planned work as intended, which involved job site activities, and impacted 
radiological safety.  
 
Inspection Report# : 2013004 (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 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure for Armed Responders to be Equipped with Contingency Weapons 
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons.  
 
on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe.  
 
Inspection Report# : 2013005 (pdf)  

Last modified : May 30, 2014 
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Vermont Yankee 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Apr 03, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design Control of SBO Loading Calculation 
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response.  
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process. 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie 
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 

2Q/2014 Inspection Findings - Vermont Yankee

Page 1 of 6



their corrective action program as condition report CR-VTY-2014-01064. 
 
The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 
 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary 
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit.  
 
This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site.  
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The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals  
 
Inspection Report# : 2013005 (pdf)  
Inspection Report# : 2014003 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System 
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown.  
 
This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 
 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor the Unavailability of the "B" Control Rod Drive Equipment Train 
The inspectors identified a NCV of Title 10 Code of Federal Regulations (10 CFR) 50.65, “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” because Entergy did not monitor the 
performance of the “B” control rod drive (CRD) equipment train. Specifically, Entergy did not include seven days of 
unavailability for the “B” CRD flow control valve in the tracking database, and therefore did not initiate corrective 
actions when the train exceeded its unavailability criterion. Entergy initiated a condition report to document exceeding 
the performance criterion, entered the unavailability into the tracking database, and initiated a condition report to 
document the oversight in unavailability tracking.  
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This finding is more than minor because it is associated with the human performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective of ensuring the availability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that this 
unavailability put the plant into a higher integrated risk category and did not recognize the plant risk impact of the 
flow control valve’s extended unavailability, no corrective actions were taken to address the maintenance practices 
which caused the unavailability performance criterion to be exceeded unnecessarily. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” issued June 19, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency did not represent a loss of system safety function or a loss of 
safety function of a single train for greater than its Technical Specification allowed outage time. In addition, the 
failure to recognize and manage the plant risk associated with the 169 hours of unavailability of the “B” CRD flow 
control valve resulted in an incremental core damage probability of approximately 2E-10, which is less than 1E-6, and 
therefore also of very low safety significance. The inspectors determined that this finding has a cross-cutting aspect in 
the Human Performance area, Work Practices component, because Entergy personnel did  
 
not follow the maintenance rule program procedures. Specifically, operations did not log the unavailability in the 
maintenance rule out-of-service log and the system engineer did not review the scoping document to verify which 
components counted toward the train unavailability.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error Results in Diesel Generator Overload 
A self-revealing NCV of Technical Specification 6.4, “Procedures,” was identified because Entergy overloaded the 
“B” emergency diesel generator to 130 percent of its sustained load rating. Specifically, an auxiliary operator (AO) 
took the speed droop switch to zero before the output breaker was opened, contrary to procedure, which resulted in the 
overload condition. Entergy’s immediate corrective actions included initiating a condition report, conducting a root 
cause evaluation, and performing management assessment of control room communications.  
 
This finding is more than minor because it is associated with the Human Performance attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the “B” emergency diesel generator was 
unavailable for an additional 24 hours in order to perform required inspections and testing to verify it was not 
damaged by the overload condition. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and 
Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 
19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the 
performance deficiency did not represent a loss of system safety function or a loss of safety function of a single train 
for greater than its Technical Specification allowed outage time. The inspectors determined that this finding has a 
cross-cutting aspect in the Human Performance area, Work Practices component, because Entergy personnel did not 
use human performance error prevention techniques commensurate with the risk of the assigned task such that work 
activities were performed safely. Specifically, self-checking, peer checking, and three-part communications were not 
used effectively to prevent performing procedure steps out of order.  
 
Inspection Report# : 2013004 (pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain Radiation Exposure ALARA During Refueling Activities 
A self-revealing finding was identified because Entergy inadequately planned and controlled work while performing 
reactor reassembly and reactor cavity decontamination activities during refueling outage (RFO) 30 resulting in 
excessive unintended occupational collective exposure that exceeded the planned dose exposure established by 
Radiation Work Permit (RWP) 2013-702. Inadequate work planning and control resulted in unplanned, unintended 
collective exposure due to conditions that were reasonably within Entergy’s ability to control. The work activity 
performance deficiencies resulted in the collective exposure for these activities increasing from the original estimate 
of 9.950 person-rem to an actual dose of 18.940 person-rem. Entergy entered the issues into their corrective action 
program.  
This finding is more than minor because it is associated with the program and process attribute of the Occupational 
Radiation Safety cornerstone and affected the cornerstone objective to ensure the adequate protection of the worker 
health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. Additionally, the performance deficiency was determined to be more than minor based on a similar 
example (6.i) in Appendix E of IMC 0612, in that the actual collective dose exceeded 5 person-rem and exceeded the 
planned, intended dose by more than 50 percent. In accordance with IMC 0609, Appendix C, "Occupational Radiation 
Safety Significance Determination Process," the inspectors determined that this finding is of very low safety 
significance (Green) because the plant's current three year rolling average collective dose (142.6 person-rem/reactor 
years for 2010 through 2012) is less than the criteria of 240 person-rem per boiling water reactor unit. The inspectors 
determined that this finding has a cross-cutting aspect in the Human Performance area, Work Control component, 
because Entergy did not implement the planned work as intended, which involved job site activities, and impacted 
radiological safety.  
 
Inspection Report# : 2013004 (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 
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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 Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure for Armed Responders to be Equipped with Contingency Weapons 
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons.  
 
on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe.  
 
Inspection Report# : 2013005 (pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals.  
 
This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability.  
 
The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety.  
 
Inspection Report# : 2014004 (pdf)  

Significance:  Apr 03, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design Control of SBO Loading Calculation 
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
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Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response.  
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process. 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie 
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064.  
 
The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 
 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary 
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit.  
 
This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site.  
 
The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals  
 
Inspection Report# : 2013005 (pdf)  
Inspection Report# : 2014003 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System 
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown.  
 
This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 
 
Inspection Report# : 2013005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits.  
 
The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool.  
 
This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process.  
 
This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding.  
 
The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop.  
 
Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP.  
 
This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered.  
 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve 
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition.  
 
This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components.  
 
This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order.  
 
 
Inspection Report# : 2014004 (pdf)  
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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 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure for Armed Responders to be Equipped with Contingency Weapons 
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons.  
 
on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe.  
 
Inspection Report# : 2013005 (pdf)  

Last modified : November 26, 2014 
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Vermont Yankee 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals.  
 
This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability.  
 
The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety.  
 
Inspection Report# : 2014004 (pdf)  

Significance:  Apr 03, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design Control of SBO Loading Calculation 
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
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Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response.  
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process. 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie 
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064.  
 
The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 
 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary 
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit.  
 
This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site.  
 
The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals  
 
Inspection Report# : 2013005 (pdf)  
Inspection Report# : 2014003 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System 
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown.  
 
This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 
 
Inspection Report# : 2013005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits.  
 
The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool.  
 
This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process.  
 
This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding.  
 
The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop.  
 
Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP.  
 
This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered.  
 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve 
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition.  
 
This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components.  
 
This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order.  
 
 
Inspection Report# : 2014004 (pdf)  

3Q/2014 Inspection Findings - Vermont Yankee

Page 5 of 6



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 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure for Armed Responders to be Equipped with Contingency Weapons 
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons.  
 
on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe.  
 
Inspection Report# : 2013005 (pdf)  
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Vermont Yankee
3Q/2014 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals. 

This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety. 

Inspection Report# : 2014004 (pdf)

Significance:  Apr 03, 2014
Identified By: NRC
Item Type: FIN Finding
Inadequate Design Control of SBO Loading Calculation
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
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Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response. 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process.
Inspection Report# : 2014007 (pdf)

Significance:  Mar 31, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064. 

The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)

Significance:  Dec 31, 2013
Identified By: Self-Revealing
Item Type: VIO Violation
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit. 

This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals 

Inspection Report# : 2013005 (pdf)
Inspection Report# : 2014003 (pdf)

Significance:  Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown. 

This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 

Inspection Report# : 2013005 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits. 

The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool. 

This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process. 

This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding. 

The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop. 

Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP. 

This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered. 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV NonCited Violation
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition. 

This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components. 

This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order. 

Inspection Report# : 2014004 (pdf)
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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
Significance: N/A Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure for Armed Responders to be Equipped with Contingency Weapons
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons. 

on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe. 

Inspection Report# : 2013005 (pdf)

Last modified : November 26, 2014
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Vermont Yankee
3Q/2014 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals. 

This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety. 

Inspection Report# : 2014004 (pdf)

Significance:  Apr 03, 2014
Identified By: NRC
Item Type: FIN Finding
Inadequate Design Control of SBO Loading Calculation
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
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Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response. 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process.
Inspection Report# : 2014007 (pdf)

Significance:  Mar 31, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064. 

The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)

Significance:  Dec 31, 2013
Identified By: Self-Revealing
Item Type: VIO Violation
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit. 

This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals 

Inspection Report# : 2013005 (pdf)
Inspection Report# : 2014003 (pdf)

Significance:  Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown. 

This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 

Inspection Report# : 2013005 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits. 

The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool. 

This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process. 

This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding. 

The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop. 

Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP. 

This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered. 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV NonCited Violation
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition. 

This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components. 

This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order. 

Inspection Report# : 2014004 (pdf)
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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
Significance: N/A Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure for Armed Responders to be Equipped with Contingency Weapons
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons. 

on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe. 

Inspection Report# : 2013005 (pdf)

Last modified : November 26, 2014
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Vermont Yankee
3Q/2014 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals. 

This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety. 

Inspection Report# : 2014004 (pdf)

Significance:  Apr 03, 2014
Identified By: NRC
Item Type: FIN Finding
Inadequate Design Control of SBO Loading Calculation
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
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Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response. 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process.
Inspection Report# : 2014007 (pdf)

Significance:  Mar 31, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064. 

The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)

Significance:  Dec 31, 2013
Identified By: Self-Revealing
Item Type: VIO Violation
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit. 

This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals 

Inspection Report# : 2013005 (pdf)
Inspection Report# : 2014003 (pdf)

Significance:  Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown. 

This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 

Inspection Report# : 2013005 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits. 

The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool. 

This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process. 

This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding. 

The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop. 

Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP. 

This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered. 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV NonCited Violation
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition. 

This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components. 

This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order. 

Inspection Report# : 2014004 (pdf)
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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
Significance: N/A Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure for Armed Responders to be Equipped with Contingency Weapons
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons. 

on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe. 

Inspection Report# : 2013005 (pdf)

Last modified : November 26, 2014
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Vermont Yankee
3Q/2014 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals. 

This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety. 

Inspection Report# : 2014004 (pdf)

Significance:  Apr 03, 2014
Identified By: NRC
Item Type: FIN Finding
Inadequate Design Control of SBO Loading Calculation
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 

3Q/2014 Inspection Findings - Vermont Yankee

Page 1 of 6



Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response. 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process.
Inspection Report# : 2014007 (pdf)

Significance:  Mar 31, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064. 

The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)

Significance:  Dec 31, 2013
Identified By: Self-Revealing
Item Type: VIO Violation
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit. 

This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals 

Inspection Report# : 2013005 (pdf)
Inspection Report# : 2014003 (pdf)

Significance:  Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown. 

This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 

Inspection Report# : 2013005 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits. 

The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool. 

This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process. 

This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding. 

The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop. 

Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP. 

This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered. 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV NonCited Violation
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition. 

This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components. 

This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order. 

Inspection Report# : 2014004 (pdf)
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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
Significance: N/A Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure for Armed Responders to be Equipped with Contingency Weapons
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons. 

on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe. 

Inspection Report# : 2013005 (pdf)

Last modified : November 26, 2014
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Vermont Yankee
3Q/2014 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals. 

This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety. 

Inspection Report# : 2014004 (pdf)

Significance:  Apr 03, 2014
Identified By: NRC
Item Type: FIN Finding
Inadequate Design Control of SBO Loading Calculation
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
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Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response. 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process.
Inspection Report# : 2014007 (pdf)

Significance:  Mar 31, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064. 

The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)

Significance:  Dec 31, 2013
Identified By: Self-Revealing
Item Type: VIO Violation
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit. 

This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals 

Inspection Report# : 2013005 (pdf)
Inspection Report# : 2014003 (pdf)

Significance:  Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown. 

This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 

Inspection Report# : 2013005 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits. 

The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool. 

This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process. 

This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding. 

The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop. 

Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP. 

This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered. 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV NonCited Violation
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition. 

This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components. 

This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order. 

Inspection Report# : 2014004 (pdf)
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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
Significance: N/A Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure for Armed Responders to be Equipped with Contingency Weapons
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons. 

on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe. 

Inspection Report# : 2013005 (pdf)

Last modified : November 26, 2014
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Vermont Yankee
3Q/2014 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals. 

This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety. 

Inspection Report# : 2014004 (pdf)

Significance:  Apr 03, 2014
Identified By: NRC
Item Type: FIN Finding
Inadequate Design Control of SBO Loading Calculation
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
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Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response. 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process.
Inspection Report# : 2014007 (pdf)

Significance:  Mar 31, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064. 

The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)

Significance:  Dec 31, 2013
Identified By: Self-Revealing
Item Type: VIO Violation
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit. 

This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals 

Inspection Report# : 2013005 (pdf)
Inspection Report# : 2014003 (pdf)

Significance:  Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown. 

This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 

Inspection Report# : 2013005 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits. 

The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool. 

This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process. 

This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding. 

The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop. 

Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP. 

This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered. 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV NonCited Violation
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition. 

This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components. 

This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order. 

Inspection Report# : 2014004 (pdf)
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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
Significance: N/A Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure for Armed Responders to be Equipped with Contingency Weapons
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons. 

on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe. 

Inspection Report# : 2013005 (pdf)

Last modified : November 26, 2014
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Vermont Yankee
3Q/2014 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals. 

This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety. 

Inspection Report# : 2014004 (pdf)

Significance:  Apr 03, 2014
Identified By: NRC
Item Type: FIN Finding
Inadequate Design Control of SBO Loading Calculation
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
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Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response. 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process.
Inspection Report# : 2014007 (pdf)

Significance:  Mar 31, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064. 

The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)

Significance:  Dec 31, 2013
Identified By: Self-Revealing
Item Type: VIO Violation
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit. 

This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals 

Inspection Report# : 2013005 (pdf)
Inspection Report# : 2014003 (pdf)

Significance:  Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown. 

This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 

Inspection Report# : 2013005 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits. 

The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool. 

This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process. 

This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding. 

The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop. 

Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP. 

This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered. 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV NonCited Violation
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition. 

This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components. 

This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order. 

Inspection Report# : 2014004 (pdf)
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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
Significance: N/A Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure for Armed Responders to be Equipped with Contingency Weapons
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons. 

on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe. 

Inspection Report# : 2013005 (pdf)

Last modified : November 26, 2014
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Vermont Yankee
3Q/2014 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failures to Promptly Identify Through-Wall Leakage from Service Water Piping to Emergency Diesel 
Generators
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly identify conditions adverse to quality related to the service water system. Specifically, 
observable through-wall leaks that were reasonably able to be identified existed in service water piping supplying the 
emergency diesel generators’ (EDGs’) cooling system for an extended period of time without being identified. In 
addition, the affected service water piping was not appropriately scheduled for treatment and replacement given 
known conditions favorable to microbiologically induced corrosion (MIC). Entergy’s corrective actions to restore 
compliance consisted of performing complete walkdowns of all accessible safety-related service water piping, 
performing ultrasonic inspections of the three leak locations and fifteen extent of condition locations, conducting 
structural analyses to determine structural integrity of the piping with the measured thinning, and performing daily 
leak rate monitoring and frequent periodic ultrasonic inspections of no more than 30 day intervals. 

This finding is more than minor because if left uncorrected it has the potential to lead to a more significant safety 
concern. Specifically, the through-wall leaks were unmonitored degraded conditions with reasonable doubt on the 
operability of the service water and alternate cooling systems before the results of ultrasonic inspections and new 
structural analyses were obtained. The inspectors determined the significance of the finding using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power.” The finding was determined to 
be of very low safety significance (Green) because the finding was a deficiency affecting the design and qualification 
of the service water and alternate cooling systems and the systems maintained their operability. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because Entergy did not ensure that the combination of piping replacements, chemical treatments, guidance and 
procedures for walkdowns, and camera coverage were adequate to support nuclear safety. 

Inspection Report# : 2014004 (pdf)

Significance:  Apr 03, 2014
Identified By: NRC
Item Type: FIN Finding
Inadequate Design Control of SBO Loading Calculation
The team identified a finding of very low safety significance (Green), in that Entergy did not ensure correct 
implementation of their design control process when establishing the capacity requirement for the new Station 
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Blackout (SBO) alternate alternating current (AAC) power source. Specifically, Entergy did not use the latest revision 
of the SBO load capacity analysis as a design input to the load capacity requirement when verifying the adequacy of 
the sizing of the new SBO diesel generator (DG). Entergy entered the issue into their corrective action system to 
evaluate the capability of the SBO DG to support the expected SBO loads and initiated actions to ensure the design 
analysis assumptions for loading are consistent with the established operational procedures for SBO response. 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the capability of systems that respond to initiating 
events to prevent undesirable consequences. In addition, inspectors reviewed IMC 0612, Appendix E, “Examples of 
Minor Issues,” and found that example 3.j was similar, in that, the team had reasonable doubt of the capability of the 
SBO DG to operate within its analyzed load rating. Specifically, the most limiting condition with residual heat 
removal service water (RHRSW) pumps in service had not been accounted for in the SBO DG load rating evaluation. 
In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, “Mitigating 
Systems Screening Questions,” Section A, “Mitigating SSCs and Functionality,” the team concluded that this finding 
was a design deficiency that did not result in the SBO DG losing its functionality. Specifically, the team evaluated 
decay heat level requirements and determined there was reasonable assurance the SBO DG load would have remained 
within its design rating. The team determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because the design control engineering change process procedure was not 
adequately followed, in that, the increased SBO load associated with a second RHRSW pump was not evaluated and 
resolved through the design review process.
Inspection Report# : 2014007 (pdf)

Significance:  Mar 31, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Monitor the Unavailability of the Fire Water to Service Water Crosstie
The inspectors identified an NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance 
at Nuclear Power Plants,” paragraph a(1), because Entergy did not evaluate the fire protection system for (a)(1) 
classification even though the unavailability performance criterion had been exceeded. Specifically, Entergy did not 
recognize that the fire water system to service water system crosstie function was risk-significant and that its 
unavailability (nine days in 2013 and 34 days in 2014) was required to be monitored. Entergy entered this issue into 
their corrective action program as condition report CR-VTY-2014-01064. 

The inspectors determined that the failure to recognize that the fire water system to service water system crosstie 
function was risk-significant, to monitor the crosstie function’s unavailability (nine days in 2013 and 34 days in 
2014), and to evaluate the fire protection system for 10 CFR 50.65 (a)(1) classification was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct, and should have been prevented. This finding is 
more than minor because it is associated with the configuration control attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective of ensuring the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, since Entergy personnel did not recognize that the risk-significant 
function was not being tracked against the unavailability performance criterion no actions were taken to address 
exceeding that criterion and no changes were made to the temporary pump design to reduce additional unavailability. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency did not represent an 
actual loss of function of a non-technical-specifications train of equipment designated as high safety-significant for 
greater than 24 hours. Specifically, the performance deficiency was not the underlying cause of the unavailability in 
2013 or 2014. This finding has a cross-cutting aspect in the area of Human Performance because Entergy did not 
challenge the unknown reason why no system was accruing maintenance rule unavailability while the station was in 
an elevated risk condition, i.e. “Yellow,” with the fire water pumps out of service 
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Inspection Report# : 2014002 (pdf)

Significance:  Dec 31, 2013
Identified By: Self-Revealing
Item Type: VIO Violation
Inadequate Corrective Actions to Restore Switchgear Room Flood Boundary
A self-revealing, cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
because Entergy did not promptly correct two separate conditions adverse to quality related to flood protection of the 
switchgear rooms. Specifically, within one conduit a mechanical screw-type flood seal that rotated in place was 
removed and not promptly replaced with a reliable foam seal and within a second conduit a mechanical screw-type 
flood seal was left installed and not promptly replaced with a reliable foam seal, allowing for two flooding pathways 
into the switchgear rooms. The inadequate seals were identified on March 23, 2013 following water intrusion into the 
switchgear room manholes, and the NRC documented a Green NCV in inspection report 05000271/2013003, 
ML13224A068; however, the intended corrective actions were not implemented. This violation is cited because 
Entergy failed to restore compliance within a reasonable period of time after the initial non-cited violation was 
identified. On November 7, 2013 Entergy restored compliance by installing a SYLGARD foam seal in both the MH-
S2 Spare-4 conduit and MH-S2 40805B conduit. 

This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability and reliability of systems that 
respond to external events to prevent undesirable consequences. Specifically, the failed flood barriers provided an 
external flooding pathway that could impact the reliability and availability of both electrical switchgear rooms during 
a design basis flood event. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 4 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued June 19, 2012, the 
inspectors determined that this finding was of very low safety significance (Green) because, in spite of the failed flood 
barriers, sufficient water removal capability was available to ensure there was no loss of electrical switchgear safety 
function. The switchgear would still have been able to perform its function because the water level would have been 
maintained below floor level using the additional sump pump capacity available on site. 

The inspectors determined that the finding has a cross-cutting aspect in the area of Human Performance, Resources 
component, because Entergy did not have complete, accurate and up-to-date design documentation, drawings and 
procedures for the switchgear room manhole conduit seals. Specifically, Entergy did not establish a flood seals 
program and program document, procedure, or drawing that tracked which conduits had mechanical screw-type flood 
seals and which had SYLGARD foam seals 

Inspection Report# : 2013005 (pdf)
Inspection Report# : 2014003 (pdf)

Significance:  Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Inadequate Risk Assessment for Isolating All Nitrogen Supply to the Containment Instrument Air System
The inspectors identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” paragraph (a)(4), for Entergy’s failure to conduct an adequate risk assessment prior to 
isolating the nitrogen supply to the containment instrument air system. Specifically, the inspectors identified that 
Entergy personnel had not correctly analyzed the impact to plant risk with the liquid nitrogen supply, containment air 
compressor, and safety relief valve (SRV) nitrogen bottle backup supply removed from service. Entergy’s corrective 
actions included establishing a contingency to restore nitrogen supply, protecting further equipment, initiating a 
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condition report, and revising the procedures for drywell entry to maintain the SRV nitrogen backup bottle supply in 
service until the reactor is shutdown. 

This finding is more than minor because it is associated with the configuration control attribute of the Mitigating 
Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors reviewed NRC IMC 
0612, Appendix E, “Examples of Minor Issues,” and found that example 7.e was similar to the issue. Specifically, the 
inspectors determined that the issue was more than minor because the overall elevated plant risk put the plant into a 
higher risk category established by Entergy. The inspectors determined the significance of the finding using IMC 
0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” The 
finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the nitrogen supply system was unavailable was less than 1E-6 
(approximately 1E-7). The inspectors determined that the finding had a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision-Making component, because Entergy failed to use a systematic process 
using available risk assessment guidance and did not obtain interdisciplinary input to make a risk-significant decision 

Inspection Report# : 2013005 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Submit Reactor Building Crane Digital Control System Modification for Approval
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) 50.59, “Changes, Tests and Experiments,” when Entergy 
made changes to the reactor building crane that resulted in more than a minimal increase in the likelihood of 
occurrence of a malfunction of a structure, system, or component (SSC) important to safety previously evaluated in 
the Updated Final Safety Analysis Report (UFSAR). Specifically, Entergy did not recognize that they had removed 
redundancy from the control system needed to qualify the crane as single-failure proof. Entergy entered this issue into 
their corrective action program as condition report (CR)-VTY-2014-03028 and completed modifications to the crane 
that restored the independence of the redundant upper travel limits. 

The inspectors determined that the finding was more than minor because the change would have required NRC review 
and approval in order to qualify the crane as single-failure proof. Additionally, this finding was associated with the 
design control attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (e.g. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the design change increased the likelihood of a heavy load drop, 
which could have impacted the fuel in the spent fuel pool. 

This issue impeded the ability of the NRC to perform its regulatory oversight function because the failure to follow 
the requirements in 10 CFR 50.59 resulted in Entergy not submitting the change to the NRC for approval. Therefore, 
the enforcement aspects of this finding were processed using the Traditional Enforcement process. 

This violation is associated with a finding that has been evaluated by the SDP and communicated with an SDP color 
reflective of the safety impact of the deficient licensee performance. The SDP, however, does not specifically consider 
the regulatory process impact. Thus, although related to a common regulatory concern, it is necessary to address the 
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violation and finding using different processes to correctly reflect both the regulatory importance of the violation and 
the safety significance of the associated finding. 

The inspectors evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings.” The 
inspectors determined that the finding affected the Barrier Integrity cornerstone and evaluated the finding using 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 3, “Barrier Integrity 
Screening Questions.” The inspectors determined the finding was of very low safety significance (Green) because the 
crane was not operated over the spent fuel pool, nor was there an actual load drop. 

Per Subsection d.2 of Section 6.1, “Reactor Operations,” of the NRC Enforcement Policy, this is a Severity Level IV 
violation, because it is a 10 CFR 50.59 violation that results in conditions evaluated as having very low safety 
significance by the SDP. 

This finding has a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because Entergy did 
not avoid complacency on the review of this design by recognizing and planning for the possibility of latent issues. 
The 50.59 screening was not reviewed to ensure it fully captured the final design from the vendor, and as a result, the 
vulnerability introduced by the digital controller was not considered. 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV NonCited Violation
Failure to Follow Procedure Results in Inoperable Containment Isolation Valve
The inspectors identified a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because Entergy staff did not implement the prescribed maintenance instructions during 
the refurbishment of the air-operated valve (AOV) actuator for a drywell floor drain containment isolation valve. 
Specifically, Entergy staff used a lubricant other than the type specified per the equipment manual, which was 
incompatible with the seals in the valve. Entergy’s immediate corrective actions included entering the issue into their 
corrective action program as CR-VTY-2013-05763, performing a rebuild of the valve, and troubleshooting the as-
found condition. 

This finding is more than minor because it is associated with the SSC and barrier performance attribute of the Barrier 
Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical design 
barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or events. Specifically, 
when tested, the valve exceeded the maximum allowable stroke time for closure and was declared inoperable. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because it was associated with the functionality of the 
reactor containment but did not represent an actual open pathway in the physical integrity of containment, 
containment isolation system, and heat removal components. 

This finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
personnel did not properly implement the requirements prescribed in the maintenance instructions. Specifically, 
during the refurbishment of the valve’s actuator, Entergy staff did not use the lubricant specified in the equipment 
manual referenced in the work order. 

Inspection Report# : 2014004 (pdf)
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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
Significance: N/A Dec 31, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure for Armed Responders to be Equipped with Contingency Weapons
SL IV NCV against the VY Security Plan which, in part, requires armed responders to be equipped with their 
contingency weapons. 

on April 10, 2013, an SO designated as a primary armed responder took deliberate actions that caused him to fail to be 
equipped with his required weapon. Specifically, the SO, while assigned to conduct Vital Area door checks (required 
by the VY Security Plan to ensure, at a prescribed frequency, that certain doors were locked), performed some of the 
door checks too early, which could have resulted in the next door check being performed outside of the required 
timeframe. 

Inspection Report# : 2013005 (pdf)

Last modified : November 26, 2014
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