
Three Mile Island 1 

Initiating Events 

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and draindown to a mid-loop 
condition. The procedure errors resulted in exceeding the reactor coolant system temperature limit and prolonging the time spent in the higher risk 
mid-loop condition. The same plant operating procedures were inadequate and did not establish steps to positively control the pressurizer 
cooldown rate at all times. Consequently, the pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems 
increased the risk for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The safety 
significance of this finding was very low (Green) because redundant safety measures were not affected and remained in place to prevent an 
inadvertent loss of reactor coolant system inventory control. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures be established, implemented, and maintained to control refueling operations. The control room operators' failure to follow operating 
procedure 1103-11, "Reactor Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor Coolant System Safety Relief 
Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system safety relief valve (SRV) for 
about 100 minutes. The safety significance of the operator delay was very low (Green) because the SRV seat leakage did not have an immediate 
affect on continued plant operation. The seat leakage also did not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, 
"Procedures," requires, among other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely implementation for this 
instance. The control room operators' untimely implementation of TMI emergency procedures 1202-29, "Pressurizer System Failure," constituted a 
violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed the auxiliary building 
temperature to fall below the design basis limit. The failure challenged the operability of the containment purge isolation valve and the boric acid 
heat trace system located in the auxiliary building. This problem also occurred in November 2000. The safety significance of AmerGen's failure to 
maintain auxiliary building temperatures above the design basis limit was very low (Green), because maintenance personnel restored the 
temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being adversely affected. 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall be established to assure that conditions adverse to quality are 
promptly identified and corrected. Contrary to this requirement, AmerGen failed to identify auxiliary building temperature below the design limit in 
December 2001 and also failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary building 
temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  
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Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat removal river water pump 
(DR-P-1B) following a modification that replaced the pump internals with an improved design. The errors resulted in establishing non-conservative 
acceptance criteria that would have allowed significant pump degradation to occur before requiring corrective actions to be taken. The safety 
significance of this finding was very low (Green) because DR-P-1B remained within the correct acceptable performance range and there was no 
undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-1B to be conducted in 
accordance with the American Society of Mechanical Engineers (ASME) Code. The IST engineers' failure to establish proper reference values and 
acceptance criteria for DR-P-1B following modification to improve pump performance was a violation of the technical specification requirement to 
conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 'B' decay heat closed cycle 
cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to DC-P-1B were known and recorded in an operator 
database, but were not evaluated in a timely manner against established acceptance criteria for excessive loss. The safety significance of this 
finding was very low (Green) because DC-P-1B was ultimately determined to remain operable with the increased oil leakage. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Action," requires, among other requirements, that measures shall be established to assure that conditions adverse to 
quality, such as deficiencies, are promptly identified and corrected. The operators' failure to identify a significant oil leak on DC-P-1B was a 
violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing (IST) vibration results on the 
'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased vibration was also obtained during a post-maintenance 
test. DH-P-1A was returned to service and declared operable without establishing or evaluating new IST reference vibration values. An AmerGen 
investigation later determined that an improperly installed bearing support assembly was the cause for the increased pump vibration. The safety 
significance of this finding was very low (Green) because the redundant decay heat removal pump, DH-P-1B, remained operable for the duration. 
One decay heat removal pump satisfied technical specification (TS) requirements for the pertinent plant conditions. TS 4.2.2 required, among other 
requirements, that IST of ASME Code Class 2 pumps, such as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and 
Pressure Vessel Code and applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance: TBD Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to eliminate rapid cycling of the 120Vac 
inverters between ac and dc sources during transient ac source conditions was inadequate and ineffective for some potential engineered 
safeguards actuation system initiation scenarios. The safety significance of the inverter unreliable condition was more than minor because five ac 
inverters that support vital instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of this finding is not yet finalized 
pending review of AmerGen's licensee event report to provide more details about the operability and availability of the emergency feedwater 
system while the plant was in hot shutdown conditions. AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure 
adequate corrective actions to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 29, 2001 
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Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Decay Heat Pump Reassembly 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions, or drawings. Contrary to this requirement, maintenance technicians improperly reassembled the A decay heat pump bearing stiffener 
after pump seal repairs using insufficient instructions. The pump was returned to service and the improperly assembled bearing stiffener impacted 
pump vibration. This issue was more than minor because long term operation of the risk-significant pump was jeopardized. AmerGen entered this 
problem in the corrective action process (CR 00081907). 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency feedwater (EFW) motor driven 
pump were properly installed following maintenance. In February 2001, system engineers found loosening of the cover bolts to be the root cause 
for an extended period of pump inoperability. Adequate corrective actions were not established to ensure the cover bolts were properly tightened 
following corrective maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," requires that for significant conditions adverse to quality corrective action shall be taken to preclude repetition. AmerGen's failure to assure 
the EFW motor driven pump outboard bearing cover housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety Valves." The procedure error 
resulted in the setpoints for two safety valves being left outside the tolerance prescribed by the test procedure. The safety significance of this 
finding was very low (Green), because AmerGen took immediate corrective action to retest the two valves. Technical specification 6.8, "Procedures 
and Programs," requires that written procedures shall be established, implemented and maintained covering surveillance and test activities of 
equipment that affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a violation of 
technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This error challenged main 
condenser vacuum and locked out automatic operation of the turbine bypass valves. The control room operators did not properly follow an alarm 
response procedure for low main condenser vacuum. The control room operators' procedure errors unnecessarily maintained the turbine bypass 
valves locked out for an additional six-and-a-half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine 
bypass valves was very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves were 
inoperable for less than the technical specification allowed outage time. The control room operators' failure to follow the low main condenser 
vacuum alarm response procedure as written was a violation of technical specification 6.8, "Procedures and Programs," which requires, among 
other requirements, that written procedures be implemented for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, 
Revision 2. Appendix "A" of Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
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Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated consistent with surveillance 
procedure requirements. The safety significance of the procedure error was very low (Green) because AmerGen reperformed the missed portion of 
the surveillance and verified proper operation of the valve. Technical specification 6.8, "Procedures and Programs," requires, among other 
requirements, that written procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of main feedwater. The 
operators' failure to perform the surveillance test as written consituted a violation of technical specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 11, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Intermediate Building Operation Above Design Basis Temperature 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires in part that measures be established to assure applicable design basis are 
correctly translated into specifications, drawings, procedures, and instructions. Contrary to this requirement, operators removed the intermediate 
building ventilation system from service for planned maintenance without assessing the impact of the loss of ventilation on building temperatures. 
The issue was more than minor because equipment important to safety was affected by elevated temperatures above design basis considerations. 
AmerGen engineers performed an analysis to determine the impact on the environmental qualification of critical components. AmerGen entered 
this problem in the corrective action process. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant procedures for cross 
connecting the safety related nuclear service river water system (NR) to the non-safety related secondary river water system (SR) in the event of a 
total loss of SR. The absence of the administrative controls represented a credible impact on safety in that the NR system pumps could have been 
operated in a runout condition and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the 
mitigating cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat loads. This issue 
was determined to be of very low safety significance using the SDP because there was no actual loss of safety function, the very low probability of 
operating the SR and NR system in a cross connected alignment, and the seismic qualifications of the non-safety related SR system. The failure to 
incorporate design basis assumptions into procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion 
III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay Heat River Water Pumps and 
Valves," for testing the decay heat (DH) river water pumps after they were replaced in late 1999. The inadequate surveillance acceptance criteria 
occurred by not correctly translating the design basis parameters of the replacement pumps. As a result, the testing did not assure the pumps 
would deliver the design basis required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of 
proper acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have unknowingly 
degraded below the real acceptable performance limit. Since there was no actual degradation of the DH river water system subsequent to the 
installation of the new pumps, this issue was determined to be of very low safety significance by the SDP. The failure to incorporate design 
assumptions into procedures for the DH river water pumps was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip Breaker Failure to Reclose 
Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to reclose following testing 
and to investigate the potential for a common mode failure that could have adversely affected the reactor protection system's capability to rapidly 
shut down the reactor. The safety signficance of the delay in initiating corrective actions to understand the failure mechanism of the faulty breaker 
was very low (Green) because subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor protection system to 
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service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other requirements, that conditions adverse to quality be 
promptly corrected. The system engineers' failure to promptly initiate corrective actions and have the faulty reactor trip breaker investigated 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning the Pump to Service 
Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following pump modification in August 
2000. The safety significance of the non-conservative reference values was very low (Green) because subsequent vibration measurements never 
exceeded a level requiring corrective action. Technical specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require 
inservice testing of the decay heat removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) 
Code. The ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall be determined 
prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' decay heat removal pump prior to returning 
the pump to service following a modification constituted a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' Traveling Screen and the 'A' Bar 
Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake in the intake 
screen house. The safety significance of the absent risk evaluation was very low (Green) because the 'C' traveling screen was never rendered 
inoperable before a risk evaluation was performed. The inspectors considered that the operators would have been able to restore both the 'C' 
traveling screen and 'A' bar rake to automatic operation in a relatively short time because only administrative tagouts prevented automatic 
operation. 10 CFR 50.65 (a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in risk that resulted from 
proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom sediment sample to the main 
control room and did not initiate a corrective action process (CAP) form for more than 24 hours. The timeliness for senior reactor operators 
evaluating the out-of-specification result was important because both emergency diesel generators were supplied by the single diesel fuel oil 
storage tank. The safety significance of the delayed report was very low (Green) because the emergency diesel generation operation was never 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, deviation, 
and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-specification fuel oil sediment result to the 
main control room supervisors and delay in submitting a CAP form constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective 
Action." 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions or drawings. Contrary to this requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' 
nuclear service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to a value less than 
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required by the vendor technical manual. This issue was more than minor because operability of the pump was affected. AmerGen entered this 
problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' emergency 
feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known by auxiliary operators to 
have existed for more than ten days before initiating corrective action to identify the cause. System engineers failed to investigate an unexplained 
step change in pump vibrations during the most recent pump inservice test. The increased vibrations were later determined to be directly related to 
the condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to quality constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was evaluated as low to moderate safety significance 
(White). The oil loss and increased pump vibrations resulted from loose bolts on the pump bearing housing. The condition that resulted in the 
loosening of the bolts during pump operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-
2A being inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to confirm this 
result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed cooling water system 
pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing was refilled to the proper level following the oil 
change. Additionally, the functionality and alignment of the bearing automatic oiler were not verified following corrective maintenance. AmerGen's 
failure to have adequate procedures to ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very low because 
operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance practices are continued, improper bearing 
lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, written 
procedures be established for operating the main steam system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main 
steam trap remained in continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room operators made a 
nonconservative operability determination for the fire door. AmerGen's failure to implement compensatory measures for the battery room fire door 
problem is a violation of TMI operating license condition 2.c.(4), Fire Protection. The safety significance of this problem was very low because fire 
propagation between the safe shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater (TDEFW) pump governor oiler 
would not become deficient in the same manner as the replaced oiler. System engineers also failed to identify in the corrective action program that 
oil drained from the governor oiler was reused in the system. These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action. The safety significance of this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW 
pump remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to reusing it to refill the 
oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The condition affected both station 
storage batteries. AmerGen's failure to establish controls to verify battery room temperatures is a violation of 10 CFR Appendix B, Criterion III, 
Design Control. The safety significance of this finding was very low. Subsequent analysis by Engineering showed both station storage batteries 
remained operable at the lower battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program per Technical 
Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear services closed cooling water 
system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The valves are required to be leak tight to ensure that the 
NSCCWS can perform its heat removal functions without excessive loss of inventory to the reactor building emergency cooling water system during 
accident conditions. The risk associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the valves had adequate leak 
tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a vent valve on the sodium 
hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary building sump, resulting in an unplanned entry into a 
Technical Specification (TS) limiting condition for operation. The issue had very low safety significance because operators took prompt action to 
isolate the open drain path, and the level in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a 
minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify the operability of a recently 
modified letdown system isolation valve closure circuit. The modified circuit performs a safety function and, as such, required periodic testing. 
Failure to establish an adequate testing program is a violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined 
that the safety significance of this issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling outages. AmerGen entered this 
into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  
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Barrier Integrity 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Reactor Coolant System Heatup 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, that 
operating from cold shutdown to hot standby be performed in accordance with written procedures. Contrary to this requirement, operators did not 
adhere to operating procedure 1102-1, "Plant Heatup to 525ºF" and did not reduce plant heatup rate after once through steam generator tube to 
shell differential temperature exceeded +50ºF. This issue was more than minor because plant operators exceeded a limit designed to protect the 
reactor coolant system boundary. AmerGen entered this problem in the corrective action process (CR# 00084683). 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling system (ECCS) leakage outside 
containment. Senior reactor operators further failed to take action to investigate recorded ECCS leakage readings above the technical specification 
limit. The failure to follow procedure requirements is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance 
of this finding was very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and resources. Further, the exercise 
observers and participants did not identify the command and control problems as an exercise weakness or an area requiring corrective action. This 
finding, although not a violation of NRC requirements, was evaluated by the significance determination process (SDP). TSC weaknesses during an 
Emergency Preparedness (EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk significant planning 
standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Significance: N/A Sep 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Repair and Maintain Respiratory Protective Equipment in Accordance with 10 CFR 20.1703 
10 CFR 20.1703 requires, in part, that the licensee implement and maintain a respiratory protection program that includes written procedures 
regarding maintenance and repair of respiratory protective equipment. On June 16, 2001, the licensee determined that it had failed to replace 
ruptured discs in accordance with specified guidance for repair and maintenance of self-contained breathing apparatus. The issue involving this 
matter was addressed by various corrective actions and entered into the corrective action process (CAP Nos. T2001-481, 0331, and 0606). This 
issue is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  
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Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting condition for operation 
represented a continued recurrence of very low safety significant human performance errors in Operations and indicates that corrective actions for 
resolving some prior human performance issues were not totally effective. 
Inspection Report# : 2000004(pdf)  

Last modified : April 01, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and draindown to a mid-loop 
condition. The procedure errors resulted in exceeding the reactor coolant system temperature limit and prolonging the time spent in the higher risk 
mid-loop condition. The same plant operating procedures were inadequate and did not establish steps to positively control the pressurizer 
cooldown rate at all times. Consequently, the pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems 
increased the risk for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The safety 
significance of this finding was very low (Green) because redundant safety measures were not affected and remained in place to prevent an 
inadvertent loss of reactor coolant system inventory control. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures be established, implemented, and maintained to control refueling operations. The control room operators' failure to follow operating 
procedure 1103-11, "Reactor Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor Coolant System Safety Relief 
Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system safety relief valve (SRV) for 
about 100 minutes. The safety significance of the operator delay was very low (Green) because the SRV seat leakage did not have an immediate 
affect on continued plant operation. The seat leakage also did not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, 
"Procedures," requires, among other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely implementation for this 
instance. The control room operators' untimely implementation of TMI emergency procedures 1202-29, "Pressurizer System Failure," constituted a 
violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed the auxiliary building 
temperature to fall below the design basis limit. The failure challenged the operability of the containment purge isolation valve and the boric acid 
heat trace system located in the auxiliary building. This problem also occurred in November 2000. The safety significance of AmerGen's failure to 
maintain auxiliary building temperatures above the design basis limit was very low (Green), because maintenance personnel restored the 
temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being adversely affected. 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall be established to assure that conditions adverse to quality are 
promptly identified and corrected. Contrary to this requirement, AmerGen failed to identify auxiliary building temperature below the design limit in 
December 2001 and also failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary building 
temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  
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Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat removal river water pump 
(DR-P-1B) following a modification that replaced the pump internals with an improved design. The errors resulted in establishing non-conservative 
acceptance criteria that would have allowed significant pump degradation to occur before requiring corrective actions to be taken. The safety 
significance of this finding was very low (Green) because DR-P-1B remained within the correct acceptable performance range and there was no 
undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-1B to be conducted in 
accordance with the American Society of Mechanical Engineers (ASME) Code. The IST engineers' failure to establish proper reference values and 
acceptance criteria for DR-P-1B following modification to improve pump performance was a violation of the technical specification requirement to 
conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 'B' decay heat closed cycle 
cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to DC-P-1B were known and recorded in an operator 
database, but were not evaluated in a timely manner against established acceptance criteria for excessive loss. The safety significance of this 
finding was very low (Green) because DC-P-1B was ultimately determined to remain operable with the increased oil leakage. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Action," requires, among other requirements, that measures shall be established to assure that conditions adverse to 
quality, such as deficiencies, are promptly identified and corrected. The operators' failure to identify a significant oil leak on DC-P-1B was a 
violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing (IST) vibration results on the 
'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased vibration was also obtained during a post-maintenance 
test. DH-P-1A was returned to service and declared operable without establishing or evaluating new IST reference vibration values. An AmerGen 
investigation later determined that an improperly installed bearing support assembly was the cause for the increased pump vibration. The safety 
significance of this finding was very low (Green) because the redundant decay heat removal pump, DH-P-1B, remained operable for the duration. 
One decay heat removal pump satisfied technical specification (TS) requirements for the pertinent plant conditions. TS 4.2.2 required, among other 
requirements, that IST of ASME Code Class 2 pumps, such as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and 
Pressure Vessel Code and applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance: TBD Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to eliminate rapid cycling of the 120Vac 
inverters between ac and dc sources during transient ac source conditions was inadequate and ineffective for some potential engineered 
safeguards actuation system initiation scenarios. The safety significance of the inverter unreliable condition was more than minor because five ac 
inverters that support vital instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of this finding is not yet finalized 
pending review of AmerGen's licensee event report to provide more details about the operability and availability of the emergency feedwater 
system while the plant was in hot shutdown conditions. AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure 
adequate corrective actions to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 29, 2001 
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Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Decay Heat Pump Reassembly 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions, or drawings. Contrary to this requirement, maintenance technicians improperly reassembled the A decay heat pump bearing stiffener 
after pump seal repairs using insufficient instructions. The pump was returned to service and the improperly assembled bearing stiffener impacted 
pump vibration. This issue was more than minor because long term operation of the risk-significant pump was jeopardized. AmerGen entered this 
problem in the corrective action process (CR 00081907). 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency feedwater (EFW) motor driven 
pump were properly installed following maintenance. In February 2001, system engineers found loosening of the cover bolts to be the root cause 
for an extended period of pump inoperability. Adequate corrective actions were not established to ensure the cover bolts were properly tightened 
following corrective maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," requires that for significant conditions adverse to quality corrective action shall be taken to preclude repetition. AmerGen's failure to assure 
the EFW motor driven pump outboard bearing cover housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety Valves." The procedure error 
resulted in the setpoints for two safety valves being left outside the tolerance prescribed by the test procedure. The safety significance of this 
finding was very low (Green), because AmerGen took immediate corrective action to retest the two valves. Technical specification 6.8, "Procedures 
and Programs," requires that written procedures shall be established, implemented and maintained covering surveillance and test activities of 
equipment that affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a violation of 
technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This error challenged main 
condenser vacuum and locked out automatic operation of the turbine bypass valves. The control room operators did not properly follow an alarm 
response procedure for low main condenser vacuum. The control room operators' procedure errors unnecessarily maintained the turbine bypass 
valves locked out for an additional six-and-a-half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine 
bypass valves was very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves were 
inoperable for less than the technical specification allowed outage time. The control room operators' failure to follow the low main condenser 
vacuum alarm response procedure as written was a violation of technical specification 6.8, "Procedures and Programs," which requires, among 
other requirements, that written procedures be implemented for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, 
Revision 2. Appendix "A" of Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
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Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated consistent with surveillance 
procedure requirements. The safety significance of the procedure error was very low (Green) because AmerGen reperformed the missed portion of 
the surveillance and verified proper operation of the valve. Technical specification 6.8, "Procedures and Programs," requires, among other 
requirements, that written procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of main feedwater. The 
operators' failure to perform the surveillance test as written consituted a violation of technical specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 11, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Intermediate Building Operation Above Design Basis Temperature 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires in part that measures be established to assure applicable design basis are 
correctly translated into specifications, drawings, procedures, and instructions. Contrary to this requirement, operators removed the intermediate 
building ventilation system from service for planned maintenance without assessing the impact of the loss of ventilation on building temperatures. 
The issue was more than minor because equipment important to safety was affected by elevated temperatures above design basis considerations. 
AmerGen engineers performed an analysis to determine the impact on the environmental qualification of critical components. AmerGen entered 
this problem in the corrective action process. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant procedures for cross 
connecting the safety related nuclear service river water system (NR) to the non-safety related secondary river water system (SR) in the event of a 
total loss of SR. The absence of the administrative controls represented a credible impact on safety in that the NR system pumps could have been 
operated in a runout condition and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the 
mitigating cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat loads. This issue 
was determined to be of very low safety significance using the SDP because there was no actual loss of safety function, the very low probability of 
operating the SR and NR system in a cross connected alignment, and the seismic qualifications of the non-safety related SR system. The failure to 
incorporate design basis assumptions into procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion 
III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay Heat River Water Pumps and 
Valves," for testing the decay heat (DH) river water pumps after they were replaced in late 1999. The inadequate surveillance acceptance criteria 
occurred by not correctly translating the design basis parameters of the replacement pumps. As a result, the testing did not assure the pumps 
would deliver the design basis required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of 
proper acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have unknowingly 
degraded below the real acceptable performance limit. Since there was no actual degradation of the DH river water system subsequent to the 
installation of the new pumps, this issue was determined to be of very low safety significance by the SDP. The failure to incorporate design 
assumptions into procedures for the DH river water pumps was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip Breaker Failure to Reclose 
Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to reclose following testing 
and to investigate the potential for a common mode failure that could have adversely affected the reactor protection system's capability to rapidly 
shut down the reactor. The safety signficance of the delay in initiating corrective actions to understand the failure mechanism of the faulty breaker 
was very low (Green) because subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor protection system to 
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service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other requirements, that conditions adverse to quality be 
promptly corrected. The system engineers' failure to promptly initiate corrective actions and have the faulty reactor trip breaker investigated 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning the Pump to Service 
Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following pump modification in August 
2000. The safety significance of the non-conservative reference values was very low (Green) because subsequent vibration measurements never 
exceeded a level requiring corrective action. Technical specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require 
inservice testing of the decay heat removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) 
Code. The ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall be determined 
prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' decay heat removal pump prior to returning 
the pump to service following a modification constituted a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' Traveling Screen and the 'A' Bar 
Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake in the intake 
screen house. The safety significance of the absent risk evaluation was very low (Green) because the 'C' traveling screen was never rendered 
inoperable before a risk evaluation was performed. The inspectors considered that the operators would have been able to restore both the 'C' 
traveling screen and 'A' bar rake to automatic operation in a relatively short time because only administrative tagouts prevented automatic 
operation. 10 CFR 50.65 (a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in risk that resulted from 
proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom sediment sample to the main 
control room and did not initiate a corrective action process (CAP) form for more than 24 hours. The timeliness for senior reactor operators 
evaluating the out-of-specification result was important because both emergency diesel generators were supplied by the single diesel fuel oil 
storage tank. The safety significance of the delayed report was very low (Green) because the emergency diesel generation operation was never 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, deviation, 
and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-specification fuel oil sediment result to the 
main control room supervisors and delay in submitting a CAP form constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective 
Action." 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions or drawings. Contrary to this requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' 
nuclear service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to a value less than 
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required by the vendor technical manual. This issue was more than minor because operability of the pump was affected. AmerGen entered this 
problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' emergency 
feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known by auxiliary operators to 
have existed for more than ten days before initiating corrective action to identify the cause. System engineers failed to investigate an unexplained 
step change in pump vibrations during the most recent pump inservice test. The increased vibrations were later determined to be directly related to 
the condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to quality constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was evaluated as low to moderate safety significance 
(White). The oil loss and increased pump vibrations resulted from loose bolts on the pump bearing housing. The condition that resulted in the 
loosening of the bolts during pump operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-
2A being inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to confirm this 
result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed cooling water system 
pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing was refilled to the proper level following the oil 
change. Additionally, the functionality and alignment of the bearing automatic oiler were not verified following corrective maintenance. AmerGen's 
failure to have adequate procedures to ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very low because 
operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance practices are continued, improper bearing 
lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, written 
procedures be established for operating the main steam system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main 
steam trap remained in continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room operators made a 
nonconservative operability determination for the fire door. AmerGen's failure to implement compensatory measures for the battery room fire door 
problem is a violation of TMI operating license condition 2.c.(4), Fire Protection. The safety significance of this problem was very low because fire 
propagation between the safe shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater (TDEFW) pump governor oiler 
would not become deficient in the same manner as the replaced oiler. System engineers also failed to identify in the corrective action program that 
oil drained from the governor oiler was reused in the system. These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action. The safety significance of this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW 
pump remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to reusing it to refill the 
oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The condition affected both station 
storage batteries. AmerGen's failure to establish controls to verify battery room temperatures is a violation of 10 CFR Appendix B, Criterion III, 
Design Control. The safety significance of this finding was very low. Subsequent analysis by Engineering showed both station storage batteries 
remained operable at the lower battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program per Technical 
Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear services closed cooling water 
system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The valves are required to be leak tight to ensure that the 
NSCCWS can perform its heat removal functions without excessive loss of inventory to the reactor building emergency cooling water system during 
accident conditions. The risk associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the valves had adequate leak 
tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a vent valve on the sodium 
hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary building sump, resulting in an unplanned entry into a 
Technical Specification (TS) limiting condition for operation. The issue had very low safety significance because operators took prompt action to 
isolate the open drain path, and the level in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a 
minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify the operability of a recently 
modified letdown system isolation valve closure circuit. The modified circuit performs a safety function and, as such, required periodic testing. 
Failure to establish an adequate testing program is a violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined 
that the safety significance of this issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling outages. AmerGen entered this 
into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  

Page 7 of 92Q/2000 Inspection Findings - Three Mile Island 1



Barrier Integrity 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Reactor Coolant System Heatup 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, that 
operating from cold shutdown to hot standby be performed in accordance with written procedures. Contrary to this requirement, operators did not 
adhere to operating procedure 1102-1, "Plant Heatup to 525ºF" and did not reduce plant heatup rate after once through steam generator tube to 
shell differential temperature exceeded +50ºF. This issue was more than minor because plant operators exceeded a limit designed to protect the 
reactor coolant system boundary. AmerGen entered this problem in the corrective action process (CR# 00084683). 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling system (ECCS) leakage outside 
containment. Senior reactor operators further failed to take action to investigate recorded ECCS leakage readings above the technical specification 
limit. The failure to follow procedure requirements is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance 
of this finding was very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and resources. Further, the exercise 
observers and participants did not identify the command and control problems as an exercise weakness or an area requiring corrective action. This 
finding, although not a violation of NRC requirements, was evaluated by the significance determination process (SDP). TSC weaknesses during an 
Emergency Preparedness (EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk significant planning 
standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Significance: N/A Sep 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Repair and Maintain Respiratory Protective Equipment in Accordance with 10 CFR 20.1703 
10 CFR 20.1703 requires, in part, that the licensee implement and maintain a respiratory protection program that includes written procedures 
regarding maintenance and repair of respiratory protective equipment. On June 16, 2001, the licensee determined that it had failed to replace 
ruptured discs in accordance with specified guidance for repair and maintenance of self-contained breathing apparatus. The issue involving this 
matter was addressed by various corrective actions and entered into the corrective action process (CAP Nos. T2001-481, 0331, and 0606). This 
issue is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  
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Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting condition for operation 
represented a continued recurrence of very low safety significant human performance errors in Operations and indicates that corrective actions for 
resolving some prior human performance issues were not totally effective. 
Inspection Report# : 2000004(pdf)  

Last modified : April 01, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and draindown to a mid-loop 
condition. The procedure errors resulted in exceeding the reactor coolant system temperature limit and prolonging the time spent in the higher risk 
mid-loop condition. The same plant operating procedures were inadequate and did not establish steps to positively control the pressurizer 
cooldown rate at all times. Consequently, the pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems 
increased the risk for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The safety 
significance of this finding was very low (Green) because redundant safety measures were not affected and remained in place to prevent an 
inadvertent loss of reactor coolant system inventory control. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures be established, implemented, and maintained to control refueling operations. The control room operators' failure to follow operating 
procedure 1103-11, "Reactor Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor Coolant System Safety Relief 
Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system safety relief valve (SRV) for 
about 100 minutes. The safety significance of the operator delay was very low (Green) because the SRV seat leakage did not have an immediate 
affect on continued plant operation. The seat leakage also did not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, 
"Procedures," requires, among other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely implementation for this 
instance. The control room operators' untimely implementation of TMI emergency procedures 1202-29, "Pressurizer System Failure," constituted a 
violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a vent valve on the sodium 
hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary building sump, resulting in an unplanned entry into a 
Technical Specification (TS) limiting condition for operation. The issue had very low safety significance because operators took prompt action to 
isolate the open drain path, and the level in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a 
minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
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A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify the operability of a recently 
modified letdown system isolation valve closure circuit. The modified circuit performs a safety function and, as such, required periodic testing. 
Failure to establish an adequate testing program is a violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined 
that the safety significance of this issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling outages. AmerGen entered this 
into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed the auxiliary building 
temperature to fall below the design basis limit. The failure challenged the operability of the containment purge isolation valve and the boric acid 
heat trace system located in the auxiliary building. This problem also occurred in November 2000. The safety significance of AmerGen's failure to 
maintain auxiliary building temperatures above the design basis limit was very low (Green), because maintenance personnel restored the 
temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being adversely affected. 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall be established to assure that conditions adverse to quality are 
promptly identified and corrected. Contrary to this requirement, AmerGen failed to identify auxiliary building temperature below the design limit in 
December 2001 and also failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary building 
temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat removal river water pump 
(DR-P-1B) following a modification that replaced the pump internals with an improved design. The errors resulted in establishing non-conservative 
acceptance criteria that would have allowed significant pump degradation to occur before requiring corrective actions to be taken. The safety 
significance of this finding was very low (Green) because DR-P-1B remained within the correct acceptable performance range and there was no 
undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-1B to be conducted in 
accordance with the American Society of Mechanical Engineers (ASME) Code. The IST engineers' failure to establish proper reference values and 
acceptance criteria for DR-P-1B following modification to improve pump performance was a violation of the technical specification requirement to 
conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 'B' decay heat closed cycle 
cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to DC-P-1B were known and recorded in an operator 
database, but were not evaluated in a timely manner against established acceptance criteria for excessive loss. The safety significance of this 
finding was very low (Green) because DC-P-1B was ultimately determined to remain operable with the increased oil leakage. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Action," requires, among other requirements, that measures shall be established to assure that conditions adverse to 
quality, such as deficiencies, are promptly identified and corrected. The operators' failure to identify a significant oil leak on DC-P-1B was a 
violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing (IST) vibration results on the 
'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased vibration was also obtained during a post-maintenance 
test. DH-P-1A was returned to service and declared operable without establishing or evaluating new IST reference vibration values. An AmerGen 
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investigation later determined that an improperly installed bearing support assembly was the cause for the increased pump vibration. The safety 
significance of this finding was very low (Green) because the redundant decay heat removal pump, DH-P-1B, remained operable for the duration. 
One decay heat removal pump satisfied technical specification (TS) requirements for the pertinent plant conditions. TS 4.2.2 required, among other 
requirements, that IST of ASME Code Class 2 pumps, such as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and 
Pressure Vessel Code and applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance: TBD Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to eliminate rapid cycling of the 120Vac 
inverters between ac and dc sources during transient ac source conditions was inadequate and ineffective for some potential engineered 
safeguards actuation system initiation scenarios. The safety significance of the inverter unreliable condition was more than minor because five ac 
inverters that support vital instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of this finding is not yet finalized 
pending review of AmerGen's licensee event report to provide more details about the operability and availability of the emergency feedwater 
system while the plant was in hot shutdown conditions. AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure 
adequate corrective actions to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Decay Heat Pump Reassembly 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions, or drawings. Contrary to this requirement, maintenance technicians improperly reassembled the A decay heat pump bearing stiffener 
after pump seal repairs using insufficient instructions. The pump was returned to service and the improperly assembled bearing stiffener impacted 
pump vibration. This issue was more than minor because long term operation of the risk-significant pump was jeopardized. AmerGen entered this 
problem in the corrective action process (CR 00081907). 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency feedwater (EFW) motor driven 
pump were properly installed following maintenance. In February 2001, system engineers found loosening of the cover bolts to be the root cause 
for an extended period of pump inoperability. Adequate corrective actions were not established to ensure the cover bolts were properly tightened 
following corrective maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," requires that for significant conditions adverse to quality corrective action shall be taken to preclude repetition. AmerGen's failure to assure 
the EFW motor driven pump outboard bearing cover housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety Valves." The procedure error 
resulted in the setpoints for two safety valves being left outside the tolerance prescribed by the test procedure. The safety significance of this 
finding was very low (Green), because AmerGen took immediate corrective action to retest the two valves. Technical specification 6.8, "Procedures 
and Programs," requires that written procedures shall be established, implemented and maintained covering surveillance and test activities of 
equipment that affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a violation of 
technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  
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Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This error challenged main 
condenser vacuum and locked out automatic operation of the turbine bypass valves. The control room operators did not properly follow an alarm 
response procedure for low main condenser vacuum. The control room operators' procedure errors unnecessarily maintained the turbine bypass 
valves locked out for an additional six-and-a-half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine 
bypass valves was very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves were 
inoperable for less than the technical specification allowed outage time. The control room operators' failure to follow the low main condenser 
vacuum alarm response procedure as written was a violation of technical specification 6.8, "Procedures and Programs," which requires, among 
other requirements, that written procedures be implemented for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, 
Revision 2. Appendix "A" of Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated consistent with surveillance 
procedure requirements. The safety significance of the procedure error was very low (Green) because AmerGen reperformed the missed portion of 
the surveillance and verified proper operation of the valve. Technical specification 6.8, "Procedures and Programs," requires, among other 
requirements, that written procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of main feedwater. The 
operators' failure to perform the surveillance test as written consituted a violation of technical specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 11, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Intermediate Building Operation Above Design Basis Temperature 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires in part that measures be established to assure applicable design basis are 
correctly translated into specifications, drawings, procedures, and instructions. Contrary to this requirement, operators removed the intermediate 
building ventilation system from service for planned maintenance without assessing the impact of the loss of ventilation on building temperatures. 
The issue was more than minor because equipment important to safety was affected by elevated temperatures above design basis considerations. 
AmerGen engineers performed an analysis to determine the impact on the environmental qualification of critical components. AmerGen entered 
this problem in the corrective action process. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant procedures for cross 
connecting the safety related nuclear service river water system (NR) to the non-safety related secondary river water system (SR) in the event of a 
total loss of SR. The absence of the administrative controls represented a credible impact on safety in that the NR system pumps could have been 
operated in a runout condition and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the 
mitigating cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat loads. This issue 
was determined to be of very low safety significance using the SDP because there was no actual loss of safety function, the very low probability of 
operating the SR and NR system in a cross connected alignment, and the seismic qualifications of the non-safety related SR system. The failure to 
incorporate design basis assumptions into procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion 
III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay Heat River Water Pumps and 
Valves," for testing the decay heat (DH) river water pumps after they were replaced in late 1999. The inadequate surveillance acceptance criteria 
occurred by not correctly translating the design basis parameters of the replacement pumps. As a result, the testing did not assure the pumps 
would deliver the design basis required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of 
proper acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have unknowingly 
degraded below the real acceptable performance limit. Since there was no actual degradation of the DH river water system subsequent to the 
installation of the new pumps, this issue was determined to be of very low safety significance by the SDP. The failure to incorporate design 
assumptions into procedures for the DH river water pumps was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip Breaker Failure to Reclose 
Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to reclose following testing 
and to investigate the potential for a common mode failure that could have adversely affected the reactor protection system's capability to rapidly 
shut down the reactor. The safety signficance of the delay in initiating corrective actions to understand the failure mechanism of the faulty breaker 
was very low (Green) because subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor protection system to 
service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other requirements, that conditions adverse to quality be 
promptly corrected. The system engineers' failure to promptly initiate corrective actions and have the faulty reactor trip breaker investigated 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning the Pump to Service 
Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following pump modification in August 
2000. The safety significance of the non-conservative reference values was very low (Green) because subsequent vibration measurements never 
exceeded a level requiring corrective action. Technical specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require 
inservice testing of the decay heat removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) 
Code. The ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall be determined 
prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' decay heat removal pump prior to returning 
the pump to service following a modification constituted a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' Traveling Screen and the 'A' Bar 
Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake in the intake 
screen house. The safety significance of the absent risk evaluation was very low (Green) because the 'C' traveling screen was never rendered 
inoperable before a risk evaluation was performed. The inspectors considered that the operators would have been able to restore both the 'C' 
traveling screen and 'A' bar rake to automatic operation in a relatively short time because only administrative tagouts prevented automatic 
operation. 10 CFR 50.65 (a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in risk that resulted from 
proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom sediment sample to the main 
control room and did not initiate a corrective action process (CAP) form for more than 24 hours. The timeliness for senior reactor operators 
evaluating the out-of-specification result was important because both emergency diesel generators were supplied by the single diesel fuel oil 
storage tank. The safety significance of the delayed report was very low (Green) because the emergency diesel generation operation was never 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, deviation, 
and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-specification fuel oil sediment result to the 
main control room supervisors and delay in submitting a CAP form constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective 
Action." 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions or drawings. Contrary to this requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' 
nuclear service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to a value less than 
required by the vendor technical manual. This issue was more than minor because operability of the pump was affected. AmerGen entered this 
problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' emergency 
feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known by auxiliary operators to 
have existed for more than ten days before initiating corrective action to identify the cause. System engineers failed to investigate an unexplained 
step change in pump vibrations during the most recent pump inservice test. The increased vibrations were later determined to be directly related to 
the condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to quality constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was evaluated as low to moderate safety significance 
(White). The oil loss and increased pump vibrations resulted from loose bolts on the pump bearing housing. The condition that resulted in the 
loosening of the bolts during pump operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-
2A being inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to confirm this 
result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed cooling water system 
pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing was refilled to the proper level following the oil 
change. Additionally, the functionality and alignment of the bearing automatic oiler were not verified following corrective maintenance. AmerGen's 
failure to have adequate procedures to ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very low because 
operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance practices are continued, improper bearing 
lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 

Page 6 of 93Q/2000 Inspection Findings - Three Mile Island 1



Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, written 
procedures be established for operating the main steam system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main 
steam trap remained in continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room operators made a 
nonconservative operability determination for the fire door. AmerGen's failure to implement compensatory measures for the battery room fire door 
problem is a violation of TMI operating license condition 2.c.(4), Fire Protection. The safety significance of this problem was very low because fire 
propagation between the safe shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater (TDEFW) pump governor oiler 
would not become deficient in the same manner as the replaced oiler. System engineers also failed to identify in the corrective action program that 
oil drained from the governor oiler was reused in the system. These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action. The safety significance of this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW 
pump remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to reusing it to refill the 
oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The condition affected both station 
storage batteries. AmerGen's failure to establish controls to verify battery room temperatures is a violation of 10 CFR Appendix B, Criterion III, 
Design Control. The safety significance of this finding was very low. Subsequent analysis by Engineering showed both station storage batteries 
remained operable at the lower battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program per Technical 
Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear services closed cooling water 
system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The valves are required to be leak tight to ensure that the 
NSCCWS can perform its heat removal functions without excessive loss of inventory to the reactor building emergency cooling water system during 
accident conditions. The risk associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the valves had adequate leak 
tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Barrier Integrity 
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Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Reactor Coolant System Heatup 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, that 
operating from cold shutdown to hot standby be performed in accordance with written procedures. Contrary to this requirement, operators did not 
adhere to operating procedure 1102-1, "Plant Heatup to 525ºF" and did not reduce plant heatup rate after once through steam generator tube to 
shell differential temperature exceeded +50ºF. This issue was more than minor because plant operators exceeded a limit designed to protect the 
reactor coolant system boundary. AmerGen entered this problem in the corrective action process (CR# 00084683). 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling system (ECCS) leakage outside 
containment. Senior reactor operators further failed to take action to investigate recorded ECCS leakage readings above the technical specification 
limit. The failure to follow procedure requirements is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance 
of this finding was very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and resources. Further, the exercise 
observers and participants did not identify the command and control problems as an exercise weakness or an area requiring corrective action. This 
finding, although not a violation of NRC requirements, was evaluated by the significance determination process (SDP). TSC weaknesses during an 
Emergency Preparedness (EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk significant planning 
standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Significance: N/A Sep 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Repair and Maintain Respiratory Protective Equipment in Accordance with 10 CFR 20.1703 
10 CFR 20.1703 requires, in part, that the licensee implement and maintain a respiratory protection program that includes written procedures 
regarding maintenance and repair of respiratory protective equipment. On June 16, 2001, the licensee determined that it had failed to replace 
ruptured discs in accordance with specified guidance for repair and maintenance of self-contained breathing apparatus. The issue involving this 
matter was addressed by various corrective actions and entered into the corrective action process (CAP Nos. T2001-481, 0331, and 0606). This 
issue is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Public Radiation Safety 
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Physical Protection 

Miscellaneous 

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting condition for operation 
represented a continued recurrence of very low safety significant human performance errors in Operations and indicates that corrective actions for 
resolving some prior human performance issues were not totally effective. 
Inspection Report# : 2000004(pdf)  

Last modified : March 29, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and draindown to a mid-loop 
condition. The procedure errors resulted in exceeding the reactor coolant system temperature limit and prolonging the time spent in the higher risk 
mid-loop condition. The same plant operating procedures were inadequate and did not establish steps to positively control the pressurizer 
cooldown rate at all times. Consequently, the pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems 
increased the risk for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The safety 
significance of this finding was very low (Green) because redundant safety measures were not affected and remained in place to prevent an 
inadvertent loss of reactor coolant system inventory control. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures be established, implemented, and maintained to control refueling operations. The control room operators' failure to follow operating 
procedure 1103-11, "Reactor Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor Coolant System Safety Relief 
Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system safety relief valve (SRV) for 
about 100 minutes. The safety significance of the operator delay was very low (Green) because the SRV seat leakage did not have an immediate 
affect on continued plant operation. The seat leakage also did not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, 
"Procedures," requires, among other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely implementation for this 
instance. The control room operators' untimely implementation of TMI emergency procedures 1202-29, "Pressurizer System Failure," constituted a 
violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room operators made a 
nonconservative operability determination for the fire door. AmerGen's failure to implement compensatory measures for the battery room fire door 
problem is a violation of TMI operating license condition 2.c.(4), Fire Protection. The safety significance of this problem was very low because fire 
propagation between the safe shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater (TDEFW) pump governor oiler 
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would not become deficient in the same manner as the replaced oiler. System engineers also failed to identify in the corrective action program that 
oil drained from the governor oiler was reused in the system. These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action. The safety significance of this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW 
pump remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to reusing it to refill the 
oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The condition affected both station 
storage batteries. AmerGen's failure to establish controls to verify battery room temperatures is a violation of 10 CFR Appendix B, Criterion III, 
Design Control. The safety significance of this finding was very low. Subsequent analysis by Engineering showed both station storage batteries 
remained operable at the lower battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program per Technical 
Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear services closed cooling water 
system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The valves are required to be leak tight to ensure that the 
NSCCWS can perform its heat removal functions without excessive loss of inventory to the reactor building emergency cooling water system during 
accident conditions. The risk associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the valves had adequate leak 
tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a vent valve on the sodium 
hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary building sump, resulting in an unplanned entry into a 
Technical Specification (TS) limiting condition for operation. The issue had very low safety significance because operators took prompt action to 
isolate the open drain path, and the level in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a 
minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify the operability of a recently 
modified letdown system isolation valve closure circuit. The modified circuit performs a safety function and, as such, required periodic testing. 
Failure to establish an adequate testing program is a violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined 
that the safety significance of this issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling outages. AmerGen entered this 
into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed the auxiliary building 
temperature to fall below the design basis limit. The failure challenged the operability of the containment purge isolation valve and the boric acid 
heat trace system located in the auxiliary building. This problem also occurred in November 2000. The safety significance of AmerGen's failure to 
maintain auxiliary building temperatures above the design basis limit was very low (Green), because maintenance personnel restored the 
temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being adversely affected. 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall be established to assure that conditions adverse to quality are 
promptly identified and corrected. Contrary to this requirement, AmerGen failed to identify auxiliary building temperature below the design limit in 
December 2001 and also failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary building 
temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat removal river water pump 
(DR-P-1B) following a modification that replaced the pump internals with an improved design. The errors resulted in establishing non-conservative 
acceptance criteria that would have allowed significant pump degradation to occur before requiring corrective actions to be taken. The safety 
significance of this finding was very low (Green) because DR-P-1B remained within the correct acceptable performance range and there was no 
undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-1B to be conducted in 
accordance with the American Society of Mechanical Engineers (ASME) Code. The IST engineers' failure to establish proper reference values and 
acceptance criteria for DR-P-1B following modification to improve pump performance was a violation of the technical specification requirement to 
conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 'B' decay heat closed cycle 
cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to DC-P-1B were known and recorded in an operator 
database, but were not evaluated in a timely manner against established acceptance criteria for excessive loss. The safety significance of this 
finding was very low (Green) because DC-P-1B was ultimately determined to remain operable with the increased oil leakage. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Action," requires, among other requirements, that measures shall be established to assure that conditions adverse to 
quality, such as deficiencies, are promptly identified and corrected. The operators' failure to identify a significant oil leak on DC-P-1B was a 
violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing (IST) vibration results on the 
'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased vibration was also obtained during a post-maintenance 
test. DH-P-1A was returned to service and declared operable without establishing or evaluating new IST reference vibration values. An AmerGen 
investigation later determined that an improperly installed bearing support assembly was the cause for the increased pump vibration. The safety 
significance of this finding was very low (Green) because the redundant decay heat removal pump, DH-P-1B, remained operable for the duration. 
One decay heat removal pump satisfied technical specification (TS) requirements for the pertinent plant conditions. TS 4.2.2 required, among other 
requirements, that IST of ASME Code Class 2 pumps, such as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and 
Pressure Vessel Code and applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance: TBD Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to eliminate rapid cycling of the 120Vac 
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inverters between ac and dc sources during transient ac source conditions was inadequate and ineffective for some potential engineered 
safeguards actuation system initiation scenarios. The safety significance of the inverter unreliable condition was more than minor because five ac 
inverters that support vital instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of this finding is not yet finalized 
pending review of AmerGen's licensee event report to provide more details about the operability and availability of the emergency feedwater 
system while the plant was in hot shutdown conditions. AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure 
adequate corrective actions to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Decay Heat Pump Reassembly 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions, or drawings. Contrary to this requirement, maintenance technicians improperly reassembled the A decay heat pump bearing stiffener 
after pump seal repairs using insufficient instructions. The pump was returned to service and the improperly assembled bearing stiffener impacted 
pump vibration. This issue was more than minor because long term operation of the risk-significant pump was jeopardized. AmerGen entered this 
problem in the corrective action process (CR 00081907). 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency feedwater (EFW) motor driven 
pump were properly installed following maintenance. In February 2001, system engineers found loosening of the cover bolts to be the root cause 
for an extended period of pump inoperability. Adequate corrective actions were not established to ensure the cover bolts were properly tightened 
following corrective maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," requires that for significant conditions adverse to quality corrective action shall be taken to preclude repetition. AmerGen's failure to assure 
the EFW motor driven pump outboard bearing cover housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety Valves." The procedure error 
resulted in the setpoints for two safety valves being left outside the tolerance prescribed by the test procedure. The safety significance of this 
finding was very low (Green), because AmerGen took immediate corrective action to retest the two valves. Technical specification 6.8, "Procedures 
and Programs," requires that written procedures shall be established, implemented and maintained covering surveillance and test activities of 
equipment that affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a violation of 
technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This error challenged main 
condenser vacuum and locked out automatic operation of the turbine bypass valves. The control room operators did not properly follow an alarm 
response procedure for low main condenser vacuum. The control room operators' procedure errors unnecessarily maintained the turbine bypass 
valves locked out for an additional six-and-a-half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine 
bypass valves was very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves were 
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inoperable for less than the technical specification allowed outage time. The control room operators' failure to follow the low main condenser 
vacuum alarm response procedure as written was a violation of technical specification 6.8, "Procedures and Programs," which requires, among 
other requirements, that written procedures be implemented for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, 
Revision 2. Appendix "A" of Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated consistent with surveillance 
procedure requirements. The safety significance of the procedure error was very low (Green) because AmerGen reperformed the missed portion of 
the surveillance and verified proper operation of the valve. Technical specification 6.8, "Procedures and Programs," requires, among other 
requirements, that written procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of main feedwater. The 
operators' failure to perform the surveillance test as written consituted a violation of technical specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 11, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Intermediate Building Operation Above Design Basis Temperature 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires in part that measures be established to assure applicable design basis are 
correctly translated into specifications, drawings, procedures, and instructions. Contrary to this requirement, operators removed the intermediate 
building ventilation system from service for planned maintenance without assessing the impact of the loss of ventilation on building temperatures. 
The issue was more than minor because equipment important to safety was affected by elevated temperatures above design basis considerations. 
AmerGen engineers performed an analysis to determine the impact on the environmental qualification of critical components. AmerGen entered 
this problem in the corrective action process. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant procedures for cross 
connecting the safety related nuclear service river water system (NR) to the non-safety related secondary river water system (SR) in the event of a 
total loss of SR. The absence of the administrative controls represented a credible impact on safety in that the NR system pumps could have been 
operated in a runout condition and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the 
mitigating cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat loads. This issue 
was determined to be of very low safety significance using the SDP because there was no actual loss of safety function, the very low probability of 
operating the SR and NR system in a cross connected alignment, and the seismic qualifications of the non-safety related SR system. The failure to 
incorporate design basis assumptions into procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion 
III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay Heat River Water Pumps and 
Valves," for testing the decay heat (DH) river water pumps after they were replaced in late 1999. The inadequate surveillance acceptance criteria 
occurred by not correctly translating the design basis parameters of the replacement pumps. As a result, the testing did not assure the pumps 
would deliver the design basis required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of 
proper acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have unknowingly 
degraded below the real acceptable performance limit. Since there was no actual degradation of the DH river water system subsequent to the 
installation of the new pumps, this issue was determined to be of very low safety significance by the SDP. The failure to incorporate design 
assumptions into procedures for the DH river water pumps was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  
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Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip Breaker Failure to Reclose 
Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to reclose following testing 
and to investigate the potential for a common mode failure that could have adversely affected the reactor protection system's capability to rapidly 
shut down the reactor. The safety signficance of the delay in initiating corrective actions to understand the failure mechanism of the faulty breaker 
was very low (Green) because subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor protection system to 
service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other requirements, that conditions adverse to quality be 
promptly corrected. The system engineers' failure to promptly initiate corrective actions and have the faulty reactor trip breaker investigated 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning the Pump to Service 
Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following pump modification in August 
2000. The safety significance of the non-conservative reference values was very low (Green) because subsequent vibration measurements never 
exceeded a level requiring corrective action. Technical specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require 
inservice testing of the decay heat removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) 
Code. The ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall be determined 
prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' decay heat removal pump prior to returning 
the pump to service following a modification constituted a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' Traveling Screen and the 'A' Bar 
Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake in the intake 
screen house. The safety significance of the absent risk evaluation was very low (Green) because the 'C' traveling screen was never rendered 
inoperable before a risk evaluation was performed. The inspectors considered that the operators would have been able to restore both the 'C' 
traveling screen and 'A' bar rake to automatic operation in a relatively short time because only administrative tagouts prevented automatic 
operation. 10 CFR 50.65 (a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in risk that resulted from 
proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom sediment sample to the main 
control room and did not initiate a corrective action process (CAP) form for more than 24 hours. The timeliness for senior reactor operators 
evaluating the out-of-specification result was important because both emergency diesel generators were supplied by the single diesel fuel oil 
storage tank. The safety significance of the delayed report was very low (Green) because the emergency diesel generation operation was never 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, deviation, 
and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-specification fuel oil sediment result to the 
main control room supervisors and delay in submitting a CAP form constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective 
Action." 
Inspection Report# : 2001003(pdf)  
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Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions or drawings. Contrary to this requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' 
nuclear service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to a value less than 
required by the vendor technical manual. This issue was more than minor because operability of the pump was affected. AmerGen entered this 
problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' emergency 
feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known by auxiliary operators to 
have existed for more than ten days before initiating corrective action to identify the cause. System engineers failed to investigate an unexplained 
step change in pump vibrations during the most recent pump inservice test. The increased vibrations were later determined to be directly related to 
the condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to quality constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was evaluated as low to moderate safety significance 
(White). The oil loss and increased pump vibrations resulted from loose bolts on the pump bearing housing. The condition that resulted in the 
loosening of the bolts during pump operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-
2A being inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to confirm this 
result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed cooling water system 
pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing was refilled to the proper level following the oil 
change. Additionally, the functionality and alignment of the bearing automatic oiler were not verified following corrective maintenance. AmerGen's 
failure to have adequate procedures to ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very low because 
operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance practices are continued, improper bearing 
lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, written 
procedures be established for operating the main steam system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main 
steam trap remained in continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Barrier Integrity 
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Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling system (ECCS) leakage outside 
containment. Senior reactor operators further failed to take action to investigate recorded ECCS leakage readings above the technical specification 
limit. The failure to follow procedure requirements is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance 
of this finding was very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Reactor Coolant System Heatup 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, that 
operating from cold shutdown to hot standby be performed in accordance with written procedures. Contrary to this requirement, operators did not 
adhere to operating procedure 1102-1, "Plant Heatup to 525ºF" and did not reduce plant heatup rate after once through steam generator tube to 
shell differential temperature exceeded +50ºF. This issue was more than minor because plant operators exceeded a limit designed to protect the 
reactor coolant system boundary. AmerGen entered this problem in the corrective action process (CR# 00084683). 
Inspection Report# : 2001008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and resources. Further, the exercise 
observers and participants did not identify the command and control problems as an exercise weakness or an area requiring corrective action. This 
finding, although not a violation of NRC requirements, was evaluated by the significance determination process (SDP). TSC weaknesses during an 
Emergency Preparedness (EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk significant planning 
standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Significance: N/A Sep 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Repair and Maintain Respiratory Protective Equipment in Accordance with 10 CFR 20.1703 
10 CFR 20.1703 requires, in part, that the licensee implement and maintain a respiratory protection program that includes written procedures 
regarding maintenance and repair of respiratory protective equipment. On June 16, 2001, the licensee determined that it had failed to replace 
ruptured discs in accordance with specified guidance for repair and maintenance of self-contained breathing apparatus. The issue involving this 
matter was addressed by various corrective actions and entered into the corrective action process (CAP Nos. T2001-481, 0331, and 0606). This 
issue is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Public Radiation Safety 
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Physical Protection 

Miscellaneous 

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting condition for operation 
represented a continued recurrence of very low safety significant human performance errors in Operations and indicates that corrective actions for 
resolving some prior human performance issues were not totally effective. 
Inspection Report# : 2000004(pdf)  

Last modified : March 28, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and draindown to a mid-loop 
condition. The procedure errors resulted in exceeding the reactor coolant system temperature limit and prolonging the time spent in the higher risk 
mid-loop condition. The same plant operating procedures were inadequate and did not establish steps to positively control the pressurizer 
cooldown rate at all times. Consequently, the pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems 
increased the risk for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The safety 
significance of this finding was very low (Green) because redundant safety measures were not affected and remained in place to prevent an 
inadvertent loss of reactor coolant system inventory control. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures be established, implemented, and maintained to control refueling operations. The control room operators' failure to follow operating 
procedure 1103-11, "Reactor Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor Coolant System Safety Relief 
Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system safety relief valve (SRV) for 
about 100 minutes. The safety significance of the operator delay was very low (Green) because the SRV seat leakage did not have an immediate 
affect on continued plant operation. The seat leakage also did not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, 
"Procedures," requires, among other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely implementation for this 
instance. The control room operators' untimely implementation of TMI emergency procedures 1202-29, "Pressurizer System Failure," constituted a 
violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed cooling water system 
pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing was refilled to the proper level following the oil 
change. Additionally, the functionality and alignment of the bearing automatic oiler were not verified following corrective maintenance. AmerGen's 
failure to have adequate procedures to ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very low because 
operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance practices are continued, improper bearing 
lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 

Page 1 of 91Q/2001 Inspection Findings - Three Mile Island 1



Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' emergency 
feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known by auxiliary operators to 
have existed for more than ten days before initiating corrective action to identify the cause. System engineers failed to investigate an unexplained 
step change in pump vibrations during the most recent pump inservice test. The increased vibrations were later determined to be directly related to 
the condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to quality constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was evaluated as low to moderate safety significance 
(White). The oil loss and increased pump vibrations resulted from loose bolts on the pump bearing housing. The condition that resulted in the 
loosening of the bolts during pump operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-
2A being inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to confirm this 
result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, written 
procedures be established for operating the main steam system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main 
steam trap remained in continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room operators made a 
nonconservative operability determination for the fire door. AmerGen's failure to implement compensatory measures for the battery room fire door 
problem is a violation of TMI operating license condition 2.c.(4), Fire Protection. The safety significance of this problem was very low because fire 
propagation between the safe shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater (TDEFW) pump governor oiler 
would not become deficient in the same manner as the replaced oiler. System engineers also failed to identify in the corrective action program that 
oil drained from the governor oiler was reused in the system. These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action. The safety significance of this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW 
pump remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to reusing it to refill the 
oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The condition affected both station 
storage batteries. AmerGen's failure to establish controls to verify battery room temperatures is a violation of 10 CFR Appendix B, Criterion III, 
Design Control. The safety significance of this finding was very low. Subsequent analysis by Engineering showed both station storage batteries 
remained operable at the lower battery room temperatures. 
Inspection Report# : 2000008(pdf)  
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Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program per Technical 
Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear services closed cooling water 
system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The valves are required to be leak tight to ensure that the 
NSCCWS can perform its heat removal functions without excessive loss of inventory to the reactor building emergency cooling water system during 
accident conditions. The risk associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the valves had adequate leak 
tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a vent valve on the sodium 
hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary building sump, resulting in an unplanned entry into a 
Technical Specification (TS) limiting condition for operation. The issue had very low safety significance because operators took prompt action to 
isolate the open drain path, and the level in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a 
minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify the operability of a recently 
modified letdown system isolation valve closure circuit. The modified circuit performs a safety function and, as such, required periodic testing. 
Failure to establish an adequate testing program is a violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined 
that the safety significance of this issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling outages. AmerGen entered this 
into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed the auxiliary building 
temperature to fall below the design basis limit. The failure challenged the operability of the containment purge isolation valve and the boric acid 
heat trace system located in the auxiliary building. This problem also occurred in November 2000. The safety significance of AmerGen's failure to 
maintain auxiliary building temperatures above the design basis limit was very low (Green), because maintenance personnel restored the 
temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being adversely affected. 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall be established to assure that conditions adverse to quality are 
promptly identified and corrected. Contrary to this requirement, AmerGen failed to identify auxiliary building temperature below the design limit in 
December 2001 and also failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary building 
temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
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AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat removal river water pump 
(DR-P-1B) following a modification that replaced the pump internals with an improved design. The errors resulted in establishing non-conservative 
acceptance criteria that would have allowed significant pump degradation to occur before requiring corrective actions to be taken. The safety 
significance of this finding was very low (Green) because DR-P-1B remained within the correct acceptable performance range and there was no 
undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-1B to be conducted in 
accordance with the American Society of Mechanical Engineers (ASME) Code. The IST engineers' failure to establish proper reference values and 
acceptance criteria for DR-P-1B following modification to improve pump performance was a violation of the technical specification requirement to 
conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 'B' decay heat closed cycle 
cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to DC-P-1B were known and recorded in an operator 
database, but were not evaluated in a timely manner against established acceptance criteria for excessive loss. The safety significance of this 
finding was very low (Green) because DC-P-1B was ultimately determined to remain operable with the increased oil leakage. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Action," requires, among other requirements, that measures shall be established to assure that conditions adverse to 
quality, such as deficiencies, are promptly identified and corrected. The operators' failure to identify a significant oil leak on DC-P-1B was a 
violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing (IST) vibration results on the 
'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased vibration was also obtained during a post-maintenance 
test. DH-P-1A was returned to service and declared operable without establishing or evaluating new IST reference vibration values. An AmerGen 
investigation later determined that an improperly installed bearing support assembly was the cause for the increased pump vibration. The safety 
significance of this finding was very low (Green) because the redundant decay heat removal pump, DH-P-1B, remained operable for the duration. 
One decay heat removal pump satisfied technical specification (TS) requirements for the pertinent plant conditions. TS 4.2.2 required, among other 
requirements, that IST of ASME Code Class 2 pumps, such as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and 
Pressure Vessel Code and applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance: TBD Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to eliminate rapid cycling of the 120Vac 
inverters between ac and dc sources during transient ac source conditions was inadequate and ineffective for some potential engineered 
safeguards actuation system initiation scenarios. The safety significance of the inverter unreliable condition was more than minor because five ac 
inverters that support vital instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of this finding is not yet finalized 
pending review of AmerGen's licensee event report to provide more details about the operability and availability of the emergency feedwater 
system while the plant was in hot shutdown conditions. AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure 
adequate corrective actions to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Decay Heat Pump Reassembly 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions, or drawings. Contrary to this requirement, maintenance technicians improperly reassembled the A decay heat pump bearing stiffener 
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after pump seal repairs using insufficient instructions. The pump was returned to service and the improperly assembled bearing stiffener impacted 
pump vibration. This issue was more than minor because long term operation of the risk-significant pump was jeopardized. AmerGen entered this 
problem in the corrective action process (CR 00081907). 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency feedwater (EFW) motor driven 
pump were properly installed following maintenance. In February 2001, system engineers found loosening of the cover bolts to be the root cause 
for an extended period of pump inoperability. Adequate corrective actions were not established to ensure the cover bolts were properly tightened 
following corrective maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," requires that for significant conditions adverse to quality corrective action shall be taken to preclude repetition. AmerGen's failure to assure 
the EFW motor driven pump outboard bearing cover housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety Valves." The procedure error 
resulted in the setpoints for two safety valves being left outside the tolerance prescribed by the test procedure. The safety significance of this 
finding was very low (Green), because AmerGen took immediate corrective action to retest the two valves. Technical specification 6.8, "Procedures 
and Programs," requires that written procedures shall be established, implemented and maintained covering surveillance and test activities of 
equipment that affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a violation of 
technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This error challenged main 
condenser vacuum and locked out automatic operation of the turbine bypass valves. The control room operators did not properly follow an alarm 
response procedure for low main condenser vacuum. The control room operators' procedure errors unnecessarily maintained the turbine bypass 
valves locked out for an additional six-and-a-half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine 
bypass valves was very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves were 
inoperable for less than the technical specification allowed outage time. The control room operators' failure to follow the low main condenser 
vacuum alarm response procedure as written was a violation of technical specification 6.8, "Procedures and Programs," which requires, among 
other requirements, that written procedures be implemented for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, 
Revision 2. Appendix "A" of Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated consistent with surveillance 
procedure requirements. The safety significance of the procedure error was very low (Green) because AmerGen reperformed the missed portion of 
the surveillance and verified proper operation of the valve. Technical specification 6.8, "Procedures and Programs," requires, among other 
requirements, that written procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of main feedwater. The 
operators' failure to perform the surveillance test as written consituted a violation of technical specification 6.8. 
Inspection Report# : 2001005(pdf)  
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Significance: N/A Aug 11, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Intermediate Building Operation Above Design Basis Temperature 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires in part that measures be established to assure applicable design basis are 
correctly translated into specifications, drawings, procedures, and instructions. Contrary to this requirement, operators removed the intermediate 
building ventilation system from service for planned maintenance without assessing the impact of the loss of ventilation on building temperatures. 
The issue was more than minor because equipment important to safety was affected by elevated temperatures above design basis considerations. 
AmerGen engineers performed an analysis to determine the impact on the environmental qualification of critical components. AmerGen entered 
this problem in the corrective action process. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant procedures for cross 
connecting the safety related nuclear service river water system (NR) to the non-safety related secondary river water system (SR) in the event of a 
total loss of SR. The absence of the administrative controls represented a credible impact on safety in that the NR system pumps could have been 
operated in a runout condition and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the 
mitigating cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat loads. This issue 
was determined to be of very low safety significance using the SDP because there was no actual loss of safety function, the very low probability of 
operating the SR and NR system in a cross connected alignment, and the seismic qualifications of the non-safety related SR system. The failure to 
incorporate design basis assumptions into procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion 
III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay Heat River Water Pumps and 
Valves," for testing the decay heat (DH) river water pumps after they were replaced in late 1999. The inadequate surveillance acceptance criteria 
occurred by not correctly translating the design basis parameters of the replacement pumps. As a result, the testing did not assure the pumps 
would deliver the design basis required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of 
proper acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have unknowingly 
degraded below the real acceptable performance limit. Since there was no actual degradation of the DH river water system subsequent to the 
installation of the new pumps, this issue was determined to be of very low safety significance by the SDP. The failure to incorporate design 
assumptions into procedures for the DH river water pumps was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip Breaker Failure to Reclose 
Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to reclose following testing 
and to investigate the potential for a common mode failure that could have adversely affected the reactor protection system's capability to rapidly 
shut down the reactor. The safety signficance of the delay in initiating corrective actions to understand the failure mechanism of the faulty breaker 
was very low (Green) because subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor protection system to 
service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other requirements, that conditions adverse to quality be 
promptly corrected. The system engineers' failure to promptly initiate corrective actions and have the faulty reactor trip breaker investigated 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  
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Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning the Pump to Service 
Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following pump modification in August 
2000. The safety significance of the non-conservative reference values was very low (Green) because subsequent vibration measurements never 
exceeded a level requiring corrective action. Technical specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require 
inservice testing of the decay heat removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) 
Code. The ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall be determined 
prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' decay heat removal pump prior to returning 
the pump to service following a modification constituted a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' Traveling Screen and the 'A' Bar 
Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake in the intake 
screen house. The safety significance of the absent risk evaluation was very low (Green) because the 'C' traveling screen was never rendered 
inoperable before a risk evaluation was performed. The inspectors considered that the operators would have been able to restore both the 'C' 
traveling screen and 'A' bar rake to automatic operation in a relatively short time because only administrative tagouts prevented automatic 
operation. 10 CFR 50.65 (a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in risk that resulted from 
proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom sediment sample to the main 
control room and did not initiate a corrective action process (CAP) form for more than 24 hours. The timeliness for senior reactor operators 
evaluating the out-of-specification result was important because both emergency diesel generators were supplied by the single diesel fuel oil 
storage tank. The safety significance of the delayed report was very low (Green) because the emergency diesel generation operation was never 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, deviation, 
and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-specification fuel oil sediment result to the 
main control room supervisors and delay in submitting a CAP form constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective 
Action." 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions or drawings. Contrary to this requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' 
nuclear service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to a value less than 
required by the vendor technical manual. This issue was more than minor because operability of the pump was affected. AmerGen entered this 
problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  
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Barrier Integrity 

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling system (ECCS) leakage outside 
containment. Senior reactor operators further failed to take action to investigate recorded ECCS leakage readings above the technical specification 
limit. The failure to follow procedure requirements is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance 
of this finding was very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Reactor Coolant System Heatup 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, that 
operating from cold shutdown to hot standby be performed in accordance with written procedures. Contrary to this requirement, operators did not 
adhere to operating procedure 1102-1, "Plant Heatup to 525ºF" and did not reduce plant heatup rate after once through steam generator tube to 
shell differential temperature exceeded +50ºF. This issue was more than minor because plant operators exceeded a limit designed to protect the 
reactor coolant system boundary. AmerGen entered this problem in the corrective action process (CR# 00084683). 
Inspection Report# : 2001008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and resources. Further, the exercise 
observers and participants did not identify the command and control problems as an exercise weakness or an area requiring corrective action. This 
finding, although not a violation of NRC requirements, was evaluated by the significance determination process (SDP). TSC weaknesses during an 
Emergency Preparedness (EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk significant planning 
standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Significance: N/A Sep 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Repair and Maintain Respiratory Protective Equipment in Accordance with 10 CFR 20.1703 
10 CFR 20.1703 requires, in part, that the licensee implement and maintain a respiratory protection program that includes written procedures 
regarding maintenance and repair of respiratory protective equipment. On June 16, 2001, the licensee determined that it had failed to replace 
ruptured discs in accordance with specified guidance for repair and maintenance of self-contained breathing apparatus. The issue involving this 
matter was addressed by various corrective actions and entered into the corrective action process (CAP Nos. T2001-481, 0331, and 0606). This 
issue is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  
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Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting condition for operation 
represented a continued recurrence of very low safety significant human performance errors in Operations and indicates that corrective actions for 
resolving some prior human performance issues were not totally effective. 
Inspection Report# : 2000004(pdf)  

Last modified : March 28, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor Coolant System Safety Relief 
Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system safety relief valve (SRV) for 
about 100 minutes. The safety significance of the operator delay was very low (Green) because the SRV seat leakage did not have an immediate 
affect on continued plant operation. The seat leakage also did not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, 
"Procedures," requires, among other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely implementation for this 
instance. The control room operators' untimely implementation of TMI emergency procedures 1202-29, "Pressurizer System Failure," constituted a 
violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and draindown to a mid-loop 
condition. The procedure errors resulted in exceeding the reactor coolant system temperature limit and prolonging the time spent in the higher risk 
mid-loop condition. The same plant operating procedures were inadequate and did not establish steps to positively control the pressurizer 
cooldown rate at all times. Consequently, the pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems 
increased the risk for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The safety 
significance of this finding was very low (Green) because redundant safety measures were not affected and remained in place to prevent an 
inadvertent loss of reactor coolant system inventory control. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures be established, implemented, and maintained to control refueling operations. The control room operators' failure to follow operating 
procedure 1103-11, "Reactor Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip Breaker Failure to Reclose 
Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to reclose following testing 
and to investigate the potential for a common mode failure that could have adversely affected the reactor protection system's capability to rapidly 
shut down the reactor. The safety signficance of the delay in initiating corrective actions to understand the failure mechanism of the faulty breaker 
was very low (Green) because subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor protection system to 
service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other requirements, that conditions adverse to quality be 
promptly corrected. The system engineers' failure to promptly initiate corrective actions and have the faulty reactor trip breaker investigated 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  
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Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning the Pump to Service 
Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following pump modification in August 
2000. The safety significance of the non-conservative reference values was very low (Green) because subsequent vibration measurements never 
exceeded a level requiring corrective action. Technical specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require 
inservice testing of the decay heat removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) 
Code. The ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall be determined 
prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' decay heat removal pump prior to returning 
the pump to service following a modification constituted a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' Traveling Screen and the 'A' Bar 
Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake in the intake 
screen house. The safety significance of the absent risk evaluation was very low (Green) because the 'C' traveling screen was never rendered 
inoperable before a risk evaluation was performed. The inspectors considered that the operators would have been able to restore both the 'C' 
traveling screen and 'A' bar rake to automatic operation in a relatively short time because only administrative tagouts prevented automatic 
operation. 10 CFR 50.65 (a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in risk that resulted from 
proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom sediment sample to the main 
control room and did not initiate a corrective action process (CAP) form for more than 24 hours. The timeliness for senior reactor operators 
evaluating the out-of-specification result was important because both emergency diesel generators were supplied by the single diesel fuel oil 
storage tank. The safety significance of the delayed report was very low (Green) because the emergency diesel generation operation was never 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, deviation, 
and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-specification fuel oil sediment result to the 
main control room supervisors and delay in submitting a CAP form constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective 
Action." 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions or drawings. Contrary to this requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' 
nuclear service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to a value less than 
required by the vendor technical manual. This issue was more than minor because operability of the pump was affected. AmerGen entered this 
problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  
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Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' emergency 
feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known by auxiliary operators to 
have existed for more than ten days before initiating corrective action to identify the cause. System engineers failed to investigate an unexplained 
step change in pump vibrations during the most recent pump inservice test. The increased vibrations were later determined to be directly related to 
the condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to quality constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was evaluated as low to moderate safety significance 
(White). The oil loss and increased pump vibrations resulted from loose bolts on the pump bearing housing. The condition that resulted in the 
loosening of the bolts during pump operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-
2A being inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to confirm this 
result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed cooling water system 
pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing was refilled to the proper level following the oil 
change. Additionally, the functionality and alignment of the bearing automatic oiler were not verified following corrective maintenance. AmerGen's 
failure to have adequate procedures to ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very low because 
operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance practices are continued, improper bearing 
lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, written 
procedures be established for operating the main steam system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main 
steam trap remained in continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room operators made a 
nonconservative operability determination for the fire door. AmerGen's failure to implement compensatory measures for the battery room fire door 
problem is a violation of TMI operating license condition 2.c.(4), Fire Protection. The safety significance of this problem was very low because fire 
propagation between the safe shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater (TDEFW) pump governor oiler 
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would not become deficient in the same manner as the replaced oiler. System engineers also failed to identify in the corrective action program that 
oil drained from the governor oiler was reused in the system. These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action. The safety significance of this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW 
pump remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to reusing it to refill the 
oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The condition affected both station 
storage batteries. AmerGen's failure to establish controls to verify battery room temperatures is a violation of 10 CFR Appendix B, Criterion III, 
Design Control. The safety significance of this finding was very low. Subsequent analysis by Engineering showed both station storage batteries 
remained operable at the lower battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program per Technical 
Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear services closed cooling water 
system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The valves are required to be leak tight to ensure that the 
NSCCWS can perform its heat removal functions without excessive loss of inventory to the reactor building emergency cooling water system during 
accident conditions. The risk associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the valves had adequate leak 
tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a vent valve on the sodium 
hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary building sump, resulting in an unplanned entry into a 
Technical Specification (TS) limiting condition for operation. The issue had very low safety significance because operators took prompt action to 
isolate the open drain path, and the level in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a 
minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify the operability of a recently 
modified letdown system isolation valve closure circuit. The modified circuit performs a safety function and, as such, required periodic testing. 
Failure to establish an adequate testing program is a violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined 
that the safety significance of this issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling outages. AmerGen entered this 
into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed the auxiliary building 
temperature to fall below the design basis limit. The failure challenged the operability of the containment purge isolation valve and the boric acid 
heat trace system located in the auxiliary building. This problem also occurred in November 2000. The safety significance of AmerGen's failure to 
maintain auxiliary building temperatures above the design basis limit was very low (Green), because maintenance personnel restored the 
temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being adversely affected. 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall be established to assure that conditions adverse to quality are 
promptly identified and corrected. Contrary to this requirement, AmerGen failed to identify auxiliary building temperature below the design limit in 
December 2001 and also failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary building 
temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat removal river water pump 
(DR-P-1B) following a modification that replaced the pump internals with an improved design. The errors resulted in establishing non-conservative 
acceptance criteria that would have allowed significant pump degradation to occur before requiring corrective actions to be taken. The safety 
significance of this finding was very low (Green) because DR-P-1B remained within the correct acceptable performance range and there was no 
undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-1B to be conducted in 
accordance with the American Society of Mechanical Engineers (ASME) Code. The IST engineers' failure to establish proper reference values and 
acceptance criteria for DR-P-1B following modification to improve pump performance was a violation of the technical specification requirement to 
conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 'B' decay heat closed cycle 
cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to DC-P-1B were known and recorded in an operator 
database, but were not evaluated in a timely manner against established acceptance criteria for excessive loss. The safety significance of this 
finding was very low (Green) because DC-P-1B was ultimately determined to remain operable with the increased oil leakage. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Action," requires, among other requirements, that measures shall be established to assure that conditions adverse to 
quality, such as deficiencies, are promptly identified and corrected. The operators' failure to identify a significant oil leak on DC-P-1B was a 
violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing (IST) vibration results on the 
'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased vibration was also obtained during a post-maintenance 
test. DH-P-1A was returned to service and declared operable without establishing or evaluating new IST reference vibration values. An AmerGen 
investigation later determined that an improperly installed bearing support assembly was the cause for the increased pump vibration. The safety 
significance of this finding was very low (Green) because the redundant decay heat removal pump, DH-P-1B, remained operable for the duration. 
One decay heat removal pump satisfied technical specification (TS) requirements for the pertinent plant conditions. TS 4.2.2 required, among other 
requirements, that IST of ASME Code Class 2 pumps, such as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and 
Pressure Vessel Code and applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance: TBD Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to eliminate rapid cycling of the 120Vac 
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inverters between ac and dc sources during transient ac source conditions was inadequate and ineffective for some potential engineered 
safeguards actuation system initiation scenarios. The safety significance of the inverter unreliable condition was more than minor because five ac 
inverters that support vital instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of this finding is not yet finalized 
pending review of AmerGen's licensee event report to provide more details about the operability and availability of the emergency feedwater 
system while the plant was in hot shutdown conditions. AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure 
adequate corrective actions to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Decay Heat Pump Reassembly 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions, or drawings. Contrary to this requirement, maintenance technicians improperly reassembled the A decay heat pump bearing stiffener 
after pump seal repairs using insufficient instructions. The pump was returned to service and the improperly assembled bearing stiffener impacted 
pump vibration. This issue was more than minor because long term operation of the risk-significant pump was jeopardized. AmerGen entered this 
problem in the corrective action process (CR 00081907). 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency feedwater (EFW) motor driven 
pump were properly installed following maintenance. In February 2001, system engineers found loosening of the cover bolts to be the root cause 
for an extended period of pump inoperability. Adequate corrective actions were not established to ensure the cover bolts were properly tightened 
following corrective maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," requires that for significant conditions adverse to quality corrective action shall be taken to preclude repetition. AmerGen's failure to assure 
the EFW motor driven pump outboard bearing cover housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety Valves." The procedure error 
resulted in the setpoints for two safety valves being left outside the tolerance prescribed by the test procedure. The safety significance of this 
finding was very low (Green), because AmerGen took immediate corrective action to retest the two valves. Technical specification 6.8, "Procedures 
and Programs," requires that written procedures shall be established, implemented and maintained covering surveillance and test activities of 
equipment that affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a violation of 
technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This error challenged main 
condenser vacuum and locked out automatic operation of the turbine bypass valves. The control room operators did not properly follow an alarm 
response procedure for low main condenser vacuum. The control room operators' procedure errors unnecessarily maintained the turbine bypass 
valves locked out for an additional six-and-a-half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine 
bypass valves was very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves were 
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inoperable for less than the technical specification allowed outage time. The control room operators' failure to follow the low main condenser 
vacuum alarm response procedure as written was a violation of technical specification 6.8, "Procedures and Programs," which requires, among 
other requirements, that written procedures be implemented for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, 
Revision 2. Appendix "A" of Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated consistent with surveillance 
procedure requirements. The safety significance of the procedure error was very low (Green) because AmerGen reperformed the missed portion of 
the surveillance and verified proper operation of the valve. Technical specification 6.8, "Procedures and Programs," requires, among other 
requirements, that written procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of main feedwater. The 
operators' failure to perform the surveillance test as written consituted a violation of technical specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 11, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Intermediate Building Operation Above Design Basis Temperature 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires in part that measures be established to assure applicable design basis are 
correctly translated into specifications, drawings, procedures, and instructions. Contrary to this requirement, operators removed the intermediate 
building ventilation system from service for planned maintenance without assessing the impact of the loss of ventilation on building temperatures. 
The issue was more than minor because equipment important to safety was affected by elevated temperatures above design basis considerations. 
AmerGen engineers performed an analysis to determine the impact on the environmental qualification of critical components. AmerGen entered 
this problem in the corrective action process. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant procedures for cross 
connecting the safety related nuclear service river water system (NR) to the non-safety related secondary river water system (SR) in the event of a 
total loss of SR. The absence of the administrative controls represented a credible impact on safety in that the NR system pumps could have been 
operated in a runout condition and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the 
mitigating cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat loads. This issue 
was determined to be of very low safety significance using the SDP because there was no actual loss of safety function, the very low probability of 
operating the SR and NR system in a cross connected alignment, and the seismic qualifications of the non-safety related SR system. The failure to 
incorporate design basis assumptions into procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion 
III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay Heat River Water Pumps and 
Valves," for testing the decay heat (DH) river water pumps after they were replaced in late 1999. The inadequate surveillance acceptance criteria 
occurred by not correctly translating the design basis parameters of the replacement pumps. As a result, the testing did not assure the pumps 
would deliver the design basis required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of 
proper acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have unknowingly 
degraded below the real acceptable performance limit. Since there was no actual degradation of the DH river water system subsequent to the 
installation of the new pumps, this issue was determined to be of very low safety significance by the SDP. The failure to incorporate design 
assumptions into procedures for the DH river water pumps was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  
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Barrier Integrity 

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling system (ECCS) leakage outside 
containment. Senior reactor operators further failed to take action to investigate recorded ECCS leakage readings above the technical specification 
limit. The failure to follow procedure requirements is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance 
of this finding was very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Reactor Coolant System Heatup 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, that 
operating from cold shutdown to hot standby be performed in accordance with written procedures. Contrary to this requirement, operators did not 
adhere to operating procedure 1102-1, "Plant Heatup to 525ºF" and did not reduce plant heatup rate after once through steam generator tube to 
shell differential temperature exceeded +50ºF. This issue was more than minor because plant operators exceeded a limit designed to protect the 
reactor coolant system boundary. AmerGen entered this problem in the corrective action process (CR# 00084683). 
Inspection Report# : 2001008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and resources. Further, the exercise 
observers and participants did not identify the command and control problems as an exercise weakness or an area requiring corrective action. This 
finding, although not a violation of NRC requirements, was evaluated by the significance determination process (SDP). TSC weaknesses during an 
Emergency Preparedness (EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk significant planning 
standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Significance: N/A Sep 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Repair and Maintain Respiratory Protective Equipment in Accordance with 10 CFR 20.1703 
10 CFR 20.1703 requires, in part, that the licensee implement and maintain a respiratory protection program that includes written procedures 
regarding maintenance and repair of respiratory protective equipment. On June 16, 2001, the licensee determined that it had failed to replace 
ruptured discs in accordance with specified guidance for repair and maintenance of self-contained breathing apparatus. The issue involving this 
matter was addressed by various corrective actions and entered into the corrective action process (CAP Nos. T2001-481, 0331, and 0606). This 
issue is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  
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Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting condition for operation 
represented a continued recurrence of very low safety significant human performance errors in Operations and indicates that corrective actions for 
resolving some prior human performance issues were not totally effective. 
Inspection Report# : 2000004(pdf)  

Last modified : March 27, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor Coolant System Safety Relief 
Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system safety relief valve (SRV) for 
about 100 minutes. The safety significance of the operator delay was very low (Green) because the SRV seat leakage did not have an immediate 
affect on continued plant operation. The seat leakage also did not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, 
"Procedures," requires, among other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely implementation for this 
instance. The control room operators' untimely implementation of TMI emergency procedures 1202-29, "Pressurizer System Failure," constituted a 
violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and draindown to a mid-loop 
condition. The procedure errors resulted in exceeding the reactor coolant system temperature limit and prolonging the time spent in the higher risk 
mid-loop condition. The same plant operating procedures were inadequate and did not establish steps to positively control the pressurizer 
cooldown rate at all times. Consequently, the pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems 
increased the risk for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The safety 
significance of this finding was very low (Green) because redundant safety measures were not affected and remained in place to prevent an 
inadvertent loss of reactor coolant system inventory control. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures be established, implemented, and maintained to control refueling operations. The control room operators' failure to follow operating 
procedure 1103-11, "Reactor Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Mitigating Systems 

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This error challenged main 
condenser vacuum and locked out automatic operation of the turbine bypass valves. The control room operators did not properly follow an alarm 
response procedure for low main condenser vacuum. The control room operators' procedure errors unnecessarily maintained the turbine bypass 
valves locked out for an additional six-and-a-half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine 
bypass valves was very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves were 
inoperable for less than the technical specification allowed outage time. The control room operators' failure to follow the low main condenser 
vacuum alarm response procedure as written was a violation of technical specification 6.8, "Procedures and Programs," which requires, among 
other requirements, that written procedures be implemented for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, 
Revision 2. Appendix "A" of Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  
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Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated consistent with surveillance 
procedure requirements. The safety significance of the procedure error was very low (Green) because AmerGen reperformed the missed portion of 
the surveillance and verified proper operation of the valve. Technical specification 6.8, "Procedures and Programs," requires, among other 
requirements, that written procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of main feedwater. The 
operators' failure to perform the surveillance test as written consituted a violation of technical specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 11, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Intermediate Building Operation Above Design Basis Temperature 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires in part that measures be established to assure applicable design basis are 
correctly translated into specifications, drawings, procedures, and instructions. Contrary to this requirement, operators removed the intermediate 
building ventilation system from service for planned maintenance without assessing the impact of the loss of ventilation on building temperatures. 
The issue was more than minor because equipment important to safety was affected by elevated temperatures above design basis considerations. 
AmerGen engineers performed an analysis to determine the impact on the environmental qualification of critical components. AmerGen entered 
this problem in the corrective action process. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant procedures for cross 
connecting the safety related nuclear service river water system (NR) to the non-safety related secondary river water system (SR) in the event of a 
total loss of SR. The absence of the administrative controls represented a credible impact on safety in that the NR system pumps could have been 
operated in a runout condition and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the 
mitigating cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat loads. This issue 
was determined to be of very low safety significance using the SDP because there was no actual loss of safety function, the very low probability of 
operating the SR and NR system in a cross connected alignment, and the seismic qualifications of the non-safety related SR system. The failure to 
incorporate design basis assumptions into procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion 
III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay Heat River Water Pumps and 
Valves," for testing the decay heat (DH) river water pumps after they were replaced in late 1999. The inadequate surveillance acceptance criteria 
occurred by not correctly translating the design basis parameters of the replacement pumps. As a result, the testing did not assure the pumps 
would deliver the design basis required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of 
proper acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have unknowingly 
degraded below the real acceptable performance limit. Since there was no actual degradation of the DH river water system subsequent to the 
installation of the new pumps, this issue was determined to be of very low safety significance by the SDP. The failure to incorporate design 
assumptions into procedures for the DH river water pumps was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip Breaker Failure to Reclose 
Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to reclose following testing 
and to investigate the potential for a common mode failure that could have adversely affected the reactor protection system's capability to rapidly 
shut down the reactor. The safety signficance of the delay in initiating corrective actions to understand the failure mechanism of the faulty breaker 
was very low (Green) because subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor protection system to 
service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other requirements, that conditions adverse to quality be 
promptly corrected. The system engineers' failure to promptly initiate corrective actions and have the faulty reactor trip breaker investigated 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning the Pump to Service 
Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following pump modification in August 
2000. The safety significance of the non-conservative reference values was very low (Green) because subsequent vibration measurements never 
exceeded a level requiring corrective action. Technical specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require 
inservice testing of the decay heat removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) 
Code. The ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall be determined 
prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' decay heat removal pump prior to returning 
the pump to service following a modification constituted a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' Traveling Screen and the 'A' Bar 
Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake in the intake 
screen house. The safety significance of the absent risk evaluation was very low (Green) because the 'C' traveling screen was never rendered 
inoperable before a risk evaluation was performed. The inspectors considered that the operators would have been able to restore both the 'C' 
traveling screen and 'A' bar rake to automatic operation in a relatively short time because only administrative tagouts prevented automatic 
operation. 10 CFR 50.65 (a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in risk that resulted from 
proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom sediment sample to the main 
control room and did not initiate a corrective action process (CAP) form for more than 24 hours. The timeliness for senior reactor operators 
evaluating the out-of-specification result was important because both emergency diesel generators were supplied by the single diesel fuel oil 
storage tank. The safety significance of the delayed report was very low (Green) because the emergency diesel generation operation was never 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, deviation, 
and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-specification fuel oil sediment result to the 
main control room supervisors and delay in submitting a CAP form constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective 
Action." 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions or drawings. Contrary to this requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' 
nuclear service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to a value less than 
required by the vendor technical manual. This issue was more than minor because operability of the pump was affected. AmerGen entered this 
problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' emergency 
feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known by auxiliary operators to 
have existed for more than ten days before initiating corrective action to identify the cause. System engineers failed to investigate an unexplained 
step change in pump vibrations during the most recent pump inservice test. The increased vibrations were later determined to be directly related to 
the condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to quality constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was evaluated as low to moderate safety significance 
(White). The oil loss and increased pump vibrations resulted from loose bolts on the pump bearing housing. The condition that resulted in the 
loosening of the bolts during pump operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-
2A being inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to confirm this 
result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed cooling water system 
pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing was refilled to the proper level following the oil 
change. Additionally, the functionality and alignment of the bearing automatic oiler were not verified following corrective maintenance. AmerGen's 
failure to have adequate procedures to ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very low because 
operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance practices are continued, improper bearing 
lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, written 
procedures be established for operating the main steam system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main 
steam trap remained in continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room operators made a 
nonconservative operability determination for the fire door. AmerGen's failure to implement compensatory measures for the battery room fire door 
problem is a violation of TMI operating license condition 2.c.(4), Fire Protection. The safety significance of this problem was very low because fire 
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propagation between the safe shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater (TDEFW) pump governor oiler 
would not become deficient in the same manner as the replaced oiler. System engineers also failed to identify in the corrective action program that 
oil drained from the governor oiler was reused in the system. These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action. The safety significance of this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW 
pump remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to reusing it to refill the 
oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The condition affected both station 
storage batteries. AmerGen's failure to establish controls to verify battery room temperatures is a violation of 10 CFR Appendix B, Criterion III, 
Design Control. The safety significance of this finding was very low. Subsequent analysis by Engineering showed both station storage batteries 
remained operable at the lower battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program per Technical 
Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear services closed cooling water 
system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The valves are required to be leak tight to ensure that the 
NSCCWS can perform its heat removal functions without excessive loss of inventory to the reactor building emergency cooling water system during 
accident conditions. The risk associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the valves had adequate leak 
tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed the auxiliary building 
temperature to fall below the design basis limit. The failure challenged the operability of the containment purge isolation valve and the boric acid 
heat trace system located in the auxiliary building. This problem also occurred in November 2000. The safety significance of AmerGen's failure to 
maintain auxiliary building temperatures above the design basis limit was very low (Green), because maintenance personnel restored the 
temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being adversely affected. 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall be established to assure that conditions adverse to quality are 
promptly identified and corrected. Contrary to this requirement, AmerGen failed to identify auxiliary building temperature below the design limit in 
December 2001 and also failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary building 
temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 

Page 5 of 93Q/2001 Inspection Findings - Three Mile Island 1



Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat removal river water pump 
(DR-P-1B) following a modification that replaced the pump internals with an improved design. The errors resulted in establishing non-conservative 
acceptance criteria that would have allowed significant pump degradation to occur before requiring corrective actions to be taken. The safety 
significance of this finding was very low (Green) because DR-P-1B remained within the correct acceptable performance range and there was no 
undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-1B to be conducted in 
accordance with the American Society of Mechanical Engineers (ASME) Code. The IST engineers' failure to establish proper reference values and 
acceptance criteria for DR-P-1B following modification to improve pump performance was a violation of the technical specification requirement to 
conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 'B' decay heat closed cycle 
cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to DC-P-1B were known and recorded in an operator 
database, but were not evaluated in a timely manner against established acceptance criteria for excessive loss. The safety significance of this 
finding was very low (Green) because DC-P-1B was ultimately determined to remain operable with the increased oil leakage. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Action," requires, among other requirements, that measures shall be established to assure that conditions adverse to 
quality, such as deficiencies, are promptly identified and corrected. The operators' failure to identify a significant oil leak on DC-P-1B was a 
violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DRAFT - Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing (IST) vibration results on the 
'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased vibration was also obtained during a post-maintenance 
test. DH-P-1A was returned to service and declared operable without establishing or evaluating new IST reference vibration values. An AmerGen 
investigation later determined that an improperly installed bearing support assembly was the cause for the increased pump vibration. The safety 
significance of this finding was very low (Green) because the redundant decay heat removal pump, DH-P-1B, remained operable for the duration. 
One decay heat removal pump satisfied technical specification (TS) requirements for the pertinent plant conditions. TS 4.2.2 required, among other 
requirements, that IST of ASME Code Class 2 pumps, such as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and 
Pressure Vessel Code and applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance: TBD Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to eliminate rapid cycling of the 120Vac 
inverters between ac and dc sources during transient ac source conditions was inadequate and ineffective for some potential engineered 
safeguards actuation system initiation scenarios. The safety significance of the inverter unreliable condition was more than minor because five ac 
inverters that support vital instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of this finding is not yet finalized 
pending review of AmerGen's licensee event report to provide more details about the operability and availability of the emergency feedwater 
system while the plant was in hot shutdown conditions. AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure 
adequate corrective actions to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Decay Heat Pump Reassembly 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
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maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions, or drawings. Contrary to this requirement, maintenance technicians improperly reassembled the A decay heat pump bearing stiffener 
after pump seal repairs using insufficient instructions. The pump was returned to service and the improperly assembled bearing stiffener impacted 
pump vibration. This issue was more than minor because long term operation of the risk-significant pump was jeopardized. AmerGen entered this 
problem in the corrective action process (CR 00081907). 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency feedwater (EFW) motor driven 
pump were properly installed following maintenance. In February 2001, system engineers found loosening of the cover bolts to be the root cause 
for an extended period of pump inoperability. Adequate corrective actions were not established to ensure the cover bolts were properly tightened 
following corrective maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," requires that for significant conditions adverse to quality corrective action shall be taken to preclude repetition. AmerGen's failure to assure 
the EFW motor driven pump outboard bearing cover housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety Valves." The procedure error 
resulted in the setpoints for two safety valves being left outside the tolerance prescribed by the test procedure. The safety significance of this 
finding was very low (Green), because AmerGen took immediate corrective action to retest the two valves. Technical specification 6.8, "Procedures 
and Programs," requires that written procedures shall be established, implemented and maintained covering surveillance and test activities of 
equipment that affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a violation of 
technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a vent valve on the sodium 
hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary building sump, resulting in an unplanned entry into a 
Technical Specification (TS) limiting condition for operation. The issue had very low safety significance because operators took prompt action to 
isolate the open drain path, and the level in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a 
minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify the operability of a recently 
modified letdown system isolation valve closure circuit. The modified circuit performs a safety function and, as such, required periodic testing. 
Failure to establish an adequate testing program is a violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined 
that the safety significance of this issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling outages. AmerGen entered this 
into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  
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Barrier Integrity 

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling system (ECCS) leakage outside 
containment. Senior reactor operators further failed to take action to investigate recorded ECCS leakage readings above the technical specification 
limit. The failure to follow procedure requirements is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance 
of this finding was very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Reactor Coolant System Heatup 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, that 
operating from cold shutdown to hot standby be performed in accordance with written procedures. Contrary to this requirement, operators did not 
adhere to operating procedure 1102-1, "Plant Heatup to 525ºF" and did not reduce plant heatup rate after once through steam generator tube to 
shell differential temperature exceeded +50ºF. This issue was more than minor because plant operators exceeded a limit designed to protect the 
reactor coolant system boundary. AmerGen entered this problem in the corrective action process (CR# 00084683). 
Inspection Report# : 2001008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and resources. Further, the exercise 
observers and participants did not identify the command and control problems as an exercise weakness or an area requiring corrective action. This 
finding, although not a violation of NRC requirements, was evaluated by the significance determination process (SDP). TSC weaknesses during an 
Emergency Preparedness (EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk significant planning 
standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Significance: N/A Sep 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Repair and Maintain Respiratory Protective Equipment in Accordance with 10 CFR 20.1703 
10 CFR 20.1703 requires, in part, that the licensee implement and maintain a respiratory protection program that includes written procedures 
regarding maintenance and repair of respiratory protective equipment. On June 16, 2001, the licensee determined that it had failed to replace 
ruptured discs in accordance with specified guidance for repair and maintenance of self-contained breathing apparatus. The issue involving this 
matter was addressed by various corrective actions and entered into the corrective action process (CAP Nos. T2001-481, 0331, and 0606). This 
issue is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  
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Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting condition for operation 
represented a continued recurrence of very low safety significant human performance errors in Operations and indicates that corrective actions for 
resolving some prior human performance issues were not totally effective. 
Inspection Report# : 2000004(pdf)  

Last modified : March 26, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and draindown to a mid-loop 
condition. The procedure errors resulted in exceeding the reactor coolant system temperature limit and prolonging the time spent in the higher risk 
mid-loop condition. The same plant operating procedures were inadequate and did not establish steps to positively control the pressurizer 
cooldown rate at all times. Consequently, the pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems 
increased the risk for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The safety 
significance of this finding was very low (Green) because redundant safety measures were not affected and remained in place to prevent an 
inadvertent loss of reactor coolant system inventory control. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures be established, implemented, and maintained to control refueling operations. The control room operators' failure to follow operating 
procedure 1103-11, "Reactor Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor Coolant System Safety Relief 
Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system safety relief valve (SRV) for 
about 100 minutes. The safety significance of the operator delay was very low (Green) because the SRV seat leakage did not have an immediate 
affect on continued plant operation. The seat leakage also did not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, 
"Procedures," requires, among other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely implementation for this 
instance. The control room operators' untimely implementation of TMI emergency procedures 1202-29, "Pressurizer System Failure," constituted a 
violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance: TBD Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to eliminate rapid cycling of the 120Vac 
inverters between ac and dc sources during transient ac source conditions was inadequate and ineffective for some potential engineered 
safeguards actuation system initiation scenarios. The safety significance of the inverter unreliable condition was more than minor because five ac 
inverters that support vital instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of this finding is not yet finalized 
pending review of AmerGen's licensee event report to provide more details about the operability and availability of the emergency feedwater 
system while the plant was in hot shutdown conditions. AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure 
adequate corrective actions to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Decay Heat Pump Reassembly 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions, or drawings. Contrary to this requirement, maintenance technicians improperly reassembled the A decay heat pump bearing stiffener 
after pump seal repairs using insufficient instructions. The pump was returned to service and the improperly assembled bearing stiffener impacted 
pump vibration. This issue was more than minor because long term operation of the risk-significant pump was jeopardized. AmerGen entered this 
problem in the corrective action process (CR 00081907). 
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Inspection Report# : 2001008(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency feedwater (EFW) motor driven 
pump were properly installed following maintenance. In February 2001, system engineers found loosening of the cover bolts to be the root cause 
for an extended period of pump inoperability. Adequate corrective actions were not established to ensure the cover bolts were properly tightened 
following corrective maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," requires that for significant conditions adverse to quality corrective action shall be taken to preclude repetition. AmerGen's failure to assure 
the EFW motor driven pump outboard bearing cover housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety Valves." The procedure error 
resulted in the setpoints for two safety valves being left outside the tolerance prescribed by the test procedure. The safety significance of this 
finding was very low (Green), because AmerGen took immediate corrective action to retest the two valves. Technical specification 6.8, "Procedures 
and Programs," requires that written procedures shall be established, implemented and maintained covering surveillance and test activities of 
equipment that affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a violation of 
technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This error challenged main 
condenser vacuum and locked out automatic operation of the turbine bypass valves. The control room operators did not properly follow an alarm 
response procedure for low main condenser vacuum. The control room operators' procedure errors unnecessarily maintained the turbine bypass 
valves locked out for an additional six-and-a-half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine 
bypass valves was very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves were 
inoperable for less than the technical specification allowed outage time. The control room operators' failure to follow the low main condenser 
vacuum alarm response procedure as written was a violation of technical specification 6.8, "Procedures and Programs," which requires, among 
other requirements, that written procedures be implemented for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, 
Revision 2. Appendix "A" of Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated consistent with surveillance 
procedure requirements. The safety significance of the procedure error was very low (Green) because AmerGen reperformed the missed portion of 
the surveillance and verified proper operation of the valve. Technical specification 6.8, "Procedures and Programs," requires, among other 
requirements, that written procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of main feedwater. The 
operators' failure to perform the surveillance test as written consituted a violation of technical specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 11, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Intermediate Building Operation Above Design Basis Temperature 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires in part that measures be established to assure applicable design basis are 
correctly translated into specifications, drawings, procedures, and instructions. Contrary to this requirement, operators removed the intermediate 
building ventilation system from service for planned maintenance without assessing the impact of the loss of ventilation on building temperatures. 
The issue was more than minor because equipment important to safety was affected by elevated temperatures above design basis considerations. 
AmerGen engineers performed an analysis to determine the impact on the environmental qualification of critical components. AmerGen entered 
this problem in the corrective action process. 
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Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant procedures for cross 
connecting the safety related nuclear service river water system (NR) to the non-safety related secondary river water system (SR) in the event of a 
total loss of SR. The absence of the administrative controls represented a credible impact on safety in that the NR system pumps could have been 
operated in a runout condition and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the 
mitigating cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat loads. This issue 
was determined to be of very low safety significance using the SDP because there was no actual loss of safety function, the very low probability of 
operating the SR and NR system in a cross connected alignment, and the seismic qualifications of the non-safety related SR system. The failure to 
incorporate design basis assumptions into procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion 
III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay Heat River Water Pumps and 
Valves," for testing the decay heat (DH) river water pumps after they were replaced in late 1999. The inadequate surveillance acceptance criteria 
occurred by not correctly translating the design basis parameters of the replacement pumps. As a result, the testing did not assure the pumps 
would deliver the design basis required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of 
proper acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have unknowingly 
degraded below the real acceptable performance limit. Since there was no actual degradation of the DH river water system subsequent to the 
installation of the new pumps, this issue was determined to be of very low safety significance by the SDP. The failure to incorporate design 
assumptions into procedures for the DH river water pumps was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip Breaker Failure to Reclose 
Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to reclose following testing 
and to investigate the potential for a common mode failure that could have adversely affected the reactor protection system's capability to rapidly 
shut down the reactor. The safety signficance of the delay in initiating corrective actions to understand the failure mechanism of the faulty breaker 
was very low (Green) because subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor protection system to 
service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other requirements, that conditions adverse to quality be 
promptly corrected. The system engineers' failure to promptly initiate corrective actions and have the faulty reactor trip breaker investigated 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning the Pump to Service 
Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following pump modification in August 
2000. The safety significance of the non-conservative reference values was very low (Green) because subsequent vibration measurements never 
exceeded a level requiring corrective action. Technical specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require 
inservice testing of the decay heat removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) 
Code. The ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall be determined 
prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' decay heat removal pump prior to returning 
the pump to service following a modification constituted a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  
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Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' Traveling Screen and the 'A' Bar 
Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake in the intake 
screen house. The safety significance of the absent risk evaluation was very low (Green) because the 'C' traveling screen was never rendered 
inoperable before a risk evaluation was performed. The inspectors considered that the operators would have been able to restore both the 'C' 
traveling screen and 'A' bar rake to automatic operation in a relatively short time because only administrative tagouts prevented automatic 
operation. 10 CFR 50.65 (a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in risk that resulted from 
proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom sediment sample to the main 
control room and did not initiate a corrective action process (CAP) form for more than 24 hours. The timeliness for senior reactor operators 
evaluating the out-of-specification result was important because both emergency diesel generators were supplied by the single diesel fuel oil 
storage tank. The safety significance of the delayed report was very low (Green) because the emergency diesel generation operation was never 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, deviation, 
and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-specification fuel oil sediment result to the 
main control room supervisors and delay in submitting a CAP form constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective 
Action." 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, 
maintenance that can affect the performance of safety-related equipment be performed in accordance with written procedures, documented 
instructions or drawings. Contrary to this requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' 
nuclear service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to a value less than 
required by the vendor technical manual. This issue was more than minor because operability of the pump was affected. AmerGen entered this 
problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' emergency 
feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known by auxiliary operators to 
have existed for more than ten days before initiating corrective action to identify the cause. System engineers failed to investigate an unexplained 
step change in pump vibrations during the most recent pump inservice test. The increased vibrations were later determined to be directly related to 
the condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to quality constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was evaluated as low to moderate safety significance 
(White). The oil loss and increased pump vibrations resulted from loose bolts on the pump bearing housing. The condition that resulted in the 
loosening of the bolts during pump operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-
2A being inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to confirm this 
result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed cooling water system 
pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing was refilled to the proper level following the oil 
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change. Additionally, the functionality and alignment of the bearing automatic oiler were not verified following corrective maintenance. AmerGen's 
failure to have adequate procedures to ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a 
violation of 10 CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very low because 
operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance practices are continued, improper bearing 
lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, written 
procedures be established for operating the main steam system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main 
steam trap remained in continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room operators made a 
nonconservative operability determination for the fire door. AmerGen's failure to implement compensatory measures for the battery room fire door 
problem is a violation of TMI operating license condition 2.c.(4), Fire Protection. The safety significance of this problem was very low because fire 
propagation between the safe shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater (TDEFW) pump governor oiler 
would not become deficient in the same manner as the replaced oiler. System engineers also failed to identify in the corrective action program that 
oil drained from the governor oiler was reused in the system. These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective 
Action. The safety significance of this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW 
pump remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to reusing it to refill the 
oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The condition affected both station 
storage batteries. AmerGen's failure to establish controls to verify battery room temperatures is a violation of 10 CFR Appendix B, Criterion III, 
Design Control. The safety significance of this finding was very low. Subsequent analysis by Engineering showed both station storage batteries 
remained operable at the lower battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program per Technical 
Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear services closed cooling water 
system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The valves are required to be leak tight to ensure that the 
NSCCWS can perform its heat removal functions without excessive loss of inventory to the reactor building emergency cooling water system during 
accident conditions. The risk associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the valves had adequate leak 
tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  
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Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a vent valve on the sodium 
hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary building sump, resulting in an unplanned entry into a 
Technical Specification (TS) limiting condition for operation. The issue had very low safety significance because operators took prompt action to 
isolate the open drain path, and the level in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a 
minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify the operability of a recently 
modified letdown system isolation valve closure circuit. The modified circuit performs a safety function and, as such, required periodic testing. 
Failure to establish an adequate testing program is a violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined 
that the safety significance of this issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling outages. AmerGen entered this 
into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Reactor Coolant System Heatup 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in accordance 
with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, among other items, that 
operating from cold shutdown to hot standby be performed in accordance with written procedures. Contrary to this requirement, operators did not 
adhere to operating procedure 1102-1, "Plant Heatup to 525ºF" and did not reduce plant heatup rate after once through steam generator tube to 
shell differential temperature exceeded +50ºF. This issue was more than minor because plant operators exceeded a limit designed to protect the 
reactor coolant system boundary. AmerGen entered this problem in the corrective action process (CR# 00084683). 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling system (ECCS) leakage outside 
containment. Senior reactor operators further failed to take action to investigate recorded ECCS leakage readings above the technical specification 
limit. The failure to follow procedure requirements is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance 
of this finding was very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and resources. Further, the exercise 
observers and participants did not identify the command and control problems as an exercise weakness or an area requiring corrective action. This 
finding, although not a violation of NRC requirements, was evaluated by the significance determination process (SDP). TSC weaknesses during an 
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Emergency Preparedness (EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk significant planning 
standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Significance: N/A Sep 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Repair and Maintain Respiratory Protective Equipment in Accordance with 10 CFR 20.1703 
10 CFR 20.1703 requires, in part, that the licensee implement and maintain a respiratory protection program that includes written procedures 
regarding maintenance and repair of respiratory protective equipment. On June 16, 2001, the licensee determined that it had failed to replace 
ruptured discs in accordance with specified guidance for repair and maintenance of self-contained breathing apparatus. The issue involving this 
matter was addressed by various corrective actions and entered into the corrective action process (CAP Nos. T2001-481, 0331, and 0606). This 
issue is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting condition for operation 
represented a continued recurrence of very low safety significant human performance errors in Operations and indicates that corrective actions for 
resolving some prior human performance issues were not totally effective. 
Inspection Report# : 2000004(pdf)  

Last modified : March 01, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and draindown to a 
mid-loop condition. The procedure errors resulted in exceeding the reactor coolant system temperature limit and prolonging the time 
spent in the higher risk mid-loop condition. The same plant operating procedures were inadequate and did not establish steps to 
positively control the pressurizer cooldown rate at all times. Consequently, the pressurizer cooldown rate technical specification limit 
was nearly exceeded. The procedure problems increased the risk for a loss of reactor coolant system inventory control while the 
plant was drained down in the mid-loop condition. The safety significance of this finding was very low (Green) because redundant 
safety measures were not affected and remained in place to prevent an inadvertent loss of reactor coolant system inventory control. 
Technical specification 6.8, "Procedures and Programs," requires that written procedures be established, implemented, and 
maintained to control refueling operations. The control room operators' failure to follow operating procedure 1103-11, "Reactor 
Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor Coolant System 
Safety Relief Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system safety relief valve 
(SRV) for about 100 minutes. The safety significance of the operator delay was very low (Green) because the SRV seat leakage did 
not have an immediate affect on continued plant operation. The seat leakage also did not alter the opening characterstics of the 
SRV. 10 CFR 50, Appendix B, Criterion V, "Procedures," requires, among other requirements, that activities affecting quality shall be 
accomplished in accordance with procedures. TMI emergency procedure 1202-29, "Pressurizer System Failure," listed two existing 
symptoms that required a more timely implementation for this instance. The control room operators' untimely implementation of TMI 
emergency procedures 1202-29, "Pressurizer System Failure," constituted a violation of 10 CFR 50, Appendix B, Criterion V, 
"Procedures." 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Failure to initiate prompt actions to identify an inoperable SSC 
Operators failed to initiate prompt actions to identify an ioperable intake structure bar rake and to evaluate the affect on plant risk 
from this emergent equipment issue. The intake structure is a support system for several safety-related river water cooling systems. 
The error resulted in AmerGen not taking appropriate risk management actions in response to the failed rake. The safety 
significance of AmerGen's failure to promptly initiate actions to investigate the inoperable 'C' bar rake was very low (Green), because 
the 'C' traveling screen, and the bar rakes and traveling screens in the 'A' and 'B' intake channels remained operable. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
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AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed the auxiliary 
building temperature to fall below the design basis limit. The failure challenged the operability of the containment purge isolation 
valve and the boric acid heat trace system located in the auxiliary building. This problem also occurred in November 2000. The 
safety significance of AmerGen's failure to maintain auxiliary building temperatures above the design basis limit was very low 
(Green), because maintenance personnel restored the temperature above the 60 F limit prior to the operability of risk significant 
structures, systems, or components being adversely affected. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," requires, in 
part, that measures shall be established to assure that conditions adverse to quality are promptly identified and corrected. Contrary 
to this requirement, AmerGen failed to identify auxiliary building temperature below the design limit in December 2001 and also 
failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary building temperatures 
remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat removal river 
water pump (DR-P-1B) following a modification that replaced the pump internals with an improved design. The errors resulted in 
establishing non-conservative acceptance criteria that would have allowed significant pump degradation to occur before requiring 
corrective actions to be taken. The safety significance of this finding was very low (Green) because DR-P-1B remained within the 
correct acceptable performance range and there was no undetected, negative trend in pump performance. TMI technical 
specification 4.2.2 requires inservice testing of DR-P-1B to be conducted in accordance with the American Society of Mechanical 
Engineers (ASME) Code. The IST engineers' failure to establish proper reference values and acceptance criteria for DR-P-1B 
following modification to improve pump performance was a violation of the technical specification requirement to conduct inservice 
testing in accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance: N/A Feb 01, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Summary Paragraph from the Supplemental Inspection for a White EFW Inspection Finding 
The inspectors concluded that, in general, AmerGen's root cause evaluation in response to the inoperable emergency feedwater 
pump was of sufficient detail to identify broad causes and appropriate corrective actions. Notwithstanding, the inspectors determined 
that implementation of some emergency feedwater pump corrective actions was not successful for two later risk significant 
equipment degraded conditions. Those implementation problems involved the 'B' decay heat closed cycle cooling water pump (DC-
P-1B) and the 'A' decay heat removal pump (DH-P-1A). The DH-P-1A problems lingered because the inservice test program was not 
effectively used. The DC-P-1B excessive oil leak condition was not evaluated in a timely manner because the oil monitoring and 
trending program data was not being adequately reviewed by operation's shift management. Due to AmerGen's acceptable 
performaance in evaluating the root causes and establishing adequate corrective actions for the inoperable emergency feedwater 
pump, the white inspection finding associated with this issue will only be considered in assessing plant performance for a total of 
four quarters in accordance with the guidance in IMC 0305, "Operating Reactor Assessment Program." The inspectors reviewed 
implementation of the associated corrective actions and as stated, identified two finding of very low safety significance (Green). 
Inspection Report# : 2001014(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 'B' decay heat 
closed cycle cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to DC-P-1B were known and 
recorded in an operator database, but were not evaluated in a timely manner against established acceptance criteria for excessive 
loss. The safety significance of this finding was very low (Green) because DC-P-1B was ultimately determined to remain operable 
with the increased oil leakage. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," requires, among other requirements, that 
measures shall be established to assure that conditions adverse to quality, such as deficiencies, are promptly identified and 
corrected. The operators' failure to identify a significant oil leak on DC-P-1B was a violation of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Feb 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing (IST) vibration 
results on the 'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased vibration was also obtained 
during a post-maintenance test. DH-P-1A was returned to service and declared operable without establishing or evaluating new IST 
reference vibration values. An AmerGen investigation later determined that an improperly installed bearing support assembly was 
the cause for the increased pump vibration. The safety significance of this finding was very low (Green) because the redundant 
decay heat removal pump, DH-P-1B, remained operable for the duration. One decay heat removal pump satisfied technical 
specification (TS) requirements for the pertinent plant conditions. TS 4.2.2 required, among other requirements, that IST of ASME 
Code Class 2 pumps, such as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and Pressure Vessel 
Code and applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to eliminate rapid cycling 
of the 120Vac inverters between ac and dc sources during transient ac source conditions was inadequate and ineffective for some 
potential engineered safeguards actuation system initiation scenarios. The safety significance of the inverter unreliable condition 
was more than minor because five ac inverters that support vital instrumentation and control were returned to service with an 
inadequate modification and an unreliable condition. The inverter problems could have prevented the fulfillment of the emergency 
feedwater system. The safety significance of this finding is not yet finalized pending review of AmerGen's licensee event report to 
provide more details about the operability and availability of the emergency feedwater system while the plant was in hot shutdown 
conditions. AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure adequate corrective actions 
to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001008(pdf)  
Inspection Report# : 2002002(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Decay Heat Pump Reassembly 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in 
accordance with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, 
among other items, maintenance that can affect the performance of safety-related equipment be performed in accordance with 
written procedures, documented instructions, or drawings. Contrary to this requirement, maintenance technicians improperly 
reassembled the A decay heat pump bearing stiffener after pump seal repairs using insufficient instructions. The pump was returned 
to service and the improperly assembled bearing stiffener impacted pump vibration. This issue was more than minor because long 
term operation of the risk-significant pump was jeopardized. AmerGen entered this problem in the corrective action process (CR 
00081907). 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency feedwater 
(EFW) motor driven pump were properly installed following maintenance. In February 2001, system engineers found loosening of 
the cover bolts to be the root cause for an extended period of pump inoperability. Adequate corrective actions were not established 
to ensure the cover bolts were properly tightened following corrective maintenance activities. The safety significance of this finding 
was very low (Green) because AmerGen took immediate corrective actions to ensure proper cover bolt installation prior to returning 
the pump to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," requires that for significant conditions adverse to 
quality corrective action shall be taken to preclude repetition. AmerGen's failure to assure the EFW motor driven pump outboard 
bearing cover housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety Valves." The 
procedure error resulted in the setpoints for two safety valves being left outside the tolerance prescribed by the test procedure. The 
safety significance of this finding was very low (Green), because AmerGen took immediate corrective action to retest the two valves. 
Technical specification 6.8, "Procedures and Programs," requires that written procedures shall be established, implemented and 
maintained covering surveillance and test activities of equipment that affects nuclear safety. The supervisors' failure to implement 
the main steam safety valve test procedure as written was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This error 
challenged main condenser vacuum and locked out automatic operation of the turbine bypass valves. The control room operators 
did not properly follow an alarm response procedure for low main condenser vacuum. The control room operators' procedure errors 
unnecessarily maintained the turbine bypass valves locked out for an additional six-and-a-half hours. The safety significance of the 
degraded main condenser vacuum and inoperable turbine bypass valves was very low (Green) because operators were able to 
restore the main condenser vacuum and the turbine bypass valves were inoperable for less than the technical specification allowed 
outage time. The control room operators' failure to follow the low main condenser vacuum alarm response procedure as written was 
a violation of technical specification 6.8, "Procedures and Programs," which requires, among other requirements, that written 
procedures be implemented for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, Revision 2. 
Appendix "A" of Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated consistent 
with surveillance procedure requirements. The safety significance of the procedure error was very low (Green) because AmerGen 
reperformed the missed portion of the surveillance and verified proper operation of the valve. Technical specification 6.8, 
"Procedures and Programs," requires, among other requirements, that written procedures shall be established and implemented for 
surveillance activities of equipment that affect nuclear safety. The emergency feedwater system is important to safety because it 
provides a method of decay heat removal during a loss of main feedwater. The operators' failure to perform the surveillance test as 
written consituted a violation of technical specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 11, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Intermediate Building Operation Above Design Basis Temperature 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires in part that measures be established to assure applicable design 
basis are correctly translated into specifications, drawings, procedures, and instructions. Contrary to this requirement, operators 
removed the intermediate building ventilation system from service for planned maintenance without assessing the impact of the loss 
of ventilation on building temperatures. The issue was more than minor because equipment important to safety was affected by 
elevated temperatures above design basis considerations. AmerGen engineers performed an analysis to determine the impact on 
the environmental qualification of critical components. AmerGen entered this problem in the corrective action process. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant procedures 
for cross connecting the safety related nuclear service river water system (NR) to the non-safety related secondary river water 
system (SR) in the event of a total loss of SR. The absence of the administrative controls represented a credible impact on safety in 
that the NR system pumps could have been operated in a runout condition and thus jeopardize the ability of the NR system to 
perform its safety related function. This issue affects the mitigating cornerstone since the NR system is used during engineered 
safety operations to provide cooling water to required heat loads. This issue was determined to be of very low safety significance 
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using the SDP because there was no actual loss of safety function, the very low probability of operating the SR and NR system in a 
cross connected alignment, and the seismic qualifications of the non-safety related SR system. The failure to incorporate design 
basis assumptions into procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, 
Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay Heat River 
Water Pumps and Valves," for testing the decay heat (DH) river water pumps after they were replaced in late 1999. The inadequate 
surveillance acceptance criteria occurred by not correctly translating the design basis parameters of the replacement pumps. As a 
result, the testing did not assure the pumps would deliver the design basis required flow of 6000 gallons per minute as specified in 
the Updated Final Safety Analysis Report. The lack of proper acceptance criteria in surveillance procedure 1300-3D had a credible 
impact on safety because the pumps could have unknowingly degraded below the real acceptable performance limit. Since there 
was no actual degradation of the DH river water system subsequent to the installation of the new pumps, this issue was determined 
to be of very low safety significance by the SDP. The failure to incorporate design assumptions into procedures for the DH river 
water pumps was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip Breaker Failure 
to Reclose Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to reclose 
following testing and to investigate the potential for a common mode failure that could have adversely affected the reactor protection 
system's capability to rapidly shut down the reactor. The safety signficance of the delay in initiating corrective actions to understand 
the failure mechanism of the faulty breaker was very low (Green) because subsequent investigation revealed the breaker's capability 
to perform its safety-related function to trip open was not compromised. The failed breaker was immediately replaced with a spare 
and was retested prior to returning the reactor protection system to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Actions," requires, among other requirements, that conditions adverse to quality be promptly corrected. The system engineers' 
failure to promptly initiate corrective actions and have the faulty reactor trip breaker investigated constituted a violation of 10 CFR 
50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning the Pump to 
Service Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following pump modification 
in August 2000. The safety significance of the non-conservative reference values was very low (Green) because subsequent 
vibration measurements never exceeded a level requiring corrective action. Technical specification 4.2, Reactor Coolant System 
Inservice Inspection and Testing, require inservice testing of the decay heat removal system to be conducted in accordance with the 
American Society of Mechanical Engineers (ASME) Code. The ASME Code requires that when a test reference value is affected by 
maintenance or repair, a new reference value shall be determined prior to declaring the pump operable. AmerGen's failure to 
establish new reference values for the 'B' decay heat removal pump prior to returning the pump to service following a modification 
constituted a violation of the technical specification requirement to conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' Traveling Screen 
and the 'A' Bar Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar 
rake in the intake screen house. The safety significance of the absent risk evaluation was very low (Green) because the 'C' traveling 
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screen was never rendered inoperable before a risk evaluation was performed. The inspectors considered that the operators would 
have been able to restore both the 'C' traveling screen and 'A' bar rake to automatic operation in a relatively short time because only 
administrative tagouts prevented automatic operation. 10 CFR 50.65 (a)(4) requires before performing maintenance activities, 
including preventive maintenance, that licensees shall assess and manage the increase in risk that may result from proposed 
maintenance activities. Failure to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen 
and the 'A' bar rake constituted a violation of 10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom sediment sample 
to the main control room and did not initiate a corrective action process (CAP) form for more than 24 hours. The timeliness for senior 
reactor operators evaluating the out-of-specification result was important because both emergency diesel generators were supplied 
by the single diesel fuel oil storage tank. The safety significance of the delayed report was very low (Green) because the emergency 
diesel generation operation was never adversely affected. 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, 
among other requirements, that deficiencies, deviation, and defective material be promptly identified. The chemistry supervisors' 
delay in reporting the out-of-specification fuel oil sediment result to the main control room supervisors and delay in submitting a CAP 
form constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action." 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water Pump 
Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in 
accordance with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, 
among other items, maintenance that can affect the performance of safety-related equipment be performed in accordance with 
written procedures, documented instructions or drawings. Contrary to this requirement, maintenance technicians failed to obtain the 
proper torque value when reassembling the 'A' nuclear service closed cooling water pump coupling bolts. The pump was returned to 
service with the coupling bolts torqued to a value less than required by the vendor technical manual. This issue was more than minor 
because operability of the pump was affected. AmerGen entered this problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' 
emergency feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known 
by auxiliary operators to have existed for more than ten days before initiating corrective action to identify the cause. System 
engineers failed to investigate an unexplained step change in pump vibrations during the most recent pump inservice test. The 
increased vibrations were later determined to be directly related to the condition causing the oil loss. AmerGen's failure to promptly 
identify and correct this significant condition adverse to quality constituted a violation of 10 CFR Part 50, Appendix B, Criterion XVI, 
"Corrective Action." This finding was evaluated as low to moderate safety significance (White). The oil loss and increased pump 
vibrations resulted from loose bolts on the pump bearing housing. The condition that resulted in the loosening of the bolts during 
pump operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-2A being 
inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to confirm this 
result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed cooling 
water system pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing was refilled to the 
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proper level following the oil change. Additionally, the functionality and alignment of the bearing automatic oiler were not verified 
following corrective maintenance. AmerGen's failure to have adequate procedures to ensure maintenance activities conducted on 
NS-P-1A were satisfactorily accomplished, constituted a violation of 10 CFR Part 50, Appendix B, Criterion V, "Procedures." The 
safety significance of the procedure inadequacies was very low because operability of NS-P-1A was not compromised. However, if 
left uncorrected, and similar maintenance practices are continued, improper bearing lubrication may result and pump operability 
could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and maintained in 
accordance with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, 
among other items, written procedures be established for operating the main steam system. Three Mile Island Unit 1 (TMI) 
equipment operators failed to ensure that a main steam trap remained in continuous service to support operation of the turbine 
driven emergency feedwater pump. This failure was contrary to operating procedure "Main Steam System", 1106-14. This problem 
was described in TMI corrective action program number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room operators 
made a nonconservative operability determination for the fire door. AmerGen's failure to implement compensatory measures for the 
battery room fire door problem is a violation of TMI operating license condition 2.c.(4), Fire Protection. The safety significance of this 
problem was very low because fire propagation between the safe shutdown trains protected by the battery room fire door was not 
credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater (TDEFW) pump 
governor oiler would not become deficient in the same manner as the replaced oiler. System engineers also failed to identify in the 
corrective action program that oil drained from the governor oiler was reused in the system. These problems are a violation of 10 
CFR 50 Appendix B, Criterion XVI, Corrective Action. The safety significance of this problem was very low because previous 
inservice testing provided reasonable assurance that the TDEFW pump remained operable with the deficient oiler. The oil that 
drained from the governor had been visually inspected prior to reusing it to refill the oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The condition affected 
both station storage batteries. AmerGen's failure to establish controls to verify battery room temperatures is a violation of 10 CFR 
Appendix B, Criterion III, Design Control. The safety significance of this finding was very low. Subsequent analysis by Engineering 
showed both station storage batteries remained operable at the lower battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program per 
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Technical Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear services closed 
cooling water system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The valves are required to be leak 
tight to ensure that the NSCCWS can perform its heat removal functions without excessive loss of inventory to the reactor building 
emergency cooling water system during accident conditions. The risk associated with the failure to include the NSCCWS valves in 
the inservice testing program was determined to be very low safety significance because during the last refueling outage the 
licensee had obtained reasonable indication that the valves had adequate leak tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a vent valve 
on the sodium hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary building sump, resulting in 
an unplanned entry into a Technical Specification (TS) limiting condition for operation. The issue had very low safety significance 
because operators took prompt action to isolate the open drain path, and the level in the sodium hydroxide tank was restored within 
the TS allowed outage time. This was considered a minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify the operability 
of a recently modified letdown system isolation valve closure circuit. The modified circuit performs a safety function and, as such, 
required periodic testing. Failure to establish an adequate testing program is a violation of 10 CFR 50, Appendix B, Criterion XI, 
"Test Control." The inspectors determined that the safety significance of this issue was very low because: (1) post-installation testing 
of the modified circuit verified that it would function as designed; and, (2) periodic verification of the functionality of similar circuits is 
normally performed during refueling outages. AmerGen entered this into its corrective program. As such, this issue was treated as a 
non-cited violation. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure During Reactor Coolant System Heatup 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and maintained in 
accordance with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to Regulatory Guide 1.33 requires, 
among other items, that operating from cold shutdown to hot standby be performed in accordance with written procedures. Contrary 
to this requirement, operators did not adhere to operating procedure 1102-1, "Plant Heatup to 525ºF" and did not reduce plant 
heatup rate after once through steam generator tube to shell differential temperature exceeded +50ºF. This issue was more than 
minor because plant operators exceeded a limit designed to protect the reactor coolant system boundary. AmerGen entered this 
problem in the corrective action process (CR# 00084683). 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling system (ECCS) 
leakage outside containment. Senior reactor operators further failed to take action to investigate recorded ECCS leakage readings 
above the technical specification limit. The failure to follow procedure requirements is a violation of Technical Specification 6.8.b, 
Procedures and Programs. The safety significance of this finding was very low because actual ECCS leakage never exceeded the 
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technical specification limit. 
Inspection Report# : 2000008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and resources. 
Further, the exercise observers and participants did not identify the command and control problems as an exercise weakness or an 
area requiring corrective action. This finding, although not a violation of NRC requirements, was evaluated by the significance 
determination process (SDP). TSC weaknesses during an Emergency Preparedness (EP) exercise, if left uncorrected, could affect 
the entire emergency response organization during an actual plant event. The TSC critique problems screened to Green in phase 
one of the EP SDP because the issues did not involve any risk significant planning standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 
Significance: N/A Sep 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Repair and Maintain Respiratory Protective Equipment in Accordance with 10 CFR 20.1703 
10 CFR 20.1703 requires, in part, that the licensee implement and maintain a respiratory protection program that includes written 
procedures regarding maintenance and repair of respiratory protective equipment. On June 16, 2001, the licensee determined that it 
had failed to replace ruptured discs in accordance with specified guidance for repair and maintenance of self-contained breathing 
apparatus. The issue involving this matter was addressed by various corrective actions and entered into the corrective action 
process (CAP Nos. T2001-481, 0331, and 0606). This issue is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Mar 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Summary Conclusion from the Problem Identification and Resolution Inspection Regarding Effectiveness of the PI&R 
Program 
Based on the sample selected for review, the NRC concluded the implementation of the corrective action program at Three Mile 
Island Unit 1 was adequate. The licensee was generally identifying problems and entering them into the corrective action program at 
an appropriate threshold. Problems were evaluated and corrected in a timely fashion based on the risk significance of the issue. 
However, some instances were identified where lower risk significant equipment problems were not entered into the corrective 
action program for resolution. The licensee's evaluations were generally of sufficient detail to reasonably identify the problem causes 
and provide for effective corrective actions. The evaluations of significant problems were of sufficient depth to identify likely root or 
apparent causes, and address the potential extent of the circumstances contributing to the problem. Corrective actions were 
specified to address the causes of problems. However, instances were identified where evaluations were not sufficiently detailed to 
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assess the impact of equipment deficiencies or delayed maintenance on plant systems. One instance, regarding an incomplete 
evauation of the impact of inoperable service water traveling screen control instuments, was determined to be a finding of very low 
safety significance (Green). 
Inspection Report# : 2002003(pdf)  

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting condition for 
operation represented a continued recurrence of very low safety significant human performance errors in Operations and indicates 
that corrective actions for resolving some prior human performance issues were not totally effective. 
Inspection Report# : 2000004(pdf)  

Last modified : July 22, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and 
draindown to a mid-loop condition. The procedure errors resulted in exceeding the reactor coolant system temperature 
limit and prolonging the time spent in the higher risk mid-loop condition. The same plant operating procedures were 
inadequate and did not establish steps to positively control the pressurizer cooldown rate at all times. Consequently, the 
pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems increased the risk 
for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The 
safety significance of this finding was very low (Green) because redundant safety measures were not affected and 
remained in place to prevent an inadvertent loss of reactor coolant system inventory control. Technical specification 
6.8, "Procedures and Programs," requires that written procedures be established, implemented, and maintained to 
control refueling operations. The control room operators' failure to follow operating procedure 1103-11, "Reactor 
Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor 
Coolant System Safety Relief Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system 
safety relief valve (SRV) for about 100 minutes. The safety significance of the operator delay was very low (Green) 
because the SRV seat leakage did not have an immediate affect on continued plant operation. The seat leakage also did 
not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, "Procedures," requires, among 
other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely 
implementation for this instance. The control room operators' untimely implementation of TMI emergency procedures 
1202-29, "Pressurizer System Failure," constituted a violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance:  Mar 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
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Inadequate Operability Evaluation for the Service Water Traveling Screens 
A finding of very low safety significance was identified in regard to an evaluation that did not fully identify the impact 
of inoperable differential pressure instruments used to control service water traveling screen operation. The inoperable 
instruments precluded the operation of the traveling screens in fast speed, which could have impacted the reliability of 
the screen river debris removal function. While no violation of NRC requirements was identified in regard to this non-
safety related equipment, the screen operation supports safety related cooling systems and affects the mitigating system 
cornerstone. The issue was of very low safety significance because the condition did not result in an actual loss of 
adequate debris removal function. 
Inspection Report# : 2002003(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Failure to initiate prompt actions to identify an inoperable SSC 
Operators failed to initiate prompt actions to identify an ioperable intake structure bar rake and to evaluate the affect on 
plant risk from this emergent equipment issue. The intake structure is a support system for several safety-related river 
water cooling systems. The error resulted in AmerGen not taking appropriate risk management actions in response to 
the failed rake. The safety significance of AmerGen's failure to promptly initiate actions to investigate the inoperable 
'C' bar rake was very low (Green), because the 'C' traveling screen, and the bar rakes and traveling screens in the 'A' 
and 'B' intake channels remained operable. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed 
the auxiliary building temperature to fall below the design basis limit. The failure challenged the operability of the 
containment purge isolation valve and the boric acid heat trace system located in the auxiliary building. This problem 
also occurred in November 2000. The safety significance of AmerGen's failure to maintain auxiliary building 
temperatures above the design basis limit was very low (Green), because maintenance personnel restored the 
temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall 
be established to assure that conditions adverse to quality are promptly identified and corrected. Contrary to this 
requirement, AmerGen failed to identify auxiliary building temperature below the design limit in December 2001 and 
also failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary 
building temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat 
removal river water pump (DR-P-1B) following a modification that replaced the pump internals with an improved 
design. The errors resulted in establishing non-conservative acceptance criteria that would have allowed significant 
pump degradation to occur before requiring corrective actions to be taken. The safety significance of this finding was 
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very low (Green) because DR-P-1B remained within the correct acceptable performance range and there was no 
undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-
1B to be conducted in accordance with the American Society of Mechanical Engineers (ASME) Code. The IST 
engineers' failure to establish proper reference values and acceptance criteria for DR-P-1B following modification to 
improve pump performance was a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to 
eliminate rapid cycling of the 120Vac inverters between ac and dc sources during transient ac source conditions was 
inadequate and ineffective for some potential engineered safeguards actuation system initiation scenarios. The safety 
significance of the inverter unreliable condition was more than minor because five ac inverters that support vital 
instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of 
this finding is not yet finalized pending review of AmerGen's licensee event report to provide more details about the 
operability and availability of the emergency feedwater system while the plant was in hot shutdown conditions. 
AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure adequate corrective actions 
to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." The final 
significance determination process conclusion was documented in NRC Inspection Report 50-289/02-02 and was of 
very low safety significance (green). The issue screened to green in both the shutdown and at power significance 
determination process because the adverse condition existed for a short duration, did not prevent normal decay heat 
removal from functioning while shutdown, and did not cause an actual loss of a safety function during at power 
conditions. 
Inspection Report# : 2001008(pdf)  
Inspection Report# : 2002002(pdf)  

Significance: N/A Dec 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Summary Paragraph from the Supplemental Inspection for a White EFW Inspection Finding 
The inspectors concluded that, in general, AmerGen's root cause evaluation in response to the inoperable emergency 
feedwater pump was of sufficient detail to identify broad causes and appropriate corrective actions. Notwithstanding, 
the inspectors determined that implementation of some emergency feedwater pump corrective actions was not 
successful for two later risk significant equipment degraded conditions. Those implementation problems involved the 
'B' decay heat closed cycle cooling water pump (DC-P-1B) and the 'A' decay heat removal pump (DH-P-1A). The DH-
P-1A problems lingered because the inservice test program was not effectively used. The DC-P-1B excessive oil leak 
condition was not evaluated in a timely manner because the oil monitoring and trending program data was not being 
adequately reviewed by operation's shift management. Due to AmerGen's acceptable performance in evaluating the root 
causes and establishing adequate corrective actions for the inoperable emergency feedwater pump, the white inspection 
finding associated with this issue will only be considered in assessing plant performance for a total of four quarters in 
accordance with the guidance in IMC 0305, "Operating Reactor Assessment Program." The inspectors reviewed 
implementation of the associated corrective actions and as stated, identified two findings of very low safety 
significance (Green). 
Inspection Report# : 2001014(pdf)  
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Significance:  Dec 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 
'B' decay heat closed cycle cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to 
DC-P-1B were known and recorded in an operator database, but were not evaluated in a timely manner against 
established acceptance criteria for excessive loss. The safety significance of this finding was very low (Green) because 
DC-P-1B was ultimately determined to remain operable with the increased oil leakage. 10 CFR 50, Appendix B, 
Criterion XVI, "Corrective Action," requires, among other requirements, that measures shall be established to assure 
that conditions adverse to quality, such as deficiencies, are promptly identified and corrected. The operators' failure to 
identify a significant oil leak on DC-P-1B was a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Dec 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing 
(IST) vibration results on the 'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased 
vibration was also obtained during a post-maintenance test. DH-P-1A was returned to service and declared operable 
without establishing or evaluating new IST reference vibration values. An AmerGen investigation later determined that 
an improperly installed bearing support assembly was the cause for the increased pump vibration. The safety 
significance of this finding was very low (Green) because the redundant decay heat removal pump, DH-P-1B, remained 
operable for the duration. One decay heat removal pump satisfied technical specification (TS) requirements for the 
pertinent plant conditions. TS 4.2.2 required, among other requirements, that IST of ASME Code Class 2 pumps, such 
as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and Pressure Vessel Code and 
applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency 
feedwater (EFW) motor driven pump were properly installed following maintenance. In February 2001, system 
engineers found loosening of the cover bolts to be the root cause for an extended period of pump inoperability. 
Adequate corrective actions were not established to ensure the cover bolts were properly tightened following corrective 
maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Action," requires that for significant conditions adverse to quality corrective action shall 
be taken to preclude repetition. AmerGen's failure to assure the EFW motor driven pump outboard bearing cover 
housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001007(pdf)  
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Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety 
Valves." The procedure error resulted in the setpoints for two safety valves being left outside the tolerance prescribed 
by the test procedure. The safety significance of this finding was very low (Green), because AmerGen took immediate 
corrective action to retest the two valves. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures shall be established, implemented and maintained covering surveillance and test activities of equipment that 
affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a 
violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This 
error challenged main condenser vacuum and locked out automatic operation of the turbine bypass valves. The control 
room operators did not properly follow an alarm response procedure for low main condenser vacuum. The control room 
operators' procedure errors unnecessarily maintained the turbine bypass valves locked out for an additional six-and-a-
half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine bypass valves was 
very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves 
were inoperable for less than the technical specification allowed outage time. The control room operators' failure to 
follow the low main condenser vacuum alarm response procedure as written was a violation of technical specification 
6.8, "Procedures and Programs," which requires, among other requirements, that written procedures be implemented 
for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, Revision 2. Appendix "A" of 
Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated 
consistent with surveillance procedure requirements. The safety significance of the procedure error was very low 
(Green) because AmerGen reperformed the missed portion of the surveillance and verified proper operation of the 
valve. Technical specification 6.8, "Procedures and Programs," requires, among other requirements, that written 
procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of 
main feedwater. The operators' failure to perform the surveillance test as written consituted a violation of technical 
specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 

Page 5 of 122Q/2002 Inspection Findings - Three Mile Island 1

07/03/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\TMI1\tmi1_pim.html



Identified By: NRC 
Item Type: NCV NonCited Violation 
Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant 
procedures for cross connecting the safety related nuclear service river water system (NR) to the non-safety related 
secondary river water system (SR) in the event of a total loss of SR. The absence of the administrative controls 
represented a credible impact on safety in that the NR system pumps could have been operated in a runout condition 
and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the mitigating 
cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat 
loads. This issue was determined to be of very low safety significance using the SDP because there was no actual loss 
of safety function, the very low probability of operating the SR and NR system in a cross connected alignment, and the 
seismic qualifications of the non-safety related SR system. The failure to incorporate design basis assumptions into 
procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay 
Heat River Water Pumps and Valves," for testing the decay heat (DH) river water pumps after they were replaced in 
late 1999. The inadequate surveillance acceptance criteria occurred by not correctly translating the design basis 
parameters of the replacement pumps. As a result, the testing did not assure the pumps would deliver the design basis 
required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of proper 
acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have 
unknowingly degraded below the real acceptable performance limit. Since there was no actual degradation of the DH 
river water system subsequent to the installation of the new pumps, this issue was determined to be of very low safety 
significance by the SDP. The failure to incorporate design assumptions into procedures for the DH river water pumps 
was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip 
Breaker Failure to Reclose Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to 
reclose following testing and to investigate the potential for a common mode failure that could have adversely affected 
the reactor protection system's capability to rapidly shut down the reactor. The safety signficance of the delay in 
initiating corrective actions to understand the failure mechanism of the faulty breaker was very low (Green) because 
subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor 
protection system to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other 
requirements, that conditions adverse to quality be promptly corrected. The system engineers' failure to promptly 
initiate corrective actions and have the faulty reactor trip breaker investigated constituted a violation of 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  

Page 6 of 122Q/2002 Inspection Findings - Three Mile Island 1

07/03/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\TMI1\tmi1_pim.html



Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning 
the Pump to Service Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following 
pump modification in August 2000. The safety significance of the non-conservative reference values was very low 
(Green) because subsequent vibration measurements never exceeded a level requiring corrective action. Technical 
specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require inservice testing of the decay heat 
removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) Code. The 
ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall 
be determined prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' 
decay heat removal pump prior to returning the pump to service following a modification constituted a violation of the 
technical specification requirement to conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' 
Traveling Screen and the 'A' Bar Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and 
the 'A' bar rake in the intake screen house. The safety significance of the absent risk evaluation was very low (Green) 
because the 'C' traveling screen was never rendered inoperable before a risk evaluation was performed. The inspectors 
considered that the operators would have been able to restore both the 'C' traveling screen and 'A' bar rake to automatic 
operation in a relatively short time because only administrative tagouts prevented automatic operation. 10 CFR 50.65 
(a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in 
risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 
10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom 
sediment sample to the main control room and did not initiate a corrective action process (CAP) form for more than 24 
hours. The timeliness for senior reactor operators evaluating the out-of-specification result was important because both 
emergency diesel generators were supplied by the single diesel fuel oil storage tank. The safety significance of the 
delayed report was very low (Green) because the emergency diesel generation operation was never adversely affected. 
10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, 
deviation, and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-
specification fuel oil sediment result to the main control room supervisors and delay in submitting a CAP form 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action." 
Inspection Report# : 2001003(pdf)  
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Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water 
Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and 
maintained in accordance with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to 
Regulatory Guide 1.33 requires, among other items, maintenance that can affect the performance of safety-related 
equipment be performed in accordance with written procedures, documented instructions or drawings. Contrary to this 
requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' nuclear 
service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to 
a value less than required by the vendor technical manual. This issue was more than minor because operability of the 
pump was affected. AmerGen entered this problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations 
on the ‘A' emergency feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An 
excessive oil leak was known by auxiliary operators to have existed for more than ten days before initiating corrective 
action to identify the cause. System engineers failed to investigate an unexplained step change in pump vibrations 
during the most recent pump inservice test. The increased vibrations were later determined to be directly related to the 
condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to 
quality constituted a violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was 
evaluated as low to moderate safety significance (White). The oil loss and increased pump vibrations resulted from 
loose bolts on the pump bearing housing. The condition that resulted in the loosening of the bolts during pump 
operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-2A being 
inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to 
confirm this result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory 
conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed 
cooling water system pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing 
was refilled to the proper level following the oil change. Additionally, the functionality and alignment of the bearing 
automatic oiler were not verified following corrective maintenance. AmerGen's failure to have adequate procedures to 
ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a violation of 10 
CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very 
low because operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance 
practices are continued, improper bearing lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  
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Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous 
Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and 
maintained in accordance with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to 
Regulatory Guide 1.33 requires, among other items, written procedures be established for operating the main steam 
system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main steam trap remained in 
continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program 
number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room 
operators made a nonconservative operability determination for the fire door. AmerGen's failure to implement 
compensatory measures for the battery room fire door problem is a violation of TMI operating license condition 2.c.(4), 
Fire Protection. The safety significance of this problem was very low because fire propagation between the safe 
shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor 
Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater 
(TDEFW) pump governor oiler would not become deficient in the same manner as the replaced oiler. System engineers 
also failed to identify in the corrective action program that oil drained from the governor oiler was reused in the system. 
These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action. The safety significance of 
this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW pump 
remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to 
reusing it to refill the oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the 
Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The 
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condition affected both station storage batteries. AmerGen's failure to establish controls to verify battery room 
temperatures is a violation of 10 CFR Appendix B, Criterion III, Design Control. The safety significance of this finding 
was very low. Subsequent analysis by Engineering showed both station storage batteries remained operable at the lower 
battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program 
per Technical Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear 
services closed cooling water system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The 
valves are required to be leak tight to ensure that the NSCCWS can perform its heat removal functions without 
excessive loss of inventory to the reactor building emergency cooling water system during accident conditions. The risk 
associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the 
valves had adequate leak tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a 
vent valve on the sodium hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary 
building sump, resulting in an unplanned entry into a Technical Specification (TS) limiting condition for operation. The 
issue had very low safety significance because operators took prompt action to isolate the open drain path, and the level 
in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify 
the operability of a recently modified letdown system isolation valve closure circuit. The modified circuit performs a 
safety function and, as such, required periodic testing. Failure to establish an adequate testing program is a violation of 
10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined that the safety significance of this 
issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling 
outages. AmerGen entered this into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  
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Barrier Integrity 

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System 
Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling 
system (ECCS) leakage outside containment. Senior reactor operators further failed to take action to investigate 
recorded ECCS leakage readings above the technical specification limit. The failure to follow procedure requirements 
is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance of this finding was 
very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and 
resources. Further, the exercise observers and participants did not identify the command and control problems as an 
exercise weakness or an area requiring corrective action. This finding, although not a violation of NRC requirements, 
was evaluated by the significance determination process (SDP). TSC weaknesses during an Emergency Preparedness 
(EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk 
significant planning standards. 
Inspection Report# : 2001009(pdf)  
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Miscellaneous 
Significance: N/A Mar 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Summary Conclusion from the Problem Identification and Resolution Inspection Regarding Effectiveness of the 
PI&R Program 
Based on the sample selected for review, the NRC concluded the implementation of the corrective action program at 
Three Mile Island Unit 1 was adequate. The licensee was generally identifying problems and entering them into the 
corrective action program at an appropriate threshold. Problems were evaluated and corrected in a timely fashion based 
on the risk significance of the issue. However, some instances were identified where lower risk significant equipment 
problems were not entered into the corrective action program for resolution. The licensee's evaluations were generally 
of sufficient detail to reasonably identify the problem causes and provide for effective corrective actions. The 
evaluations of significant problems were of sufficient depth to identify likely root or apparent causes, and address the 
potential extent of the circumstances contributing to the problem. Corrective actions were specified to address the 
causes of problems. However, instances were identified where evaluations were not sufficiently detailed to assess the 
impact of equipment deficiencies or delayed maintenance on plant systems. One instance, regarding an incomplete 
evauation of the impact of inoperable service water traveling screen control instruments, was determined to be a finding 
of very low safety significance (Green). 
Inspection Report# : 2002003(pdf)  

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting 
condition for operation represented a continued recurrence of very low safety significant human performance errors in 
Operations and indicates that corrective actions for resolving some prior human performance issues were not totally 
effective. 
Inspection Report# : 2000004(pdf)  

Last modified : August 29, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Reactor Coolant System Cooldown and Mid-Loop Operation 
Control room operators did not properly follow plant operating procedures for a reactor coolant system cooldown and 
draindown to a mid-loop condition. The procedure errors resulted in exceeding the reactor coolant system temperature 
limit and prolonging the time spent in the higher risk mid-loop condition. The same plant operating procedures were 
inadequate and did not establish steps to positively control the pressurizer cooldown rate at all times. Consequently, the 
pressurizer cooldown rate technical specification limit was nearly exceeded. The procedure problems increased the risk 
for a loss of reactor coolant system inventory control while the plant was drained down in the mid-loop condition. The 
safety significance of this finding was very low (Green) because redundant safety measures were not affected and 
remained in place to prevent an inadvertent loss of reactor coolant system inventory control. Technical specification 
6.8, "Procedures and Programs," requires that written procedures be established, implemented, and maintained to 
control refueling operations. The control room operators' failure to follow operating procedure 1103-11, "Reactor 
Coolant System Inventory Control," was a violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control Room Operators did not Properly Acknowledge a Computer Alarm Indicating a Leaking Reactor 
Coolant System Safety Relief Valve 
Control room operators did not properly acknowledge a computer alarn indicating a leaking reactor coolant system 
safety relief valve (SRV) for about 100 minutes. The safety significance of the operator delay was very low (Green) 
because the SRV seat leakage did not have an immediate affect on continued plant operation. The seat leakage also did 
not alter the opening characterstics of the SRV. 10 CFR 50, Appendix B, Criterion V, "Procedures," requires, among 
other requirements, that activities affecting quality shall be accomplished in accordance with procedures. TMI 
emergency procedure 1202-29, "Pressurizer System Failure," listed two existing symptoms that required a more timely 
implementation for this instance. The control room operators' untimely implementation of TMI emergency procedures 
1202-29, "Pressurizer System Failure," constituted a violation of 10 CFR 50, Appendix B, Criterion V, "Procedures." 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance:  Mar 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Evaluation for the Service Water Traveling Screens 
A finding of very low safety significance was identified in regard to an evaluation that did not fully identify the impact 
of inoperable differential pressure instruments used to control service water traveling screen operation. The inoperable 
instruments precluded the operation of the traveling screens in fast speed, which could have impacted the reliability of 
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the screen river debris removal function. While no violation of NRC requirements was identified in regard to this non-
safety related equipment, the screen operation supports safety related cooling systems and affects the mitigating system 
cornerstone. The issue was of very low safety significance because the condition did not result in an actual loss of 
adequate debris removal function. 
Inspection Report# : 2002003(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Failure to initiate prompt actions to identify an inoperable SSC 
Operators failed to initiate prompt actions to identify an ioperable intake structure bar rake and to evaluate the affect on 
plant risk from this emergent equipment issue. The intake structure is a support system for several safety-related river 
water cooling systems. The error resulted in AmerGen not taking appropriate risk management actions in response to 
the failed rake. The safety significance of AmerGen's failure to promptly initiate actions to investigate the inoperable 
'C' bar rake was very low (Green), because the 'C' traveling screen, and the bar rakes and traveling screens in the 'A' 
and 'B' intake channels remained operable. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed 
the auxiliary building temperature to fall below the design basis limit. The failure challenged the operability of the 
containment purge isolation valve and the boric acid heat trace system located in the auxiliary building. This problem 
also occurred in November 2000. The safety significance of AmerGen's failure to maintain auxiliary building 
temperatures above the design basis limit was very low (Green), because maintenance personnel restored the 
temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being 
adversely affected. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall 
be established to assure that conditions adverse to quality are promptly identified and corrected. Contrary to this 
requirement, AmerGen failed to identify auxiliary building temperature below the design limit in December 2001 and 
also failed to take adequate corrective actions in response to the November 2000 problem to assure that auxiliary 
building temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat 
removal river water pump (DR-P-1B) following a modification that replaced the pump internals with an improved 
design. The errors resulted in establishing non-conservative acceptance criteria that would have allowed significant 
pump degradation to occur before requiring corrective actions to be taken. The safety significance of this finding was 
very low (Green) because DR-P-1B remained within the correct acceptable performance range and there was no 
undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-
1B to be conducted in accordance with the American Society of Mechanical Engineers (ASME) Code. The IST 
engineers' failure to establish proper reference values and acceptance criteria for DR-P-1B following modification to 
improve pump performance was a violation of the technical specification requirement to conduct inservice testing in 
accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  
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Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Safety-Related Inverter Problems 
AmerGen failed to adequately correct a 120Vac safety-related inverter unreliable condition. A modification to 
eliminate rapid cycling of the 120Vac inverters between ac and dc sources during transient ac source conditions was 
inadequate and ineffective for some potential engineered safeguards actuation system initiation scenarios. The safety 
significance of the inverter unreliable condition was more than minor because five ac inverters that support vital 
instrumentation and control were returned to service with an inadequate modification and an unreliable condition. The 
inverter problems could have prevented the fulfillment of the emergency feedwater system. The safety significance of 
this finding is not yet finalized pending review of AmerGen's licensee event report to provide more details about the 
operability and availability of the emergency feedwater system while the plant was in hot shutdown conditions. 
AmerGen's failure to fully evaluate an unreliable safety-related inverter problem and assure adequate corrective actions 
to preclude repetition is an apparent violation of 10CFR50, Appendix B, Criterion XVI, "Corrective Action." The final 
significance determination process conclusion was documented in NRC Inspection Report 50-289/02-02 and was of 
very low safety significance (green). The issue screened to green in both the shutdown and at power significance 
determination process because the adverse condition existed for a short duration, did not prevent normal decay heat 
removal from functioning while shutdown, and did not cause an actual loss of a safety function during at power 
conditions. 
Inspection Report# : 2001008(pdf)  
Inspection Report# : 2002002(pdf)  

Significance: N/A Dec 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Summary Paragraph from the Supplemental Inspection for a White EFW Inspection Finding 
The inspectors concluded that, in general, AmerGen's root cause evaluation in response to the inoperable emergency 
feedwater pump was of sufficient detail to identify broad causes and appropriate corrective actions. Notwithstanding, 
the inspectors determined that implementation of some emergency feedwater pump corrective actions was not 
successful for two later risk significant equipment degraded conditions. Those implementation problems involved the 
'B' decay heat closed cycle cooling water pump (DC-P-1B) and the 'A' decay heat removal pump (DH-P-1A). The DH-
P-1A problems lingered because the inservice test program was not effectively used. The DC-P-1B excessive oil leak 
condition was not evaluated in a timely manner because the oil monitoring and trending program data was not being 
adequately reviewed by operation's shift management. Due to AmerGen's acceptable performance in evaluating the root 
causes and establishing adequate corrective actions for the inoperable emergency feedwater pump, the white inspection 
finding associated with this issue will only be considered in assessing plant performance for a total of four quarters in 
accordance with the guidance in IMC 0305, "Operating Reactor Assessment Program." The inspectors reviewed 
implementation of the associated corrective actions and as stated, identified two findings of very low safety 
significance (Green). 
Inspection Report# : 2001014(pdf)  

Significance:  Dec 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Oil Monitoring and Trend Program 
An emergency feedwater corrective action was not successfully implemented and allowed a significant oil leak on the 
'B' decay heat closed cycle cooling water pump (DC-P-1B) to go unevaluated for 15 days. Increased oil additions to 
DC-P-1B were known and recorded in an operator database, but were not evaluated in a timely manner against 
established acceptance criteria for excessive loss. The safety significance of this finding was very low (Green) because 
DC-P-1B was ultimately determined to remain operable with the increased oil leakage. 10 CFR 50, Appendix B, 
Criterion XVI, "Corrective Action," requires, among other requirements, that measures shall be established to assure 
that conditions adverse to quality, such as deficiencies, are promptly identified and corrected. The operators' failure to 
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identify a significant oil leak on DC-P-1B was a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action." 
Inspection Report# : 2001014(pdf)  

Significance:  Dec 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inservice Test Program 
An emergency feedwater corrective action was not successfully implemented and allowed increased inservice testing 
(IST) vibration results on the 'A' decay heat removal pump (DH-P-1A) to go unevaluated for four days. The increased 
vibration was also obtained during a post-maintenance test. DH-P-1A was returned to service and declared operable 
without establishing or evaluating new IST reference vibration values. An AmerGen investigation later determined that 
an improperly installed bearing support assembly was the cause for the increased pump vibration. The safety 
significance of this finding was very low (Green) because the redundant decay heat removal pump, DH-P-1B, remained 
operable for the duration. One decay heat removal pump satisfied technical specification (TS) requirements for the 
pertinent plant conditions. TS 4.2.2 required, among other requirements, that IST of ASME Code Class 2 pumps, such 
as DH-P-1A, shall be performed in accordance with Section XI of the ASME Boiler and Pressure Vessel Code and 
applicable Addenda as required by 10 CFR 50, Section 50.55a(f). AmerGen's failure to establish new IST reference 
values after DH-P-1A miantenance was a violation of TS 4.2.2. 
Inspection Report# : 2001014(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Emergency Feedwater Pump Maintenance 
AmerGen failed to take adequate corrective actions to ensure the bearing housing cover bolts on the ‘B' emergency 
feedwater (EFW) motor driven pump were properly installed following maintenance. In February 2001, system 
engineers found loosening of the cover bolts to be the root cause for an extended period of pump inoperability. 
Adequate corrective actions were not established to ensure the cover bolts were properly tightened following corrective 
maintenance activities. The safety significance of this finding was very low (Green) because AmerGen took immediate 
corrective actions to ensure proper cover bolt installation prior to returning the pump to service. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Action," requires that for significant conditions adverse to quality corrective action shall 
be taken to preclude repetition. AmerGen's failure to assure the EFW motor driven pump outboard bearing cover 
housing was properly reassembled was a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001007(pdf)  

Significance:  Nov 10, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedure Errors During Main Steam Safety Valve Surveillance Testing 
Maintenance and test supervisors failed to properly implement surveillance procedure 1303-11.3, "Main Steam Safety 
Valves." The procedure error resulted in the setpoints for two safety valves being left outside the tolerance prescribed 
by the test procedure. The safety significance of this finding was very low (Green), because AmerGen took immediate 
corrective action to retest the two valves. Technical specification 6.8, "Procedures and Programs," requires that written 
procedures shall be established, implemented and maintained covering surveillance and test activities of equipment that 
affects nuclear safety. The supervisors' failure to implement the main steam safety valve test procedure as written was a 
violation of technical specification 6.8, "Procedures and Programs." 
Inspection Report# : 2001007(pdf)  
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Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure a Leaking EDG Governor Oil Fitting was Promptly Evaluated and Repaired 
Operators failed to promptly evaluate an oil leak on the ‘A' emergency diesel generator (EDG) mechanical governor 
that was of sufficient magnitude to render the diesel inoperable. The delay in assessing the significance of the degraded 
condition resulted in the diesel being inoperable for over five hours with no compensatory actions in place. The safety 
significance of AmerGen's failure to promptly evaluate and correct an oil leak on the ‘A' EDG that rendered the diesel 
inoperable was very low (Green), because the time period the diesel was inoperable was less than the technical 
specification allowed outage time for a single EDG and the redundant ‘B' EDG was not affected. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Actions," requires in part that measures shall be established to assure that conditions 
adverse to quality are promptly identified and corrected. Contrary to this requirement, plant operators failed to assure 
that an oil leak that affected the operability of the ‘A' EDG, was promptly identified and repaired. 
Inspection Report# : 2002006(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Turbine Bypass Valves 
Auxiliary operators did not properly follow an operating procedure for starting a main condenser vacuum pump. This 
error challenged main condenser vacuum and locked out automatic operation of the turbine bypass valves. The control 
room operators did not properly follow an alarm response procedure for low main condenser vacuum. The control room 
operators' procedure errors unnecessarily maintained the turbine bypass valves locked out for an additional six-and-a-
half hours. The safety significance of the degraded main condenser vacuum and inoperable turbine bypass valves was 
very low (Green) because operators were able to restore the main condenser vacuum and the turbine bypass valves 
were inoperable for less than the technical specification allowed outage time. The control room operators' failure to 
follow the low main condenser vacuum alarm response procedure as written was a violation of technical specification 
6.8, "Procedures and Programs," which requires, among other requirements, that written procedures be implemented 
for applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, Revision 2. Appendix "A" of 
Regulatory Guide 1.33 requires a procedure for loss of condenser vacuum. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 11, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operator Error During Emergency Feedwater Automatic Start Circuit Surveillance Testing 
Equipment operators failed to verify that a turbine-driven emergency feedwater pump steam admission valve operated 
consistent with surveillance procedure requirements. The safety significance of the procedure error was very low 
(Green) because AmerGen reperformed the missed portion of the surveillance and verified proper operation of the 
valve. Technical specification 6.8, "Procedures and Programs," requires, among other requirements, that written 
procedures shall be established and implemented for surveillance activities of equipment that affect nuclear safety. The 
emergency feedwater system is important to safety because it provides a method of decay heat removal during a loss of 
main feedwater. The operators' failure to perform the surveillance test as written consituted a violation of technical 
specification 6.8. 
Inspection Report# : 2001005(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Cross Connecting of Nuclear River Water and Secondary River Water 
The NRC found that design assumptions, in the form of administrative controls, were not correctly translated into plant 
procedures for cross connecting the safety related nuclear service river water system (NR) to the non-safety related 
secondary river water system (SR) in the event of a total loss of SR. The absence of the administrative controls 
represented a credible impact on safety in that the NR system pumps could have been operated in a runout condition 
and thus jeopardize the ability of the NR system to perform its safety related function. This issue affects the mitigating 
cornerstone since the NR system is used during engineered safety operations to provide cooling water to required heat 
loads. This issue was determined to be of very low safety significance using the SDP because there was no actual loss 
of safety function, the very low probability of operating the SR and NR system in a cross connected alignment, and the 
seismic qualifications of the non-safety related SR system. The failure to incorporate design basis assumptions into 
procedures for the NR system was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design 
Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jul 13, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pump Surveillance Acceptance Standards 
The NRC identified that inadequate acceptance criteria were used in surveillance procedure 1300-3D, "IST of Decay 
Heat River Water Pumps and Valves," for testing the decay heat (DH) river water pumps after they were replaced in 
late 1999. The inadequate surveillance acceptance criteria occurred by not correctly translating the design basis 
parameters of the replacement pumps. As a result, the testing did not assure the pumps would deliver the design basis 
required flow of 6000 gallons per minute as specified in the Updated Final Safety Analysis Report. The lack of proper 
acceptance criteria in surveillance procedure 1300-3D had a credible impact on safety because the pumps could have 
unknowingly degraded below the real acceptable performance limit. Since there was no actual degradation of the DH 
river water system subsequent to the installation of the new pumps, this issue was determined to be of very low safety 
significance by the SDP. The failure to incorporate design assumptions into procedures for the DH river water pumps 
was considered a non-cited violation of 10 CFR 50, Appendix B. Criterion III, Design Control. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
System Engineers did not Promptly Initiate Corrective Actions to Understand the Cause of a Reactor Trip 
Breaker Failure to Reclose Following Testing 
System engineers did not promptly initiate corrective actions to understand the cause of a reactor trip breaker failure to 
reclose following testing and to investigate the potential for a common mode failure that could have adversely affected 
the reactor protection system's capability to rapidly shut down the reactor. The safety signficance of the delay in 
initiating corrective actions to understand the failure mechanism of the faulty breaker was very low (Green) because 
subsequent investigation revealed the breaker's capability to perform its safety-related function to trip open was not 
compromised. The failed breaker was immediately replaced with a spare and was retested prior to returning the reactor 
protection system to service. 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," requires, among other 
requirements, that conditions adverse to quality be promptly corrected. The system engineers' failure to promptly 
initiate corrective actions and have the faulty reactor trip breaker investigated constituted a violation of 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Action." 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
AmerGen Failed to Establish New Reference Values for the 'B' Decay Heat Removal Pump Prior to Returning 
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the Pump to Service Following a Modification to the Pump Bearing 
AmerGen failed to establish new inservice testing reference values for the 'B' decay heat removal pump following 
pump modification in August 2000. The safety significance of the non-conservative reference values was very low 
(Green) because subsequent vibration measurements never exceeded a level requiring corrective action. Technical 
specification 4.2, Reactor Coolant System Inservice Inspection and Testing, require inservice testing of the decay heat 
removal system to be conducted in accordance with the American Society of Mechanical Engineers (ASME) Code. The 
ASME Code requires that when a test reference value is affected by maintenance or repair, a new reference value shall 
be determined prior to declaring the pump operable. AmerGen's failure to establish new reference values for the 'B' 
decay heat removal pump prior to returning the pump to service following a modification constituted a violation of the 
technical specification requirement to conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001004(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess the Increase in Risk that Resulted from Proposed Maintenance on the 'C' 
Traveling Screen and the 'A' Bar Rake 
AmerGen failed to assess the increase in risk that resulted from proposed maintenance on the 'C' traveling screen and 
the 'A' bar rake in the intake screen house. The safety significance of the absent risk evaluation was very low (Green) 
because the 'C' traveling screen was never rendered inoperable before a risk evaluation was performed. The inspectors 
considered that the operators would have been able to restore both the 'C' traveling screen and 'A' bar rake to automatic 
operation in a relatively short time because only administrative tagouts prevented automatic operation. 10 CFR 50.65 
(a)(4) requires before performing maintenance activities, including preventive maintenance, that licensees shall assess 
and manage the increase in risk that may result from proposed maintenance activities. Failure to assess the increase in 
risk that resulted from proposed maintenance on the 'C' traveling screen and the 'A' bar rake constituted a violation of 
10 CFR 50.65 (a)(4). 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify an Out-of-Specification Emergency Diesel Fuel Oil Sample 
Chemistry supervisors did not promptly report an out-of-specification emergency diesel fuel oil storage tank bottom 
sediment sample to the main control room and did not initiate a corrective action process (CAP) form for more than 24 
hours. The timeliness for senior reactor operators evaluating the out-of-specification result was important because both 
emergency diesel generators were supplied by the single diesel fuel oil storage tank. The safety significance of the 
delayed report was very low (Green) because the emergency diesel generation operation was never adversely affected. 
10 CFR 50, Appendix B, Criterion XVI., "Corrective Action," requires, among other requirements, that deficiencies, 
deviation, and defective material be promptly identified. The chemistry supervisors' delay in reporting the out-of-
specification fuel oil sediment result to the main control room supervisors and delay in submitting a CAP form 
constituted a violation of 10 CFR 50, Appendix B, Criterion XVI., "Corrective Action." 
Inspection Report# : 2001003(pdf)  

Significance:  May 12, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Obtain the Proper Torque Value When Reassembling the 'A' Nuclear Service Closed Cooling Water 
Pump Coupling Bolts 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented, and 
maintained in accordance with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to 
Regulatory Guide 1.33 requires, among other items, maintenance that can affect the performance of safety-related 
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equipment be performed in accordance with written procedures, documented instructions or drawings. Contrary to this 
requirement, maintenance technicians failed to obtain the proper torque value when reassembling the 'A' nuclear 
service closed cooling water pump coupling bolts. The pump was returned to service with the coupling bolts torqued to 
a value less than required by the vendor technical manual. This issue was more than minor because operability of the 
pump was affected. AmerGen entered this problem in the corrective action process (CAP T2001-0347). 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations 
on the ‘A' emergency feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An 
excessive oil leak was known by auxiliary operators to have existed for more than ten days before initiating corrective 
action to identify the cause. System engineers failed to investigate an unexplained step change in pump vibrations 
during the most recent pump inservice test. The increased vibrations were later determined to be directly related to the 
condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to 
quality constituted a violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was 
evaluated as low to moderate safety significance (White). The oil loss and increased pump vibrations resulted from 
loose bolts on the pump bearing housing. The condition that resulted in the loosening of the bolts during pump 
operation existed for 39 days. The significance determination process (SDP) Phase 2 analysis evaluated EF-P-2A being 
inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis was performed to 
confirm this result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory 
conference.  
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Nuclear Service Closed Cooling Water Pump Maintenance 
AmerGen used an inadequate maintenance procedure to change the pump bearing oil on the "A" nuclear service closed 
cooling water system pump (NS-P-1A). The procedure used by the maintenance technicians did not ensure the bearing 
was refilled to the proper level following the oil change. Additionally, the functionality and alignment of the bearing 
automatic oiler were not verified following corrective maintenance. AmerGen's failure to have adequate procedures to 
ensure maintenance activities conducted on NS-P-1A were satisfactorily accomplished, constituted a violation of 10 
CFR Part 50, Appendix B, Criterion V, "Procedures." The safety significance of the procedure inadequacies was very 
low because operability of NS-P-1A was not compromised. However, if left uncorrected, and similar maintenance 
practices are continued, improper bearing lubrication may result and pump operability could be affected.  
Inspection Report# : 2001002(pdf)  

Significance:  Feb 10, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Ensure Turbine Driven Emergency Feedwater Pump Main Steam Trap Remained in Continuous 
Service 
Technical Specification 6.8, Procedures and Programs, requires written procedures be established, implemented and 
maintained in accordance with Regulatory Guide 1.33, Quality Assurance Program Requirements. Appendix A to 
Regulatory Guide 1.33 requires, among other items, written procedures be established for operating the main steam 
system. Three Mile Island Unit 1 (TMI) equipment operators failed to ensure that a main steam trap remained in 
continuous service to support operation of the turbine driven emergency feedwater pump. This failure was contrary to 
operating procedure "Main Steam System", 1106-14. This problem was described in TMI corrective action program 
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number T2001-0082. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Measures for an Inoperable Battery Room Fire Door 
Control room operators were not prompt to follow-up on a safety-related battery room fire door problem. Control room 
operators made a nonconservative operability determination for the fire door. AmerGen's failure to implement 
compensatory measures for the battery room fire door problem is a violation of TMI operating license condition 2.c.(4), 
Fire Protection. The safety significance of this problem was very low because fire propagation between the safe 
shutdown trains protected by the battery room fire door was not credible. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Deficiency in a Turbine Driven Emergency Feedwater Governor 
Oiler 
System engineers failed to initiate corrective actions and ensure that a new turbine-driven emergency feedwater 
(TDEFW) pump governor oiler would not become deficient in the same manner as the replaced oiler. System engineers 
also failed to identify in the corrective action program that oil drained from the governor oiler was reused in the system. 
These problems are a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action. The safety significance of 
this problem was very low because previous inservice testing provided reasonable assurance that the TDEFW pump 
remained operable with the deficient oiler. The oil that drained from the governor had been visually inspected prior to 
reusing it to refill the oiler. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Controls and Ensure Battery Room Temperatures were Maintained Above the 
Design Basis 
AmerGen failed to maintain battery room temperatures within the values assumed in design basis calculation. The 
condition affected both station storage batteries. AmerGen's failure to establish controls to verify battery room 
temperatures is a violation of 10 CFR Appendix B, Criterion III, Design Control. The safety significance of this finding 
was very low. Subsequent analysis by Engineering showed both station storage batteries remained operable at the lower 
battery room temperatures. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Two Nuclear Services Closed Cooling Water System Valves in the Inservice Testing Program 
per Technical Specification 4.2.2 
A non-cited violation of Technical Specification 4.2.2 was identified associated with the failure to include nuclear 
services closed cooling water system (NSCCWS) valves NS-V-84 and NS-V-85 in the inservice testing program. The 
valves are required to be leak tight to ensure that the NSCCWS can perform its heat removal functions without 
excessive loss of inventory to the reactor building emergency cooling water system during accident conditions. The risk 

Page 9 of 123Q/2002 Inspection Findings - Three Mile Island 1



associated with the failure to include the NSCCWS valves in the inservice testing program was determined to be very 
low safety significance because during the last refueling outage the licensee had obtained reasonable indication that the 
valves had adequate leak tightness and would perform their function. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
While restoring from a scheduled outage on the A train of the building spray system, operators inadvertently left open a 
vent valve on the sodium hydroxide tank supply line. Water drained from the sodum hydroxide tank into the auxiliary 
building sump, resulting in an unplanned entry into a Technical Specification (TS) limiting condition for operation. The 
issue had very low safety significance because operators took prompt action to isolate the open drain path, and the level 
in the sodium hydroxide tank was restored within the TS allowed outage time. This was considered a minor violation. 
Inspection Report# : 2000004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish an Adequate Testing Procedure for Letdown Line Modification 
A non-cited violation was identified in that AmerGen did not establish an adequate test procedure to periodically verify 
the operability of a recently modified letdown system isolation valve closure circuit. The modified circuit performs a 
safety function and, as such, required periodic testing. Failure to establish an adequate testing program is a violation of 
10 CFR 50, Appendix B, Criterion XI, "Test Control." The inspectors determined that the safety significance of this 
issue was very low because: (1) post-installation testing of the modified circuit verified that it would function as 
designed; and, (2) periodic verification of the functionality of similar circuits is normally performed during refueling 
outages. AmerGen entered this into its corrective program. As such, this issue was treated as a non-cited violation. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Procedures for Process Radiation Monitoring System Operation 
Control room operators secured an inoperable reactor coolant drain tank (RCDT) vent radiation monitor and placed its 
associated interlock defeat switch in defeat for several weeks without adequate compensatory actions. The defeat 
position disabled a high radiation isolation signal for two normally open reactor building isolation valves on the RCDT 
vent line in the auxiliary building. The operators' oversight caused by inadequate procedure guidance was determined 
to be of very low safety significance (Green). Only the radiological barrier function of the reactor building containment 
to the auxiliary building was degraded. Engineered safeguards isolation capability was maintained operable to the 
isolation valves for the duration. Technical specification 6.8.1.a. requires in part that written procedures shall be 
established, implemented and maintained covering the applicable procedures recommended in Appendix "A" of 
Regulatory Guide 1.33, Revision 2, February 1978. Regulatory Guide 1.33, Revision 2, February 1978 recommends 
written procedures for process radiation monitoring system operation. Contrary to this requirement, on May 1, 2002, to 
August 4, 2002, control room operators secured the RCDT vent line radiation monitor and disabled associated high 
radiation signals without adequate procedure instruction. 
Inspection Report# : 2002006(pdf)  
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Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Procedural Requirements for Collecting and Measuring Emergency Core Cooling System 
Leakage 
Auxiliary operators failed to follow procedure requirements for measuring and recording emergency core cooling 
system (ECCS) leakage outside containment. Senior reactor operators further failed to take action to investigate 
recorded ECCS leakage readings above the technical specification limit. The failure to follow procedure requirements 
is a violation of Technical Specification 6.8.b, Procedures and Programs. The safety significance of this finding was 
very low because actual ECCS leakage never exceeded the technical specification limit. 
Inspection Report# : 2000008(pdf)  

Emergency Preparedness 

Significance:  May 25, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Technical Support Center Weaknesses During an Emergency Preparedness Exercise 
The Technical Support Center (TSC) Coordinator did not exhibit command and control over all TSC activities and 
resources. Further, the exercise observers and participants did not identify the command and control problems as an 
exercise weakness or an area requiring corrective action. This finding, although not a violation of NRC requirements, 
was evaluated by the significance determination process (SDP). TSC weaknesses during an Emergency Preparedness 
(EP) exercise, if left uncorrected, could affect the entire emergency response organization during an actual plant event. 
The TSC critique problems screened to Green in phase one of the EP SDP because the issues did not involve any risk 
significant planning standards. 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Mar 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Summary Conclusion from the Problem Identification and Resolution Inspection Regarding Effectiveness of the 
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PI&R Program 
Based on the sample selected for review, the NRC concluded the implementation of the corrective action program at 
Three Mile Island Unit 1 was adequate. The licensee was generally identifying problems and entering them into the 
corrective action program at an appropriate threshold. Problems were evaluated and corrected in a timely fashion based 
on the risk significance of the issue. However, some instances were identified where lower risk significant equipment 
problems were not entered into the corrective action program for resolution. The licensee's evaluations were generally 
of sufficient detail to reasonably identify the problem causes and provide for effective corrective actions. The 
evaluations of significant problems were of sufficient depth to identify likely root or apparent causes, and address the 
potential extent of the circumstances contributing to the problem. Corrective actions were specified to address the 
causes of problems. However, instances were identified where evaluations were not sufficiently detailed to assess the 
impact of equipment deficiencies or delayed maintenance on plant systems. One instance, regarding an incomplete 
evauation of the impact of inoperable service water traveling screen control instruments, was determined to be a finding 
of very low safety significance (Green). 
Inspection Report# : 2002003(pdf)  

Significance: N/A Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadvertent Draindown of the Sodium Hydroxide Tank 
The inadvertent draindown of the sodum hydroxide tank and unplanned entry into a Technical Specification limiting 
condition for operation represented a continued recurrence of very low safety significant human performance errors in 
Operations and indicates that corrective actions for resolving some prior human performance issues were not totally 
effective. 
Inspection Report# : 2000004(pdf)  

Last modified : December 02, 2002 
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Three Mile Island 1 

Initiating Events 

Significance:  Oct 25, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Transient Combustibles 
AmerGen Energy Company failed to control transient combustibles in the relay room in accordance with the limits established in the Fire 
Hazard Analysis Report and Administrative Procedures 1035, "Control of Transient Combustible Materials." The failure to properly control 
transient combustible materials can result in an increase in the ignition frequency for a fire area. This finding was determined to be greater than 
minor significance based on the example provided in Section 4.k of NRC Manual Chapter 0612, Appendix E, "Power Reactor Inspection 
Reports." 
Inspection Report# : 2002011(pdf)  

Mitigating Systems 

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Test Procedure Results in Inadvertent Emergency Diesel Generator Start and Increased Unavailability 
A human performance related procedure error resulted in an unexpected start of the ‘B' emergency diesel generator (EDG) during emergency 
safeguards actuation system (ESAS) surveillance testing. The procedure error occurred when an auxiliary operator manipulated keyed test 
switches on the ‘A' EDG instead of the desired ‘B' EDG. A self-revealing non-cited violation of technical specification 6.8, "Procedures and 
Programs," was identified. This finding is more than minor because the procedure error resulted in unplanned unavailability to the ‘B' EDG, a 
mitigating system important to safety. The finding is of very low safety significance, because the redundant ‘A' EDG was not affected, and the 
increased unavailability was less than the technical specification allowed outage time for a single EDG. 
Inspection Report# : 2002007(pdf)  

Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure a Leaking EDG Governor Oil Fitting was Promptly Evaluated and Repaired 
Operators failed to promptly evaluate an oil leak on the ‘A' emergency diesel generator (EDG) mechanical governor that was of sufficient 
magnitude to render the diesel inoperable. The delay in assessing the significance of the degraded condition resulted in the diesel being 
inoperable for over five hours with no compensatory actions in place. The safety significance of AmerGen's failure to promptly evaluate and 
correct an oil leak on the ‘A' EDG that rendered the diesel inoperable was very low (Green), because the time period the diesel was inoperable 
was less than the technical specification allowed outage time for a single EDG and the redundant ‘B' EDG was not affected. 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Actions," requires in part that measures shall be established to assure that conditions adverse to quality 
are promptly identified and corrected. Contrary to this requirement, plant operators failed to assure that an oil leak that affected the operability 
of the ‘A' EDG, was promptly identified and repaired. 
Inspection Report# : 2002006(pdf)  

Significance:  Mar 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Evaluation for the Service Water Traveling Screens 
A finding of very low safety significance was identified in regard to an evaluation that did not fully identify the impact of inoperable 
differential pressure instruments used to control service water traveling screen operation. The inoperable instruments precluded the operation of 
the traveling screens in fast speed, which could have impacted the reliability of the screen river debris removal function. While no violation of 
NRC requirements was identified in regard to this non-safety related equipment, the screen operation supports safety related cooling systems 
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and affects the mitigating system cornerstone. The issue was of very low safety significance because the condition did not result in an actual 
loss of adequate debris removal function. 
Inspection Report# : 2002003(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Failure to initiate prompt actions to identify an inoperable SSC 
Operators failed to initiate prompt actions to identify an ioperable intake structure bar rake and to evaluate the affect on plant risk from this 
emergent equipment issue. The intake structure is a support system for several safety-related river water cooling systems. The error resulted in 
AmerGen not taking appropriate risk management actions in response to the failed rake. The safety significance of AmerGen's failure to 
promptly initiate actions to investigate the inoperable 'C' bar rake was very low (Green), because the 'C' traveling screen, and the bar rakes and 
traveling screens in the 'A' and 'B' intake channels remained operable. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions for Monitoring Equipment Performance 
AmerGen failed to take adequate corrective actions to address previous ventilation system heater failures and allowed the auxiliary building 
temperature to fall below the design basis limit. The failure challenged the operability of the containment purge isolation valve and the boric 
acid heat trace system located in the auxiliary building. This problem also occurred in November 2000. The safety significance of AmerGen's 
failure to maintain auxiliary building temperatures above the design basis limit was very low (Green), because maintenance personnel restored 
the temperature above the 60 F limit prior to the operability of risk significant structures, systems, or components being adversely affected. 10 
CFR 50, Appendix B, Criterion XVI, "Corrective Action," requires, in part, that measures shall be established to assure that conditions adverse 
to quality are promptly identified and corrected. Contrary to this requirement, AmerGen failed to identify auxiliary building temperature below 
the design limit in December 2001 and also failed to take adequate corrective actions in response to the November 2000 problem to assure that 
auxiliary building temperatures remained above the design basis limit at all times. 
Inspection Report# : 2001013(pdf)  

Significance:  Feb 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Regulatory Requirements for Monitoring Equipment Performance 
AmerGen failed to establish proper inservice test (IST) reference values and acceptance criteria for the ‘B' decay heat removal river water 
pump (DR-P-1B) following a modification that replaced the pump internals with an improved design. The errors resulted in establishing non-
conservative acceptance criteria that would have allowed significant pump degradation to occur before requiring corrective actions to be taken. 
The safety significance of this finding was very low (Green) because DR-P-1B remained within the correct acceptable performance range and 
there was no undetected, negative trend in pump performance. TMI technical specification 4.2.2 requires inservice testing of DR-P-1B to be 
conducted in accordance with the American Society of Mechanical Engineers (ASME) Code. The IST engineers' failure to establish proper 
reference values and acceptance criteria for DR-P-1B following modification to improve pump performance was a violation of the technical 
specification requirement to conduct inservice testing in accordance with the ASME Code. 
Inspection Report# : 2001013(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Feedwater Pump Found Inoperable 
AmerGen failed to promptly identify and correct a significant condition adverse to quality for an oil leak and vibrations on the ‘A' emergency 
feedwater pump (EF-P-2A) of sufficient magnitude to cause the pump to be inoperable. An excessive oil leak was known by auxiliary 
operators to have existed for more than ten days before initiating corrective action to identify the cause. System engineers failed to investigate 
an unexplained step change in pump vibrations during the most recent pump inservice test. The increased vibrations were later determined to be 
directly related to the condition causing the oil loss. AmerGen's failure to promptly identify and correct this significant condition adverse to 
quality constituted a violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." This finding was evaluated as low to 
moderate safety significance (White). The oil loss and increased pump vibrations resulted from loose bolts on the pump bearing housing. The 
condition that resulted in the loosening of the bolts during pump operation existed for 39 days. The significance determination process (SDP) 
Phase 2 analysis evaluated EF-P-2A being inoperable for greater than 30 days as low to moderate safety significance. An SDP Phase 3 analysis 
was performed to confirm this result. On July 5, 2001, the finding was determined to be White following a June 25, 2001, regulatory 
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conference.  
Inspection Report# : 2001002(pdf)  

Barrier Integrity 

Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Procedures for Process Radiation Monitoring System Operation 
Control room operators secured an inoperable reactor coolant drain tank (RCDT) vent radiation monitor and placed its associated interlock 
defeat switch in defeat for several weeks without adequate compensatory actions. The defeat position disabled a high radiation isolation signal 
for two normally open reactor building isolation valves on the RCDT vent line in the auxiliary building. The operators' oversight caused by 
inadequate procedure guidance was determined to be of very low safety significance (Green). Only the radiological barrier function of the 
reactor building containment to the auxiliary building was degraded. Engineered safeguards isolation capability was maintained operable to the 
isolation valves for the duration. Technical specification 6.8.1.a. requires in part that written procedures shall be established, implemented and 
maintained covering the applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33, Revision 2, February 1978 recommends written procedures for process radiation monitoring system operation. 
Contrary to this requirement, on May 1, 2002, to August 4, 2002, control room operators secured the RCDT vent line radiation monitor and 
disabled associated high radiation signals without adequate procedure instruction. 
Inspection Report# : 2002006(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Mar 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Summary Conclusion from the Problem Identification and Resolution Inspection Regarding Effectiveness of the PI&R Program 
Based on the sample selected for review, the NRC concluded the implementation of the corrective action program at Three Mile Island Unit 1 
was adequate. The licensee was generally identifying problems and entering them into the corrective action program at an appropriate 
threshold. Problems were evaluated and corrected in a timely fashion based on the risk significance of the issue. However, some instances were 
identified where lower risk significant equipment problems were not entered into the corrective action program for resolution. The licensee's 
evaluations were generally of sufficient detail to reasonably identify the problem causes and provide for effective corrective actions. The 
evaluations of significant problems were of sufficient depth to identify likely root or apparent causes, and address the potential extent of the 
circumstances contributing to the problem. Corrective actions were specified to address the causes of problems. However, instances were 
identified where evaluations were not sufficiently detailed to assess the impact of equipment deficiencies or delayed maintenance on plant 
systems. One instance, regarding an incomplete evauation of the impact of inoperable service water traveling screen control instruments, was 
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determined to be a finding of very low safety significance (Green). 
Inspection Report# : 2002003(pdf)  

Last modified : March 25, 2003 
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Three Mile Island 1 
1Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 25, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Transient Combustibles 
AmerGen Energy Company failed to control transient combustibles in the relay room in accordance with the limits 
established in the Fire Hazard Analysis Report and Administrative Procedures 1035, "Control of Transient Combustible 
Materials." The failure to properly control transient combustible materials can result in an increase in the ignition 
frequency for a fire area. This finding was determined to be greater than minor significance based on the example 
provided in Section 4.k of NRC Manual Chapter 0612, Appendix E, "Power Reactor Inspection Reports." 
Inspection Report# : 2002011(pdf)  

Mitigating Systems 

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Test Procedure Results in Inadvertent Emergency Diesel Generator Start and Increased 
Unavailability 
A human performance related procedure error resulted in an unexpected start of the ‘B' emergency diesel generator 
(EDG) during emergency safeguards actuation system (ESAS) surveillance testing. The procedure error occurred when 
an auxiliary operator manipulated keyed test switches on the ‘A' EDG instead of the desired ‘B' EDG. A self-revealing 
non-cited violation of technical specification 6.8, "Procedures and Programs," was identified. This finding is more than 
minor because the procedure error resulted in unplanned unavailability to the ‘B' EDG, a mitigating system important 
to safety. The finding is of very low safety significance, because the redundant ‘A' EDG was not affected, and the 
increased unavailability was less than the technical specification allowed outage time for a single EDG. 
Inspection Report# : 2002007(pdf)  

Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure a Leaking EDG Governor Oil Fitting was Promptly Evaluated and Repaired 
Operators failed to promptly evaluate an oil leak on the ‘A' emergency diesel generator (EDG) mechanical governor 
that was of sufficient magnitude to render the diesel inoperable. The delay in assessing the significance of the degraded 
condition resulted in the diesel being inoperable for over five hours with no compensatory actions in place. The safety 
significance of AmerGen's failure to promptly evaluate and correct an oil leak on the ‘A' EDG that rendered the diesel 
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inoperable was very low (Green), because the time period the diesel was inoperable was less than the technical 
specification allowed outage time for a single EDG and the redundant ‘B' EDG was not affected. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Actions," requires in part that measures shall be established to assure that conditions 
adverse to quality are promptly identified and corrected. Contrary to this requirement, plant operators failed to assure 
that an oil leak that affected the operability of the ‘A' EDG, was promptly identified and repaired. 
Inspection Report# : 2002006(pdf)  

Barrier Integrity 

Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Procedures for Process Radiation Monitoring System Operation 
Control room operators secured an inoperable reactor coolant drain tank (RCDT) vent radiation monitor and placed its 
associated interlock defeat switch in defeat for several weeks without adequate compensatory actions. The defeat 
position disabled a high radiation isolation signal for two normally open reactor building isolation valves on the RCDT 
vent line in the auxiliary building. The operators' oversight caused by inadequate procedure guidance was determined 
to be of very low safety significance (Green). Only the radiological barrier function of the reactor building containment 
to the auxiliary building was degraded. Engineered safeguards isolation capability was maintained operable to the 
isolation valves for the duration. Technical specification 6.8.1.a. requires in part that written procedures shall be 
established, implemented and maintained covering the applicable procedures recommended in Appendix "A" of 
Regulatory Guide 1.33, Revision 2, February 1978. Regulatory Guide 1.33, Revision 2, February 1978 recommends 
written procedures for process radiation monitoring system operation. Contrary to this requirement, on May 1, 2002, to 
August 4, 2002, control room operators secured the RCDT vent line radiation monitor and disabled associated high 
radiation signals without adequate procedure instruction. 
Inspection Report# : 2002006(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Miscellaneous 
Last modified : June 17, 2003 
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Three Mile Island 1 
2Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 25, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Transient Combustibles 
AmerGen Energy Company failed to control transient combustibles in the relay room in accordance with the limits 
established in the Fire Hazard Analysis Report and Administrative Procedures 1035, "Control of Transient Combustible 
Materials." The failure to properly control transient combustible materials can result in an increase in the ignition 
frequency for a fire area. This finding was determined to be greater than minor significance based on the example 
provided in Section 4.k of NRC Manual Chapter 0612, Appendix E, "Power Reactor Inspection Reports." 
Inspection Report# : 2002011(pdf)  

Mitigating Systems 
Significance: N/A Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Document a Temporary Modification to a Floor Drain Flood Barrier in the River Water Pump House
AmerGen failed to evaluate the adequacy of, and ensure proper administrative controls were in place for, a temporary 
inflatable plug installed in a river water pump house floor drain flood barrier. The inflatable plug was later found 
deflated and unable to function as a flood protection barrier. The temporary plug was needed because the floor drain 
standpipe, which serves as the permanent flood barrier, was broken off during maintenance activities. The finding is 
greater than minor because, in the event of a maximum probable flood, the operability of safety related equipment in 
the river water pump house would have been challenged. The finding, which is under the mitigating systems 
cornerstone, is of very low safety significance because, the nonexistent flood protection barrier would not have resulted 
in a plant trip or a complete safety system failure. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Changes in Medical Status of Licensed Operators as Required by 10 CFR 50.74 
Three instances were identified in which the licensee had identified potentially disqualifying medical conditions in 
regard to licensed operators, but did not report these conditions to the NRC within 30 days because of lack of 
understanding of the reporting requirement. This is a violation of 10 CFR 50.74. The violation is of very low safety 
significance because no license restrictions were found necessary when the conditions were reported and reviewed by 
the NRC medical review officer. 
Inspection Report# : 2003003(pdf)  
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Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Test Procedure Results in Inadvertent Emergency Diesel Generator Start and Increased 
Unavailability 
A human performance related procedure error resulted in an unexpected start of the ‘B' emergency diesel generator 
(EDG) during emergency safeguards actuation system (ESAS) surveillance testing. The procedure error occurred when 
an auxiliary operator manipulated keyed test switches on the ‘A' EDG instead of the desired ‘B' EDG. A self-revealing 
non-cited violation of technical specification 6.8, "Procedures and Programs," was identified. This finding is more than 
minor because the procedure error resulted in unplanned unavailability to the ‘B' EDG, a mitigating system important 
to safety. The finding is of very low safety significance, because the redundant ‘A' EDG was not affected, and the 
increased unavailability was less than the technical specification allowed outage time for a single EDG. 
Inspection Report# : 2002007(pdf)  

Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure a Leaking EDG Governor Oil Fitting was Promptly Evaluated and Repaired 
Operators failed to promptly evaluate an oil leak on the ‘A' emergency diesel generator (EDG) mechanical governor 
that was of sufficient magnitude to render the diesel inoperable. The delay in assessing the significance of the degraded 
condition resulted in the diesel being inoperable for over five hours with no compensatory actions in place. The safety 
significance of AmerGen's failure to promptly evaluate and correct an oil leak on the ‘A' EDG that rendered the diesel 
inoperable was very low (Green), because the time period the diesel was inoperable was less than the technical 
specification allowed outage time for a single EDG and the redundant ‘B' EDG was not affected. 10 CFR 50, Appendix 
B, Criterion XVI, "Corrective Actions," requires in part that measures shall be established to assure that conditions 
adverse to quality are promptly identified and corrected. Contrary to this requirement, plant operators failed to assure 
that an oil leak that affected the operability of the ‘A' EDG, was promptly identified and repaired. 
Inspection Report# : 2002006(pdf)  

Barrier Integrity 

Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Procedures for Process Radiation Monitoring System Operation 
Control room operators secured an inoperable reactor coolant drain tank (RCDT) vent radiation monitor and placed its 
associated interlock defeat switch in defeat for several weeks without adequate compensatory actions. The defeat 
position disabled a high radiation isolation signal for two normally open reactor building isolation valves on the RCDT 
vent line in the auxiliary building. The operators' oversight caused by inadequate procedure guidance was determined 
to be of very low safety significance (Green). Only the radiological barrier function of the reactor building containment 
to the auxiliary building was degraded. Engineered safeguards isolation capability was maintained operable to the 
isolation valves for the duration. Technical specification 6.8.1.a. requires in part that written procedures shall be 
established, implemented and maintained covering the applicable procedures recommended in Appendix "A" of 
Regulatory Guide 1.33, Revision 2, February 1978. Regulatory Guide 1.33, Revision 2, February 1978 recommends 
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written procedures for process radiation monitoring system operation. Contrary to this requirement, on May 1, 2002, to 
August 4, 2002, control room operators secured the RCDT vent line radiation monitor and disabled associated high 
radiation signals without adequate procedure instruction. 
Inspection Report# : 2002006(pdf)  
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Three Mile Island 1 
3Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 25, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Transient Combustibles 
AmerGen Energy Company failed to control transient combustibles in the relay room in accordance with the limits 
established in the Fire Hazard Analysis Report and Administrative Procedures 1035, "Control of Transient Combustible 
Materials."  
 
The failure to properly control transient combustible materials can result in an increase in the ignition frequency for a 
fire area. This finding was determined to be greater than minor significance based on the example provided in Section 
4.k of NRC Manual Chapter 0612, Appendix E, "Power Reactor Inspection Reports." 
Inspection Report# : 2002011(pdf)  

Mitigating Systems 

Significance:  Aug 26, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent Borated Water Storage Tank Drain Down 
On August 26, 2003, plant operators failed to follow written procedures for establishing an isolation boundary for work 
on the "A" spent fuel pool cooling train, resulting in the inadvertent draindown of the borated water storage tank 
(BWST) to the spent fuel pool, and subsequent unplanned entry into the technical specification limiting condition for 
operation for BWST inventory. Because this human performance related procedure error was of very low safety 
significance and has been entered into the corrective action system, this violation is being treated as a non-cited 
violation. 
Inspection Report# : 2003004(pdf)  

Significance: N/A Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Document a Temporary Modification to a Floor Drain Flood Barrier in the River Water Pump House
AmerGen failed to evaluate the adequacy of, and ensure proper administrative controls were in place for, a temporary 
inflatable plug installed in a river water pump house floor drain flood barrier. The inflatable plug was later found 
deflated and unable to function as a flood protection barrier. The temporary plug was needed because the floor drain 
standpipe, which serves as the permanent flood barrier, was broken off during maintenance activities.  
 
The finding is greater than minor because, in the event of a maximum probable flood, the operability of safety related 
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equipment in the river water pump house would have been challenged. The finding, which is under the mitigating 
systems cornerstone, is of very low safety significance because, the nonexistent flood protection barrier would not have 
resulted in a plant trip or a complete safety system failure. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Changes in Medical Status of Licensed Operators as Required by 10 CFR 50.74 
Three instances were identified in which the licensee had identified potentially disqualifying medical conditions in 
regard to licensed operators, but did not report these conditions to the NRC within 30 days because of lack of 
understanding of the reporting requirement. This is a violation of 10 CFR 50.74. The violation is of very low safety 
significance because no license restrictions were found necessary when the conditions were reported and reviewed by 
the NRC medical review officer. 
Inspection Report# : 2003003(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Test Procedure Results in Inadvertent Emergency Diesel Generator Start and Increased 
Unavailability 
A human performance related procedure error resulted in an unexpected start of the ‘B' emergency diesel generator 
(EDG) during emergency safeguards actuation system (ESAS) surveillance testing. The procedure error occurred when 
an auxiliary operator manipulated keyed test switches on the ‘A' EDG instead of the desired ‘B' EDG.  
 
A self-revealing non-cited violation of technical specification 6.8, "Procedures and Programs," was identified. This 
finding is more than minor because the procedure error resulted in unplanned unavailability to the ‘B' EDG, a 
mitigating system important to safety. The finding is of very low safety significance, because the redundant ‘A' EDG 
was not affected, and the increased unavailability was less than the technical specification allowed outage time for a 
single EDG. 
Inspection Report# : 2002007(pdf)  

Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure a Leaking EDG Governor Oil Fitting was Promptly Evaluated and Repaired 
Operators failed to promptly evaluate an oil leak on the ‘A' emergency diesel generator (EDG) mechanical governor 
that was of sufficient magnitude to render the diesel inoperable. The delay in assessing the significance of the degraded 
condition resulted in the diesel being inoperable for over five hours with no compensatory actions in place.  
 
The safety significance of AmerGen's failure to promptly evaluate and correct an oil leak on the ‘A' EDG that rendered 
the diesel inoperable was very low (Green), because the time period the diesel was inoperable was less than the 
technical specification allowed outage time for a single EDG and the redundant ‘B' EDG was not affected. 10 CFR 50, 
Appendix B, Criterion XVI, "Corrective Actions," requires in part that measures shall be established to assure that 
conditions adverse to quality are promptly identified and corrected. Contrary to this requirement, plant operators failed 
to assure that an oil leak that affected the operability of the ‘A' EDG, was promptly identified and repaired. 
Inspection Report# : 2002006(pdf)  
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Barrier Integrity 

Significance:  Oct 12, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Procedures for Process Radiation Monitoring System Operation 
Control room operators secured an inoperable reactor coolant drain tank (RCDT) vent radiation monitor and placed its 
associated interlock defeat switch in defeat for several weeks without adequate compensatory actions. The defeat 
position disabled a high radiation isolation signal for two normally open reactor building isolation valves on the RCDT 
vent line in the auxiliary building.  
 
The operators' oversight caused by inadequate procedure guidance was determined to be of very low safety significance 
(Green). Only the radiological barrier function of the reactor building containment to the auxiliary building was 
degraded. Engineered safeguards isolation capability was maintained operable to the isolation valves for the duration. 
Technical specification 6.8.1.a. requires in part that written procedures shall be established, implemented and 
maintained covering the applicable procedures recommended in Appendix "A" of Regulatory Guide 1.33, Revision 2, 
February 1978. Regulatory Guide 1.33, Revision 2, February 1978 recommends written procedures for process 
radiation monitoring system operation. Contrary to this requirement, on May 1, 2002, to August 4, 2002, control room 
operators secured the RCDT vent line radiation monitor and disabled associated high radiation signals without adequate 
procedure instruction. 
Inspection Report# : 2002006(pdf)  
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Three Mile Island 1 
4Q/2003 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify, Document, and Evaluate Conditions Adverse to Quality which had the Potential to 
Adversely Affect ECCS Containment Sump Availability 
The inspectors identified a non-cited violation for failure to identify, document, and assess conditions adverse to 
quality which had the potential to adversely affect emergency core cooling system (ECCS) containment sump 
availability. The inspectors observed numerous sources of debris within containment and sump screen conditions which 
had the potential to degrade ECCS performance. Station personnel saw most of these same conditions, but did not 
document or assess the associated impact on containment sump operability until the issue was raised by the inspectors. 
Failure to recognize and evaluate screen blockage and sources of continued debris within containment could lead to 
further containment sump degradation and make ECCS systems inoperable.  
 
This finding affected the mitigating systems cornerstone and is more than minor because it had the potential to 
adversely impact equipment availability and reliability for multiple ECCS systems which are designed to respond to 
initiating events to prevent undesirable consequences (i.e., core damage). The finding was of very low safety 
significance (Green) because subsequent engineering evaluations concluded that the adverse sump conditions would 
not cause an actual loss of safety function. 
Inspection Report# : 2003005(pdf)  

Significance:  Aug 26, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent Borated Water Storage Tank Drain Down 
A self-revealing, non-cited violation of technical specification 6.8.1.a was identified for plant operators' failure to 
follow procedures for applying a clearance isolation boundary on the "A" spent fuel pool cooling train. This resulted in 
the inadvertent draindown of the borated water storage tank (BWST) to the spent fuel pool and unplanned entry into a 
technical specification limiting condition for operation for BWST inventory with the plant operating at 100 percent 
power.  
 
This finding is more than minor because, if left uncorrected, it could have resulted in a more significant safety concern 
in that BWST inventory could have become less than required to support emergency core cooling system operability. 
The finding affected the reliability of the safety injection functions under the mitigating systems cornerstone and is of 
very low safety significance because control room operators took immediate corrective action to restore BWST 
inventory within the technical specification limiting condition for operation allowed outage time. 
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Inspection Report# : 2003004(pdf)  

Significance: N/A Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Document a Temporary Modification to a Floor Drain Flood Barrier in the River Water Pump House
The inspectors identified a finding where AmerGen failed to evaluate the adequacy of, and ensure proper 
administrative controls were in place for, a temporary inflatable plug installed in a river water pump house floor drain 
flood barrier. The inflatable plug was later found deflated and unable to function as a flood protection barrier. The 
temporary plug was needed because the floor drain standpipe, which serves as the permanent flood barrier, was broken 
off during maintenance activities.  
 
The finding is greater than minor because, in the event of a maximum probable flood, the operability of safety-related 
equipment in the river water pump house would have been challenged. The finding, which is under the mitigating 
systems cornerstone, is of very low safety significance because, the nonexistent flood protection barrier would not have 
resulted in a plant trip or a complete safety system failure. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Changes in Medical Status of Licensed Operators as Required by 10 CFR 50.74 
The inspectors identified a non-cited violation of 10 CFR 50.74 for three instances in which the licensee had identified 
potentially disqualifying medical conditions in regard to licensed operators, but did not report these conditions to the 
NRC within 30 days because of lack of understanding of the reporting requirement. The violation is of very low safety 
significance because no license restrictions were found necessary when the conditions were reported and reviewed by 
the NRC medical review officer. 
Inspection Report# : 2003003(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Evaluate and Correct Reactor Coolant System Pressure Boundary Leak in a Timely Manner 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified for 
failure to identify and correct reactor coolant system (RCS) pressure boundary leakage in a timely manner. Failure to 
identify the leakage during the previous refueling outage resulted in continued RCS barrier degradation and power 
operation from November 2001 until October 2003 with non-isolable RCS strength boundary leakage.  
 
The issue is more than minor because it adversely affected the barrier integrity cornerstone in that it reduced the 
likelihood that the physical RCS design barrier would protect the public from radio nuclide releases. In addition, if left 
uncorrected, the issue could become a more significant safety concern (i.e., RCS inventory loss). The inspectors 
determined this finding is of very low safety significance (Green) because the RCS leakage was small, the likelihood of 
a rapid increase in RCS leak rate was small due to the robust cover plate design, the remaining mitigation functions 
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were unaffected, and the containment barrier remained fully functional to prevent radio nuclide release to the public. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Boric Acid Corrosion of Reactor Building Containment Liner and Protective 
Moisture Barrier 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for 
failure to implement proper corrective actions to prevent corrosion of the containment liner. The corrosion resulted in 
reduced liner wall thickness that exceeded the ASME XI acceptance criteria.  
 
This issue affected the barrier integrity cornerstone and is more than minor because the condition impacted 
configuration control in that containment barrier wall thickness design parameters were not maintained. In addition, if 
left uncorrected, the condition could have affected the availability and reliability of the safety-related containment liner 
to protect the public from radio nuclide release. This finding is of very low significance since the issue did not involve 
an actual open pathway in the physical integrity of the containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Structural Design Clearances Inside Reactor Building Containment 
The inspectors identified a non-cited violation for failure to comply with 10 CFR 50, Appendix B, Criterion X, 
"Inspection." This violation involved the installation of a floor grating for a permanent structure inside the containment 
that did not meet the required separation distance to the containment liner per structural drawing 421054. Station 
personnel failed to identify this degraded condition during containment inspections. The inadequate structural clearance 
increased the likelihood that the safety-related containment liner would be damaged during a postulated seismic event. 
 
This finding affected the barrier integrity cornerstone and is more than minor because the condition impacted 
configuration control in that the containment design parameter for clearance between structures and the containment 
liner was not maintained. In addition, if left uncorrected, the condition could have affected the availability and 
reliability of the safety-related containment liner to protect the public from radio nuclide release. The finding is of very 
low safety significance because the issue did not involve an actual open pathway in the physical integrity of the 
containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Perform Reactor Building Engineering Containment Coating Inspections 
The inspectors identified a non-cited violation of technical specification 6.8.1.a for failure to properly perform 
inspections to assess the overall health of coatings inside the containment as required by procedure EP-055T. This issue 
reflected deficient human performance and problem identification because the applicable station procedure was not 
used and numerous existing degraded containment coating conditions were not identified. The inspectors subsequently 
identified various degraded containment coating issues. Corrective actions included a complete reinspection of 
containment coatings, which resulted in identification and evaluation of 127 coating indications.  
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This finding is greater than minor because it affected the barrier integrity cornerstone and if left uncorrected, the 
condition could have degraded further and affected the operability of the safety-related containment sump and liner. 
The finding is of very low safety significance since the issue did not involve an actual open pathway in the physical 
integrity of the containment or an actual blockage of the containment sump. 
Inspection Report# : 2003005(pdf)  
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Three Mile Island 1 
1Q/2004 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify, Document, and Evaluate Conditions Adverse to Quality which had the Potential to Adversely Affect ECCS 
Containment Sump Availability 
The inspectors identified a non-cited violation for failure to identify, document, and assess conditions adverse to quality which had the 
potential to adversely affect emergency core cooling system (ECCS) containment sump availability. The inspectors observed numerous sources 
of debris within containment and sump screen conditions which had the potential to degrade ECCS performance. Station personnel saw most of 
these same conditions, but did not document or assess the associated impact on containment sump operability until the issue was raised by the 
inspectors. Failure to recognize and evaluate screen blockage and sources of continued debris within containment could lead to further 
containment sump degradation and make ECCS systems inoperable.  
 
This finding affected the mitigating systems cornerstone and is more than minor because it had the potential to adversely impact equipment 
availability and reliability for multiple ECCS systems which are designed to respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The finding was of very low safety significance (Green) because subsequent engineering evaluations concluded that the 
adverse sump conditions would not cause an actual loss of safety function. 
Inspection Report# : 2003005(pdf)  

Significance:  Aug 26, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent Borated Water Storage Tank Drain Down 
A self-revealing, non-cited violation of technical specification 6.8.1.a was identified for plant operators' failure to follow procedures for 
applying a clearance isolation boundary on the "A" spent fuel pool cooling train. This resulted in the inadvertent draindown of the borated 
water storage tank (BWST) to the spent fuel pool and unplanned entry into a technical specification limiting condition for operation for BWST 
inventory with the plant operating at 100 percent power.  
 
This finding is more than minor because, if left uncorrected, it could have resulted in a more significant safety concern in that BWST inventory 
could have become less than required to support emergency core cooling system operability. The finding affected the reliability of the safety 
injection functions under the mitigating systems cornerstone and is of very low safety significance because control room operators took 
immediate corrective action to restore BWST inventory within the technical specification limiting condition for operation allowed outage time.
Inspection Report# : 2003004(pdf)  

Significance: N/A Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Document a Temporary Modification to a Floor Drain Flood Barrier in the River Water Pump House 
The inspectors identified a finding where AmerGen failed to evaluate the adequacy of, and ensure proper administrative controls were in place 
for, a temporary inflatable plug installed in a river water pump house floor drain flood barrier. The inflatable plug was later found deflated and 
unable to function as a flood protection barrier. The temporary plug was needed because the floor drain standpipe, which serves as the 
permanent flood barrier, was broken off during maintenance activities.  
 
The finding is greater than minor because, in the event of a maximum probable flood, the operability of safety-related equipment in the river 
water pump house would have been challenged. The finding, which is under the mitigating systems cornerstone, is of very low safety 
significance because, the nonexistent flood protection barrier would not have resulted in a plant trip or a complete safety system failure. 
Inspection Report# : 2003003(pdf)  
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Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Changes in Medical Status of Licensed Operators as Required by 10 CFR 50.74 
The inspectors identified a non-cited violation of 10 CFR 50.74 for three instances in which the licensee had identified potentially disqualifying 
medical conditions in regard to licensed operators, but did not report these conditions to the NRC within 30 days because of lack of 
understanding of the reporting requirement. The violation is of very low safety significance because no license restrictions were found 
necessary when the conditions were reported and reviewed by the NRC medical review officer. 
Inspection Report# : 2003003(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Evaluate and Correct Reactor Coolant System Pressure Boundary Leak in a Timely Manner 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified for failure to identify and 
correct reactor coolant system (RCS) pressure boundary leakage in a timely manner. Failure to identify the leakage during the previous 
refueling outage resulted in continued RCS barrier degradation and power operation from November 2001 until October 2003 with non-
isolable RCS strength boundary leakage.  
 
The issue is more than minor because it adversely affected the barrier integrity cornerstone in that it reduced the likelihood that the physical 
RCS design barrier would protect the public from radio nuclide releases. In addition, if left uncorrected, the issue could become a more 
significant safety concern (i.e., RCS inventory loss). The inspectors determined this finding is of very low safety significance (Green) because 
the RCS leakage was small, the likelihood of a rapid increase in RCS leak rate was small due to the robust cover plate design, the remaining 
mitigation functions were unaffected, and the containment barrier remained fully functional to prevent radio nuclide release to the public. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Boric Acid Corrosion of Reactor Building Containment Liner and Protective Moisture Barrier 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for failure to implement proper 
corrective actions to prevent corrosion of the containment liner. The corrosion resulted in reduced liner wall thickness that exceeded the ASME 
XI acceptance criteria.  
 
This issue affected the barrier integrity cornerstone and is more than minor because the condition impacted configuration control in that 
containment barrier wall thickness design parameters were not maintained. In addition, if left uncorrected, the condition could have affected the 
availability and reliability of the safety-related containment liner to protect the public from radio nuclide release. This finding is of very low 
significance since the issue did not involve an actual open pathway in the physical integrity of the containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Structural Design Clearances Inside Reactor Building Containment 
The inspectors identified a non-cited violation for failure to comply with 10 CFR 50, Appendix B, Criterion X, "Inspection." This violation 
involved the installation of a floor grating for a permanent structure inside the containment that did not meet the required separation distance to 
the containment liner per structural drawing 421054. Station personnel failed to identify this degraded condition during containment 
inspections. The inadequate structural clearance increased the likelihood that the safety-related containment liner would be damaged during a 
postulated seismic event.  
 
This finding affected the barrier integrity cornerstone and is more than minor because the condition impacted configuration control in that the 
containment design parameter for clearance between structures and the containment liner was not maintained. In addition, if left uncorrected, 
the condition could have affected the availability and reliability of the safety-related containment liner to protect the public from radio nuclide 
release. The finding is of very low safety significance because the issue did not involve an actual open pathway in the physical integrity of the 
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containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Perform Reactor Building Engineering Containment Coating Inspections 
The inspectors identified a non-cited violation of technical specification 6.8.1.a for failure to properly perform inspections to assess the overall 
health of coatings inside the containment as required by procedure EP-055T. This issue reflected deficient human performance and problem 
identification because the applicable station procedure was not used and numerous existing degraded containment coating conditions were not 
identified. The inspectors subsequently identified various degraded containment coating issues. Corrective actions included a complete 
reinspection of containment coatings, which resulted in identification and evaluation of 127 coating indications.  
 
This finding is greater than minor because it affected the barrier integrity cornerstone and if left uncorrected, the condition could have degraded 
further and affected the operability of the safety-related containment sump and liner. The finding is of very low safety significance since the 
issue did not involve an actual open pathway in the physical integrity of the containment or an actual blockage of the containment sump. 
Inspection Report# : 2003005(pdf)  
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Three Mile Island 1 
2Q/2004 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Identify Abnormally High River Pump Vibrations 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. On March 9, 2004, AmerGen did not 
recognize that vibration levels on the 1C Nuclear River (NR) Pump (NR-P-1C) motor exceeded predictive maintenance program alert levels. The failure 
to recognize the elevated vibration resulted in the inoperability of the pump. The pump shaft and bearings were ultimately replaced.  
 
This self-revealing finding is more than minor since the failure to take timely action reduced the reliability and availability of a mitigating systems 
component. Corrective action to address the slowly degrading motor bearings could have been commenced prior to the vibration levels exceeded the 
fault level. This finding was determined to be of very low safety significance because at least two NR pumps remained available. 
Inspection Report# : 2004003(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inability of 25 Percent of the Crews to Pass the Dynamic Simulator Portion of the Facility-Administered Annual Operating Examinations 
A finding of very low safety significance was identified. The finding was associated with operating crew performance on the simulator during facility-
administered licensed operator requalification examinations. Of the eight crews evaluated, two did not pass their simulator examinations. The finding is 
of very low safety significance because the failures occurred during annual testing of the operators on the simulator, because there were no actual 
consequences to the failures, and because the crews were removed from watch-standing duties, refrained and re-evaluated before they were authorized 
to return to control room watches. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Scaffolding Installation Procedures 
The inspectors identified a non-cited violation (NCV) of technical specification 6.8.1.a for inadequate implementation of scaffold control requirements 
and for not performing engineering evaluations as required by procedures MA-MA-796-024-1001 and LS-AA-104-1000. The procedural violations 
resulted in scaffold construction deviations that were not evaluated for adequacy by engineering to ensure that safety related equipment would not be 
adversely impacted by the scaffold during a seismic event. The finding is of very low safety significance since no equipment was rendered inoperable 
due to the scaffolding, and the scaffolding would not have caused a loss of any safety function during or following a seismic event. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Assurance that Each Section of the Operating Exam is at Least 50 Percent Unique Compared to any Other Operating Exam 
Administered During the Same Cycle 
An NCV was identified for non-adherence to an established Exelon/AmerGen licensed operator requalification test (LORT) program procedure that 
provided guidance for satisfying the requirements of 10 CFR 55.59 in the development of the Senior and Reactor Operator 2004 annual requalification 
exams.  
 
The finding is greater than minor because the Performance Deficiency (PD) affected the mitigating systems cornerstone objective to ensure mitigating 
system reliability and availability, and its related attribute on human performance (Human Error (Pre-Event and Post-Event)). The finding is of very low 
safety significance because the discrepancy did not have an adverse impact on the operator's ability to safely operate the plant this past year and there 
were no identified concerns regarding exam compromise. 
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Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Documentation of Adequate Remediation Plans for Senior Reactor Operators and Reactor Operators 
An NCV was identified for non-adherence to an established Exelon/AmerGen licensed operator requalification program procedure for documenting 
remediation plans for Senior and Reactor Operators developed as a result of failures on 2003 biennial written and annual operating exams and as 
required by 10 CFR 55.59(c)(5).  
 
The finding is greater than minor because the performance deficiency affected the mitigating systems cornerstone objective to ensure mitigating system 
reliability and availability, and its related attribute on human performance (Human Error (Pre-Event and Post-Event)). The finding is of very low safety 
significance because the discrepancy did not have an adverse impact on the operator's ability to safely operate the plant this past year. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Simulator Did Not Replicate Expected Plant Response to Steady State Conditions 
An NCV was identified for simulator modeling discrepancies that should have been identified and corrected during required steady state performance 
testing as required by ANSI/ANS 3.5-1985 and 10 CFR 55.46.  
 
This finding is more than minor because it affects the human performance (human error) attribute of the mitigating systems cornerstone. The finding is 
of very low safety significance because the discrepancy did not have an adverse impact on operator actions such that safety-related equipment was made 
inoperable during normal operations or in response to a plant transient. 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify, Document, and Evaluate Conditions Adverse to Quality which had the Potential to Adversely Affect ECCS Containment 
Sump Availability 
The inspectors identified a non-cited violation for failure to identify, document, and assess conditions adverse to quality which had the potential to 
adversely affect emergency core cooling system (ECCS) containment sump availability. The inspectors observed numerous sources of debris within 
containment and sump screen conditions which had the potential to degrade ECCS performance. Station personnel saw most of these same conditions, 
but did not document or assess the associated impact on containment sump operability until the issue was raised by the inspectors. Failure to recognize 
and evaluate screen blockage and sources of continued debris within containment could lead to further containment sump degradation and make ECCS 
systems inoperable.  
 
This finding affected the mitigating systems cornerstone and is more than minor because it had the potential to adversely impact equipment availability 
and reliability for multiple ECCS systems which are designed to respond to initiating events to prevent undesirable consequences (i.e., core damage). 
The finding was of very low safety significance (Green) because subsequent engineering evaluations concluded that the adverse sump conditions would 
not cause an actual loss of safety function. 
Inspection Report# : 2003005(pdf)  

Significance:  Aug 26, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent Borated Water Storage Tank Drain Down 
A self-revealing, non-cited violation of technical specification 6.8.1.a was identified for plant operators' failure to follow procedures for applying a 
clearance isolation boundary on the "A" spent fuel pool cooling train. This resulted in the inadvertent draindown of the borated water storage tank 
(BWST) to the spent fuel pool and unplanned entry into a technical specification limiting condition for operation for BWST inventory with the plant 
operating at 100 percent power.  
 
This finding is more than minor because, if left uncorrected, it could have resulted in a more significant safety concern in that BWST inventory could 
have become less than required to support emergency core cooling system operability. The finding affected the reliability of the safety injection 
functions under the mitigating systems cornerstone and is of very low safety significance because control room operators took immediate corrective 
action to restore BWST inventory within the technical specification limiting condition for operation allowed outage time. 
Inspection Report# : 2003004(pdf)  
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Barrier Integrity 

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Evaluate and Correct Reactor Coolant System Pressure Boundary Leak in a Timely Manner 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified for failure to identify and correct 
reactor coolant system (RCS) pressure boundary leakage in a timely manner. Failure to identify the leakage during the previous refueling outage 
resulted in continued RCS barrier degradation and power operation from November 2001 until October 2003 with non-isolable RCS strength boundary 
leakage.  
 
The issue is more than minor because it adversely affected the barrier integrity cornerstone in that it reduced the likelihood that the physical RCS design 
barrier would protect the public from radio nuclide releases. In addition, if left uncorrected, the issue could become a more significant safety concern 
(i.e., RCS inventory loss). The inspectors determined this finding is of very low safety significance (Green) because the RCS leakage was small, the 
likelihood of a rapid increase in RCS leak rate was small due to the robust cover plate design, the remaining mitigation functions were unaffected, and 
the containment barrier remained fully functional to prevent radio nuclide release to the public. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Boric Acid Corrosion of Reactor Building Containment Liner and Protective Moisture Barrier 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for failure to implement proper 
corrective actions to prevent corrosion of the containment liner. The corrosion resulted in reduced liner wall thickness that exceeded the ASME XI 
acceptance criteria.  
 
This issue affected the barrier integrity cornerstone and is more than minor because the condition impacted configuration control in that containment 
barrier wall thickness design parameters were not maintained. In addition, if left uncorrected, the condition could have affected the availability and 
reliability of the safety-related containment liner to protect the public from radio nuclide release. This finding is of very low significance since the issue 
did not involve an actual open pathway in the physical integrity of the containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Structural Design Clearances Inside Reactor Building Containment 
The inspectors identified a non-cited violation for failure to comply with 10 CFR 50, Appendix B, Criterion X, "Inspection." This violation involved the 
installation of a floor grating for a permanent structure inside the containment that did not meet the required separation distance to the containment liner 
per structural drawing 421054. Station personnel failed to identify this degraded condition during containment inspections. The inadequate structural 
clearance increased the likelihood that the safety-related containment liner would be damaged during a postulated seismic event.  
 
This finding affected the barrier integrity cornerstone and is more than minor because the condition impacted configuration control in that the 
containment design parameter for clearance between structures and the containment liner was not maintained. In addition, if left uncorrected, the 
condition could have affected the availability and reliability of the safety-related containment liner to protect the public from radio nuclide release. The 
finding is of very low safety significance because the issue did not involve an actual open pathway in the physical integrity of the containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Perform Reactor Building Engineering Containment Coating Inspections 
The inspectors identified a non-cited violation of technical specification 6.8.1.a for failure to properly perform inspections to assess the overall health of 
coatings inside the containment as required by procedure EP-055T. This issue reflected deficient human performance and problem identification 
because the applicable station procedure was not used and numerous existing degraded containment coating conditions were not identified. The 
inspectors subsequently identified various degraded containment coating issues. Corrective actions included a complete reinspection of containment 
coatings, which resulted in identification and evaluation of 127 coating indications.  
 
This finding is greater than minor because it affected the barrier integrity cornerstone and if left uncorrected, the condition could have degraded further 
and affected the operability of the safety-related containment sump and liner. The finding is of very low safety significance since the issue did not 
involve an actual open pathway in the physical integrity of the containment or an actual blockage of the containment sump. 
Inspection Report# : 2003005(pdf)  
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Three Mile Island 1 
3Q/2004 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct a Degraded 'A' EDG Fuel Injection Line 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action" for failure to identify a degraded 
‘A' emergency diesel generator (EDG) common header fuel injector tube. In addition, after the condition was identified by the inspectors, 
station personnel failed to document, evaluate and correct this degraded condition, which had the potential to degrade further and adversely 
affect the operability of the ‘A' EDG, until prompted by the inspectors. The tube degradation was caused by rubbing between the tube and the 
fuel oil duplex filter metal cover plate and resulted in a 40 percent reduction in tube wall thickness. The initial assessment of this degraded 
condition was untimely and lacked technical rigor. The duplex filter cover plate was ultimately modified to establish proper clearance and 
prevent further tube degradation. In addition, corrective actions were initiated to replace the degraded fuel ejector tube during the next ‘A' EDG 
outage.  
 
This issue is more than minor since the failure to identify and correct the degraded EDG fuel ejector tube reduced the reliability of a mitigating 
system component. In addition, if left uncorrected, the condition could have degraded further and affected the operability of the ‘A' EDG. This 
finding is of very low safety significance (Green) because it did not result in an actual failure of the ‘A' EDG fuel injector tubing, nor did it 
cause the ‘A' EDG to be inoperable. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Identify Abnormally High River Pump Vibrations 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. On March 9, 2004, AmerGen did 
not recognize that vibration levels on the 1C Nuclear River (NR) Pump (NR-P-1C) motor exceeded predictive maintenance program alert 
levels. The failure to recognize the elevated vibration resulted in the inoperability of the pump. The pump shaft and bearings were ultimately 
replaced.  
 
This self-revealing finding is more than minor since the failure to take timely action reduced the reliability and availability of a mitigating 
systems component. Corrective action to address the slowly degrading motor bearings could have been commenced prior to the vibration levels 
exceeded the fault level. This finding was determined to be of very low safety significance because at least two NR pumps remained available.
Inspection Report# : 2004003(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inability of 25 Percent of the Crews to Pass the Dynamic Simulator Portion of the Facility-Administered Annual Operating 
Examinations 
A finding of very low safety significance was identified. The finding was associated with operating crew performance on the simulator during 
facility-administered licensed operator requalification examinations. Of the eight crews evaluated, two did not pass their simulator 
examinations. The finding is of very low safety significance because the failures occurred during annual testing of the operators on the 
simulator, because there were no actual consequences to the failures, and because the crews were removed from watch-standing duties, 
refrained and re-evaluated before they were authorized to return to control room watches. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Follow Scaffolding Installation Procedures 
The inspectors identified a non-cited violation (NCV) of technical specification 6.8.1.a for inadequate implementation of scaffold control 
requirements and for not performing engineering evaluations as required by procedures MA-MA-796-024-1001 and LS-AA-104-1000. The 
procedural violations resulted in scaffold construction deviations that were not evaluated for adequacy by engineering to ensure that safety 
related equipment would not be adversely impacted by the scaffold during a seismic event. The finding is of very low safety significance since 
no equipment was rendered inoperable due to the scaffolding, and the scaffolding would not have caused a loss of any safety function during or 
following a seismic event. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Assurance that Each Section of the Operating Exam is at Least 50 Percent Unique Compared to any Other Operating Exam 
Administered During the Same Cycle 
An NCV was identified for non-adherence to an established Exelon/AmerGen licensed operator requalification test (LORT) program procedure 
that provided guidance for satisfying the requirements of 10 CFR 55.59 in the development of the Senior and Reactor Operator 2004 annual 
requalification exams.  
 
The finding is greater than minor because the Performance Deficiency (PD) affected the mitigating systems cornerstone objective to ensure 
mitigating system reliability and availability, and its related attribute on human performance (Human Error (Pre-Event and Post-Event)). The 
finding is of very low safety significance because the discrepancy did not have an adverse impact on the operator's ability to safely operate the 
plant this past year and there were no identified concerns regarding exam compromise. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Documentation of Adequate Remediation Plans for Senior Reactor Operators and Reactor Operators 
An NCV was identified for non-adherence to an established Exelon/AmerGen licensed operator requalification program procedure for 
documenting remediation plans for Senior and Reactor Operators developed as a result of failures on 2003 biennial written and annual 
operating exams and as required by 10 CFR 55.59(c)(5).  
 
The finding is greater than minor because the performance deficiency affected the mitigating systems cornerstone objective to ensure 
mitigating system reliability and availability, and its related attribute on human performance (Human Error (Pre-Event and Post-Event)). The 
finding is of very low safety significance because the discrepancy did not have an adverse impact on the operator's ability to safely operate the 
plant this past year. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Simulator Did Not Replicate Expected Plant Response to Steady State Conditions 
An NCV was identified for simulator modeling discrepancies that should have been identified and corrected during required steady state 
performance testing as required by ANSI/ANS 3.5-1985 and 10 CFR 55.46.  
 
This finding is more than minor because it affects the human performance (human error) attribute of the mitigating systems cornerstone. The 
finding is of very low safety significance because the discrepancy did not have an adverse impact on operator actions such that safety-related 
equipment was made inoperable during normal operations or in response to a plant transient. 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify, Document, and Evaluate Conditions Adverse to Quality which had the Potential to Adversely Affect ECCS 
Containment Sump Availability 
The inspectors identified a non-cited violation for failure to identify, document, and assess conditions adverse to quality which had the 
potential to adversely affect emergency core cooling system (ECCS) containment sump availability. The inspectors observed numerous sources 
of debris within containment and sump screen conditions which had the potential to degrade ECCS performance. Station personnel saw most of 
these same conditions, but did not document or assess the associated impact on containment sump operability until the issue was raised by the 
inspectors. Failure to recognize and evaluate screen blockage and sources of continued debris within containment could lead to further 
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containment sump degradation and make ECCS systems inoperable.  
 
This finding affected the mitigating systems cornerstone and is more than minor because it had the potential to adversely impact equipment 
availability and reliability for multiple ECCS systems which are designed to respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The finding was of very low safety significance (Green) because subsequent engineering evaluations concluded that the 
adverse sump conditions would not cause an actual loss of safety function. 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Testing of the Reactor River Water Pumps in Accordance with ASME OM Code 
The inspectors identified a self-revealing non-cited violation of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards" which requires, in part, that 
testing of safety-related pumps meet the requirements of the American Society of Mechanical Engineers (ASME) Operation and Maintenance 
(OM) Code. Contrary to this requirement, AmerGen did not perform quarterly Inservice Testing (IST) of the reactor river water (RR) pumps in 
accordance with the ASME OM-6 Code. Specifically, the quarterly test procedure did not set pump differential pressure (d/p) or flow at a 
reference value which was readily duplicated during subsequent tests. Additionally, the test throttle valve position, which could significantly 
influence pump d/p, was not monitored, documented or analyzed. The inspectors determined that over the last five years, the quarterly RR 
pump test was not in accordance with the Code and would not have detected a degraded pump hydraulic condition.  
 
This issue is more than minor because it affected the Barrier Integrity cornerstone objective and the containment barrier performance attribute. 
Failure to test the pumps in accordance with the code did not ensure the availability of the RR system's safety function to provide containment 
cooling and pressure suppression in the event of a design basis accident. However, because full flow testing had been satisfactorily conducted 
in November 2003 and testing performed subsequent to the identification of the issue determined that the pumps were operable, this violation 
was determined to have a very low safety significance. Corrective actions included revision of the test method to meet code requirements as 
documented in Issue Report 244066. 
Inspection Report# : 2004004(pdf)  

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Evaluate and Correct Reactor Coolant System Pressure Boundary Leak in a Timely Manner 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified for failure to identify and 
correct reactor coolant system (RCS) pressure boundary leakage in a timely manner. Failure to identify the leakage during the previous 
refueling outage resulted in continued RCS barrier degradation and power operation from November 2001 until October 2003 with non-
isolable RCS strength boundary leakage.  
 
The issue is more than minor because it adversely affected the barrier integrity cornerstone in that it reduced the likelihood that the physical 
RCS design barrier would protect the public from radio nuclide releases. In addition, if left uncorrected, the issue could become a more 
significant safety concern (i.e., RCS inventory loss). The inspectors determined this finding is of very low safety significance (Green) because 
the RCS leakage was small, the likelihood of a rapid increase in RCS leak rate was small due to the robust cover plate design, the remaining 
mitigation functions were unaffected, and the containment barrier remained fully functional to prevent radio nuclide release to the public. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Boric Acid Corrosion of Reactor Building Containment Liner and Protective Moisture Barrier 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for failure to implement proper 
corrective actions to prevent corrosion of the containment liner. The corrosion resulted in reduced liner wall thickness that exceeded the ASME 
XI acceptance criteria.  
 
This issue affected the barrier integrity cornerstone and is more than minor because the condition impacted configuration control in that 
containment barrier wall thickness design parameters were not maintained. In addition, if left uncorrected, the condition could have affected the 
availability and reliability of the safety-related containment liner to protect the public from radio nuclide release. This finding is of very low 
significance since the issue did not involve an actual open pathway in the physical integrity of the containment. 
Inspection Report# : 2003005(pdf)  
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Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Structural Design Clearances Inside Reactor Building Containment 
The inspectors identified a non-cited violation for failure to comply with 10 CFR 50, Appendix B, Criterion X, "Inspection." This violation 
involved the installation of a floor grating for a permanent structure inside the containment that did not meet the required separation distance to 
the containment liner per structural drawing 421054. Station personnel failed to identify this degraded condition during containment 
inspections. The inadequate structural clearance increased the likelihood that the safety-related containment liner would be damaged during a 
postulated seismic event.  
 
This finding affected the barrier integrity cornerstone and is more than minor because the condition impacted configuration control in that the 
containment design parameter for clearance between structures and the containment liner was not maintained. In addition, if left uncorrected, 
the condition could have affected the availability and reliability of the safety-related containment liner to protect the public from radio nuclide 
release. The finding is of very low safety significance because the issue did not involve an actual open pathway in the physical integrity of the 
containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Perform Reactor Building Engineering Containment Coating Inspections 
The inspectors identified a non-cited violation of technical specification 6.8.1.a for failure to properly perform inspections to assess the overall 
health of coatings inside the containment as required by procedure EP-055T. This issue reflected deficient human performance and problem 
identification because the applicable station procedure was not used and numerous existing degraded containment coating conditions were not 
identified. The inspectors subsequently identified various degraded containment coating issues. Corrective actions included a complete 
reinspection of containment coatings, which resulted in identification and evaluation of 127 coating indications.  
 
This finding is greater than minor because it affected the barrier integrity cornerstone and if left uncorrected, the condition could have degraded 
further and affected the operability of the safety-related containment sump and liner. The finding is of very low safety significance since the 
issue did not involve an actual open pathway in the physical integrity of the containment or an actual blockage of the containment sump. 
Inspection Report# : 2003005(pdf)  
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Three Mile Island 1 
4Q/2004 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Licensee Event Report for Both Trains of High Pressure Injection Being Inoperable 
A non-cited violation of 10 CFR 50.73 was identified for untimely submittal of a licensee event report (LER). In March 2004, station personnel 
had all necessary information available to identify that both trains of high pressure injection (HPI) had been inoperable for a brief period in 
2003. The issue was not reported until December 2004, following identification by the inspectors. A contributing cause of this finding is a 
shortcoming in problem identification in the cross-cutting area of PI&R in that station personnel did not consider unavailability of the 
emergency power supply to the second HPI train and associated technical specification requirements when determining reportability of this 
condition. Additionally, the original operability determination did not correctly address seismic qualification of HPI support systems until 
identified by the inspectors. Corrective actions included submittal of the condition report, training for station personnel, and entering the issue 
into the corrective action program as issue report 267630. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Configuration Control - Incorrect Material for MS-PI-22 Causes Main Steam Leak 
A self-revealing Green NCV was identified for not maintaining control of materials as required by 10 CFR 50, Appendix B, Criterion VIII, 
"Identification and Control of Materials, Parts, and Components." Use of incorrect material (brass) for an instrument line cap near main steam 
(MS) pressure instrument MS-PI-22 resulted in a steam leak, a plant transient, and subsequent isolation of safety-related components. Not 
identifying the visible difference in materials is considered a cross-cutting issue in the area of problem identification, because technicians and 
operators missed several opportunities to identify the problem prior to the steam leak. Corrective actions included replacement of the fitting 
with stainless steel per design specifications, extent of condition evaluations, and issue entry to the corrective action program as issue report 
281003.  
 
This issue is more than minor because it affected the Mitigating System cornerstone objective by reducing availability of mitigating systems 
when operators isolated mitigating system components (one steam supply train to EFW turbine pump, turbine bypass valves, an atmospheric 
steam dump valve) in order to isolate the steam leak. The finding had very low safety significance due to the short duration of train 
inoperability during the leak isolation procedure. In each case, the single train loss of safety function existed for much less than the TS allowed 
outage time. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Main Steam Isolation Valve Snubber MS-225 Not Identified and Corrected 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for not identifying a degraded 
main steam isolation valve snubber (MS-225) during extent of condition review walkdowns following a steam leak in the intermediate 
building. Specifically, the inspectors identified that the snubber hydraulic oil reservoir was empty when conducting inspections after plant 
personnel had performed area walkdowns after the steam leak. A contributing cause of this finding is related to the cross-cutting area of 
problem identification, because system engineers did not identify the empty hydraulic snubber reservoir during inspections intended to look for 
this type of condition. Corrective actions included replacement of the degraded snubber and extent of condition walkdowns of all similar 
safety-related snubbers located in the intermediate building.  
 
This issue is considered more than minor because it affected the mitigating system cornerstone by reducing the reliability of the ‘B' main steam 
isolation valve [MSIV], a mitigating system component used during a loss of the normal heat sink or a steam generator tube rupture. 
Additionally, this issue resulted in the snubber being declared inoperable, thereby affecting its availability during replacement activities. This 
finding is of very low safety significance because the loss of hydraulic snubber fluid did not result in a failed snubber, nor did it cause the ‘B' 
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MSIV to become inoperable. 
Inspection Report# : 2004005(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct a Degraded 'A' EDG Fuel Injection Line 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action" for failure to identify a degraded 
‘A' emergency diesel generator (EDG) common header fuel injector tube. In addition, after the condition was identified by the inspectors, 
station personnel failed to document, evaluate and correct this degraded condition, which had the potential to degrade further and adversely 
affect the operability of the ‘A' EDG, until prompted by the inspectors. The tube degradation was caused by rubbing between the tube and the 
fuel oil duplex filter metal cover plate and resulted in a 40 percent reduction in tube wall thickness. (This finding is considered a cross-cutting 
issue in the area of problem identification and evaluation, because station personnel failed to identify the degraded fuel injector tube and) the 
initial assessment of this degraded condition was untimely and lacked technical rigor. The duplex filter cover plate was ultimately modified to 
establish proper clearance and prevent further tube degradation. In addition, corrective actions were initiated to replace the degraded fuel 
ejector tube during the next ‘A' EDG outage.  
 
This issue is more than minor since the failure to identify and correct the degraded EDG fuel ejector tube reduced the reliability of a mitigating 
system component. In addition, if left uncorrected, the condition could have degraded further and affected the operability of the ‘A' EDG. This 
finding is of very low safety significance (Green) because it did not result in an actual failure of the ‘A' EDG fuel injector tubing, nor did it 
cause the ‘A' EDG to be inoperable. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Identify Abnormally High River Pump Vibrations 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. On March 9, 2004, AmerGen did 
not recognize that vibration levels on the 1C Nuclear River (NR) Pump (NR-P-1C) motor exceeded predictive maintenance program alert 
levels. [The finding is considered a cross-cutting issue in the area of problem identification, because] the failure to recognize the elevated 
vibration and take corrective actions resulted in the pump vibration levels continuing to increase. Subsequent vibration resulted in the 
inoperability of the pump. The pump shaft and bearings were ultimately replaced.  
 
This self-revealing finding is more than minor since the failure to take timely action reduced the reliability and availability of a mitigating 
systems component. Corrective action to address the slowly degrading motor bearings could have been commenced prior to the vibration levels 
exceeding the fault level. This finding was determined to be of very low safety significance because at least two NR pumps remained available.
Inspection Report# : 2004003(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inability of 25 Percent of the Crews to Pass the Dynamic Simulator Portion of the Facility-Administered Annual Operating 
Examinations 
A finding of very low safety significance was identified. The finding was associated with operating crew performance on the simulator during 
facility-administered licensed operator requalification examinations. Of the eight crews evaluated, two did not pass their simulator 
examinations. The finding is of very low safety significance because the failures occurred during annual testing of the operators on the 
simulator, because there were no actual consequences to the failures, and because the crews were removed from watch-standing duties, 
retrained and re-evaluated before they were authorized to return to control room watches. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Scaffolding Installation Procedures 
The inspectors identified a non-cited violation (NCV) of technical specification 6.8.1.a for inadequate implementation of scaffold control 
requirements and for not performing engineering evaluations as required by procedures MA-AA-796-024-1001 and LS-AA-104-1000. The 
procedural violations resulted in scaffold construction deviations that were not evaluated for adequacy by engineering to ensure that safety 
related equipment would not be adversely impacted by the scaffold during a seismic event. The finding is of very low safety significance since 
no equipment was rendered inoperable due to the scaffolding, and the scaffolding would not have caused a loss of any safety function during or 
following a seismic event. 
Inspection Report# : 2004002(pdf)  
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Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Assurance that Each Section of the Operating Exam is at Least 50 Percent Unique Compared to any Other Operating Exam 
Administered During the Same Cycle 
An NCV was identified for non-adherence to an established Exelon/AmerGen licensed operator requalification test (LORT) program procedure 
that provided guidance for satisfying the requirements of 10 CFR 55.59 in the development of the Senior and Reactor Operator 2004 annual 
requalification exams.  
 
The finding is greater than minor because the Performance Deficiency affected the mitigating systems cornerstone objective to ensure 
mitigating system reliability and availability, and its related attribute on human performance (Human Error (Pre-Event and Post-Event)). The 
finding is of very low safety significance because the discrepancy did not have an adverse impact on the operator's ability to safely operate the 
plant this past year and there were no identified concerns regarding exam compromise. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Documentation of Adequate Remediation Plans for Senior Reactor Operators and Reactor Operators 
An NCV was identified for non-adherence to an established Exelon/AmerGen licensed operator requalification program procedure for 
documenting remediation plans for Senior and Reactor Operators developed as a result of failures on 2003 biennial written and annual 
operating exams and as required by 10 CFR 55.59(c)(5).  
 
The finding is greater than minor because the performance deficiency affected the mitigating systems cornerstone objective to ensure 
mitigating system reliability and availability, and its related attribute on human performance (Human Error (Pre-Event and Post-Event)). The 
finding is of very low safety significance because the discrepancy did not have an adverse impact on the operator's ability to safely operate the 
plant this past year. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Simulator Did Not Replicate Expected Plant Response to Steady State Conditions 
An NCV was identified for simulator modeling discrepancies that should have been identified and corrected during required steady state 
performance testing as required by ANSI/ANS 3.5-1985 and 10 CFR 55.46. [The issue is an example of the substantive cross-cutting issue in 
the area of problem identification and resolution, because it shares a common theme of plant staff being aware of deficiencies or should have 
been aware of plant deficiencies and not entering them into the corrective action process.]  
 
This finding is more than minor because it affects the human performance (human error) attribute of the mitigating systems cornerstone. The 
finding is of very low safety significance because the discrepancy did not have an adverse impact on operator actions such that safety-related 
equipment was made inoperable during normal operations or in response to a plant transient. 
Inspection Report# : 2004002(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Investigation and Repair of a Degraded Control Building Ventilation Exhaust Fan AH-E-19B 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for not investigating and 
repairing a degraded control building air return ventilation fan AH-E-19B in a timely manner. Elevated fan vibrations were identified in 
December 2001, but not sufficiently evaluated until September 2004, following concerns raised by the inspectors. This untimely response 
resulted in a cracked hub where the bolt holes penetrate the hub and attach to the motor. A contributing cause of this finding is related to the 
cross-cutting area of problem identification and resolution, because engineers and component maintenance optimization personnel missed 
several opportunities to evaluate, and prevent or correct the degraded condition based on prior internal and external operating experience with 
similar fans. Corrective actions include complete replacement of the fan/motor assembly and entering this issue into the corrective action 
program as issue reports 258108 and 197544.  
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This issue is considered more than minor because it affected the control room envelope Barrier Integrity cornerstone since the cracked fan hub 
could cause a partial loss of control building ventilation. This finding is of very low safety significance since the condition did not result in an 
actual failure of the control room ventilation system. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Computer-calculated Reactor Power Malfunctions Not Promptly Corrected 
A self-revealing, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions" occurred on February 6, 2004, when the 
reactor had an unplanned power increase from full power, in which reactor power increased 0.9 percent over 17 minutes. The power increase 
resulted when the input signal for calculated reactor power was removed from the integrated control system with reactor power control in 
automatic. A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, because problems 
with computer-calculated reactor power had occurred previously, but corrective actions to address the problem were untimely, and corrective 
actions to address the consequences of the problem were ineffective. Additionally operators were slow to identify and respond to the overpower 
condition.  
 
This finding is more than minor because it potentially affected the reactivity control attribute of the barrier integrity cornerstone objective of 
providing reasonable assurance that physical barriers (i.e., fuel cladding) protect the public from radionuclide releases caused by overpower 
events. Specifically, the integrated control system escalated reactor power automatically upon loss of an input signal during scheduled 
maintenance. This finding is considered to be of very low safety significance, because all mitigating systems remained functional and other 
barriers would not have been affected. 
Inspection Report# : 2004005(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Testing of the Reactor River Water Pumps in Accordance with ASME OM Code 
The inspectors identified a self-revealing non-cited violation of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards" which requires, in part, that 
testing of safety-related pumps meet the requirements of the American Society of Mechanical Engineers (ASME) Operation and Maintenance 
Code. Contrary to this requirement, AmerGen did not perform quarterly Inservice Testing of the reactor river water (RR) pumps in accordance 
with the ASME OM-6 Code. Specifically, the quarterly test procedure did not set pump differential pressure or flow at a reference value which 
was readily duplicated during subsequent tests. Additionally, the test throttle valve position, which could significantly influence pump d/p, was 
not monitored, documented or analyzed. The inspectors determined that over the last five years, the quarterly RR pump test was not in 
accordance with the Code and would not have detected a degraded pump hydraulic condition.  
 
This issue is more than minor because it affected the Barrier Integrity cornerstone objective and the containment barrier performance attribute. 
Failure to test the pumps in accordance with the code did not ensure the availability of the RR system's safety function to provide containment 
cooling and pressure suppression in the event of a design basis accident. However, because full flow testing had been satisfactorily conducted 
in November 2003 and testing performed subsequent to the identification of the issue determined that the pumps were operable, this violation 
was determined to have a very low safety significance. Corrective actions included revision of the test method to meet code requirements as 
documented in Issue Report 244066. 
Inspection Report# : 2004004(pdf)  

Emergency Preparedness 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Plant Modification Decreased Effectiveness of Emergency Plan Without Prior NRC Approval, Deficient 10 CFR 50.54(q) Evaluation 
A non-cited violation of 10 CFR 50.54(q) was identified for not properly maintaining the TMI Radiological Emergency Plan (the Plan) up-to-
date to address a modification made within the owner controlled area. Specifically, plant modifications which blocked the south gate access 
bridge resulted in a decrease in effectiveness in the Plan without prior NRC approval. Corrective actions included discussions with the local 
railroad company to establish a memorandum of understanding, establishment of a shift night order, training for emergency directors, 
reassessment of south gate accessibility, and entry of the issue into the licensee's corrective action program as issue reports 260849, 260697, 
266937, 269032, 282239 and 282851.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, because (1) the 10 CFR 50.54
(q) evaluation did not identify the potential that a train (or crossing gate) malfunction could occur and cause delays in accessing or leaving the 
site, despite several such occurrences; (2) evaluation of the issue following three train (or crossing gate) malfunctions in October 2004 was 
cursory in that it did not take positive actions to verify contingency actions were identified, understood, and trained upon; and (3) substantive 
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corrective actions such as establishing a memorandum of understanding with the railroad and establishing written guidance shift 
manager/emergency director guidance for this contingency were not developed until repeatedly questioned by the inspectors. This finding was 
of very low safety significance, because it did not constitute a loss of a planning standard function required by 10 CFR 50.47(b)(2) or (b)(3). 
Inspection Report# : 2004005(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A May 10, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems - Team Summary 
The team concluded that AmerGen Energy Company, LLC (AmerGen) was generally effective at identifying problems and entering them into 
the corrective action program. AmerGen's effectiveness at problem identification was evidenced by the relatively few deficiencies identified by 
external organizations (including the NRC) that had not been previously identified by AmerGen during the review period. AmerGen effectively 
used risk in prioritizing the extent to which individual problems would be evaluated and in establishing schedules for implementing corrective 
actions. Corrective actions, when specified, were generally implemented in a timely manner. AmerGen audits and assessments were found to 
be effective and identified areas for improvement. On the basis of interviews conducted during this inspection, workers at the site utilized the 
corrective action program to identify problems. 
Inspection Report# : 2004006(pdf)  

Last modified : March 09, 2005 

Page 5 of 54Q/2004 Inspection Findings - Three Mile Island 1



Three Mile Island 1 
1Q/2005 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Fire Barriers for the 'A' and 'B' Makeup Pump Rooms 
The inspectors identified a non-cited violation of TMI-1, Facility Operating License Condition 2.C(4), "Fire Protection." Station personnel 
breached fire barrier doors that separated two of three safety related makeup pump rooms from a common hallway and did not implement 
compensatory measures as required by the TMI Fire Protection Program.  
This finding is more than minor because it affects the mitigating systems cornerstone objective of ensuring the availability of systems that 
respond to initiating events and is associated with the protection against the external factors attribute (fire). This finding is of very low safety 
significance because the combustible load for the affected areas was small, concrete walls located immediately outside the rooms help 
minimize potential fire propagation, and there is no credible scenario by which a fire on one side of the barrier could propagate through both 
degraded fire doors to affect equipment in both fire areas. In addition, the fire detectors on each of the rooms affected were operable.  
A contributing cause of this finding is related to the cross-cutting area of human performance, because station personnel did not implement a 
TMI Fire Protection Program procedure (AP-1038) despite being trained on its requirements to maintain fire barriers. A second contributing 
cause is related to the cross-cutting area of problem identification and resolution, because station personnel did not implement adequate 
corrective actions to prevent recurrence of the inoperable fire barriers. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Construction of Seismic Scaffolding Near Safety-Related Equipment Not Performed in Accordance with Procedure Requirements 
The inspectors identified a non-cited violation of TS 6.8.1 in that station personnel did not properly implement station procedures to erect and 
control the construction of seismic scaffolding in the vicinity of safety-related equipment. The required clearance distance between the seismic 
scaffold and safety-related equipment was not maintained, resulting in damage to and contact with safety-related building spray (BS) and main 
steam (MS) system components, respectively.  
This issue affected the mitigating systems cornerstone and was more than minor because station personnel did not properly install scaffolding 
in safety-related areas, and did not perform required engineering evaluations when needed. If left uncorrected it could become a more 
significant safety concern in that inadequate constructed scaffold could affect the availability and reliability of mitigating systems during plant 
operations or a seismic event. This finding was determined to be of very low significance because engineers determined the scaffold, as 
installed, would not prevent the BS and MS systems from performing their safety functions.  
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because craft personnel did not adhere to station 
scaffold procedures on two occasions. A second contributing cause affected the cross-cutting areas of problem resolution and corrective action, 
because (1) after the procedure violation was identified, station personnel did not initially enter the issue into the corrective action program for 
evaluation of actions to preclude recurrence and (2) this finding is repetitive, in that the NRC issued a similar Green finding in May 2004 and 
previous corrective actions were not effective to preclude recurrence. 
Inspection Report# : 2005002(pdf)  

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Licensee Event Report for Both Trains of High Pressure Injection Being Inoperable 
A non-cited violation of 10 CFR 50.73 was identified for untimely submittal of a licensee event report (LER). In March 2004, station personnel 
had all necessary information available to identify that both trains of high pressure injection (HPI) had been inoperable for a brief period in 
2003. The issue was not reported until December 2004, following identification by the inspectors. A contributing cause of this finding is a 
shortcoming in problem identification in the cross-cutting area of PI&R in that station personnel did not consider unavailability of the 
emergency power supply to the second HPI train and associated technical specification requirements when determining reportability of this 
condition. Additionally, the original operability determination did not correctly address seismic qualification of HPI support systems until 
identified by the inspectors. Corrective actions included submittal of the condition report, training for station personnel, and entering the issue 
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into the corrective action program as issue report 267630. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Configuration Control - Incorrect Material for MS-PI-22 Causes Main Steam Leak 
A self-revealing Green NCV was identified for not maintaining control of materials as required by 10 CFR 50, Appendix B, Criterion VIII, 
"Identification and Control of Materials, Parts, and Components." Use of incorrect material (brass) for an instrument line cap near main steam 
(MS) pressure instrument MS-PI-22 resulted in a steam leak, a plant transient, and subsequent isolation of safety-related components. Not 
identifying the visible difference in materials is considered a cross-cutting issue in the area of problem identification, because technicians and 
operators missed several opportunities to identify the problem prior to the steam leak. Corrective actions included replacement of the fitting 
with stainless steel per design specifications, extent of condition evaluations, and issue entry to the corrective action program as issue report 
281003.  
 
This issue is more than minor because it affected the Mitigating System cornerstone objective by reducing availability of mitigating systems 
when operators isolated mitigating system components (one steam supply train to EFW turbine pump, turbine bypass valves, an atmospheric 
steam dump valve) in order to isolate the steam leak. The finding had very low safety significance due to the short duration of train 
inoperability during the leak isolation procedure. In each case, the single train loss of safety function existed for much less than the TS allowed 
outage time. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Main Steam Isolation Valve Snubber MS-225 Not Identified and Corrected 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for not identifying a degraded 
main steam isolation valve snubber (MS-225) during extent of condition review walkdowns following a steam leak in the intermediate 
building. Specifically, the inspectors identified that the snubber hydraulic oil reservoir was empty when conducting inspections after plant 
personnel had performed area walkdowns after the steam leak. A contributing cause of this finding is related to the cross-cutting area of 
problem identification, because system engineers did not identify the empty hydraulic snubber reservoir during inspections intended to look for 
this type of condition. Corrective actions included replacement of the degraded snubber and extent of condition walkdowns of all similar 
safety-related snubbers located in the intermediate building.  
 
This issue is considered more than minor because it affected the mitigating system cornerstone by reducing the reliability of the ‘B' main steam 
isolation valve [MSIV], a mitigating system component used during a loss of the normal heat sink or a steam generator tube rupture. 
Additionally, this issue resulted in the snubber being declared inoperable, thereby affecting its availability during replacement activities. This 
finding is of very low safety significance because the loss of hydraulic snubber fluid did not result in a failed snubber, nor did it cause the ‘B' 
MSIV to become inoperable. 
Inspection Report# : 2004005(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct a Degraded 'A' EDG Fuel Injection Line 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action" for failure to identify a degraded 
‘A' emergency diesel generator (EDG) common header fuel injector tube. In addition, after the condition was identified by the inspectors, 
station personnel failed to document, evaluate and correct this degraded condition, which had the potential to degrade further and adversely 
affect the operability of the ‘A' EDG, until prompted by the inspectors. The tube degradation was caused by rubbing between the tube and the 
fuel oil duplex filter metal cover plate and resulted in a 40 percent reduction in tube wall thickness. (This finding is considered a cross-cutting 
issue in the area of problem identification and evaluation, because station personnel failed to identify the degraded fuel injector tube and) the 
initial assessment of this degraded condition was untimely and lacked technical rigor. The duplex filter cover plate was ultimately modified to 
establish proper clearance and prevent further tube degradation. In addition, corrective actions were initiated to replace the degraded fuel 
ejector tube during the next ‘A' EDG outage.  
 
This issue is more than minor since the failure to identify and correct the degraded EDG fuel ejector tube reduced the reliability of a mitigating 
system component. In addition, if left uncorrected, the condition could have degraded further and affected the operability of the ‘A' EDG. This 
finding is of very low safety significance (Green) because it did not result in an actual failure of the ‘A' EDG fuel injector tubing, nor did it 
cause the ‘A' EDG to be inoperable. 
Inspection Report# : 2004004(pdf)  
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Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Identify Abnormally High River Pump Vibrations 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. On March 9, 2004, AmerGen did 
not recognize that vibration levels on the 1C Nuclear River (NR) Pump (NR-P-1C) motor exceeded predictive maintenance program alert 
levels. [The finding is considered a cross-cutting issue in the area of problem identification, because] the failure to recognize the elevated 
vibration and take corrective actions resulted in the pump vibration levels continuing to increase. Subsequent vibration resulted in the 
inoperability of the pump. The pump shaft and bearings were ultimately replaced.  
 
This self-revealing finding is more than minor since the failure to take timely action reduced the reliability and availability of a mitigating 
systems component. Corrective action to address the slowly degrading motor bearings could have been commenced prior to the vibration levels 
exceeding the fault level. This finding was determined to be of very low safety significance because at least two NR pumps remained available.
Inspection Report# : 2004003(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Investigation and Repair of a Degraded Control Building Ventilation Exhaust Fan AH-E-19B 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for not investigating and 
repairing a degraded control building air return ventilation fan AH-E-19B in a timely manner. Elevated fan vibrations were identified in 
December 2001, but not sufficiently evaluated until September 2004, following concerns raised by the inspectors. This untimely response 
resulted in a cracked hub where the bolt holes penetrate the hub and attach to the motor. A contributing cause of this finding is related to the 
cross-cutting area of problem identification and resolution, because engineers and component maintenance optimization personnel missed 
several opportunities to evaluate, and prevent or correct the degraded condition based on prior internal and external operating experience with 
similar fans. Corrective actions include complete replacement of the fan/motor assembly and entering this issue into the corrective action 
program as issue reports 258108 and 197544.  
 
This issue is considered more than minor because it affected the control room envelope Barrier Integrity cornerstone since the cracked fan hub 
could cause a partial loss of control building ventilation. This finding is of very low safety significance since the condition did not result in an 
actual failure of the control room ventilation system. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Computer-calculated Reactor Power Malfunctions Not Promptly Corrected 
A self-revealing, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions" occurred on February 6, 2004, when the 
reactor had an unplanned power increase from full power, in which reactor power increased 0.9 percent over 17 minutes. The power increase 
resulted when the input signal for calculated reactor power was removed from the integrated control system with reactor power control in 
automatic. A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, because problems 
with computer-calculated reactor power had occurred previously, but corrective actions to address the problem were untimely, and corrective 
actions to address the consequences of the problem were ineffective. Additionally operators were slow to identify and respond to the overpower 
condition.  
 
This finding is more than minor because it potentially affected the reactivity control attribute of the barrier integrity cornerstone objective of 
providing reasonable assurance that physical barriers (i.e., fuel cladding) protect the public from radionuclide releases caused by overpower 
events. Specifically, the integrated control system escalated reactor power automatically upon loss of an input signal during scheduled 
maintenance. This finding is considered to be of very low safety significance, because all mitigating systems remained functional and other 
barriers would not have been affected. 
Inspection Report# : 2004005(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Testing of the Reactor River Water Pumps in Accordance with ASME OM Code 
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The inspectors identified a self-revealing non-cited violation of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards" which requires, in part, that 
testing of safety-related pumps meet the requirements of the American Society of Mechanical Engineers (ASME) Operation and Maintenance 
Code. Contrary to this requirement, AmerGen did not perform quarterly Inservice Testing of the reactor river water (RR) pumps in accordance 
with the ASME OM-6 Code. Specifically, the quarterly test procedure did not set pump differential pressure or flow at a reference value which 
was readily duplicated during subsequent tests. Additionally, the test throttle valve position, which could significantly influence pump d/p, was 
not monitored, documented or analyzed. The inspectors determined that over the last five years, the quarterly RR pump test was not in 
accordance with the Code and would not have detected a degraded pump hydraulic condition.  
 
This issue is more than minor because it affected the Barrier Integrity cornerstone objective and the containment barrier performance attribute. 
Failure to test the pumps in accordance with the code did not ensure the availability of the RR system's safety function to provide containment 
cooling and pressure suppression in the event of a design basis accident. However, because full flow testing had been satisfactorily conducted 
in November 2003 and testing performed subsequent to the identification of the issue determined that the pumps were operable, this violation 
was determined to have a very low safety significance. Corrective actions included revision of the test method to meet code requirements as 
documented in Issue Report 244066. 
Inspection Report# : 2004004(pdf)  

Emergency Preparedness 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Plant Modification Decreased Effectiveness of Emergency Plan Without Prior NRC Approval, Deficient 10 CFR 50.54(q) Evaluation 
A non-cited violation of 10 CFR 50.54(q) was identified for not properly maintaining the TMI Radiological Emergency Plan (the Plan) up-to-
date to address a modification made within the owner controlled area. Specifically, plant modifications which blocked the south gate access 
bridge resulted in a decrease in effectiveness in the Plan without prior NRC approval. Corrective actions included discussions with the local 
railroad company to establish a memorandum of understanding, establishment of a shift night order, training for emergency directors, 
reassessment of south gate accessibility, and entry of the issue into the licensee's corrective action program as issue reports 260849, 260697, 
266937, 269032, 282239 and 282851.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, because (1) the 10 CFR 50.54
(q) evaluation did not identify the potential that a train (or crossing gate) malfunction could occur and cause delays in accessing or leaving the 
site, despite several such occurrences; (2) evaluation of the issue following three train (or crossing gate) malfunctions in October 2004 was 
cursory in that it did not take positive actions to verify contingency actions were identified, understood, and trained upon; and (3) substantive 
corrective actions such as establishing a memorandum of understanding with the railroad and establishing written guidance shift 
manager/emergency director guidance for this contingency were not developed until repeatedly questioned by the inspectors. This finding was 
of very low safety significance, because it did not constitute a loss of a planning standard function required by 10 CFR 50.47(b)(2) or (b)(3). 
Inspection Report# : 2004005(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A May 10, 2004 
Identified By: NRC 
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Item Type: FIN Finding 
Identification and Resolution of Problems - Team Summary 
The team concluded that AmerGen Energy Company, LLC (AmerGen) was generally effective at identifying problems and entering them into 
the corrective action program. AmerGen's effectiveness at problem identification was evidenced by the relatively few deficiencies identified by 
external organizations (including the NRC) that had not been previously identified by AmerGen during the review period. AmerGen effectively 
used risk in prioritizing the extent to which individual problems would be evaluated and in establishing schedules for implementing corrective 
actions. Corrective actions, when specified, were generally implemented in a timely manner. AmerGen audits and assessments were found to 
be effective and identified areas for improvement. On the basis of interviews conducted during this inspection, workers at the site utilized the 
corrective action program to identify problems. 
Inspection Report# : 2004006(pdf)  

Last modified : June 17, 2005 
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Three Mile Island 1 
2Q/2005 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Maintenance Procedures Result in Undetected Expansion Joint Degradation and Safety-Related Expansion Joints Exceeding 
Service Life 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1.a for deficient maintenance procedures on safety-
related system expansion joints, and for not performing engineering evaluations when in-service safety-related expansion joints exceeded their 
recommended service life. The maintenance procedure and scheduling inadequacies resulted in station personnel being unaware of the age or 
condition of numerous expansion joints that had exceeded their recommended service life by an unknown period of time.  
 
This finding was more than minor because it affected the mitigating systems cornerstone and affected the reliability of two trains of a nuclear 
river water mitigating safety system. In all three systems that were reviewed, expansion joints would have continued to degrade if left 
uncorrected. Additionally, two expansion joints in the condensate system were degraded. The complete failure of these partially collapsed 
expansion joints would likely result in an initiating event. The finding is of very low safety significance since no equipment was rendered 
inoperable due to the aged expansion joints.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because maintenance and testing procedures 
were insufficient to provide reasonable assurance that safety related and important-to-safety expansion joints would continue to remain capable 
of performing their design functions. Specifically, procedures did not address expansion joint service life, incorporate industry experience, or 
specify vendor recommended inspections be performed to support the continued use beyond the established service life. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Maintenance Procedures and Personnel Error Degrade Safety-Related Emergency Diesel Generator 
A self revealing non-cited violation of TS 6.8.1.a was identified for not properly implementing maintenance procedures that affected the 
performance of the safety-related ‘B' emergency diesel generator (EDG). Licensee staff did not properly apply lubricant and torque the exhaust 
manifold bolts to the EDG turbocharger. This caused an exhaust leak and degraded the EDG during a monthly surveillance run due to loose 
and missing bolts in an exhaust manifold extension. Maintenance personnel performed an extent-of-condition investigation and documented the 
occurrence in their corrective action program.  
 
This finding is more than minor because it affects the mitigating systems cornerstone objective of ensuring reliability of systems that respond to 
initiating events and is associated with the equipment performance reliability attribute. The finding is of very low safety significance since the 
missing bolt did not cause the EDG to become inoperable.  
 
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because maintenance personnel did not follow 
work instructions to apply lubricant and torque the turbocharger exhaust manifold bolts, document final torque values, or document lubrication 
used in completed work orders. A second contributing cause affected the cross-cutting area of problem resolution, because the initial 
engineering evaluation was too narrowly focused. Engineers did not use technical calculations or modeling to support conclusions regarding 
the quantity of leaking exhaust and its associated impact on diesel loading capability and room design temperature until challenged by the 
inspectors. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure and Personnel Error While Replacing ‘B' 125/250 Volt Battery Cell
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The inspectors identified a non-cited violation of TS 6.8.1.a for deficient maintenance procedures that did not contain sufficient work 
instruction or acceptance criteria to ensure the safety related ‘B' 125/250 volt battery was properly reassembled following replacement of 
battery cell #2. Additionally, workers did not properly follow the procedure instructions in that certain steps were performed out of order.  
 
This issue affected the mitigating systems cornerstone and was more than minor because it affected the reliability of the ‘B' train of the 125/250 
volt power system to perform its accident mitigation functions in response to initiating events. The deficiency affected the procedure quality 
and equipment performance attributes of the mitigating system cornerstone. The finding is of very low safety significance because the ‘B' 
125/250 volt battery bank was not inoperable for greater than the TS allowed outage time.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because operators did not follow procedure 
1420-DC-3 steps in the order specified and procedure quality was deficient because it did not provide instruction to perform intercell battery 
resistance checks or torque the battery rack connection bolts to verify seismic qualification prior to declaring the battery operable. Additionally, 
procedure usage level was insufficient based upon the potential impact of an error. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure and Operator Error Degrade Two-Hour Emergency Air Supply to Emergency Feedwater and Main Steam 
Systems 
The inspectors identified a non-cited violation of TS 6.8.1.a in that on March 29, 2005, operators did not properly implement procedural 
requirements for recharging the two-hour emergency air system, and mispositioned valve IA-V-1769. The mispositioned valve caused both air 
banks to partially depressurize and reduced the reliability of the supported mitigating systems (emergency feedwater (EFW) and main steam 
(MS)) to perform their decay heat removal function. Operators identified and repressurized the air banks, but did not recognize and correct the 
cause of the degraded condition until the inspectors identified the causes.  
 
The finding was more than minor because the degraded two-hour air system pressure affected the reliability of the EFW and MS systems to 
perform their accident mitigation functions in response to initiating events. The deficiency affected the configuration control, equipment 
performance, and human performance attributes of the mitigating system cornerstone. The finding is of very low safety significance because 
bank air pressure did not drop below the value required for operability and, therefore, the system remained capable of performing its safety 
function.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because operators did not follow procedural 
instructions to open IA-V-1769 and procedure quality was deficient in that procedure usage category 3 (informational use only) was 
insufficient to ensure the procedure was properly followed step-by-step for this important safety-related activity. The finding is also cross-
cutting in the area of problem resolution in that AmerGen's initial assessment of the event did not determine or correct the actual causes of the 
degraded air bank pressure. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Fire Barriers for the 'A' and 'B' Makeup Pump Rooms 
The inspectors identified a non-cited violation of TMI-1, Facility Operating License Condition 2.C(4), "Fire Protection." Station personnel 
breached fire barrier doors that separated two of three safety related makeup pump rooms from a common hallway and did not implement 
compensatory measures as required by the TMI Fire Protection Program.  
This finding is more than minor because it affects the mitigating systems cornerstone objective of ensuring the availability of systems that 
respond to initiating events and is associated with the protection against the external factors attribute (fire). This finding is of very low safety 
significance because the combustible load for the affected areas was small, concrete walls located immediately outside the rooms help 
minimize potential fire propagation, and there is no credible scenario by which a fire on one side of the barrier could propagate through both 
degraded fire doors to affect equipment in both fire areas. In addition, the fire detectors on each of the rooms affected were operable.  
A contributing cause of this finding is related to the cross-cutting area of human performance, because station personnel did not implement a 
TMI Fire Protection Program procedure (AP-1038) despite being trained on its requirements to maintain fire barriers. A second contributing 
cause is related to the cross-cutting area of problem identification and resolution, because station personnel did not implement adequate 
corrective actions to prevent recurrence of the inoperable fire barriers. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Construction of Seismic Scaffolding Near Safety-Related Equipment Not Performed in Accordance with Procedure Requirements 
The inspectors identified a non-cited violation of TS 6.8.1 in that station personnel did not properly implement station procedures to erect and 
control the construction of seismic scaffolding in the vicinity of safety-related equipment. The required clearance distance between the seismic 
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scaffold and safety-related equipment was not maintained, resulting in damage to and contact with safety-related building spray (BS) and main 
steam (MS) system components, respectively.  
This issue affected the mitigating systems cornerstone and was more than minor because station personnel did not properly install scaffolding 
in safety-related areas, and did not perform required engineering evaluations when needed. If left uncorrected it could become a more 
significant safety concern in that inadequate constructed scaffold could affect the availability and reliability of mitigating systems during plant 
operations or a seismic event. This finding was determined to be of very low significance because engineers determined the scaffold, as 
installed, would not prevent the BS and MS systems from performing their safety functions.  
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because craft personnel did not adhere to station 
scaffold procedures on two occasions. A second contributing cause affected the cross-cutting areas of problem resolution and corrective action, 
because (1) after the procedure violation was identified, station personnel did not initially enter the issue into the corrective action program for 
evaluation of actions to preclude recurrence and (2) this finding is repetitive, in that the NRC issued a similar Green finding in May 2004 and 
previous corrective actions were not effective to preclude recurrence. 
Inspection Report# : 2005002(pdf)  

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Licensee Event Report for Both Trains of High Pressure Injection Being Inoperable 
A non-cited violation of 10 CFR 50.73 was identified for untimely submittal of a licensee event report (LER). In March 2004, station personnel 
had all necessary information available to identify that both trains of high pressure injection (HPI) had been inoperable for a brief period in 
2003. The issue was not reported until December 2004, following identification by the inspectors. A contributing cause of this finding is a 
shortcoming in problem identification in the cross-cutting area of PI&R in that station personnel did not consider unavailability of the 
emergency power supply to the second HPI train and associated technical specification requirements when determining reportability of this 
condition. Additionally, the original operability determination did not correctly address seismic qualification of HPI support systems until 
identified by the inspectors. Corrective actions included submittal of the condition report, training for station personnel, and entering the issue 
into the corrective action program as issue report 267630. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Configuration Control - Incorrect Material for MS-PI-22 Causes Main Steam Leak 
A self-revealing Green NCV was identified for not maintaining control of materials as required by 10 CFR 50, Appendix B, Criterion VIII, 
"Identification and Control of Materials, Parts, and Components." Use of incorrect material (brass) for an instrument line cap near main steam 
(MS) pressure instrument MS-PI-22 resulted in a steam leak, a plant transient, and subsequent isolation of safety-related components. Not 
identifying the visible difference in materials is considered a cross-cutting issue in the area of problem identification, because technicians and 
operators missed several opportunities to identify the problem prior to the steam leak. Corrective actions included replacement of the fitting 
with stainless steel per design specifications, extent of condition evaluations, and issue entry to the corrective action program as issue report 
281003.  
 
This issue is more than minor because it affected the Mitigating System cornerstone objective by reducing availability of mitigating systems 
when operators isolated mitigating system components (one steam supply train to EFW turbine pump, turbine bypass valves, an atmospheric 
steam dump valve) in order to isolate the steam leak. The finding had very low safety significance due to the short duration of train 
inoperability during the leak isolation procedure. In each case, the single train loss of safety function existed for much less than the TS allowed 
outage time. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Main Steam Isolation Valve Snubber MS-225 Not Identified and Corrected 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for not identifying a degraded 
main steam isolation valve snubber (MS-225) during extent of condition review walkdowns following a steam leak in the intermediate 
building. Specifically, the inspectors identified that the snubber hydraulic oil reservoir was empty when conducting inspections after plant 
personnel had performed area walkdowns after the steam leak. A contributing cause of this finding is related to the cross-cutting area of 
problem identification, because system engineers did not identify the empty hydraulic snubber reservoir during inspections intended to look for 
this type of condition. Corrective actions included replacement of the degraded snubber and extent of condition walkdowns of all similar 
safety-related snubbers located in the intermediate building.  
 
This issue is considered more than minor because it affected the mitigating system cornerstone by reducing the reliability of the ‘B' main steam 
isolation valve [MSIV], a mitigating system component used during a loss of the normal heat sink or a steam generator tube rupture. 
Additionally, this issue resulted in the snubber being declared inoperable, thereby affecting its availability during replacement activities. This 
finding is of very low safety significance because the loss of hydraulic snubber fluid did not result in a failed snubber, nor did it cause the ‘B' 
MSIV to become inoperable. 
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Inspection Report# : 2004005(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct a Degraded 'A' EDG Fuel Injection Line 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action" for failure to identify a degraded 
‘A' emergency diesel generator (EDG) common header fuel injector tube. In addition, after the condition was identified by the inspectors, 
station personnel failed to document, evaluate and correct this degraded condition, which had the potential to degrade further and adversely 
affect the operability of the ‘A' EDG, until prompted by the inspectors. The tube degradation was caused by rubbing between the tube and the 
fuel oil duplex filter metal cover plate and resulted in a 40 percent reduction in tube wall thickness. (This finding is considered a cross-cutting 
issue in the area of problem identification and evaluation, because station personnel failed to identify the degraded fuel injector tube and) the 
initial assessment of this degraded condition was untimely and lacked technical rigor. The duplex filter cover plate was ultimately modified to 
establish proper clearance and prevent further tube degradation. In addition, corrective actions were initiated to replace the degraded fuel 
ejector tube during the next ‘A' EDG outage.  
 
This issue is more than minor since the failure to identify and correct the degraded EDG fuel ejector tube reduced the reliability of a mitigating 
system component. In addition, if left uncorrected, the condition could have degraded further and affected the operability of the ‘A' EDG. This 
finding is of very low safety significance (Green) because it did not result in an actual failure of the ‘A' EDG fuel injector tubing, nor did it 
cause the ‘A' EDG to be inoperable. 
Inspection Report# : 2004004(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Investigation and Repair of a Degraded Control Building Ventilation Exhaust Fan AH-E-19B 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for not investigating and 
repairing a degraded control building air return ventilation fan AH-E-19B in a timely manner. Elevated fan vibrations were identified in 
December 2001, but not sufficiently evaluated until September 2004, following concerns raised by the inspectors. This untimely response 
resulted in a cracked hub where the bolt holes penetrate the hub and attach to the motor. A contributing cause of this finding is related to the 
cross-cutting area of problem identification and resolution, because engineers and component maintenance optimization personnel missed 
several opportunities to evaluate, and prevent or correct the degraded condition based on prior internal and external operating experience with 
similar fans. Corrective actions include complete replacement of the fan/motor assembly and entering this issue into the corrective action 
program as issue reports 258108 and 197544.  
 
This issue is considered more than minor because it affected the control room envelope Barrier Integrity cornerstone since the cracked fan hub 
could cause a partial loss of control building ventilation. This finding is of very low safety significance since the condition did not result in an 
actual failure of the control room ventilation system. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Computer-calculated Reactor Power Malfunctions Not Promptly Corrected 
A self-revealing, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions" occurred on February 6, 2004, when the 
reactor had an unplanned power increase from full power, in which reactor power increased 0.9 percent over 17 minutes. The power increase 
resulted when the input signal for calculated reactor power was removed from the integrated control system with reactor power control in 
automatic. A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, because problems 
with computer-calculated reactor power had occurred previously, but corrective actions to address the problem were untimely, and corrective 
actions to address the consequences of the problem were ineffective. Additionally operators were slow to identify and respond to the overpower 
condition.  
 
This finding is more than minor because it potentially affected the reactivity control attribute of the barrier integrity cornerstone objective of 
providing reasonable assurance that physical barriers (i.e., fuel cladding) protect the public from radionuclide releases caused by overpower 
events. Specifically, the integrated control system escalated reactor power automatically upon loss of an input signal during scheduled 
maintenance. This finding is considered to be of very low safety significance, because all mitigating systems remained functional and other 
barriers would not have been affected. 
Inspection Report# : 2004005(pdf)  
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Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Testing of the Reactor River Water Pumps in Accordance with ASME OM Code 
The inspectors identified a self-revealing non-cited violation of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards" which requires, in part, that 
testing of safety-related pumps meet the requirements of the American Society of Mechanical Engineers (ASME) Operation and Maintenance 
Code. Contrary to this requirement, AmerGen did not perform quarterly Inservice Testing of the reactor river water (RR) pumps in accordance 
with the ASME OM-6 Code. Specifically, the quarterly test procedure did not set pump differential pressure or flow at a reference value which 
was readily duplicated during subsequent tests. Additionally, the test throttle valve position, which could significantly influence pump d/p, was 
not monitored, documented or analyzed. The inspectors determined that over the last five years, the quarterly RR pump test was not in 
accordance with the Code and would not have detected a degraded pump hydraulic condition.  
 
This issue is more than minor because it affected the Barrier Integrity cornerstone objective and the containment barrier performance attribute. 
Failure to test the pumps in accordance with the code did not ensure the availability of the RR system's safety function to provide containment 
cooling and pressure suppression in the event of a design basis accident. However, because full flow testing had been satisfactorily conducted 
in November 2003 and testing performed subsequent to the identification of the issue determined that the pumps were operable, this violation 
was determined to have a very low safety significance. Corrective actions included revision of the test method to meet code requirements as 
documented in Issue Report 244066. 
Inspection Report# : 2004004(pdf)  

Emergency Preparedness 

Significance:  May 18, 2005 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Response Organization Qualifications Expired Due to Untimely Training 
An apparent violation associated with EP planning standard 10 CFR 50.47(b)(15) was identified. This apparent violation, which has low to 
moderate safety significance, occurred because AmerGen did not conduct annual required radiological response classroom retraining for 
approximately 50 percent of the ERO as specified in the TMI Annex Emergency Plan (E-Plan).  
 
The finding is more than minor because it is associated with the EP cornerstone attribute of ERO readiness (training). It affects the cornerstone 
objective of ensuring the capability to implement measures to protect the health and safety of the public during an emergency. The ERO, 
including several key responders, had not received the training necessary to maintain familiarity with their specific emergency response duties. 
As a consequence, for an approximate five month period (June-November 2004), those individuals would not have been considered available to 
respond to a radiological emergency. This resulted in some key ERO positions not being filled by qualified ERO members in accordance with 
AmerGen's TMI E-Plan requirements. (1EP3)  
 
Using Inspection Manual Chapter 0609, Appendix B, "Emergency Preparedness Significance Determination Process, Section 4.15 and Sheet 
1," this finding was determined to be of low to moderate safety significance because it was considered to be a loss of an EP planning standard 
function because several key responders were not trained as required.  
 
(Following exerpt from Inspection Report 2005-004:)  
(A contributing cause of) this finding is related to the cross-cutting area of human performance, because the TMI emergency preparedness 
department staff did not follow applicable requirements, specified in the TMI Annex Emergency Plan, when scheduling ERO training. 
Additionally, AmerGen corporate emergency preparedness supervision was deficient, because they did not ensure required ERO training 
periodicity was properly understood and implemented. 
Inspection Report# : 2005004(pdf)  
Inspection Report# : 2005006(pdf)  

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Plant Modification Decreased Effectiveness of Emergency Plan Without Prior NRC Approval, Deficient 10 CFR 50.54(q) Evaluation 
A non-cited violation of 10 CFR 50.54(q) was identified for not properly maintaining the TMI Radiological Emergency Plan (the Plan) up-to-
date to address a modification made within the owner controlled area. Specifically, plant modifications which blocked the south gate access 
bridge resulted in a decrease in effectiveness in the Plan without prior NRC approval. Corrective actions included discussions with the local 
railroad company to establish a memorandum of understanding, establishment of a shift night order, training for emergency directors, 
reassessment of south gate accessibility, and entry of the issue into the licensee's corrective action program as issue reports 260849, 260697, 
266937, 269032, 282239 and 282851.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, because (1) the 10 CFR 50.54
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(q) evaluation did not identify the potential that a train (or crossing gate) malfunction could occur and cause delays in accessing or leaving the 
site, despite several such occurrences; (2) evaluation of the issue following three train (or crossing gate) malfunctions in October 2004 was 
cursory in that it did not take positive actions to verify contingency actions were identified, understood, and trained upon; and (3) substantive 
corrective actions such as establishing a memorandum of understanding with the railroad and establishing written guidance shift 
manager/emergency director guidance for this contingency were not developed until repeatedly questioned by the inspectors. This finding was 
of very low safety significance, because it did not constitute a loss of a planning standard function required by 10 CFR 50.47(b)(2) or (b)(3). 
Inspection Report# : 2004005(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Radiological Evaluation to Support Waste Transfer 
The inspectors identified a non-cited violation of 10 CFR 20.1501 associated with failure to evaluate the adequacy of a change to the procedure 
for collecting samples of radioactive spent resin for analysis to support transfer of radioactive material to a waste processor for ultimate 
disposal. Specifically, in December 1998, AmerGen reduced the tank recycle requirements, prior to sample collection, from three tank volumes 
to 15 minutes, and did not evaluate the effect of this change on the representativeness of the sample. Consequently, the spent resin tank sample 
procedure instruction was not evaluated to ensure a representative sample, and therefore AmerGen could not validate that the total radionuclide 
activity was accurately determined and provided to the waste processor prior to the shipment in accordance with 10CFR20, Appendix G.  
 
The finding is greater than minor in that it affected the public radiation safety cornerstone objective. Specifically, the issue involved an 
occurrence in the radioactive material transportation program that was contrary to NRC or Department of Transportation regulations. Using the 
Public Radiation Safety SDP flow chart, this finding is of very low safety significance, because it involved a radioactive material control issue, 
it did involve transportation, no radiation limit was exceeded, it did not involve a breach of packaging, it did not involve a Certificate of 
Compliance finding, it did not involve a low-level burial ground issue, and it did not involve a failure to make an emergency notification issue. 
AmerGen reviewed previous shipments and concluded that, due to the generally low radioactivity of the shipments made, there was no 
likelihood that a shipment was improperly packaged for shipment or would have been misclassified per 10 CFR 61. Consequently, no actual 
safety consequence was identified.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification in that AmerGen did not identify this problem 
during routine self-assessments and audits of its radioactive waste transportation and disposal program. 
Inspection Report# : 2005004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : August 24, 2005 
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Three Mile Island 1 
3Q/2005 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Maintenance Procedures Result in Undetected Expansion Joint Degradation and Safety-Related Expansion Joints Exceeding 
Service Life 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1.a for deficient maintenance procedures on safety-
related system expansion joints, and for not performing engineering evaluations when in-service safety-related expansion joints exceeded their 
recommended service life. The maintenance procedure and scheduling inadequacies resulted in station personnel being unaware of the age or 
condition of numerous expansion joints that had exceeded their recommended service life by an unknown period of time.  
 
This finding was more than minor because it affected the mitigating systems cornerstone and affected the reliability of two trains of a nuclear 
river water mitigating safety system. In all three systems that were reviewed, expansion joints would have continued to degrade if left 
uncorrected. Additionally, two expansion joints in the condensate system were degraded. The complete failure of these partially collapsed 
expansion joints would likely result in an initiating event. The finding is of very low safety significance since no equipment was rendered 
inoperable due to the aged expansion joints.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because maintenance and testing procedures 
were insufficient to provide reasonable assurance that safety related and important-to-safety expansion joints would continue to remain capable 
of performing their design functions. Specifically, procedures did not address expansion joint service life, incorporate industry experience, or 
specify vendor recommended inspections be performed to support the continued use beyond the established service life. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure and Personnel Error While Replacing ‘B' 125/250 Volt Battery Cell 
The inspectors identified a non-cited violation of TS 6.8.1.a for deficient maintenance procedures that did not contain sufficient work 
instruction or acceptance criteria to ensure the safety related ‘B' 125/250 volt battery was properly reassembled following replacement of 
battery cell #2. Additionally, workers did not properly follow the procedure instructions in that certain steps were performed out of order.  
 
This issue affected the mitigating systems cornerstone and was more than minor because it affected the reliability of the ‘B' train of the 125/250 
volt power system to perform its accident mitigation functions in response to initiating events. The deficiency affected the procedure quality 
and equipment performance attributes of the mitigating system cornerstone. The finding is of very low safety significance because the ‘B' 
125/250 volt battery bank was not inoperable for greater than the TS allowed outage time.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because operators did not follow procedure 
1420-DC-3 steps in the order specified and procedure quality was deficient because it did not provide instruction to perform intercell battery 
resistance checks or torque the battery rack connection bolts to verify seismic qualification prior to declaring the battery operable. Additionally, 
procedure usage level was insufficient based upon the potential impact of an error. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure and Operator Error Degrade Two-Hour Emergency Air Supply to Emergency Feedwater and Main Steam 
Systems 
The inspectors identified a non-cited violation of TS 6.8.1.a in that on March 29, 2005, operators did not properly implement procedural 
requirements for recharging the two-hour emergency air system, and mispositioned valve IA-V-1769. The mispositioned valve caused both air 
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banks to partially depressurize and reduced the reliability of the supported mitigating systems (emergency feedwater (EFW) and main steam 
(MS)) to perform their decay heat removal function. Operators identified and repressurized the air banks, but did not recognize and correct the 
cause of the degraded condition until the inspectors identified the causes.  
 
The finding was more than minor because the degraded two-hour air system pressure affected the reliability of the EFW and MS systems to 
perform their accident mitigation functions in response to initiating events. The deficiency affected the configuration control, equipment 
performance, and human performance attributes of the mitigating system cornerstone. The finding is of very low safety significance because 
bank air pressure did not drop below the value required for operability and, therefore, the system remained capable of performing its safety 
function.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because operators did not follow procedural 
instructions to open IA-V-1769 and procedure quality was deficient in that procedure usage category 3 (informational use only) was 
insufficient to ensure the procedure was properly followed step-by-step for this important safety-related activity. The finding is also cross-
cutting in the area of problem resolution in that AmerGen's initial assessment of the event did not determine or correct the actual causes of the 
degraded air bank pressure. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Maintenance Procedures and Personnel Error Degrade Safety-Related Emergency Diesel Generator 
A self revealing non-cited violation of TS 6.8.1.a was identified for not properly implementing maintenance procedures that affected the 
performance of the safety-related ‘B' emergency diesel generator (EDG). Licensee staff did not properly apply lubricant and torque the exhaust 
manifold bolts to the EDG turbocharger. This caused an exhaust leak and degraded the EDG during a monthly surveillance run due to loose 
and missing bolts in an exhaust manifold extension. Maintenance personnel performed an extent-of-condition investigation and documented the 
occurrence in their corrective action program.  
 
This finding is more than minor because it affects the mitigating systems cornerstone objective of ensuring reliability of systems that respond to 
initiating events and is associated with the equipment performance reliability attribute. The finding is of very low safety significance since the 
missing bolt did not cause the EDG to become inoperable.  
 
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because maintenance personnel did not follow 
work instructions to apply lubricant and torque the turbocharger exhaust manifold bolts, document final torque values, or document lubrication 
used in completed work orders. A second contributing cause affected the cross-cutting area of problem resolution, because the initial 
engineering evaluation was too narrowly focused. Engineers did not use technical calculations or modeling to support conclusions regarding 
the quantity of leaking exhaust and its associated impact on diesel loading capability and room design temperature until challenged by the 
inspectors. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Fire Barriers for the 'A' and 'B' Makeup Pump Rooms 
The inspectors identified a non-cited violation of TMI-1, Facility Operating License Condition 2.C(4), "Fire Protection." Station personnel 
breached fire barrier doors that separated two of three safety related makeup pump rooms from a common hallway and did not implement 
compensatory measures as required by the TMI Fire Protection Program.  
This finding is more than minor because it affects the mitigating systems cornerstone objective of ensuring the availability of systems that 
respond to initiating events and is associated with the protection against the external factors attribute (fire). This finding is of very low safety 
significance because the combustible load for the affected areas was small, concrete walls located immediately outside the rooms help 
minimize potential fire propagation, and there is no credible scenario by which a fire on one side of the barrier could propagate through both 
degraded fire doors to affect equipment in both fire areas. In addition, the fire detectors on each of the rooms affected were operable.  
A contributing cause of this finding is related to the cross-cutting area of human performance, because station personnel did not implement a 
TMI Fire Protection Program procedure (AP-1038) despite being trained on its requirements to maintain fire barriers. A second contributing 
cause is related to the cross-cutting area of problem identification and resolution, because station personnel did not implement adequate 
corrective actions to prevent recurrence of the inoperable fire barriers. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Construction of Seismic Scaffolding Near Safety-Related Equipment Not Performed in Accordance with Procedure Requirements 
The inspectors identified a non-cited violation of TS 6.8.1 in that station personnel did not properly implement station procedures to erect and 
control the construction of seismic scaffolding in the vicinity of safety-related equipment. The required clearance distance between the seismic 
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scaffold and safety-related equipment was not maintained, resulting in damage to and contact with safety-related building spray (BS) and main 
steam (MS) system components, respectively.  
This issue affected the mitigating systems cornerstone and was more than minor because station personnel did not properly install scaffolding 
in safety-related areas, and did not perform required engineering evaluations when needed. If left uncorrected it could become a more 
significant safety concern in that inadequate constructed scaffold could affect the availability and reliability of mitigating systems during plant 
operations or a seismic event. This finding was determined to be of very low significance because engineers determined the scaffold, as 
installed, would not prevent the BS and MS systems from performing their safety functions.  
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because craft personnel did not adhere to station 
scaffold procedures on two occasions. A second contributing cause affected the cross-cutting areas of problem resolution and corrective action, 
because (1) after the procedure violation was identified, station personnel did not initially enter the issue into the corrective action program for 
evaluation of actions to preclude recurrence and (2) this finding is repetitive, in that the NRC issued a similar Green finding in May 2004 and 
previous corrective actions were not effective to preclude recurrence. 
Inspection Report# : 2005002(pdf)  

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Licensee Event Report for Both Trains of High Pressure Injection Being Inoperable 
A non-cited violation of 10 CFR 50.73 was identified for untimely submittal of a licensee event report (LER). In March 2004, station personnel 
had all necessary information available to identify that both trains of high pressure injection (HPI) had been inoperable for a brief period in 
2003. The issue was not reported until December 2004, following identification by the inspectors. A contributing cause of this finding is a 
shortcoming in problem identification in the cross-cutting area of PI&R in that station personnel did not consider unavailability of the 
emergency power supply to the second HPI train and associated technical specification requirements when determining reportability of this 
condition. Additionally, the original operability determination did not correctly address seismic qualification of HPI support systems until 
identified by the inspectors. Corrective actions included submittal of the condition report, training for station personnel, and entering the issue 
into the corrective action program as issue report 267630. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Configuration Control - Incorrect Material for MS-PI-22 Causes Main Steam Leak 
A self-revealing Green NCV was identified for not maintaining control of materials as required by 10 CFR 50, Appendix B, Criterion VIII, 
"Identification and Control of Materials, Parts, and Components." Use of incorrect material (brass) for an instrument line cap near main steam 
(MS) pressure instrument MS-PI-22 resulted in a steam leak, a plant transient, and subsequent isolation of safety-related components. Not 
identifying the visible difference in materials is considered a cross-cutting issue in the area of problem identification, because technicians and 
operators missed several opportunities to identify the problem prior to the steam leak. Corrective actions included replacement of the fitting 
with stainless steel per design specifications, extent of condition evaluations, and issue entry to the corrective action program as issue report 
281003.  
 
This issue is more than minor because it affected the Mitigating System cornerstone objective by reducing availability of mitigating systems 
when operators isolated mitigating system components (one steam supply train to EFW turbine pump, turbine bypass valves, an atmospheric 
steam dump valve) in order to isolate the steam leak. The finding had very low safety significance due to the short duration of train 
inoperability during the leak isolation procedure. In each case, the single train loss of safety function existed for much less than the TS allowed 
outage time. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Main Steam Isolation Valve Snubber MS-225 Not Identified and Corrected 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for not identifying a degraded 
main steam isolation valve snubber (MS-225) during extent of condition review walkdowns following a steam leak in the intermediate 
building. Specifically, the inspectors identified that the snubber hydraulic oil reservoir was empty when conducting inspections after plant 
personnel had performed area walkdowns after the steam leak. A contributing cause of this finding is related to the cross-cutting area of 
problem identification, because system engineers did not identify the empty hydraulic snubber reservoir during inspections intended to look for 
this type of condition. Corrective actions included replacement of the degraded snubber and extent of condition walkdowns of all similar 
safety-related snubbers located in the intermediate building.  
 
This issue is considered more than minor because it affected the mitigating system cornerstone by reducing the reliability of the ‘B' main steam 
isolation valve [MSIV], a mitigating system component used during a loss of the normal heat sink or a steam generator tube rupture. 
Additionally, this issue resulted in the snubber being declared inoperable, thereby affecting its availability during replacement activities. This 
finding is of very low safety significance because the loss of hydraulic snubber fluid did not result in a failed snubber, nor did it cause the ‘B' 
MSIV to become inoperable. 
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Inspection Report# : 2004005(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Investigation and Repair of a Degraded Control Building Ventilation Exhaust Fan AH-E-19B 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for not investigating and 
repairing a degraded control building air return ventilation fan AH-E-19B in a timely manner. Elevated fan vibrations were identified in 
December 2001, but not sufficiently evaluated until September 2004, following concerns raised by the inspectors. This untimely response 
resulted in a cracked hub where the bolt holes penetrate the hub and attach to the motor. A contributing cause of this finding is related to the 
cross-cutting area of problem identification and resolution, because engineers and component maintenance optimization personnel missed 
several opportunities to evaluate, and prevent or correct the degraded condition based on prior internal and external operating experience with 
similar fans. Corrective actions include complete replacement of the fan/motor assembly and entering this issue into the corrective action 
program as issue reports 258108 and 197544.  
 
This issue is considered more than minor because it affected the control room envelope Barrier Integrity cornerstone since the cracked fan hub 
could cause a partial loss of control building ventilation. This finding is of very low safety significance since the condition did not result in an 
actual failure of the control room ventilation system. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Computer-calculated Reactor Power Malfunctions Not Promptly Corrected 
A self-revealing, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions" occurred on February 6, 2004, when the 
reactor had an unplanned power increase from full power, in which reactor power increased 0.9 percent over 17 minutes. The power increase 
resulted when the input signal for calculated reactor power was removed from the integrated control system with reactor power control in 
automatic. A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, because problems 
with computer-calculated reactor power had occurred previously, but corrective actions to address the problem were untimely, and corrective 
actions to address the consequences of the problem were ineffective. Additionally operators were slow to identify and respond to the overpower 
condition.  
 
This finding is more than minor because it potentially affected the reactivity control attribute of the barrier integrity cornerstone objective of 
providing reasonable assurance that physical barriers (i.e., fuel cladding) protect the public from radionuclide releases caused by overpower 
events. Specifically, the integrated control system escalated reactor power automatically upon loss of an input signal during scheduled 
maintenance. This finding is considered to be of very low safety significance, because all mitigating systems remained functional and other 
barriers would not have been affected. 
Inspection Report# : 2004005(pdf)  

Emergency Preparedness 

Significance:  May 18, 2005 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Response Organization Qualifications Expired Due to Untimely Training 
An apparent violation associated with EP planning standard 10 CFR 50.47(b)(15) was identified. This apparent violation, which has low to 
moderate safety significance, occurred because AmerGen did not conduct annual required radiological response classroom retraining for 
approximately 50 percent of the ERO as specified in the TMI Annex Emergency Plan (E-Plan).  
 
The finding is more than minor because it is associated with the EP cornerstone attribute of ERO readiness (training). It affects the cornerstone 
objective of ensuring the capability to implement measures to protect the health and safety of the public during an emergency. The ERO, 
including several key responders, had not received the training necessary to maintain familiarity with their specific emergency response duties. 
As a consequence, for an approximate five month period (June-November 2004), those individuals would not have been considered available to 
respond to a radiological emergency. This resulted in some key ERO positions not being filled by qualified ERO members in accordance with 
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AmerGen's TMI E-Plan requirements. (1EP3)  
 
Using Inspection Manual Chapter 0609, Appendix B, "Emergency Preparedness Significance Determination Process, Section 4.15 and Sheet 
1," this finding was determined to be of low to moderate safety significance because it was considered to be a loss of an EP planning standard 
function because several key responders were not trained as required.  
 
(Following exerpt from Inspection Report 2005-004:)  
(A contributing cause of) this finding is related to the cross-cutting area of human performance, because the TMI emergency preparedness 
department staff did not follow applicable requirements, specified in the TMI Annex Emergency Plan, when scheduling ERO training. 
Additionally, AmerGen corporate emergency preparedness supervision was deficient, because they did not ensure required ERO training 
periodicity was properly understood and implemented. 
Inspection Report# : 2005004(pdf)  
Inspection Report# : 2005006(pdf)  

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Plant Modification Decreased Effectiveness of Emergency Plan Without Prior NRC Approval, Deficient 10 CFR 50.54(q) Evaluation 
A non-cited violation of 10 CFR 50.54(q) was identified for not properly maintaining the TMI Radiological Emergency Plan (the Plan) up-to-
date to address a modification made within the owner controlled area. Specifically, plant modifications which blocked the south gate access 
bridge resulted in a decrease in effectiveness in the Plan without prior NRC approval. Corrective actions included discussions with the local 
railroad company to establish a memorandum of understanding, establishment of a shift night order, training for emergency directors, 
reassessment of south gate accessibility, and entry of the issue into the licensee's corrective action program as issue reports 260849, 260697, 
266937, 269032, 282239 and 282851.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, because (1) the 10 CFR 50.54
(q) evaluation did not identify the potential that a train (or crossing gate) malfunction could occur and cause delays in accessing or leaving the 
site, despite several such occurrences; (2) evaluation of the issue following three train (or crossing gate) malfunctions in October 2004 was 
cursory in that it did not take positive actions to verify contingency actions were identified, understood, and trained upon; and (3) substantive 
corrective actions such as establishing a memorandum of understanding with the railroad and establishing written guidance shift 
manager/emergency director guidance for this contingency were not developed until repeatedly questioned by the inspectors. This finding was 
of very low safety significance, because it did not constitute a loss of a planning standard function required by 10 CFR 50.47(b)(2) or (b)(3). 
Inspection Report# : 2004005(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Radiological Evaluation to Support Waste Transfer 
The inspectors identified a non-cited violation of 10 CFR 20.1501 associated with failure to evaluate the adequacy of a change to the procedure 
for collecting samples of radioactive spent resin for analysis to support transfer of radioactive material to a waste processor for ultimate 
disposal. Specifically, in December 1998, AmerGen reduced the tank recycle requirements, prior to sample collection, from three tank volumes 
to 15 minutes, and did not evaluate the effect of this change on the representativeness of the sample. Consequently, the spent resin tank sample 
procedure instruction was not evaluated to ensure a representative sample, and therefore AmerGen could not validate that the total radionuclide 
activity was accurately determined and provided to the waste processor prior to the shipment in accordance with 10CFR20, Appendix G.  
 
The finding is greater than minor in that it affected the public radiation safety cornerstone objective. Specifically, the issue involved an 
occurrence in the radioactive material transportation program that was contrary to NRC or Department of Transportation regulations. Using the 
Public Radiation Safety SDP flow chart, this finding is of very low safety significance, because it involved a radioactive material control issue, 
it did involve transportation, no radiation limit was exceeded, it did not involve a breach of packaging, it did not involve a Certificate of 
Compliance finding, it did not involve a low-level burial ground issue, and it did not involve a failure to make an emergency notification issue. 
AmerGen reviewed previous shipments and concluded that, due to the generally low radioactivity of the shipments made, there was no 
likelihood that a shipment was improperly packaged for shipment or would have been misclassified per 10 CFR 61. Consequently, no actual 
safety consequence was identified.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification in that AmerGen did not identify this problem 
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during routine self-assessments and audits of its radioactive waste transportation and disposal program. 
Inspection Report# : 2005004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : November 30, 2005 
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Three Mile Island 1 
4Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 16, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Hot Work Procedural Requirements 
The team identified a non-cited violation (NCV) with multi-examples for failure to document fire prevention activities during hot work as 
required by the administrative control procedures, and for fire watch personnel not being adequately qualified. Specifically: 1) there were 
numerous cases where hot workers, fire watch personnel, and associated supervisors failed to document, as required, the hot work, fire 
watching and inspection activities respectively in accordance with OP-MA-201-004, Fire Prevention for Hot Work, and AP-1038, and 
Administrative Control - Fire Protection Program; and, 2) there were three cases where the fire watchers were not adequately trained as 
required by the procedures. The licensee generated three condition reports and entered this issue into their corrective action program.  
 
The finding is more than minor because it is associated with the Initiating Events Cornerstone attribute of protection against external factors 
and affected 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. Under Manual Chapter 0609, Significance Determination Process, Appendix F, Fire Protection, 
the finding was found to represent a low degradation and as such was of very low safety significance in accordance with the Fire Protection 
Significance Determination Process. The cause of the finding is related to the cross-cutting element of human performance (attention to detail) 
because hot work personnel repetitively failed to follow procedural instructions in the documentation of their hot work activities. 
Inspection Report# : 2005012(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedural Compliance Resulted in Inadequate Control of Materials Brought into the Reactor Building Containment 
(Section 1R20) 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1.a for multiple failures to properly implement 
procedural requirements and engineering instructions to ensure control of materials brought into the reactor building containment while the 
plant was at power. The procedural violation resulted in multiple deficient conditions that challenged plant safety, including; the potential for 
hydrogen generation beyond design due to significant amounts of stored scaffolding, aluminum toe plates, unqualified materials (lead 
insulation blankets, painted scaffolding, plastic bags) with potential for reactor building sump clogging, and unrestrained stored materials 
inside containment. The licensee entered these issues into the corrective action program (issue reports 387939, 388006, 388791, 388916, 
388407, and 395100), performed a prompt investigation, an extent of condition review, and an operability determination for each of the issues 
identified.  
 
This finding is more than minor because it affected the reliability objective of the equipment performance attribute under the mitigating 
systems cornerstone. The finding is also associated with the barrier integrity cornerstone and the respective containment configuration control 
attribute. The finding is of very low safety significance because no equipment was rendered inoperable, and no actual open pathway in the 
physical integrity of the reactor containment occurred. The cause of the finding is related to the cross-cutting area of human performance, 
because station personnel did not comply with engineering instructions and established procedures for control of materials inside containment.
Inspection Report# : 2005009(pdf)  

Significance: SL-IV Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Medical Conditions for Three Licensed Operators 
The inspectors identified a Green (Severity Level IV) non-cited violation of 10 CFR 50.74 for failure to report changes in medical conditions 
per Section 3.2.1 of Exelon administrative procedure OP-AA-105-101, "Administrative Process For NRC License And Medical 
Requirements," Rev. 8. As a result, potentially disqualifying medical conditions for three operators were not reported to the NRC within the 
required 30-day time frame. In addition, for one of the operators, the medical condition ultimately required a change on his license. The 
licensee promptly entered this issue into their corrective action program (issue reports 164042, 189592, and 195798).  
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This violation is more than minor because it had the potential to impact the NRC's ability to perform its regulatory function, and it was 
evaluated using the traditional enforcement process. This finding is of very low safety significance because at no time did the individual stand 
watch without the medical condition being satisfied. In addition, the facility licensee was timely in their reporting of the medical conditions to 
the NRC when they received the pertinent information. The cause of the finding is related to the cross-cutting area of corrective actions, 
because it occurred after completion of actions to address a previous NCV for the failure to notify NRC of change in medical status of licensed 
operators. The cause of the finding is also related to the cross-cutting area of human performance, because multiple station operators did not 
comply with established procedures for reporting of potentially disqualifying medical conditions. 
Inspection Report# : 2005009(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No Procedures or Acceptance Criteria to Ensure Visual Inspections of Reactor Building Fan Air Side Emergency Cooling Coils were 
Performed and Documented 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings." Neither 
procedures or acceptance criteria were established, nor were visual inspection results documented, to support verification that the reactor 
building fan emergency cooling coils were sufficiently maintained to perform their intended safety function. Consequently, AmerGen did not 
fulfill their NRC Generic Letter (GL) 89-13, "Service Water System Problems Affecting Safety-Related Equipment," commitment to perform 
visual inspections and trend the material condition of the air side of the cooling coils each refueling outage.  
 
This finding is greater than minor because it affected the reactor safety cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Additionally, if left uncorrected, the finding could 
become a more significant safety concern in that inspections of the reactor building emergency cooling coils were not performed and trended as 
committed to in the licensee's NRC GL 89-13 response. The finding was of very low safety significance because the reactor building 
emergency cooling coils remained capable of performing their safety function. This finding has been entered into the licensee's corrective 
action program as issue report 371356.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because AmerGen did not develop sufficient 
resources, such as complete and accurate procedures, to ensure the visual heat exchanger inspections were performed and trended. The finding 
is also cross-cutting in the area of problem identification in that station personnel had completed several periodic reviews and self assessments 
of the GL 89-13 program, and did not identify that some of the required inspections had not been performed, had no procedures or acceptance 
criteria, and were not documented. 
Inspection Report# : 2005005(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Maintenance Procedures Result in Undetected Expansion Joint Degradation and Safety-Related Expansion Joints Exceeding 
Service Life 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1.a for deficient maintenance procedures on safety-
related system expansion joints, and for not performing engineering evaluations when in-service safety-related expansion joints exceeded their 
recommended service life. The maintenance procedure and scheduling inadequacies resulted in station personnel being unaware of the age or 
condition of numerous expansion joints that had exceeded their recommended service life by an unknown period of time.  
 
This finding was more than minor because it affected the mitigating systems cornerstone and affected the reliability of two trains of a nuclear 
river water mitigating safety system. In all three systems that were reviewed, expansion joints would have continued to degrade if left 
uncorrected. Additionally, two expansion joints in the condensate system were degraded. The complete failure of these partially collapsed 
expansion joints would likely result in an initiating event. The finding is of very low safety significance since no equipment was rendered 
inoperable due to the aged expansion joints.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because maintenance and testing procedures 
were insufficient to provide reasonable assurance that safety related and important-to-safety expansion joints would continue to remain capable 
of performing their design functions. Specifically, procedures did not address expansion joint service life, incorporate industry experience, or 
specify vendor recommended inspections be performed to support the continued use beyond the established service life. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure and Personnel Error While Replacing ‘B' 125/250 Volt Battery Cell 
The inspectors identified a non-cited violation of TS 6.8.1.a for deficient maintenance procedures that did not contain sufficient work 
instruction or acceptance criteria to ensure the safety related ‘B' 125/250 volt battery was properly reassembled following replacement of 
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battery cell #2. Additionally, workers did not properly follow the procedure instructions in that certain steps were performed out of order.  
 
This issue affected the mitigating systems cornerstone and was more than minor because it affected the reliability of the ‘B' train of the 125/250 
volt power system to perform its accident mitigation functions in response to initiating events. The deficiency affected the procedure quality 
and equipment performance attributes of the mitigating system cornerstone. The finding is of very low safety significance because the ‘B' 
125/250 volt battery bank was not inoperable for greater than the TS allowed outage time.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because operators did not follow procedure 
1420-DC-3 steps in the order specified and procedure quality was deficient because it did not provide instruction to perform intercell battery 
resistance checks or torque the battery rack connection bolts to verify seismic qualification prior to declaring the battery operable. Additionally, 
procedure usage level was insufficient based upon the potential impact of an error. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure and Operator Error Degrade Two-Hour Emergency Air Supply to Emergency Feedwater and Main Steam 
Systems 
The inspectors identified a non-cited violation of TS 6.8.1.a in that on March 29, 2005, operators did not properly implement procedural 
requirements for recharging the two-hour emergency air system, and mispositioned valve IA-V-1769. The mispositioned valve caused both air 
banks to partially depressurize and reduced the reliability of the supported mitigating systems (emergency feedwater (EFW) and main steam 
(MS)) to perform their decay heat removal function. Operators identified and repressurized the air banks, but did not recognize and correct the 
cause of the degraded condition until the inspectors identified the causes.  
 
The finding was more than minor because the degraded two-hour air system pressure affected the reliability of the EFW and MS systems to 
perform their accident mitigation functions in response to initiating events. The deficiency affected the configuration control, equipment 
performance, and human performance attributes of the mitigating system cornerstone. The finding is of very low safety significance because 
bank air pressure did not drop below the value required for operability and, therefore, the system remained capable of performing its safety 
function.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because operators did not follow procedural 
instructions to open IA-V-1769 and procedure quality was deficient in that procedure usage category 3 (informational use only) was 
insufficient to ensure the procedure was properly followed step-by-step for this important safety-related activity. The finding is also cross-
cutting in the area of problem resolution in that AmerGen's initial assessment of the event did not determine or correct the actual causes of the 
degraded air bank pressure. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Maintenance Procedures and Personnel Error Degrade Safety-Related Emergency Diesel Generator 
A self revealing non-cited violation of TS 6.8.1.a was identified for not properly implementing maintenance procedures that affected the 
performance of the safety-related ‘B' emergency diesel generator (EDG). Licensee staff did not properly apply lubricant and torque the exhaust 
manifold bolts to the EDG turbocharger. This caused an exhaust leak and degraded the EDG during a monthly surveillance run due to loose 
and missing bolts in an exhaust manifold extension. Maintenance personnel performed an extent-of-condition investigation and documented the 
occurrence in their corrective action program.  
 
This finding is more than minor because it affects the mitigating systems cornerstone objective of ensuring reliability of systems that respond to 
initiating events and is associated with the equipment performance reliability attribute. The finding is of very low safety significance since the 
missing bolt did not cause the EDG to become inoperable.  
 
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because maintenance personnel did not follow 
work instructions to apply lubricant and torque the turbocharger exhaust manifold bolts, document final torque values, or document lubrication 
used in completed work orders. A second contributing cause affected the cross-cutting area of problem resolution, because the initial 
engineering evaluation was too narrowly focused. Engineers did not use technical calculations or modeling to support conclusions regarding 
the quantity of leaking exhaust and its associated impact on diesel loading capability and room design temperature until challenged by the 
inspectors. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Fire Barriers for the 'A' and 'B' Makeup Pump Rooms
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The inspectors identified a non-cited violation of TMI-1, Facility Operating License Condition 2.C(4), "Fire Protection." Station personnel 
breached fire barrier doors that separated two of three safety related makeup pump rooms from a common hallway and did not implement 
compensatory measures as required by the TMI Fire Protection Program.  
This finding is more than minor because it affects the mitigating systems cornerstone objective of ensuring the availability of systems that 
respond to initiating events and is associated with the protection against the external factors attribute (fire). This finding is of very low safety 
significance because the combustible load for the affected areas was small, concrete walls located immediately outside the rooms help 
minimize potential fire propagation, and there is no credible scenario by which a fire on one side of the barrier could propagate through both 
degraded fire doors to affect equipment in both fire areas. In addition, the fire detectors on each of the rooms affected were operable.  
A contributing cause of this finding is related to the cross-cutting area of human performance, because station personnel did not implement a 
TMI Fire Protection Program procedure (AP-1038) despite being trained on its requirements to maintain fire barriers. A second contributing 
cause is related to the cross-cutting area of problem identification and resolution, because station personnel did not implement adequate 
corrective actions to prevent recurrence of the inoperable fire barriers. 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Construction of Seismic Scaffolding Near Safety-Related Equipment Not Performed in Accordance with Procedure Requirements 
The inspectors identified a non-cited violation of TS 6.8.1 in that station personnel did not properly implement station procedures to erect and 
control the construction of seismic scaffolding in the vicinity of safety-related equipment. The required clearance distance between the seismic 
scaffold and safety-related equipment was not maintained, resulting in damage to and contact with safety-related building spray (BS) and main 
steam (MS) system components, respectively.  
This issue affected the mitigating systems cornerstone and was more than minor because station personnel did not properly install scaffolding 
in safety-related areas, and did not perform required engineering evaluations when needed. If left uncorrected it could become a more 
significant safety concern in that inadequate constructed scaffold could affect the availability and reliability of mitigating systems during plant 
operations or a seismic event. This finding was determined to be of very low significance because engineers determined the scaffold, as 
installed, would not prevent the BS and MS systems from performing their safety functions.  
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because craft personnel did not adhere to station 
scaffold procedures on two occasions. A second contributing cause affected the cross-cutting areas of problem resolution and corrective action, 
because (1) after the procedure violation was identified, station personnel did not initially enter the issue into the corrective action program for 
evaluation of actions to preclude recurrence and (2) this finding is repetitive, in that the NRC issued a similar Green finding in May 2004 and 
previous corrective actions were not effective to preclude recurrence. 
Inspection Report# : 2005002(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Qualification Not Maintained on Four Containment Isolation Valves due to Deficient Procedures or Instructions 
The inspectors identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because station 
procedures did not contain controls to verify and/or maintain the required environmental qualification (EQ) configuration associated with 
motor-operated valve (MOV) actuator T-drains. As a result, four safety-related containment isolation MOV valve actuators did not have T-
drains as required by TI-103, "TMI-1 Environmental Qualification Report," Rev. 5. This finding has been entered into the licensee's corrective 
action program (issue reports 238918, 267293, 273768, 391720, 391707, and 271819).  
 
The inspectors determined this issue was more than minor because it affected the barrier integrity cornerstone objective and the containment 
barrier performance attribute. Specifically, the lack of T-drains may allow moisture to enter the motor housing due to a high temperature and 
pressure steam environment associated with a Loss of Coolant Accident. The moisture and subsequent condensation could electrically short out 
the motor, which would reduce containment isolation reliability. In addition, if left uncorrected, this issue could become a more significant 
safety concern in that without procedures to maintain the required EQ configuration, additional MOV actuators could be installed with no T-
drains or in an incorrect orientation and thus lead to a failure of the valve to perform its design function. This finding is of very low safety 
significance because the specific component qualification deficiency did not result in a loss of safety function, and the degraded condition did 
not cause an actual open pathway in the primary containment. Therefore, system or component operability was not effected. The cause of the 
finding is related to the cross-cutting area of human performance, because AmerGen did not develop appropriate measures to ensure that 
required MOV T-drains were properly installed, maintained, and inspected. 
Inspection Report# : 2005009(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Deficient AH-F-3B Functional Failure Assessment and Deficient Maintenance Rule Performance Monitoring and Goal Setting 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2)/(a)(1) in that the licensee's demonstration of effective control of 
performance or condition of the control building and machine shop heating and ventilation system had become invalid, and although the 
licensee had a reasonable number of opportunities, the licensee did not place the system in (a)(1) status in a reasonable amount of time. 
Consequently, the licensee did not establish goals and monitor the performance or condition of the Control Building & Machine Shop Heating 
& Ventilation System as required by 10 CFR 50.65(a)(1) when the demonstration of effective control of performance or condition of the 
system through appropriate preventive maintenance as allowed by 10 CFR 50.65(a)(2) became invalid. The demonstration of effective control 
of performance or condition in (a)(2) status became invalid as a result of multiple maintenance preventable functional failures within a 3-year 
period, the most recent of which was a failure on June 28, 2005, that the licensee did not correctly recognize as a maintenance preventable 
functional failure.  
 
This finding is more than minor because it affects the Barrier Integrity Cornerstone and its design attribute of maintaining the functionality of 
the control room envelope. Additionally, if left uncorrected it could impact the licensee's ability to properly trend performance and establish 
goals to provide reasonable assurance that structures, systems, and components (SSCs) within the scope of the Maintenance Rule remain 
capable of fulfilling their intended functions. This finding was determined to be of very low safety significance because the incorrect functional 
failure assessment did not, by itself, result in an actual degradation of the radiological barrier function provided for the control room. The 
licensee has entered the issue into their corrective action program as issue report 349025.  
 
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because maintenance personnel did not properly 
perform procedure 1400-F-1, to achieve the required AH-F-3B filter gasket compression. The inspectors determined this was also a cross-
cutting issue in the area of problem resolution, because the maintenance rule functional failure review was too narrowly focused. It did not 
address why the bypassed filters' gaskets did not show signs of compression, did not address criteria for post event inspection of the failed 
filters, and did not consider potential procedural compliance aspects. As a result, corrective actions identified to prevent recurrence were too 
narrowly focused. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Significance:  May 18, 2005 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Response Organization Qualifications Expired Due to Untimely Training 
An apparent violation associated with EP planning standard 10 CFR 50.47(b)(15) was identified. This apparent violation, which has low to 
moderate safety significance, occurred because AmerGen did not conduct annual required radiological response classroom retraining for 
approximately 50 percent of the ERO as specified in the TMI Annex Emergency Plan (E-Plan).  
 
The finding is more than minor because it is associated with the EP cornerstone attribute of ERO readiness (training). It affects the cornerstone 
objective of ensuring the capability to implement measures to protect the health and safety of the public during an emergency. The ERO, 
including several key responders, had not received the training necessary to maintain familiarity with their specific emergency response duties. 
As a consequence, for an approximate five month period (June-November 2004), those individuals would not have been considered available to 
respond to a radiological emergency. This resulted in some key ERO positions not being filled by qualified ERO members in accordance with 
AmerGen's TMI E-Plan requirements. (1EP3)  
 
Using Inspection Manual Chapter 0609, Appendix B, "Emergency Preparedness Significance Determination Process, Section 4.15 and Sheet 
1," this finding was determined to be of low to moderate safety significance because it was considered to be a loss of an EP planning standard 
function because several key responders were not trained as required.  
 
(Following exerpt from Inspection Report 2005-004:)  
(A contributing cause of) this finding is related to the cross-cutting area of human performance, because the TMI emergency preparedness 
department staff did not follow applicable requirements, specified in the TMI Annex Emergency Plan, when scheduling ERO training. 
Additionally, AmerGen corporate emergency preparedness supervision was deficient, because they did not ensure required ERO training 
periodicity was properly understood and implemented. 
Inspection Report# : 2005004(pdf)  
Inspection Report# : 2005006(pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Radiological Evaluation to Support Waste Transfer 
The inspectors identified a non-cited violation of 10 CFR 20.1501 associated with failure to evaluate the adequacy of a change to the procedure 
for collecting samples of radioactive spent resin for analysis to support transfer of radioactive material to a waste processor for ultimate 
disposal. Specifically, in December 1998, AmerGen reduced the tank recycle requirements, prior to sample collection, from three tank volumes 
to 15 minutes, and did not evaluate the effect of this change on the representativeness of the sample. Consequently, the spent resin tank sample 
procedure instruction was not evaluated to ensure a representative sample, and therefore AmerGen could not validate that the total radionuclide 
activity was accurately determined and provided to the waste processor prior to the shipment in accordance with 10CFR20, Appendix G.  
 
The finding is greater than minor in that it affected the public radiation safety cornerstone objective. Specifically, the issue involved an 
occurrence in the radioactive material transportation program that was contrary to NRC or Department of Transportation regulations. Using the 
Public Radiation Safety SDP flow chart, this finding is of very low safety significance, because it involved a radioactive material control issue, 
it did involve transportation, no radiation limit was exceeded, it did not involve a breach of packaging, it did not involve a Certificate of 
Compliance finding, it did not involve a low-level burial ground issue, and it did not involve a failure to make an emergency notification issue. 
AmerGen reviewed previous shipments and concluded that, due to the generally low radioactivity of the shipments made, there was no 
likelihood that a shipment was improperly packaged for shipment or would have been misclassified per 10 CFR 61. Consequently, no actual 
safety consequence was identified.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification in that AmerGen did not identify this problem 
during routine self-assessments and audits of its radioactive waste transportation and disposal program. 
Inspection Report# : 2005004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : March 03, 2006 
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Three Mile Island 1 
1Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Abnormal Operating Procedures for Loss of Vital 120 Volt Electrical Bus, Loss of 4160 Volt Bus, and Loss of NSCCW  
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1, for failure to adequately establish and implement 
procedures required by Regulatory Guide 1.33, Section 6, “Procedures for Combating Emergencies and Other Significant Events.” Specifically, 
no procedure existed to combat an emergency caused by a loss of electrical power to a vital bus. Additionally, the procedures to combat 
emergencies caused by a loss of 4160V AC and a loss of Nuclear Services Closed Cooling Water (NSCCW) were inadequate in that pump trip 
criteria and detailed guidance to the control room operators were not provided. AmerGen has acknowledged that these problems exist and 
provided the team an abnormal operating procedure (AOP) implementation schedule showing that new AOPs will be generated to correct these 
deficiencies in 2006.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Initiating Events cornerstone and the 
associated cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. However, this finding was determined to have very low safety significance (Green) using Phase 1 of the 
NRC significance determination process described in NRC Inspection Manual Chapter (IMC) 0609, Appendix A, since the finding does not 
contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be available.  
 
The finding has a cross-cutting aspect related to the area of Problem Identification and Resolution in that AmerGen personnel did not identify 
that some AOPs were inadequate. 
Inspection Report# : 2006007(pdf)  

Significance:  Dec 16, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Hot Work Procedural Requirements 
The team identified a non-cited violation (NCV) with multi-examples for failure to document fire prevention activities during hot work as 
required by the administrative control procedures, and for fire watch personnel not being adequately qualified. Specifically: 1) there were 
numerous cases where hot workers, fire watch personnel, and associated supervisors failed to document, as required, the hot work, fire 
watching and inspection activities respectively in accordance with OP-MA-201-004, Fire Prevention for Hot Work, and AP-1038, and 
Administrative Control - Fire Protection Program; and, 2) there were three cases where the fire watchers were not adequately trained as 
required by the procedures. The licensee generated three condition reports and entered this issue into their corrective action program.  
 
The finding is more than minor because it is associated with the Initiating Events Cornerstone attribute of protection against external factors 
and affected 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. Under Manual Chapter 0609, Significance Determination Process, Appendix F, Fire Protection, 
the finding was found to represent a low degradation and as such was of very low safety significance in accordance with the Fire Protection 
Significance Determination Process. The cause of the finding is related to the cross-cutting element of human performance (attention to detail) 
because hot work personnel repetitively failed to follow procedural instructions in the documentation of their hot work activities. 
Inspection Report# : 2005012(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Work Instructions and Maintenance Implementation on Control Building Chiller 
The inspectors identified a non-cited violation (NCV) of Technical Specification 6.8.1 in that station personnel did not properly establish and 
implement work instructions for replacement of the ‘B’ control building chiller (AH-C-4B) expansion joints. Specifically, three control 
building chiller expansion joints were incorrectly installed. This performance deficiency reduced the reliability and availability of area cooling 
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for the control room and vital alternating current (AC) and direct current (DC) electrical power supplies for numerous safety-related mitigating 
systems. The licensee entered this issue into their corrective action program as issue report 457180 and initiated a root cause evaluation.  
 
This violation is more than minor because it affected the reliability and availability of control building cooling which supports control room 
operation of mitigating equipment and maintains emergency AC and DC room temperatures within required values to support continued 
availability of power to mitigating equipment including the building spray, high pressure injection, decay heat removal, and emergency 
feedwater systems. Additionally, if left uncorrected the issue would become a more significant safety concern, because the work instructions 
and work practices for replacing expansion joints are generic and could degrade reliability of all plant systems which include expansion joints. 
This finding is of very low significance since the condition did not involve an actual failure of an expansion joint or loss of a system safety 
function. A contributing cause of this finding is a cross-cutting issue in the area of human performance. Work instructions were not sufficiently 
complete and accurate to perform the task, the work activity was not properly coordinated to address changes in work scope, work practices 
demonstrated a lack of knowledge of expansion joint installation, and workers proceeded in the face of uncertainty without involving work 
planners. 
Inspection Report# : 2006003(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inservice Testing Reference Values Not Reestablished as Required by ASME Code Following Maintenance to Decay Heat, NSCCW, 
and Emergency Feedwater Pumps 
The team identified an NCV of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards," which requires, in part, that testing of safety-related pumps 
meet the requirements of the American Society of Mechanical Engineers (ASME) Operation and Maintenance (OM) Code requirements 
following maintenance on the "A" Decay Heat Removal (DH) pump. Specifically, AmerGen did not establish new vibration reference values or 
reconfirm the previous values following maintenance that can affect the reference values. This finding has been entered into the licensee’s 
corrective action program as IRs 467551, 467056, 472106 and 471745. The planned corrective actions include an evaluation of the "A" DH 
pump reference values and a review of the methodology and process used to perform reference value evaluations.  
 
This finding is more than minor because it is similar to IMC 0612, Appendix E example 2C and the same issue affected a number of pumps 
tested that include 2B emergency feedwater pump and the1C NSCCW pump. This issue affected the Mitigating System cornerstone. The issue 
had very low safety significance (Green) because the "A" DH pump remained operable, there was no loss of safety function, and it was not 
related to a seismic, flooding, or fire initiating event. 
Inspection Report# : 2006007(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate and Correct Indications of Air in 'A' Decay Heat Removal System 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for a deficient evaluation that resulted 
in ineffective corrective actions for indications of air in the Decay Heat (DH) system following maintenance. The ineffective corrective actions 
resulted in unknown quantities of air being forced through the ‘A’ DH pump casing and into the downstream piping, without an evaluation of 
the potential consequences to the DH and makeup systems. This finding has been entered into the licensee’s corrective action program as IR 
475218. Corrective actions include a comprehensive root cause evaluation, ultrasonic testing to verify no air remained in the piping, and 
actions to add new vent valves to enhance system fill and venting.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating System cornerstone and the 
objective to ensure availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the risk significance of this finding using NRC IMC 0609, Appendix A, Phase 1. The finding screened to very low safety 
significance (Green) because the condition did not result in an actual failure of any safety-related system or component, or result in the system 
being declared inoperable for greater than its allowed technical specification outage time.  
 
This finding is related to the cross-cutting area of Problem Identification and Resolution, because engineers and component maintenance 
optimization personnel missed several opportunities to properly evaluate and correct this degraded condition due to multiple reoccurrences of 
DH pump high vibrations and not appropriately applying prior industry operating experience. TMI also did not implement a void 
monitoring/periodic venting program as recommended by industry operating experience. 
Inspection Report# : 2006007(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Test Procedure Causes Air Introduction to Emergency Core Cooling Systems  
The inspectors identified an NCV of TS 6.8.1.a for deficient surveillance procedures that resulted in the introduction of air into the sodium 
hydroxide (NAOH) piping to several emergency core cooling systems (ECCS) during in-service testing (IST) activities. This finding has been 
entered into the licensee’s corrective action program (IRs 475218 and 474439). The corrective actions included venting of the initial air void 
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via a check valve vent port, initiation of a modification to install a high point vent valve to vent the large section of voided pipe, revision of 
applicable procedures to prevent draining of piping, and ultrasonic testing of multiple sections of pipe in the ECCS piping.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating System cornerstone and the 
associated cornerstone objective to ensure availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The inspectors evaluated the risk significance of this finding using NRC IMC 0609, Appendix A, Phase 1. The 
finding screened to very low safety significance (Green) because the condition did not result in an actual failure of any ECCS systems, and 
engineers concluded the 3.6 cubic feet of air void identified would not have prevented the ECCS systems from performing their design safety 
function.  
 
This finding is related to the cross-cutting area of Problem Identification and Resolution, because engineers and operators missed several 
opportunities to recognize that proper refilling of drained piping was not possible due to the inability to vent based on prior industry operating 
experience. AmergenI also did not implement a void monitoring/periodic venting program as recommended by industry operating experience. 
Inspection Report# : 2006007(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedural Compliance Resulted in Inadequate Control of Materials Brought into the Reactor Building Containment 
(Section 1R20) 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1.a for multiple failures to properly implement 
procedural requirements and engineering instructions to ensure control of materials brought into the reactor building containment while the 
plant was at power. The procedural violation resulted in multiple deficient conditions that challenged plant safety, including; the potential for 
hydrogen generation beyond design due to significant amounts of stored scaffolding, aluminum toe plates, unqualified materials (lead 
insulation blankets, painted scaffolding, plastic bags) with potential for reactor building sump clogging, and unrestrained stored materials 
inside containment. The licensee entered these issues into the corrective action program (issue reports 387939, 388006, 388791, 388916, 
388407, and 395100), performed a prompt investigation, an extent of condition review, and an operability determination for each of the issues 
identified.  
 
This finding is more than minor because it affected the reliability objective of the equipment performance attribute under the mitigating 
systems cornerstone. The finding is also associated with the barrier integrity cornerstone and the respective containment configuration control 
attribute. The finding is of very low safety significance because no equipment was rendered inoperable, and no actual open pathway in the 
physical integrity of the reactor containment occurred. The cause of the finding is related to the cross-cutting area of human performance, 
because station personnel did not comply with engineering instructions and established procedures for control of materials inside containment.
Inspection Report# : 2005009(pdf)  

Significance: SL-IV Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Medical Conditions for Three Licensed Operators 
The inspectors identified a Green (Severity Level IV) non-cited violation of 10 CFR 50.74 for failure to report changes in medical conditions 
per Section 3.2.1 of Exelon administrative procedure OP-AA-105-101, "Administrative Process For NRC License And Medical 
Requirements," Rev. 8. As a result, potentially disqualifying medical conditions for three operators were not reported to the NRC within the 
required 30-day time frame. In addition, for one of the operators, the medical condition ultimately required a change on his license. The 
licensee promptly entered this issue into their corrective action program (issue reports 164042, 189592, and 195798).  
 
This violation is more than minor because it had the potential to impact the NRC's ability to perform its regulatory function, and it was 
evaluated using the traditional enforcement process. This finding is of very low safety significance because at no time did the individual stand 
watch without the medical condition being satisfied. In addition, the facility licensee was timely in their reporting of the medical conditions to 
the NRC when they received the pertinent information. The cause of the finding is related to the cross-cutting area of corrective actions, 
because it occurred after completion of actions to address a previous NCV for the failure to notify NRC of change in medical status of licensed 
operators. The cause of the finding is also related to the cross-cutting area of human performance, because multiple station operators did not 
comply with established procedures for reporting of potentially disqualifying medical conditions. 
Inspection Report# : 2005009(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No Procedures or Acceptance Criteria to Ensure Visual Inspections of Reactor Building Fan Air Side Emergency Cooling Coils were 
Performed and Documented 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings." Neither 
procedures or acceptance criteria were established, nor were visual inspection results documented, to support verification that the reactor 
building fan emergency cooling coils were sufficiently maintained to perform their intended safety function. Consequently, AmerGen did not 
fulfill their NRC Generic Letter (GL) 89-13, "Service Water System Problems Affecting Safety-Related Equipment," commitment to perform 
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visual inspections and trend the material condition of the air side of the cooling coils each refueling outage.  
 
This finding is greater than minor because it affected the reactor safety cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Additionally, if left uncorrected, the finding could 
become a more significant safety concern in that inspections of the reactor building emergency cooling coils were not performed and trended as 
committed to in the licensee's NRC GL 89-13 response. The finding was of very low safety significance because the reactor building 
emergency cooling coils remained capable of performing their safety function. This finding has been entered into the licensee's corrective 
action program as issue report 371356.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because AmerGen did not develop sufficient 
resources, such as complete and accurate procedures, to ensure the visual heat exchanger inspections were performed and trended. The finding 
is also cross-cutting in the area of problem identification in that station personnel had completed several periodic reviews and self assessments 
of the GL 89-13 program, and did not identify that some of the required inspections had not been performed, had no procedures or acceptance 
criteria, and were not documented. 
Inspection Report# : 2005005(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Maintenance Procedures Result in Undetected Expansion Joint Degradation and Safety-Related Expansion Joints Exceeding 
Service Life 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1.a for deficient maintenance procedures on safety-
related system expansion joints, and for not performing engineering evaluations when in-service safety-related expansion joints exceeded their 
recommended service life. The maintenance procedure and scheduling inadequacies resulted in station personnel being unaware of the age or 
condition of numerous expansion joints that had exceeded their recommended service life by an unknown period of time.  
 
This finding was more than minor because it affected the mitigating systems cornerstone and affected the reliability of two trains of a nuclear 
river water mitigating safety system. In all three systems that were reviewed, expansion joints would have continued to degrade if left 
uncorrected. Additionally, two expansion joints in the condensate system were degraded. The complete failure of these partially collapsed 
expansion joints would likely result in an initiating event. The finding is of very low safety significance since no equipment was rendered 
inoperable due to the aged expansion joints.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because maintenance and testing procedures 
were insufficient to provide reasonable assurance that safety related and important-to-safety expansion joints would continue to remain capable 
of performing their design functions. Specifically, procedures did not address expansion joint service life, incorporate industry experience, or 
specify vendor recommended inspections be performed to support the continued use beyond the established service life. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure and Personnel Error While Replacing ‘B' 125/250 Volt Battery Cell 
The inspectors identified a non-cited violation of TS 6.8.1.a for deficient maintenance procedures that did not contain sufficient work 
instruction or acceptance criteria to ensure the safety related ‘B' 125/250 volt battery was properly reassembled following replacement of 
battery cell #2. Additionally, workers did not properly follow the procedure instructions in that certain steps were performed out of order.  
 
This issue affected the mitigating systems cornerstone and was more than minor because it affected the reliability of the ‘B' train of the 125/250 
volt power system to perform its accident mitigation functions in response to initiating events. The deficiency affected the procedure quality 
and equipment performance attributes of the mitigating system cornerstone. The finding is of very low safety significance because the ‘B' 
125/250 volt battery bank was not inoperable for greater than the TS allowed outage time.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because operators did not follow procedure 
1420-DC-3 steps in the order specified and procedure quality was deficient because it did not provide instruction to perform intercell battery 
resistance checks or torque the battery rack connection bolts to verify seismic qualification prior to declaring the battery operable. Additionally, 
procedure usage level was insufficient based upon the potential impact of an error. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure and Operator Error Degrade Two-Hour Emergency Air Supply to Emergency Feedwater and Main Steam 
Systems 
The inspectors identified a non-cited violation of TS 6.8.1.a in that on March 29, 2005, operators did not properly implement procedural 
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requirements for recharging the two-hour emergency air system, and mispositioned valve IA-V-1769. The mispositioned valve caused both air 
banks to partially depressurize and reduced the reliability of the supported mitigating systems (emergency feedwater (EFW) and main steam 
(MS)) to perform their decay heat removal function. Operators identified and repressurized the air banks, but did not recognize and correct the 
cause of the degraded condition until the inspectors identified the causes.  
 
The finding was more than minor because the degraded two-hour air system pressure affected the reliability of the EFW and MS systems to 
perform their accident mitigation functions in response to initiating events. The deficiency affected the configuration control, equipment 
performance, and human performance attributes of the mitigating system cornerstone. The finding is of very low safety significance because 
bank air pressure did not drop below the value required for operability and, therefore, the system remained capable of performing its safety 
function.  
 
A contributing cause of this finding is related to the cross-cutting area of human performance, because operators did not follow procedural 
instructions to open IA-V-1769 and procedure quality was deficient in that procedure usage category 3 (informational use only) was 
insufficient to ensure the procedure was properly followed step-by-step for this important safety-related activity. The finding is also cross-
cutting in the area of problem resolution in that AmerGen's initial assessment of the event did not determine or correct the actual causes of the 
degraded air bank pressure. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Maintenance Procedures and Personnel Error Degrade Safety-Related Emergency Diesel Generator 
A self revealing non-cited violation of TS 6.8.1.a was identified for not properly implementing maintenance procedures that affected the 
performance of the safety-related ‘B' emergency diesel generator (EDG). Licensee staff did not properly apply lubricant and torque the exhaust 
manifold bolts to the EDG turbocharger. This caused an exhaust leak and degraded the EDG during a monthly surveillance run due to loose 
and missing bolts in an exhaust manifold extension. Maintenance personnel performed an extent-of-condition investigation and documented the 
occurrence in their corrective action program.  
 
This finding is more than minor because it affects the mitigating systems cornerstone objective of ensuring reliability of systems that respond to 
initiating events and is associated with the equipment performance reliability attribute. The finding is of very low safety significance since the 
missing bolt did not cause the EDG to become inoperable.  
 
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because maintenance personnel did not follow 
work instructions to apply lubricant and torque the turbocharger exhaust manifold bolts, document final torque values, or document lubrication 
used in completed work orders. A second contributing cause affected the cross-cutting area of problem resolution, because the initial 
engineering evaluation was too narrowly focused. Engineers did not use technical calculations or modeling to support conclusions regarding 
the quantity of leaking exhaust and its associated impact on diesel loading capability and room design temperature until challenged by the 
inspectors. 
Inspection Report# : 2005004(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inservice Test Failure Not Identified and Evaluated for Containment Isolation Check Valve 
The inspectors identified an NCV of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards" which requires, in part, that testing of safety-related check 
valves meet the requirements of the American Society of Mechanical Engineers (ASME) Operation and Maintenance (OM) Code. Specifically, 
AmerGen did not comply with IST requirements for a binding containment isolation check valve that was identified on November 6, 2005. IST 
program personnel did not declare the check valve inoperable, the cause of the failure was not analyzed, and other check valves in the sample 
group that may also be affected by this failure mechanism were not examined or tested during the same refueling outage to determine the 
condition of internal components and their ability to function, as required by the current TMI ASME IST Program. (ASME OM Code-2001, 
ISTC-5224, Corrective Action).  
 
This issue is more than minor because it affected the Barrier Integrity containment barrier performance attribute and the associated cornerstone 
objective to provide reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or 
events. The inspectors evaluated the risk significance of this finding using NRC IMC 0609, Appendix A, Attachment 1. The finding screened 
to very low safety significance (Green).  
 
The cause of the finding is related to the cross-cutting area of human performance, because engineering personnel did not evaluate the 
performance of a containment isolation check valve against IST program requirements properly and declare the observed condition as an 
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IST/Code failure. 
Inspection Report# : 2006007(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Qualification Not Maintained on Four Containment Isolation Valves due to Deficient Procedures or Instructions 
The inspectors identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because station 
procedures did not contain controls to verify and/or maintain the required environmental qualification (EQ) configuration associated with 
motor-operated valve (MOV) actuator T-drains. As a result, four safety-related containment isolation MOV valve actuators did not have T-
drains as required by TI-103, "TMI-1 Environmental Qualification Report," Rev. 5. This finding has been entered into the licensee's corrective 
action program (issue reports 238918, 267293, 273768, 391720, 391707, and 271819).  
 
The inspectors determined this issue was more than minor because it affected the barrier integrity cornerstone objective and the containment 
barrier performance attribute. Specifically, the lack of T-drains may allow moisture to enter the motor housing due to a high temperature and 
pressure steam environment associated with a Loss of Coolant Accident. The moisture and subsequent condensation could electrically short out 
the motor, which would reduce containment isolation reliability. In addition, if left uncorrected, this issue could become a more significant 
safety concern in that without procedures to maintain the required EQ configuration, additional MOV actuators could be installed with no T-
drains or in an incorrect orientation and thus lead to a failure of the valve to perform its design function. This finding is of very low safety 
significance because the specific component qualification deficiency did not result in a loss of safety function, and the degraded condition did 
not cause an actual open pathway in the primary containment. Therefore, system or component operability was not effected. The cause of the 
finding is related to the cross-cutting area of human performance, because AmerGen did not develop appropriate measures to ensure that 
required MOV T-drains were properly installed, maintained, and inspected. 
Inspection Report# : 2005009(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient AH-F-3B Functional Failure Assessment and Deficient Maintenance Rule Performance Monitoring and Goal Setting 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2)/(a)(1) in that the licensee's demonstration of effective control of 
performance or condition of the control building and machine shop heating and ventilation system had become invalid, and although the 
licensee had a reasonable number of opportunities, the licensee did not place the system in (a)(1) status in a reasonable amount of time. 
Consequently, the licensee did not establish goals and monitor the performance or condition of the Control Building & Machine Shop Heating 
& Ventilation System as required by 10 CFR 50.65(a)(1) when the demonstration of effective control of performance or condition of the 
system through appropriate preventive maintenance as allowed by 10 CFR 50.65(a)(2) became invalid. The demonstration of effective control 
of performance or condition in (a)(2) status became invalid as a result of multiple maintenance preventable functional failures within a 3-year 
period, the most recent of which was a failure on June 28, 2005, that the licensee did not correctly recognize as a maintenance preventable 
functional failure.  
 
This finding is more than minor because it affects the Barrier Integrity Cornerstone and its design attribute of maintaining the functionality of 
the control room envelope. Additionally, if left uncorrected it could impact the licensee's ability to properly trend performance and establish 
goals to provide reasonable assurance that structures, systems, and components (SSCs) within the scope of the Maintenance Rule remain 
capable of fulfilling their intended functions. This finding was determined to be of very low safety significance because the incorrect functional 
failure assessment did not, by itself, result in an actual degradation of the radiological barrier function provided for the control room. The 
licensee has entered the issue into their corrective action program as issue report 349025.  
 
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because maintenance personnel did not properly 
perform procedure 1400-F-1, to achieve the required AH-F-3B filter gasket compression. The inspectors determined this was also a cross-
cutting issue in the area of problem resolution, because the maintenance rule functional failure review was too narrowly focused. It did not 
address why the bypassed filters' gaskets did not show signs of compression, did not address criteria for post event inspection of the failed 
filters, and did not consider potential procedural compliance aspects. As a result, corrective actions identified to prevent recurrence were too 
narrowly focused. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Significance:  May 18, 2005 
Identified By: NRC 
Item Type: VIO Violation 
Emergency Response Organization Qualifications Expired Due to Untimely Training
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An apparent violation associated with EP planning standard 10 CFR 50.47(b)(15) was identified. This apparent violation, which has low to 
moderate safety significance, occurred because AmerGen did not conduct annual required radiological response classroom retraining for 
approximately 50 percent of the ERO as specified in the TMI Annex Emergency Plan (E-Plan).  
 
The finding is more than minor because it is associated with the EP cornerstone attribute of ERO readiness (training). It affects the cornerstone 
objective of ensuring the capability to implement measures to protect the health and safety of the public during an emergency. The ERO, 
including several key responders, had not received the training necessary to maintain familiarity with their specific emergency response duties. 
As a consequence, for an approximate five month period (June-November 2004), those individuals would not have been considered available to 
respond to a radiological emergency. This resulted in some key ERO positions not being filled by qualified ERO members in accordance with 
AmerGen's TMI E-Plan requirements. (1EP3)  
 
Using Inspection Manual Chapter 0609, Appendix B, "Emergency Preparedness Significance Determination Process, Section 4.15 and Sheet 
1," this finding was determined to be of low to moderate safety significance because it was considered to be a loss of an EP planning standard 
function because several key responders were not trained as required.  
 
(Following exerpt from Inspection Report 2005-004:)  
(A contributing cause of) this finding is related to the cross-cutting area of human performance, because the TMI emergency preparedness 
department staff did not follow applicable requirements, specified in the TMI Annex Emergency Plan, when scheduling ERO training. 
Additionally, AmerGen corporate emergency preparedness supervision was deficient, because they did not ensure required ERO training 
periodicity was properly understood and implemented. 
Inspection Report# : 2005004(pdf)  
Inspection Report# : 2005006(pdf)  
Inspection Report# : 2006010(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Radiological Evaluation to Support Waste Transfer 
The inspectors identified a non-cited violation of 10 CFR 20.1501 associated with failure to evaluate the adequacy of a change to the procedure 
for collecting samples of radioactive spent resin for analysis to support transfer of radioactive material to a waste processor for ultimate 
disposal. Specifically, in December 1998, AmerGen reduced the tank recycle requirements, prior to sample collection, from three tank volumes 
to 15 minutes, and did not evaluate the effect of this change on the representativeness of the sample. Consequently, the spent resin tank sample 
procedure instruction was not evaluated to ensure a representative sample, and therefore AmerGen could not validate that the total radionuclide 
activity was accurately determined and provided to the waste processor prior to the shipment in accordance with 10CFR20, Appendix G.  
 
The finding is greater than minor in that it affected the public radiation safety cornerstone objective. Specifically, the issue involved an 
occurrence in the radioactive material transportation program that was contrary to NRC or Department of Transportation regulations. Using the 
Public Radiation Safety SDP flow chart, this finding is of very low safety significance, because it involved a radioactive material control issue, 
it did involve transportation, no radiation limit was exceeded, it did not involve a breach of packaging, it did not involve a Certificate of 
Compliance finding, it did not involve a low-level burial ground issue, and it did not involve a failure to make an emergency notification issue. 
AmerGen reviewed previous shipments and concluded that, due to the generally low radioactivity of the shipments made, there was no 
likelihood that a shipment was improperly packaged for shipment or would have been misclassified per 10 CFR 61. Consequently, no actual 
safety consequence was identified.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification in that AmerGen did not identify this problem 
during routine self-assessments and audits of its radioactive waste transportation and disposal program. 
Inspection Report# : 2005004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 
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Miscellaneous 

Significance: N/A Mar 31, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Overall Biennial PI&R Team Assessment Summary 
Identification and Resolution of Problems:  
 
The team concluded that overall, problems were properly identified, evaluated and corrected; however, during the middle of the two year 
inspection period, AmerGen identified some substantial challenges to their implementation of the corrective action program as a result of issues 
identified by external organizations. Later in the period, improvements were made in the corrective action program, particularly with the 
quality of the evaluation products. The team attributed the improvements to a station wide effort to improve the corrective action program 
standards which were driven by the station ownership and management review committees. Nonetheless, problem identification was 
inconsistent throughout the period and some of the AmerGen staff were not aligned with current expectations to identify problems and initiate 
Issue Reports (IRs), and in a few cases, did not initiate IRs for known deficiencies that resulted in these issues not being evaluated and 
corrected. Further, many of the more significant issues continue to be identified by external organizations, including the NRC. For example, 
NRC findings related to Abnormal Operating procedures, surveillance test acceptance criteria, and surveillance test results represented issues 
that Engineering and Operations had the opportunity to identify. The AmerGen staff also did not effectively use industry operating experience, 
resulting in additional NRC findings. A large number of NRC identified lower level issues were concentrated in some single owner engineering 
program areas such as in-service testing, that may be indicative of isolated issues with problem identification standards.  
 
At the time of the inspection, the station ownership and management review committees were effective in the initial review and prioritization of 
IRs. Nonetheless, throughout the period there has been a station wide problem related to procedure usage and procedure adequacy that station 
management has been slow to recognize and address. AmerGen staff has not effectively used the corrective action program to address these 
procedure problem areas. While many IRs have been initiated related to procedure usage and adequacy, no root cause evaluations have been 
performed, and the evaluation tools such as common cause and apparent cause evaluations have not been effectively used to identify and 
resolve underlying issues. While Amergen is investing a significant effort to improve the problems with procedure use and adequacy, without a 
clear understanding of the underlying causes their efforts may not be efficient, or effective, or achieve the desired result. Further, while the 
corrective actions for identified deficiencies were typically effective, and completed in a timely manner, AmerGen continues to be challenged 
in the area of procedure adequacy and adherence, as evidenced by a recent audit which identified a number of maintenance program 
deficiencies that are related to processes not being followed. The continued problems related to procedure usage and adequacy indicate 
corrective actions to date have not been fully effective for this station wide issue.  
 
Some evaluation products were not thorough and as a result AmerGen did not identify problems or address the cause of some issues. NRC-
identified issues and trends were not evaluated in aggregate to determine the cause of the cross-cutting aspects. Further, some of the individual 
IRs for NRC findings did not identify and correct the underlying causes of issues. Some of the lower level evaluation products, particularly 
early in the period, did not appropriately evaluate the cause of events and deficiencies, resulting in missed opportunities to identify broader 
issues. 
Inspection Report# : 2006007(pdf)  

Last modified : May 25, 2006 
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Three Mile Island 1 
2Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Abnormal Operating Procedures for Loss of Vital 120 Volt Electrical Bus, Loss of 4160 Volt Bus, and Loss of NSCCW  
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1, for failure to adequately establish and implement 
procedures required by Regulatory Guide 1.33, Section 6, “Procedures for Combating Emergencies and Other Significant Events.” Specifically, no 
procedure existed to combat an emergency caused by a loss of electrical power to a vital bus. Additionally, the procedures to combat emergencies 
caused by a loss of 4160V AC and a loss of Nuclear Services Closed Cooling Water (NSCCW) were inadequate in that pump trip criteria and 
detailed guidance to the control room operators were not provided. AmerGen has acknowledged that these problems exist and provided the team an 
abnormal operating procedure (AOP) implementation schedule showing that new AOPs will be generated to correct these deficiencies in 2006.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Initiating Events cornerstone and the associated 
cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. However, this finding was determined to have very low safety significance (Green) using Phase 1 of the NRC significance 
determination process described in NRC Inspection Manual Chapter (IMC) 0609, Appendix A, since the finding does not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be available.  
 
The finding has a cross-cutting aspect related to the area of Problem Identification and Resolution in that AmerGen personnel did not identify that 
some AOPs were inadequate. 
Inspection Report# : 2006007(pdf)  

Significance:  Dec 16, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Hot Work Procedural Requirements 
The team identified a non-cited violation (NCV) with multi-examples for failure to document fire prevention activities during hot work as required 
by the administrative control procedures, and for fire watch personnel not being adequately qualified. Specifically: 1) there were numerous cases 
where hot workers, fire watch personnel, and associated supervisors failed to document, as required, the hot work, fire watching and inspection 
activities respectively in accordance with OP-MA-201-004, Fire Prevention for Hot Work, and AP-1038, and Administrative Control - Fire 
Protection Program; and, 2) there were three cases where the fire watchers were not adequately trained as required by the procedures. The licensee 
generated three condition reports and entered this issue into their corrective action program.  
 
The finding is more than minor because it is associated with the Initiating Events Cornerstone attribute of protection against external factors and 
affected 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. Under Manual Chapter 0609, Significance Determination Process, Appendix F, Fire Protection, the finding 
was found to represent a low degradation and as such was of very low safety significance in accordance with the Fire Protection Significance 
Determination Process. The cause of the finding is related to the cross-cutting element of human performance (attention to detail) because hot work 
personnel repetitively failed to follow procedural instructions in the documentation of their hot work activities. 
Inspection Report# : 2005012(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Work Instructions and Maintenance Implementation on Control Building Chiller 
The inspectors identified a non-cited violation (NCV) of Technical Specification 6.8.1 in that station personnel did not properly establish and 
implement work instructions for replacement of the ‘B’ control building chiller (AH-C-4B) expansion joints. Specifically, three control building 
chiller expansion joints were incorrectly installed. This performance deficiency reduced the reliability and availability of area cooling for the control 
room and vital alternating current (AC) and direct current (DC) electrical power supplies for numerous safety-related mitigating systems. The 
licensee entered this issue into their corrective action program as issue report 457180 and initiated a root cause evaluation. 
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This violation is more than minor because it affected the reliability and availability of control building cooling which supports control room 
operation of mitigating equipment and maintains emergency AC and DC room temperatures within required values to support continued availability 
of power to mitigating equipment including the building spray, high pressure injection, decay heat removal, and emergency feedwater systems. 
Additionally, if left uncorrected the issue would become a more significant safety concern, because the work instructions and work practices for 
replacing expansion joints are generic and could degrade reliability of all plant systems which include expansion joints. This finding is of very low 
significance since the condition did not involve an actual failure of an expansion joint or loss of a system safety function. A contributing cause of 
this finding is a cross-cutting issue in the area of human performance. Work instructions were not sufficiently complete and accurate to perform the 
task, the work activity was not properly coordinated to address changes in work scope, work practices demonstrated a lack of knowledge of 
expansion joint installation, and workers proceeded in the face of uncertainty without involving work planners. 
Inspection Report# : 2006003(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inservice Testing Reference Values Not Reestablished as Required by ASME Code Following Maintenance to Decay Heat, NSCCW, and 
Emergency Feedwater Pumps 
The team identified an NCV of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards," which requires, in part, that testing of safety-related pumps meet 
the requirements of the American Society of Mechanical Engineers (ASME) Operation and Maintenance (OM) Code requirements following 
maintenance on the "A" Decay Heat Removal (DH) pump. Specifically, AmerGen did not establish new vibration reference values or reconfirm the 
previous values following maintenance that can affect the reference values. This finding has been entered into the licensee’s corrective action 
program as IRs 467551, 467056, 472106 and 471745. The planned corrective actions include an evaluation of the "A" DH pump reference values 
and a review of the methodology and process used to perform reference value evaluations.  
 
This finding is more than minor because it is similar to IMC 0612, Appendix E example 2C and the same issue affected a number of pumps tested 
that include 2B emergency feedwater pump and the1C NSCCW pump. This issue affected the Mitigating System cornerstone. The issue had very 
low safety significance (Green) because the "A" DH pump remained operable, there was no loss of safety function, and it was not related to a 
seismic, flooding, or fire initiating event. 
Inspection Report# : 2006007(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate and Correct Indications of Air in 'A' Decay Heat Removal System 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for a deficient evaluation that resulted in 
ineffective corrective actions for indications of air in the Decay Heat (DH) system following maintenance. The ineffective corrective actions 
resulted in unknown quantities of air being forced through the ‘A’ DH pump casing and into the downstream piping, without an evaluation of the 
potential consequences to the DH and makeup systems. This finding has been entered into the licensee’s corrective action program as IR 475218. 
Corrective actions include a comprehensive root cause evaluation, ultrasonic testing to verify no air remained in the piping, and actions to add new 
vent valves to enhance system fill and venting.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating System cornerstone and the 
objective to ensure availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the risk significance of this finding using NRC IMC 0609, Appendix A, Phase 1. The finding screened to very low safety 
significance (Green) because the condition did not result in an actual failure of any safety-related system or component, or result in the system being 
declared inoperable for greater than its allowed technical specification outage time.  
 
This finding is related to the cross-cutting area of Problem Identification and Resolution, because engineers and component maintenance 
optimization personnel missed several opportunities to properly evaluate and correct this degraded condition due to multiple reoccurrences of DH 
pump high vibrations and not appropriately applying prior industry operating experience. TMI also did not implement a void monitoring/periodic 
venting program as recommended by industry operating experience. 
Inspection Report# : 2006007(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Test Procedure Causes Air Introduction to Emergency Core Cooling Systems  
The inspectors identified an NCV of TS 6.8.1.a for deficient surveillance procedures that resulted in the introduction of air into the sodium 
hydroxide (NAOH) piping to several emergency core cooling systems (ECCS) during in-service testing (IST) activities. This finding has been 
entered into the licensee’s corrective action program (IRs 475218 and 474439). The corrective actions included venting of the initial air void via a 
check valve vent port, initiation of a modification to install a high point vent valve to vent the large section of voided pipe, revision of applicable 
procedures to prevent draining of piping, and ultrasonic testing of multiple sections of pipe in the ECCS piping.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating System cornerstone and the 
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associated cornerstone objective to ensure availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The inspectors evaluated the risk significance of this finding using NRC IMC 0609, Appendix A, Phase 1. The finding screened to 
very low safety significance (Green) because the condition did not result in an actual failure of any ECCS systems, and engineers concluded the 3.6 
cubic feet of air void identified would not have prevented the ECCS systems from performing their design safety function.  
 
This finding is related to the cross-cutting area of Problem Identification and Resolution, because engineers and operators missed several 
opportunities to recognize that proper refilling of drained piping was not possible due to the inability to vent based on prior industry operating 
experience. AmergenI also did not implement a void monitoring/periodic venting program as recommended by industry operating experience. 
Inspection Report# : 2006007(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedural Compliance Resulted in Inadequate Control of Materials Brought into the Reactor Building Containment (Section 
1R20) 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1.a for multiple failures to properly implement procedural 
requirements and engineering instructions to ensure control of materials brought into the reactor building containment while the plant was at power. 
The procedural violation resulted in multiple deficient conditions that challenged plant safety, including; the potential for hydrogen generation 
beyond design due to significant amounts of stored scaffolding, aluminum toe plates, unqualified materials (lead insulation blankets, painted 
scaffolding, plastic bags) with potential for reactor building sump clogging, and unrestrained stored materials inside containment. The licensee 
entered these issues into the corrective action program (issue reports 387939, 388006, 388791, 388916, 388407, and 395100), performed a prompt 
investigation, an extent of condition review, and an operability determination for each of the issues identified.  
 
This finding is more than minor because it affected the reliability objective of the equipment performance attribute under the mitigating systems 
cornerstone. The finding is also associated with the barrier integrity cornerstone and the respective containment configuration control attribute. The 
finding is of very low safety significance because no equipment was rendered inoperable, and no actual open pathway in the physical integrity of 
the reactor containment occurred. The cause of the finding is related to the cross-cutting area of human performance, because station personnel did 
not comply with engineering instructions and established procedures for control of materials inside containment. 
Inspection Report# : 2005009(pdf)  

Significance: SL-IV Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Medical Conditions for Three Licensed Operators 
The inspectors identified a Green (Severity Level IV) non-cited violation of 10 CFR 50.74 for failure to report changes in medical conditions per 
Section 3.2.1 of Exelon administrative procedure OP-AA-105-101, "Administrative Process For NRC License And Medical Requirements," Rev. 8. 
As a result, potentially disqualifying medical conditions for three operators were not reported to the NRC within the required 30-day time frame. In 
addition, for one of the operators, the medical condition ultimately required a change on his license. The licensee promptly entered this issue into 
their corrective action program (issue reports 164042, 189592, and 195798).  
 
This violation is more than minor because it had the potential to impact the NRC's ability to perform its regulatory function, and it was evaluated 
using the traditional enforcement process. This finding is of very low safety significance because at no time did the individual stand watch without 
the medical condition being satisfied. In addition, the facility licensee was timely in their reporting of the medical conditions to the NRC when they 
received the pertinent information. The cause of the finding is related to the cross-cutting area of corrective actions, because it occurred after 
completion of actions to address a previous NCV for the failure to notify NRC of change in medical status of licensed operators. The cause of the 
finding is also related to the cross-cutting area of human performance, because multiple station operators did not comply with established 
procedures for reporting of potentially disqualifying medical conditions. 
Inspection Report# : 2005009(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No Procedures or Acceptance Criteria to Ensure Visual Inspections of Reactor Building Fan Air Side Emergency Cooling Coils were 
Performed and Documented 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings." Neither 
procedures or acceptance criteria were established, nor were visual inspection results documented, to support verification that the reactor building 
fan emergency cooling coils were sufficiently maintained to perform their intended safety function. Consequently, AmerGen did not fulfill their 
NRC Generic Letter (GL) 89-13, "Service Water System Problems Affecting Safety-Related Equipment," commitment to perform visual 
inspections and trend the material condition of the air side of the cooling coils each refueling outage.  
 
This finding is greater than minor because it affected the reactor safety cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Additionally, if left uncorrected, the finding could become a more 
significant safety concern in that inspections of the reactor building emergency cooling coils were not performed and trended as committed to in the 
licensee's NRC GL 89-13 response. The finding was of very low safety significance because the reactor building emergency cooling coils remained 
capable of performing their safety function. This finding has been entered into the licensee's corrective action program as issue report 371356. 
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A contributing cause of this finding is related to the cross-cutting area of human performance, because AmerGen did not develop sufficient 
resources, such as complete and accurate procedures, to ensure the visual heat exchanger inspections were performed and trended. The finding is 
also cross-cutting in the area of problem identification in that station personnel had completed several periodic reviews and self assessments of the 
GL 89-13 program, and did not identify that some of the required inspections had not been performed, had no procedures or acceptance criteria, and 
were not documented. 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inservice Test Failure Not Identified and Evaluated for Containment Isolation Check Valve 
The inspectors identified an NCV of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards" which requires, in part, that testing of safety-related check 
valves meet the requirements of the American Society of Mechanical Engineers (ASME) Operation and Maintenance (OM) Code. Specifically, 
AmerGen did not comply with IST requirements for a binding containment isolation check valve that was identified on November 6, 2005. IST 
program personnel did not declare the check valve inoperable, the cause of the failure was not analyzed, and other check valves in the sample group 
that may also be affected by this failure mechanism were not examined or tested during the same refueling outage to determine the condition of 
internal components and their ability to function, as required by the current TMI ASME IST Program. (ASME OM Code-2001, ISTC-5224, 
Corrective Action).  
 
This issue is more than minor because it affected the Barrier Integrity containment barrier performance attribute and the associated cornerstone 
objective to provide reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
The inspectors evaluated the risk significance of this finding using NRC IMC 0609, Appendix A, Attachment 1. The finding screened to very low 
safety significance (Green).  
 
The cause of the finding is related to the cross-cutting area of human performance, because engineering personnel did not evaluate the performance 
of a containment isolation check valve against IST program requirements properly and declare the observed condition as an IST/Code failure. 
Inspection Report# : 2006007(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Qualification Not Maintained on Four Containment Isolation Valves due to Deficient Procedures or Instructions 
The inspectors identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because station procedures 
did not contain controls to verify and/or maintain the required environmental qualification (EQ) configuration associated with motor-operated valve 
(MOV) actuator T-drains. As a result, four safety-related containment isolation MOV valve actuators did not have T-drains as required by TI-103, 
"TMI-1 Environmental Qualification Report," Rev. 5. This finding has been entered into the licensee's corrective action program (issue reports 
238918, 267293, 273768, 391720, 391707, and 271819).  
 
The inspectors determined this issue was more than minor because it affected the barrier integrity cornerstone objective and the containment barrier 
performance attribute. Specifically, the lack of T-drains may allow moisture to enter the motor housing due to a high temperature and pressure 
steam environment associated with a Loss of Coolant Accident. The moisture and subsequent condensation could electrically short out the motor, 
which would reduce containment isolation reliability. In addition, if left uncorrected, this issue could become a more significant safety concern in 
that without procedures to maintain the required EQ configuration, additional MOV actuators could be installed with no T-drains or in an incorrect 
orientation and thus lead to a failure of the valve to perform its design function. This finding is of very low safety significance because the specific 
component qualification deficiency did not result in a loss of safety function, and the degraded condition did not cause an actual open pathway in 
the primary containment. Therefore, system or component operability was not effected. The cause of the finding is related to the cross-cutting area 
of human performance, because AmerGen did not develop appropriate measures to ensure that required MOV T-drains were properly installed, 
maintained, and inspected. 
Inspection Report# : 2005009(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient AH-F-3B Functional Failure Assessment and Deficient Maintenance Rule Performance Monitoring and Goal Setting 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2)/(a)(1) in that the licensee's demonstration of effective control of performance 
or condition of the control building and machine shop heating and ventilation system had become invalid, and although the licensee had a 
reasonable number of opportunities, the licensee did not place the system in (a)(1) status in a reasonable amount of time. Consequently, the licensee 
did not establish goals and monitor the performance or condition of the Control Building & Machine Shop Heating & Ventilation System as 
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required by 10 CFR 50.65(a)(1) when the demonstration of effective control of performance or condition of the system through appropriate 
preventive maintenance as allowed by 10 CFR 50.65(a)(2) became invalid. The demonstration of effective control of performance or condition in 
(a)(2) status became invalid as a result of multiple maintenance preventable functional failures within a 3-year period, the most recent of which was 
a failure on June 28, 2005, that the licensee did not correctly recognize as a maintenance preventable functional failure.  
 
This finding is more than minor because it affects the Barrier Integrity Cornerstone and its design attribute of maintaining the functionality of the 
control room envelope. Additionally, if left uncorrected it could impact the licensee's ability to properly trend performance and establish goals to 
provide reasonable assurance that structures, systems, and components (SSCs) within the scope of the Maintenance Rule remain capable of 
fulfilling their intended functions. This finding was determined to be of very low safety significance because the incorrect functional failure 
assessment did not, by itself, result in an actual degradation of the radiological barrier function provided for the control room. The licensee has 
entered the issue into their corrective action program as issue report 349025.  
 
A contributing cause of this finding is a cross-cutting issue in the area of human performance, because maintenance personnel did not properly 
perform procedure 1400-F-1, to achieve the required AH-F-3B filter gasket compression. The inspectors determined this was also a cross-cutting 
issue in the area of problem resolution, because the maintenance rule functional failure review was too narrowly focused. It did not address why the 
bypassed filters' gaskets did not show signs of compression, did not address criteria for post event inspection of the failed filters, and did not 
consider potential procedural compliance aspects. As a result, corrective actions identified to prevent recurrence were too narrowly focused. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Mar 31, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Overall Biennial PI&R Team Assessment Summary 
Identification and Resolution of Problems:  
 
The team concluded that overall, problems were properly identified, evaluated and corrected; however, during the middle of the two year inspection 
period, AmerGen identified some substantial challenges to their implementation of the corrective action program as a result of issues identified by 
external organizations. Later in the period, improvements were made in the corrective action program, particularly with the quality of the evaluation 
products. The team attributed the improvements to a station wide effort to improve the corrective action program standards which were driven by 
the station ownership and management review committees. Nonetheless, problem identification was inconsistent throughout the period and some of 
the AmerGen staff were not aligned with current expectations to identify problems and initiate Issue Reports (IRs), and in a few cases, did not 
initiate IRs for known deficiencies that resulted in these issues not being evaluated and corrected. Further, many of the more significant issues 
continue to be identified by external organizations, including the NRC. For example, NRC findings related to Abnormal Operating procedures, 
surveillance test acceptance criteria, and surveillance test results represented issues that Engineering and Operations had the opportunity to identify. 
The AmerGen staff also did not effectively use industry operating experience, resulting in additional NRC findings. A large number of NRC 
identified lower level issues were concentrated in some single owner engineering program areas such as in-service testing, that may be indicative of 
isolated issues with problem identification standards.  
 
At the time of the inspection, the station ownership and management review committees were effective in the initial review and prioritization of 
IRs. Nonetheless, throughout the period there has been a station wide problem related to procedure usage and procedure adequacy that station 
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management has been slow to recognize and address. AmerGen staff has not effectively used the corrective action program to address these 
procedure problem areas. While many IRs have been initiated related to procedure usage and adequacy, no root cause evaluations have been 
performed, and the evaluation tools such as common cause and apparent cause evaluations have not been effectively used to identify and resolve 
underlying issues. While Amergen is investing a significant effort to improve the problems with procedure use and adequacy, without a clear 
understanding of the underlying causes their efforts may not be efficient, or effective, or achieve the desired result. Further, while the corrective 
actions for identified deficiencies were typically effective, and completed in a timely manner, AmerGen continues to be challenged in the area of 
procedure adequacy and adherence, as evidenced by a recent audit which identified a number of maintenance program deficiencies that are related 
to processes not being followed. The continued problems related to procedure usage and adequacy indicate corrective actions to date have not been 
fully effective for this station wide issue.  
 
Some evaluation products were not thorough and as a result AmerGen did not identify problems or address the cause of some issues. NRC-
identified issues and trends were not evaluated in aggregate to determine the cause of the cross-cutting aspects. Further, some of the individual IRs 
for NRC findings did not identify and correct the underlying causes of issues. Some of the lower level evaluation products, particularly early in the 
period, did not appropriately evaluate the cause of events and deficiencies, resulting in missed opportunities to identify broader issues. 
Inspection Report# : 2006007(pdf)  

Last modified : August 25, 2006 
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Three Mile Island 1 
3Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Abnormal Operating Procedures for Loss of Vital 120 Volt Electrical Bus, Loss of 4160 Volt Bus, and Loss 
of NSCCW  
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1, for failure to adequately 
establish and implement procedures required by Regulatory Guide 1.33, Section 6, “Procedures for Combating 
Emergencies and Other Significant Events.” Specifically, no procedure existed to combat an emergency caused by a loss of 
electrical power to a vital bus. Additionally, the procedures to combat emergencies caused by a loss of 4160V AC and a 
loss of Nuclear Services Closed Cooling Water (NSCCW) were inadequate in that pump trip criteria and detailed guidance 
to the control room operators were not provided. AmerGen has acknowledged that these problems exist and provided the 
team an abnormal operating procedure (AOP) implementation schedule showing that new AOPs will be generated to 
correct these deficiencies in 2006.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Initiating Events 
cornerstone and the associated cornerstone objective to limit the likelihood of those events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. However, this finding was determined to 
have very low safety significance (Green) using Phase 1 of the NRC significance determination process described in NRC 
Inspection Manual Chapter (IMC) 0609, Appendix A, since the finding does not contribute to both the likelihood of a 
reactor trip and the likelihood that mitigation equipment or functions will not be available.  
 
The finding has a cross-cutting aspect related to the area of Problem Identification and Resolution in that AmerGen 
personnel did not identify that some AOPs were inadequate. 
Inspection Report# : 2006007(pdf)  

Significance:  Dec 16, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Hot Work Procedural Requirements 
The team identified a non-cited violation (NCV) with multi-examples for failure to document fire prevention activities 
during hot work as required by the administrative control procedures, and for fire watch personnel not being adequately 
qualified. Specifically: 1) there were numerous cases where hot workers, fire watch personnel, and associated supervisors 
failed to document, as required, the hot work, fire watching and inspection activities respectively in accordance with OP-
MA-201-004, Fire Prevention for Hot Work, and AP-1038, and Administrative Control - Fire Protection Program; and, 2) 
there were three cases where the fire watchers were not adequately trained as required by the procedures. The licensee 
generated three condition reports and entered this issue into their corrective action program.  
 
The finding is more than minor because it is associated with the Initiating Events Cornerstone attribute of protection against 
external factors and affected 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. Under Manual Chapter 0609, 
Significance Determination Process, Appendix F, Fire Protection, the finding was found to represent a low degradation and 
as such was of very low safety significance in accordance with the Fire Protection Significance Determination Process. The 
cause of the finding is related to the cross-cutting element of human performance (attention to detail) because hot work 
personnel repetitively failed to follow procedural instructions in the documentation of their hot work activities. 
Inspection Report# : 2005012(pdf)  
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Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Work Instructions and Maintenance Implementation on Control Building Chiller 
The inspectors identified a non-cited violation (NCV) of Technical Specification 6.8.1 in that station personnel did not 
properly establish and implement work instructions for replacement of the ‘B’ control building chiller (AH-C-4B) 
expansion joints. Specifically, three control building chiller expansion joints were incorrectly installed. This performance 
deficiency reduced the reliability and availability of area cooling for the control room and vital alternating current (AC) and 
direct current (DC) electrical power supplies for numerous safety-related mitigating systems. The licensee entered this issue 
into their corrective action program as issue report 457180 and initiated a root cause evaluation.  
 
This violation is more than minor because it affected the reliability and availability of control building cooling which 
supports control room operation of mitigating equipment and maintains emergency AC and DC room temperatures within 
required values to support continued availability of power to mitigating equipment including the building spray, high 
pressure injection, decay heat removal, and emergency feedwater systems. Additionally, if left uncorrected the issue would 
become a more significant safety concern, because the work instructions and work practices for replacing expansion joints 
are generic and could degrade reliability of all plant systems which include expansion joints. This finding is of very low 
significance since the condition did not involve an actual failure of an expansion joint or loss of a system safety function. A 
contributing cause of this finding is a cross-cutting issue in the area of human performance. Work instructions were not 
sufficiently complete and accurate to perform the task, the work activity was not properly coordinated to address changes in 
work scope, work practices demonstrated a lack of knowledge of expansion joint installation, and workers proceeded in the 
face of uncertainty without involving work planners. 
Inspection Report# : 2006003(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inservice Testing Reference Values Not Reestablished as Required by ASME Code Following Maintenance to Decay 
Heat, NSCCW, and Emergency Feedwater Pumps 
The team identified an NCV of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards," which requires, in part, that testing of 
safety-related pumps meet the requirements of the American Society of Mechanical Engineers (ASME) Operation and 
Maintenance (OM) Code requirements following maintenance on the "A" Decay Heat Removal (DH) pump. Specifically, 
AmerGen did not establish new vibration reference values or reconfirm the previous values following maintenance that can 
affect the reference values. This finding has been entered into the licensee’s corrective action program as IRs 467551, 
467056, 472106 and 471745. The planned corrective actions include an evaluation of the "A" DH pump reference values 
and a review of the methodology and process used to perform reference value evaluations.  
 
This finding is more than minor because it is similar to IMC 0612, Appendix E example 2C and the same issue affected a 
number of pumps tested that include 2B emergency feedwater pump and the1C NSCCW pump. This issue affected the 
Mitigating System cornerstone. The issue had very low safety significance (Green) because the "A" DH pump remained 
operable, there was no loss of safety function, and it was not related to a seismic, flooding, or fire initiating event. 
Inspection Report# : 2006007(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate and Correct Indications of Air in 'A' Decay Heat Removal System 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for a deficient 
evaluation that resulted in ineffective corrective actions for indications of air in the Decay Heat (DH) system following 
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maintenance. The ineffective corrective actions resulted in unknown quantities of air being forced through the ‘A’ DH 
pump casing and into the downstream piping, without an evaluation of the potential consequences to the DH and makeup 
systems. This finding has been entered into the licensee’s corrective action program as IR 475218. Corrective actions 
include a comprehensive root cause evaluation, ultrasonic testing to verify no air remained in the piping, and actions to add 
new vent valves to enhance system fill and venting.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating System 
cornerstone and the objective to ensure availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. The inspectors evaluated the risk significance of this finding using NRC IMC 0609, 
Appendix A, Phase 1. The finding screened to very low safety significance (Green) because the condition did not result in 
an actual failure of any safety-related system or component, or result in the system being declared inoperable for greater 
than its allowed technical specification outage time.  
 
This finding is related to the cross-cutting area of Problem Identification and Resolution, because engineers and component 
maintenance optimization personnel missed several opportunities to properly evaluate and correct this degraded condition 
due to multiple reoccurrences of DH pump high vibrations and not appropriately applying prior industry operating 
experience. TMI also did not implement a void monitoring/periodic venting program as recommended by industry 
operating experience. 
Inspection Report# : 2006007(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Test Procedure Causes Air Introduction to Emergency Core Cooling Systems  
The inspectors identified an NCV of TS 6.8.1.a for deficient surveillance procedures that resulted in the introduction of air 
into the sodium hydroxide (NAOH) piping to several emergency core cooling systems (ECCS) during in-service testing 
(IST) activities. This finding has been entered into the licensee’s corrective action program (IRs 475218 and 474439). The 
corrective actions included venting of the initial air void via a check valve vent port, initiation of a modification to install a 
high point vent valve to vent the large section of voided pipe, revision of applicable procedures to prevent draining of 
piping, and ultrasonic testing of multiple sections of pipe in the ECCS piping.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating System 
cornerstone and the associated cornerstone objective to ensure availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The inspectors evaluated the risk significance of this 
finding using NRC IMC 0609, Appendix A, Phase 1. The finding screened to very low safety significance (Green) because 
the condition did not result in an actual failure of any ECCS systems, and engineers concluded the 3.6 cubic feet of air void 
identified would not have prevented the ECCS systems from performing their design safety function.  
 
This finding is related to the cross-cutting area of Problem Identification and Resolution, because engineers and operators 
missed several opportunities to recognize that proper refilling of drained piping was not possible due to the inability to vent 
based on prior industry operating experience. AmergenI also did not implement a void monitoring/periodic venting 
program as recommended by industry operating experience. 
Inspection Report# : 2006007(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedural Compliance Resulted in Inadequate Control of Materials Brought into the Reactor Building 
Containment (Section 1R20) 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1.a for multiple failures to 
properly implement procedural requirements and engineering instructions to ensure control of materials brought into the 
reactor building containment while the plant was at power. The procedural violation resulted in multiple deficient 
conditions that challenged plant safety, including; the potential for hydrogen generation beyond design due to significant 
amounts of stored scaffolding, aluminum toe plates, unqualified materials (lead insulation blankets, painted scaffolding, 
plastic bags) with potential for reactor building sump clogging, and unrestrained stored materials inside containment. The 
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licensee entered these issues into the corrective action program (issue reports 387939, 388006, 388791, 388916, 388407, 
and 395100), performed a prompt investigation, an extent of condition review, and an operability determination for each of 
the issues identified.  
 
This finding is more than minor because it affected the reliability objective of the equipment performance attribute under 
the mitigating systems cornerstone. The finding is also associated with the barrier integrity cornerstone and the respective 
containment configuration control attribute. The finding is of very low safety significance because no equipment was 
rendered inoperable, and no actual open pathway in the physical integrity of the reactor containment occurred. The cause of 
the finding is related to the cross-cutting area of human performance, because station personnel did not comply with 
engineering instructions and established procedures for control of materials inside containment. 
Inspection Report# : 2005009(pdf)  

Significance: SL-IV Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Medical Conditions for Three Licensed Operators 
The inspectors identified a Green (Severity Level IV) non-cited violation of 10 CFR 50.74 for failure to report changes in 
medical conditions per Section 3.2.1 of Exelon administrative procedure OP-AA-105-101, "Administrative Process For 
NRC License And Medical Requirements," Rev. 8. As a result, potentially disqualifying medical conditions for three 
operators were not reported to the NRC within the required 30-day time frame. In addition, for one of the operators, the 
medical condition ultimately required a change on his license. The licensee promptly entered this issue into their corrective 
action program (issue reports 164042, 189592, and 195798).  
 
This violation is more than minor because it had the potential to impact the NRC's ability to perform its regulatory function, 
and it was evaluated using the traditional enforcement process. This finding is of very low safety significance because at no 
time did the individual stand watch without the medical condition being satisfied. In addition, the facility licensee was 
timely in their reporting of the medical conditions to the NRC when they received the pertinent information. The cause of 
the finding is related to the cross-cutting area of corrective actions, because it occurred after completion of actions to 
address a previous NCV for the failure to notify NRC of change in medical status of licensed operators. The cause of the 
finding is also related to the cross-cutting area of human performance, because multiple station operators did not comply 
with established procedures for reporting of potentially disqualifying medical conditions. 
Inspection Report# : 2005009(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inservice Test Failure Not Identified and Evaluated for Containment Isolation Check Valve 
The inspectors identified an NCV of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards" which requires, in part, that testing of 
safety-related check valves meet the requirements of the American Society of Mechanical Engineers (ASME) Operation 
and Maintenance (OM) Code. Specifically, AmerGen did not comply with IST requirements for a binding containment 
isolation check valve that was identified on November 6, 2005. IST program personnel did not declare the check valve 
inoperable, the cause of the failure was not analyzed, and other check valves in the sample group that may also be affected 
by this failure mechanism were not examined or tested during the same refueling outage to determine the condition of 
internal components and their ability to function, as required by the current TMI ASME IST Program. (ASME OM Code-
2001, ISTC-5224, Corrective Action).  
 
This issue is more than minor because it affected the Barrier Integrity containment barrier performance attribute and the 
associated cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. The inspectors evaluated the risk significance of this finding using 
NRC IMC 0609, Appendix A, Attachment 1. The finding screened to very low safety significance (Green).  
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The cause of the finding is related to the cross-cutting area of human performance, because engineering personnel did not 
evaluate the performance of a containment isolation check valve against IST program requirements properly and declare 
the observed condition as an IST/Code failure. 
Inspection Report# : 2006007(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Qualification Not Maintained on Four Containment Isolation Valves due to Deficient Procedures or 
Instructions 
The inspectors identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," 
because station procedures did not contain controls to verify and/or maintain the required environmental qualification (EQ) 
configuration associated with motor-operated valve (MOV) actuator T-drains. As a result, four safety-related containment 
isolation MOV valve actuators did not have T-drains as required by TI-103, "TMI-1 Environmental Qualification Report," 
Rev. 5. This finding has been entered into the licensee's corrective action program (issue reports 238918, 267293, 273768, 
391720, 391707, and 271819).  
 
The inspectors determined this issue was more than minor because it affected the barrier integrity cornerstone objective and 
the containment barrier performance attribute. Specifically, the lack of T-drains may allow moisture to enter the motor 
housing due to a high temperature and pressure steam environment associated with a Loss of Coolant Accident. The 
moisture and subsequent condensation could electrically short out the motor, which would reduce containment isolation 
reliability. In addition, if left uncorrected, this issue could become a more significant safety concern in that without 
procedures to maintain the required EQ configuration, additional MOV actuators could be installed with no T-drains or in 
an incorrect orientation and thus lead to a failure of the valve to perform its design function. This finding is of very low 
safety significance because the specific component qualification deficiency did not result in a loss of safety function, and 
the degraded condition did not cause an actual open pathway in the primary containment. Therefore, system or component 
operability was not effected. The cause of the finding is related to the cross-cutting area of human performance, because 
AmerGen did not develop appropriate measures to ensure that required MOV T-drains were properly installed, maintained, 
and inspected. 
Inspection Report# : 2005009(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
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Significance: N/A Mar 31, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Overall Biennial PI&R Team Assessment Summary 
Identification and Resolution of Problems:  
 
The team concluded that overall, problems were properly identified, evaluated and corrected; however, during the middle 
of the two year inspection period, AmerGen identified some substantial challenges to their implementation of the corrective 
action program as a result of issues identified by external organizations. Later in the period, improvements were made in 
the corrective action program, particularly with the quality of the evaluation products. The team attributed the 
improvements to a station wide effort to improve the corrective action program standards which were driven by the station 
ownership and management review committees. Nonetheless, problem identification was inconsistent throughout the period 
and some of the AmerGen staff were not aligned with current expectations to identify problems and initiate Issue Reports 
(IRs), and in a few cases, did not initiate IRs for known deficiencies that resulted in these issues not being evaluated and 
corrected. Further, many of the more significant issues continue to be identified by external organizations, including the 
NRC. For example, NRC findings related to Abnormal Operating procedures, surveillance test acceptance criteria, and 
surveillance test results represented issues that Engineering and Operations had the opportunity to identify. The AmerGen 
staff also did not effectively use industry operating experience, resulting in additional NRC findings. A large number of 
NRC identified lower level issues were concentrated in some single owner engineering program areas such as in-service 
testing, that may be indicative of isolated issues with problem identification standards.  
 
At the time of the inspection, the station ownership and management review committees were effective in the initial review 
and prioritization of IRs. Nonetheless, throughout the period there has been a station wide problem related to procedure 
usage and procedure adequacy that station management has been slow to recognize and address. AmerGen staff has not 
effectively used the corrective action program to address these procedure problem areas. While many IRs have been 
initiated related to procedure usage and adequacy, no root cause evaluations have been performed, and the evaluation tools 
such as common cause and apparent cause evaluations have not been effectively used to identify and resolve underlying 
issues. While Amergen is investing a significant effort to improve the problems with procedure use and adequacy, without 
a clear understanding of the underlying causes their efforts may not be efficient, or effective, or achieve the desired result. 
Further, while the corrective actions for identified deficiencies were typically effective, and completed in a timely manner, 
AmerGen continues to be challenged in the area of procedure adequacy and adherence, as evidenced by a recent audit 
which identified a number of maintenance program deficiencies that are related to processes not being followed. The 
continued problems related to procedure usage and adequacy indicate corrective actions to date have not been fully 
effective for this station wide issue.  
 
Some evaluation products were not thorough and as a result AmerGen did not identify problems or address the cause of 
some issues. NRC-identified issues and trends were not evaluated in aggregate to determine the cause of the cross-cutting 
aspects. Further, some of the individual IRs for NRC findings did not identify and correct the underlying causes of issues. 
Some of the lower level evaluation products, particularly early in the period, did not appropriately evaluate the cause of 
events and deficiencies, resulting in missed opportunities to identify broader issues. 
Inspection Report# : 2006007(pdf)  

Last modified : December 21, 2006 
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Three Mile Island 1 
4Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Abnormal Operating Procedures for Loss of Vital 120 Volt Electrical Bus, Loss of 4160 Volt Bus, and Loss 
of NSCCW  
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.8.1, for failure to adequately 
establish and implement procedures required by Regulatory Guide 1.33, Section 6, “Procedures for Combating 
Emergencies and Other Significant Events.” Specifically, no procedure existed to combat an emergency caused by a loss of 
electrical power to a vital bus. Additionally, the procedures to combat emergencies caused by a loss of 4160V AC and a 
loss of Nuclear Services Closed Cooling Water (NSCCW) were inadequate in that pump trip criteria and detailed guidance 
to the control room operators were not provided. AmerGen has acknowledged that these problems exist and provided the 
team an abnormal operating procedure (AOP) implementation schedule showing that new AOPs will be generated to 
correct these deficiencies in 2006.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Initiating Events 
cornerstone and the associated cornerstone objective to limit the likelihood of those events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. However, this finding was determined to 
have very low safety significance (Green) using Phase 1 of the NRC significance determination process described in NRC 
Inspection Manual Chapter (IMC) 0609, Appendix A, since the finding does not contribute to both the likelihood of a 
reactor trip and the likelihood that mitigation equipment or functions will not be available.  
 
The finding has a cross-cutting aspect related to the area of Problem Identification and Resolution in that AmerGen 
personnel did not identify that some AOPs were inadequate. 
Inspection Report# : 2006007 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inattentiveness to Duty by a Shift Manager 
A self-revealing violation of Technical Specification 6.8.1 occurred on Sunday, December 11, 2005 at 3:45 AM when the 
on-duty Operations Shift Manager, a licensed senior reactor operator, was observed by three control room operators to be 
inattentive to duty in an office in the control room complex. An Office of Investigation (OI) investigation (1-2006-011) was 
initiated on December 19, 2005 to determine if any willful violations had occurred. The OI investigation concluded that the 
Shift Manager was inattentive; however, it was not considered an intentional act.  
 
The inattentiveness of the on-duty Shift Manager is a performance deficiency. Traditional enforcement does not apply 
because the NRC determined that the Shift Manager’s actions were neither intentional nor deliberate, the actions did not 
have the potential for impacting the NRC’s ability to perform its regulatory function, and there were no actual safety 
consequences. The issue is considered more than minor because it affects the Human Performance attribute of the 
Mitigating Systems cornerstone objective to ensure availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). There is currently no SDP that applies to FFD 
events. Therefore, this finding is not suitable for SDP evaluation. However it was reviewed by NRC management and is 
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determined to be a finding of very low safety significance in accordance with IMC 0612, Section 05.04 (c). 
Inspection Report# : 2006006 (pdf)  

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow FFD Procedures 
A self-revealing violation of 10 CFR Part 26, “Fitness For Duty Programs” occurred on Sunday, December 11, 2005 at 
3:45 AM when three control room operators failed to follow station procedures and initiate actions to have an inattentive 
Operations Shift Manager relieved of duty and escorted while in the protected area until Fitness for Duty (FFD) testing 
could be completed. The control room operators also failed to promptly notify station management. Each of the control 
room operators had observed the Operations Shift Manager in an inattentive position in an office within the control room 
complex.  
 
An OI investigation (1-2006-011) was initiated on December 19, 2005 to determine if any willful violations had occurred. 
The OI investigation concluded that the three licensed operators failed to follow the FFD procedure, but they did not do so 
in willful violation since they were unaware that operator inattentiveness was a FFD issue.  
 
The failure of the licensed operators to implement the station FFD procedure requirements after observing an inattentive 
Shift Manager is a performance deficiency. These requirements were not completed or carried out in a timely manner. 
Traditional enforcement does not apply since it was determined that the actions of the operators were neither intentional nor 
deliberate, the actions did not have the potential for impacting the NRC’s ability to perform its regulatory function, and did 
not have actual safety consequences. The issue is considered more than minor because it affects the Human Performance 
attribute of the Mitigating Systems cornerstone objective to ensure availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). There is currently no SDP that applies 
to FFD events; therefore, the finding was not suitable for SDP evaluation. As a result, the finding was reviewed by NRC 
management and it was determined to be of very low risk significance in accordance with IMC 0612 section 05.04 (c). This 
finding has a cross-cutting aspect in the area of problem identification and resolution for operating experience because 
AmerGen failed to effectively evaluate and communicate relevant external operating experience in a timely manner to train 
TMI operators on fatigue related FFD issues.  
 
Inspection Report# : 2006006 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions for Unreliable BWST Level Alarm Instrument.  
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI “Corrective 
Action” for untimely action to correct degraded performance of the borated water storage tank (BWST) low level alarm. 
Differential pressure instrument DH-DPIS-914 failed six of its last eight calibration tests. The most recent test failure, on 
July 11, 2006, found the BWST low level alarm instrument to be inoperable. Previous corrective actions were untimely and 
permitted the BWST low level alarm to remain unreliable for extended periods of time. Actions (i.e., instrument 
replacement or reduced surveillance interval) to restore instrument reliability were not implemented. Issue reports 523284 
and 525514 were initiated to document and correct the problem.  
 
This issue is more than minor because it affected the human performance attribute of the Mitigating Systems cornerstone. 
Specifically, the unreliable BWST low level alarm reduced the likelihood that operators would successfully perform the 
risk critical manual decay heat removal suction swap-over function. This, in turn, reduced the reliability of the low pressure 
recirculation, low pressure injection, and reactor building spray safety functions in response to a design basis loss of 
coolant accident. Additionally, the inspectors determined station personnel had not implemented the station-wide 
instrument performance trending program for over 4 years. This finding is of very low safety significance because it did not 
involve an actual loss of safety function. This finding has a cross-cutting aspect in the area of problem identification & 
resolution. 
Inspection Report# : 2006005 (pdf)  
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Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Work Instructions and Maintenance Implementation on Control Building Chiller 
The inspectors identified a non-cited violation (NCV) of Technical Specification 6.8.1 in that station personnel did not 
properly establish and implement work instructions for replacement of the ‘B’ control building chiller (AH-C-4B) 
expansion joints. Specifically, three control building chiller expansion joints were incorrectly installed. This performance 
deficiency reduced the reliability and availability of area cooling for the control room and vital alternating current (AC) and 
direct current (DC) electrical power supplies for numerous safety-related mitigating systems. The licensee entered this issue 
into their corrective action program as issue report 457180 and initiated a root cause evaluation.  
 
This violation is more than minor because it affected the reliability and availability of control building cooling which 
supports control room operation of mitigating equipment and maintains emergency AC and DC room temperatures within 
required values to support continued availability of power to mitigating equipment including the building spray, high 
pressure injection, decay heat removal, and emergency feedwater systems. Additionally, if left uncorrected the issue would 
become a more significant safety concern, because the work instructions and work practices for replacing expansion joints 
are generic and could degrade reliability of all plant systems which include expansion joints. This finding is of very low 
significance since the condition did not involve an actual failure of an expansion joint or loss of a system safety function. A 
contributing cause of this finding is a cross-cutting issue in the area of human performance. Work instructions were not 
sufficiently complete and accurate to perform the task, the work activity was not properly coordinated to address changes in 
work scope, work practices demonstrated a lack of knowledge of expansion joint installation, and workers proceeded in the 
face of uncertainty without involving work planners. 
Inspection Report# : 2006003 (pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inservice Testing Reference Values Not Reestablished as Required by ASME Code Following Maintenance to Decay 
Heat, NSCCW, and Emergency Feedwater Pumps 
The team identified an NCV of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards," which requires, in part, that testing of 
safety-related pumps meet the requirements of the American Society of Mechanical Engineers (ASME) Operation and 
Maintenance (OM) Code requirements following maintenance on the "A" Decay Heat Removal (DH) pump. Specifically, 
AmerGen did not establish new vibration reference values or reconfirm the previous values following maintenance that can 
affect the reference values. This finding has been entered into the licensee’s corrective action program as IRs 467551, 
467056, 472106 and 471745. The planned corrective actions include an evaluation of the "A" DH pump reference values 
and a review of the methodology and process used to perform reference value evaluations.  
 
This finding is more than minor because it is similar to IMC 0612, Appendix E example 2C and the same issue affected a 
number of pumps tested that include 2B emergency feedwater pump and the1C NSCCW pump. This issue affected the 
Mitigating System cornerstone. The issue had very low safety significance (Green) because the "A" DH pump remained 
operable, there was no loss of safety function, and it was not related to a seismic, flooding, or fire initiating event. 
Inspection Report# : 2006007 (pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate and Correct Indications of Air in 'A' Decay Heat Removal System 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for a deficient 
evaluation that resulted in ineffective corrective actions for indications of air in the Decay Heat (DH) system following 
maintenance. The ineffective corrective actions resulted in unknown quantities of air being forced through the ‘A’ DH 
pump casing and into the downstream piping, without an evaluation of the potential consequences to the DH and makeup 
systems. This finding has been entered into the licensee’s corrective action program as IR 475218. Corrective actions 
include a comprehensive root cause evaluation, ultrasonic testing to verify no air remained in the piping, and actions to add 
new vent valves to enhance system fill and venting. 
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This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating System 
cornerstone and the objective to ensure availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. The inspectors evaluated the risk significance of this finding using NRC IMC 0609, 
Appendix A, Phase 1. The finding screened to very low safety significance (Green) because the condition did not result in 
an actual failure of any safety-related system or component, or result in the system being declared inoperable for greater 
than its allowed technical specification outage time.  
 
This finding is related to the cross-cutting area of Problem Identification and Resolution, because engineers and component 
maintenance optimization personnel missed several opportunities to properly evaluate and correct this degraded condition 
due to multiple reoccurrences of DH pump high vibrations and not appropriately applying prior industry operating 
experience. TMI also did not implement a void monitoring/periodic venting program as recommended by industry 
operating experience. 
Inspection Report# : 2006007 (pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Test Procedure Causes Air Introduction to Emergency Core Cooling Systems  
The inspectors identified an NCV of TS 6.8.1.a for deficient surveillance procedures that resulted in the introduction of air 
into the sodium hydroxide (NAOH) piping to several emergency core cooling systems (ECCS) during in-service testing 
(IST) activities. This finding has been entered into the licensee’s corrective action program (IRs 475218 and 474439). The 
corrective actions included venting of the initial air void via a check valve vent port, initiation of a modification to install a 
high point vent valve to vent the large section of voided pipe, revision of applicable procedures to prevent draining of 
piping, and ultrasonic testing of multiple sections of pipe in the ECCS piping.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating System 
cornerstone and the associated cornerstone objective to ensure availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The inspectors evaluated the risk significance of this 
finding using NRC IMC 0609, Appendix A, Phase 1. The finding screened to very low safety significance (Green) because 
the condition did not result in an actual failure of any ECCS systems, and engineers concluded the 3.6 cubic feet of air void 
identified would not have prevented the ECCS systems from performing their design safety function.  
 
This finding is related to the cross-cutting area of Problem Identification and Resolution, because engineers and operators 
missed several opportunities to recognize that proper refilling of drained piping was not possible due to the inability to vent 
based on prior industry operating experience. AmergenI also did not implement a void monitoring/periodic venting 
program as recommended by industry operating experience. 
Inspection Report# : 2006007 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inservice Test Failure Not Identified and Evaluated for Containment Isolation Check Valve 
The inspectors identified an NCV of 10 CFR 50.55a.(f)(4)(ii) "Codes and Standards" which requires, in part, that testing of 
safety-related check valves meet the requirements of the American Society of Mechanical Engineers (ASME) Operation 
and Maintenance (OM) Code. Specifically, AmerGen did not comply with IST requirements for a binding containment 
isolation check valve that was identified on November 6, 2005. IST program personnel did not declare the check valve 
inoperable, the cause of the failure was not analyzed, and other check valves in the sample group that may also be affected 
by this failure mechanism were not examined or tested during the same refueling outage to determine the condition of 
internal components and their ability to function, as required by the current TMI ASME IST Program. (ASME OM Code-
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2001, ISTC-5224, Corrective Action).  
 
This issue is more than minor because it affected the Barrier Integrity containment barrier performance attribute and the 
associated cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. The inspectors evaluated the risk significance of this finding using 
NRC IMC 0609, Appendix A, Attachment 1. The finding screened to very low safety significance (Green).  
 
The cause of the finding is related to the cross-cutting area of human performance, because engineering personnel did not 
evaluate the performance of a containment isolation check valve against IST program requirements properly and declare 
the observed condition as an IST/Code failure. 
Inspection Report# : 2006007 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Mar 31, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Overall Biennial PI&R Team Assessment Summary 
Identification and Resolution of Problems:  
 
The team concluded that overall, problems were properly identified, evaluated and corrected; however, during the middle 
of the two year inspection period, AmerGen identified some substantial challenges to their implementation of the corrective 
action program as a result of issues identified by external organizations. Later in the period, improvements were made in 
the corrective action program, particularly with the quality of the evaluation products. The team attributed the 
improvements to a station wide effort to improve the corrective action program standards which were driven by the station 
ownership and management review committees. Nonetheless, problem identification was inconsistent throughout the period 
and some of the AmerGen staff were not aligned with current expectations to identify problems and initiate Issue Reports 
(IRs), and in a few cases, did not initiate IRs for known deficiencies that resulted in these issues not being evaluated and 
corrected. Further, many of the more significant issues continue to be identified by external organizations, including the 
NRC. For example, NRC findings related to Abnormal Operating procedures, surveillance test acceptance criteria, and 
surveillance test results represented issues that Engineering and Operations had the opportunity to identify. The AmerGen 
staff also did not effectively use industry operating experience, resulting in additional NRC findings. A large number of 
NRC identified lower level issues were concentrated in some single owner engineering program areas such as in-service 
testing, that may be indicative of isolated issues with problem identification standards. 
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At the time of the inspection, the station ownership and management review committees were effective in the initial review 
and prioritization of IRs. Nonetheless, throughout the period there has been a station wide problem related to procedure 
usage and procedure adequacy that station management has been slow to recognize and address. AmerGen staff has not 
effectively used the corrective action program to address these procedure problem areas. While many IRs have been 
initiated related to procedure usage and adequacy, no root cause evaluations have been performed, and the evaluation tools 
such as common cause and apparent cause evaluations have not been effectively used to identify and resolve underlying 
issues. While Amergen is investing a significant effort to improve the problems with procedure use and adequacy, without 
a clear understanding of the underlying causes their efforts may not be efficient, or effective, or achieve the desired result. 
Further, while the corrective actions for identified deficiencies were typically effective, and completed in a timely manner, 
AmerGen continues to be challenged in the area of procedure adequacy and adherence, as evidenced by a recent audit 
which identified a number of maintenance program deficiencies that are related to processes not being followed. The 
continued problems related to procedure usage and adequacy indicate corrective actions to date have not been fully 
effective for this station wide issue.  
 
Some evaluation products were not thorough and as a result AmerGen did not identify problems or address the cause of 
some issues. NRC-identified issues and trends were not evaluated in aggregate to determine the cause of the cross-cutting 
aspects. Further, some of the individual IRs for NRC findings did not identify and correct the underlying causes of issues. 
Some of the lower level evaluation products, particularly early in the period, did not appropriately evaluate the cause of 
events and deficiencies, resulting in missed opportunities to identify broader issues. 
Inspection Report# : 2006007 (pdf)  

Last modified : March 01, 2007 
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Three Mile Island 1 
1Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inattentiveness to Duty by a Shift Manager 
A self-revealing violation of Technical Specification 6.8.1 occurred on Sunday, December 11, 2005 at 3:45 AM when the 
on-duty Operations Shift Manager, a licensed senior reactor operator, was observed by three control room operators to be 
inattentive to duty in an office in the control room complex. An Office of Investigation (OI) investigation (1-2006-011) 
was initiated on December 19, 2005 to determine if any willful violations had occurred. The OI investigation concluded 
that the Shift Manager was inattentive; however, it was not considered an intentional act.  
 
The inattentiveness of the on-duty Shift Manager is a performance deficiency. Traditional enforcement does not apply 
because the NRC determined that the Shift Manager’s actions were neither intentional nor deliberate, the actions did not 
have the potential for impacting the NRC’s ability to perform its regulatory function, and there were no actual safety 
consequences. The issue is considered more than minor because it affects the Human Performance attribute of the 
Mitigating Systems cornerstone objective to ensure availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). There is currently no SDP that applies to FFD 
events. Therefore, this finding is not suitable for SDP evaluation. However it was reviewed by NRC management and is 
determined to be a finding of very low safety significance in accordance with IMC 0612, Section 05.04 (c). 
Inspection Report# : 2006006 (pdf)  

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow FFD Procedures 
A self-revealing violation of 10 CFR Part 26, “Fitness For Duty Programs” occurred on Sunday, December 11, 2005 at 
3:45 AM when three control room operators failed to follow station procedures and initiate actions to have an inattentive 
Operations Shift Manager relieved of duty and escorted while in the protected area until Fitness for Duty (FFD) testing 
could be completed. The control room operators also failed to promptly notify station management. Each of the control 
room operators had observed the Operations Shift Manager in an inattentive position in an office within the control room 
complex.  
 
An OI investigation (1-2006-011) was initiated on December 19, 2005 to determine if any willful violations had occurred. 
The OI investigation concluded that the three licensed operators failed to follow the FFD procedure, but they did not do so 
in willful violation since they were unaware that operator inattentiveness was a FFD issue.  
 
The failure of the licensed operators to implement the station FFD procedure requirements after observing an inattentive 
Shift Manager is a performance deficiency. These requirements were not completed or carried out in a timely manner. 
Traditional enforcement does not apply since it was determined that the actions of the operators were neither intentional 
nor deliberate, the actions did not have the potential for impacting the NRC’s ability to perform its regulatory function, and 
did not have actual safety consequences. The issue is considered more than minor because it affects the Human 
Performance attribute of the Mitigating Systems cornerstone objective to ensure availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). There is currently no 
SDP that applies to FFD events; therefore, the finding was not suitable for SDP evaluation. As a result, the finding was 



reviewed by NRC management and it was determined to be of very low risk significance in accordance with IMC 0612 
section 05.04 (c). This finding has a cross-cutting aspect in the area of problem identification and resolution for operating 
experience because AmerGen failed to effectively evaluate and communicate relevant external operating experience in a 
timely manner to train TMI operators on fatigue related FFD issues.  
 
Inspection Report# : 2006006 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions for Unreliable BWST Level Alarm Instrument.  
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI “Corrective 
Action” for untimely action to correct degraded performance of the borated water storage tank (BWST) low level alarm. 
Differential pressure instrument DH-DPIS-914 failed six of its last eight calibration tests. The most recent test failure, on 
July 11, 2006, found the BWST low level alarm instrument to be inoperable. Previous corrective actions were untimely and 
permitted the BWST low level alarm to remain unreliable for extended periods of time. Actions (i.e., instrument 
replacement or reduced surveillance interval) to restore instrument reliability were not implemented. Issue reports 523284 
and 525514 were initiated to document and correct the problem.  
 
This issue is more than minor because it affected the human performance attribute of the Mitigating Systems cornerstone. 
Specifically, the unreliable BWST low level alarm reduced the likelihood that operators would successfully perform the 
risk critical manual decay heat removal suction swap-over function. This, in turn, reduced the reliability of the low pressure 
recirculation, low pressure injection, and reactor building spray safety functions in response to a design basis loss of 
coolant accident. Additionally, the inspectors determined station personnel had not implemented the station-wide 
instrument performance trending program for over 4 years. This finding is of very low safety significance because it did not 
involve an actual loss of safety function. This finding has a cross-cutting aspect in the area of problem identification & 
resolution. 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 
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Three Mile Island 1 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Verification of Manual Capability for EFW Flow Control Valves 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control. Specifically, the licensee could not provide demonstrative evidence that 
design control measures had been established to verify the capability of an operator to manually operate the 
emergency feedwater control valves. This operator action is a credited licensing basis safety function implemented for 
certain postulated events involving the loss-of-instrument air and the depletion of the backup air bottle system. The 
action to take local manual control of the valves to maintain steam generator water level following a loss-of-
instrument air is procedurally driven by the Emergency Operating Procedures, described in the Updated Final Safety 
Analysis Report and credited in the plant Probabilistic Risk Assessment. AmerGen entered this issue into the 
corrective action program for resolution. Following the completion of the onsite inspection, AmerGen successfully 
performed a test that demonstrated the capability of an operator to cycle the valves manually.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating System 
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 finding was determined to be of very low safety 
significance (Green) since it did not result in a loss of system safety function. 
Inspection Report# : 2007006 (pdf)  

Significance:  Mar 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for EDG Loading 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10CFR50, 
Appendix B, Criterion III, Design Control. Specifically, AmerGen did not consider the effects of frequency variation 
on diesel generator loading. The EDG loading calculations of record failed to account for increased loading that would 
result from allowable frequency variations of up to 61 Hertz (Hz). The existing allowable EDG frequency range 
within operating and surveillance procedures had not been accounted for in the EDG loading analyses of record. 
AmerGen entered this issue into the corrective action program and plans to develop a diesel loading calculation 
revision, in addition to evaluating the existing frequency setting and testing range to ensure consistency between the 
analyses and procedures.  
 
This design control weakness was considered to be more than minor because it is associated with the design control 
attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective to ensure via analyses the 
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 system safety function. The 
issue had a crosscutting performance aspect in the area of Problem Identification and Resolution. Specifically, a 
previous concern relative to EDG frequency tolerance in the low direction had been identified and evaluated in the 
corrective action program (Reference IR 551313), without identification or consideration for any impact due to 
allowable frequency tolerance and nominal setpoints above 60 Hz on EDG loading.  
 



Inspection Report# : 2007006 (pdf)  

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inattentiveness to Duty by a Shift Manager 
A self-revealing violation of Technical Specification 6.8.1 occurred on Sunday, December 11, 2005 at 3:45 AM when 
the on-duty Operations Shift Manager, a licensed senior reactor operator, was observed by three control room 
operators to be inattentive to duty in an office in the control room complex. An Office of Investigation (OI) 
investigation (1-2006-011) was initiated on December 19, 2005 to determine if any willful violations had occurred. 
The OI investigation concluded that the Shift Manager was inattentive; however, it was not considered an intentional 
act.  
 
The inattentiveness of the on-duty Shift Manager is a performance deficiency. Traditional enforcement does not apply 
because the NRC determined that the Shift Manager’s actions were neither intentional nor deliberate, the actions did 
not have the potential for impacting the NRC’s ability to perform its regulatory function, and there were no actual 
safety consequences. The issue is considered more than minor because it affects the Human Performance attribute of 
the Mitigating Systems cornerstone objective to ensure availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences (i.e., core damage). There is currently no SDP that applies to 
FFD events. Therefore, this finding is not suitable for SDP evaluation. However it was reviewed by NRC management
and is determined to be a finding of very low safety significance in accordance with IMC 0612, Section 05.04 (c). 
Inspection Report# : 2006006 (pdf)  

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow FFD Procedures 
A self-revealing violation of 10 CFR Part 26, “Fitness For Duty Programs” occurred on Sunday, December 11, 2005 
at 3:45 AM when three control room operators failed to follow station procedures and initiate actions to have an 
inattentive Operations Shift Manager relieved of duty and escorted while in the protected area until Fitness for Duty 
(FFD) testing could be completed. The control room operators also failed to promptly notify station management. 
Each of the control room operators had observed the Operations Shift Manager in an inattentive position in an office 
within the control room complex.  
 
An OI investigation (1-2006-011) was initiated on December 19, 2005 to determine if any willful violations had 
occurred. The OI investigation concluded that the three licensed operators failed to follow the FFD procedure, but 
they did not do so in willful violation since they were unaware that operator inattentiveness was a FFD issue.  
 
The failure of the licensed operators to implement the station FFD procedure requirements after observing an 
inattentive Shift Manager is a performance deficiency. These requirements were not completed or carried out in a 
timely manner. Traditional enforcement does not apply since it was determined that the actions of the operators were 
neither intentional nor deliberate, the actions did not have the potential for impacting the NRC’s ability to perform its 
regulatory function, and did not have actual safety consequences. The issue is considered more than minor because it 
affects the Human Performance attribute of the Mitigating Systems cornerstone objective to ensure availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). There is currently no SDP that applies to FFD events; therefore, the finding was not suitable for SDP 
evaluation. As a result, the finding was reviewed by NRC management and it was determined to be of very low risk 
significance in accordance with IMC 0612 section 05.04 (c). This finding has a cross-cutting aspect in the area of 
problem identification and resolution for operating experience because AmerGen failed to effectively evaluate and 
communicate relevant external operating experience in a timely manner to train TMI operators on fatigue related FFD 
issues.  
 
Inspection Report# : 2006006 (pdf)  

Significance:  Sep 30, 2006 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions for Unreliable BWST Level Alarm Instrument.  
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI “Corrective 
Action” for untimely action to correct degraded performance of the borated water storage tank (BWST) low level 
alarm. Differential pressure instrument DH-DPIS-914 failed six of its last eight calibration tests. The most recent test 
failure, on July 11, 2006, found the BWST low level alarm instrument to be inoperable. Previous corrective actions 
were untimely and permitted the BWST low level alarm to remain unreliable for extended periods of time. Actions 
(i.e., instrument replacement or reduced surveillance interval) to restore instrument reliability were not implemented. 
Issue reports 523284 and 525514 were initiated to document and correct the problem.  
 
This issue is more than minor because it affected the human performance attribute of the Mitigating Systems 
cornerstone. Specifically, the unreliable BWST low level alarm reduced the likelihood that operators would 
successfully perform the risk critical manual decay heat removal suction swap-over function. This, in turn, reduced 
the reliability of the low pressure recirculation, low pressure injection, and reactor building spray safety functions in 
response to a design basis loss of coolant accident. Additionally, the inspectors determined station personnel had not 
implemented the station-wide instrument performance trending program for over 4 years. This finding is of very low 
safety significance because it did not involve an actual loss of safety function. This finding has a cross-cutting aspect 
in the area of problem identification & resolution. 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Apr 20, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Critique and Identify a Performance Problem Associated with the Process of Event 
Classification. 
A Green NRC-identified non-cited violation (NCV) of 10 CFR 50.47(b)(14) and 10 CFR Part 50, Appendix E, 
Section IV.F.2.g, was identified for failure of the licensee’s exercise critique process to identify a weakness associated 
with a risk significant planning standard. The licensee’s critique process failed to identify that the Shift Manager made 
the Unusual Event classification based on an incorrect classification criteria. The licensee entered the deficiency with 
the exercise into their corrective action program.  
 
This finding is greater than minor because it is associated with the Emergency Response Organization Performance 
attribute and affected the objective of the Emergency Preparedness Cornerstone to ensure that the licensee is capable 
of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with the Emergency Preparedness Significance Determination Process, this finding is of 
very low safety significance because it was a successful Performance Indicator opportunity and did not affect the 
outcome of protecting the health and safety of the public.  
 
[The finding had a cross-cutting aspect in the area of problem identification and resolution, because the licensee did 
not ensure this issue which potentially impacted nuclear safety was promptly identified. The licensee did not 
implement a corrective action program with a low threshold for identifying issues. Specifically, station personnel did 
not recognize that the shift manager made the Unusual Event classification based on an incorrect classification 
criteria. Therefore, the EP drill critique did not identify and correct the event classification deficiency as required by 
10 CFR 50, Appendix E, Section IV.F.2.g. Updated by NRC IR 05000289/2007003.] 
Inspection Report# : 2007502 (pdf)  



Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Three Mile Island 1 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Verification of Manual Capability for EFW Flow Control Valves 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control. Specifically, the licensee could not provide demonstrative evidence that 
design control measures had been established to verify the capability of an operator to manually operate the 
emergency feedwater control valves. This operator action is a credited licensing basis safety function implemented for 
certain postulated events involving the loss-of-instrument air and the depletion of the backup air bottle system. The 
action to take local manual control of the valves to maintain steam generator water level following a loss-of-
instrument air is procedurally driven by the Emergency Operating Procedures, described in the Updated Final Safety 
Analysis Report and credited in the plant Probabilistic Risk Assessment. AmerGen entered this issue into the 
corrective action program for resolution. Following the completion of the onsite inspection, AmerGen successfully 
performed a test that demonstrated the capability of an operator to cycle the valves manually.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating System 
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 finding was determined to be of very low safety 
significance (Green) since it did not result in a loss of system safety function. 
Inspection Report# : 2007006 (pdf)  

Significance:  Mar 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for EDG Loading 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10CFR50, 
Appendix B, Criterion III, Design Control. Specifically, AmerGen did not consider the effects of frequency variation 
on diesel generator loading. The EDG loading calculations of record failed to account for increased loading that would 
result from allowable frequency variations of up to 61 Hertz (Hz). The existing allowable EDG frequency range 
within operating and surveillance procedures had not been accounted for in the EDG loading analyses of record. 
AmerGen entered this issue into the corrective action program and plans to develop a diesel loading calculation 
revision, in addition to evaluating the existing frequency setting and testing range to ensure consistency between the 
analyses and procedures.  
 
This design control weakness was considered to be more than minor because it is associated with the design control 
attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective to ensure via analyses the 
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 system safety function. The 
issue had a crosscutting performance aspect in the area of Problem Identification and Resolution. Specifically, a 
previous concern relative to EDG frequency tolerance in the low direction had been identified and evaluated in the 
corrective action program (Reference IR 551313), without identification or consideration for any impact due to 
allowable frequency tolerance and nominal setpoints above 60 Hz on EDG loading.  
 



Inspection Report# : 2007006 (pdf)  

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inattentiveness to Duty by a Shift Manager 
A self-revealing violation of Technical Specification 6.8.1 occurred on Sunday, December 11, 2005 at 3:45 AM when 
the on-duty Operations Shift Manager, a licensed senior reactor operator, was observed by three control room 
operators to be inattentive to duty in an office in the control room complex. An Office of Investigation (OI) 
investigation (1-2006-011) was initiated on December 19, 2005 to determine if any willful violations had occurred. 
The OI investigation concluded that the Shift Manager was inattentive; however, it was not considered an intentional 
act.  
 
The inattentiveness of the on-duty Shift Manager is a performance deficiency. Traditional enforcement does not apply 
because the NRC determined that the Shift Manager’s actions were neither intentional nor deliberate, the actions did 
not have the potential for impacting the NRC’s ability to perform its regulatory function, and there were no actual 
safety consequences. The issue is considered more than minor because it affects the Human Performance attribute of 
the Mitigating Systems cornerstone objective to ensure availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences (i.e., core damage). There is currently no SDP that applies to 
FFD events. Therefore, this finding is not suitable for SDP evaluation. However it was reviewed by NRC management
and is determined to be a finding of very low safety significance in accordance with IMC 0612, Section 05.04 (c). 
Inspection Report# : 2006006 (pdf)  

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow FFD Procedures 
A self-revealing violation of 10 CFR Part 26, “Fitness For Duty Programs” occurred on Sunday, December 11, 2005 
at 3:45 AM when three control room operators failed to follow station procedures and initiate actions to have an 
inattentive Operations Shift Manager relieved of duty and escorted while in the protected area until Fitness for Duty 
(FFD) testing could be completed. The control room operators also failed to promptly notify station management. 
Each of the control room operators had observed the Operations Shift Manager in an inattentive position in an office 
within the control room complex.  
 
An OI investigation (1-2006-011) was initiated on December 19, 2005 to determine if any willful violations had 
occurred. The OI investigation concluded that the three licensed operators failed to follow the FFD procedure, but 
they did not do so in willful violation since they were unaware that operator inattentiveness was a FFD issue.  
 
The failure of the licensed operators to implement the station FFD procedure requirements after observing an 
inattentive Shift Manager is a performance deficiency. These requirements were not completed or carried out in a 
timely manner. Traditional enforcement does not apply since it was determined that the actions of the operators were 
neither intentional nor deliberate, the actions did not have the potential for impacting the NRC’s ability to perform its 
regulatory function, and did not have actual safety consequences. The issue is considered more than minor because it 
affects the Human Performance attribute of the Mitigating Systems cornerstone objective to ensure availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). There is currently no SDP that applies to FFD events; therefore, the finding was not suitable for SDP 
evaluation. As a result, the finding was reviewed by NRC management and it was determined to be of very low risk 
significance in accordance with IMC 0612 section 05.04 (c). This finding has a cross-cutting aspect in the area of 
problem identification and resolution for operating experience because AmerGen failed to effectively evaluate and 
communicate relevant external operating experience in a timely manner to train TMI operators on fatigue related FFD 
issues.  
 
Inspection Report# : 2006006 (pdf)  



Barrier Integrity 

Emergency Preparedness 

Significance:  Apr 20, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Critique and Identify a Performance Problem Associated with the Process of Event 
Classification. 
A Green NRC-identified non-cited violation (NCV) of 10 CFR 50.47(b)(14) and 10 CFR Part 50, Appendix E, 
Section IV.F.2.g, was identified for failure of the licensee’s exercise critique process to identify a weakness associated 
with a risk significant planning standard. The licensee’s critique process failed to identify that the Shift Manager made 
the Unusual Event classification based on an incorrect classification criteria. The licensee entered the deficiency with 
the exercise into their corrective action program.  
 
This finding is greater than minor because it is associated with the Emergency Response Organization Performance 
attribute and affected the objective of the Emergency Preparedness Cornerstone to ensure that the licensee is capable 
of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with the Emergency Preparedness Significance Determination Process, this finding is of 
very low safety significance because it was a successful Performance Indicator opportunity and did not affect the 
outcome of protecting the health and safety of the public.  
 
[The finding had a cross-cutting aspect in the area of problem identification and resolution, because the licensee did 
not ensure this issue which potentially impacted nuclear safety was promptly identified. The licensee did not 
implement a corrective action program with a low threshold for identifying issues. Specifically, station personnel did 
not recognize that the shift manager made the Unusual Event classification based on an incorrect classification 
criteria. Therefore, the EP drill critique did not identify and correct the event classification deficiency as required by 
10 CFR 50, Appendix E, Section IV.F.2.g. Updated by NRC IR 05000289/2007003.] 
Inspection Report# : 2007502 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : December 07, 2007 



Three Mile Island 1 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Verification of Manual Capability for EFW Flow Control Valves 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control. Specifically, the licensee could not provide demonstrative evidence that 
design control measures had been established to verify the capability of an operator to manually operate the 
emergency feedwater control valves. This operator action is a credited licensing basis safety function implemented for 
certain postulated events involving the loss-of-instrument air and the depletion of the backup air bottle system. The 
action to take local manual control of the valves to maintain steam generator water level following a loss-of-
instrument air is procedurally driven by the Emergency Operating Procedures, described in the Updated Final Safety 
Analysis Report and credited in the plant Probabilistic Risk Assessment. AmerGen entered this issue into the 
corrective action program for resolution. Following the completion of the onsite inspection, AmerGen successfully 
performed a test that demonstrated the capability of an operator to cycle the valves manually.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating System 
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 finding was determined to be of very low safety 
significance (Green) since it did not result in a loss of system safety function. 
Inspection Report# : 2007006 (pdf)  

Significance:  Mar 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for EDG Loading 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10CFR50, 
Appendix B, Criterion III, Design Control. Specifically, AmerGen did not consider the effects of frequency variation 
on diesel generator loading. The EDG loading calculations of record failed to account for increased loading that would 
result from allowable frequency variations of up to 61 Hertz (Hz). The existing allowable EDG frequency range 
within operating and surveillance procedures had not been accounted for in the EDG loading analyses of record. 
AmerGen entered this issue into the corrective action program and plans to develop a diesel loading calculation 
revision, in addition to evaluating the existing frequency setting and testing range to ensure consistency between the 
analyses and procedures.  
 
This design control weakness was considered to be more than minor because it is associated with the design control 
attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective to ensure via analyses the 
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 system safety function. The 
issue had a crosscutting performance aspect in the area of Problem Identification and Resolution. Specifically, a 
previous concern relative to EDG frequency tolerance in the low direction had been identified and evaluated in the 
corrective action program (Reference IR 551313), without identification or consideration for any impact due to 
allowable frequency tolerance and nominal setpoints above 60 Hz on EDG loading.  
 



Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Apr 20, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Critique and Identify a Performance Problem Associated with the Process of Event 
Classification. 
A Green NRC-identified non-cited violation (NCV) of 10 CFR 50.47(b)(14) and 10 CFR Part 50, Appendix E, 
Section IV.F.2.g, was identified for failure of the licensee’s exercise critique process to identify a weakness associated 
with a risk significant planning standard. The licensee’s critique process failed to identify that the Shift Manager made 
the Unusual Event classification based on an incorrect classification criteria. The licensee entered the deficiency with 
the exercise into their corrective action program.  
 
This finding is greater than minor because it is associated with the Emergency Response Organization Performance 
attribute and affected the objective of the Emergency Preparedness Cornerstone to ensure that the licensee is capable 
of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with the Emergency Preparedness Significance Determination Process, this finding is of 
very low safety significance because it was a successful Performance Indicator opportunity and did not affect the 
outcome of protecting the health and safety of the public.  
 
[The finding had a cross-cutting aspect in the area of problem identification and resolution, because the licensee did 
not ensure this issue which potentially impacted nuclear safety was promptly identified. The licensee did not 
implement a corrective action program with a low threshold for identifying issues. Specifically, station personnel did 
not recognize that the shift manager made the Unusual Event classification based on an incorrect classification 
criteria. Therefore, the EP drill critique did not identify and correct the event classification deficiency as required by 
10 CFR 50, Appendix E, Section IV.F.2.g. Updated by NRC IR 05000289/2007003.] 
Inspection Report# : 2007502 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Three Mile Island 1 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 
Significance: SL-IV Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Plant Staff Overtime 
The inspectors identified a Severity Level IV NCV of TS 6.8.1.j for not properly implementing and maintaining 
procedures for controlling plant staff work hours of personnel performing safety-related activities. Procedure LS-AA-
119, Overtime Controls, was deficient in that it permitted the plant manager to authorize work-hour deviations for 
routine refueling outage activities. Consequently, the plant manager authorized over 700 personnel to work greater 
than 72 hours and up to 84 hours per 7-day period for routine outage support activities during the TMI refueling 
outage (1R17), which exceeded the TS requirements. The affected workers included reactor operators, senior reactor 
operators, auxiliary operators, health physicists, key maintenance personnel, emergency response organization 
members, reactor engineers supporting reactivity manipulations and fuel handling, and engineering and professional 
personnel performing safety-related work. The licensee entered this issue into their corrective action program (IR 
713257).  
 
Changing implementing procedure, LS-AA-119, so that it no longer complies with the facility technical specification 
for controlling the plant staff overtime has the potential to impact the NRC's ability to perform its regulatory function. 
The violation affected the Mitigating Systems cornerstone and is more than minor because, if left uncorrected, the 
excessive work hours would increase the likelihood of human errors during refueling outage activities and response to 
plant events. This violation is characterized as a Severity Level IV in accordance with the NRC Enforcement Policy. 
This issue has a cross-cutting aspect in the area of Human Performance, because procedure LS-AA-119 did not 
provide adequate instructions to provide reasonable assurance that station management would properly control 
overtime for plant staff performing safety-related functions [H.2(c)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Reactor Coolant System Vent Area During Mid-Loop Operation 
The inspectors identified a NCV of TS 6.8.1a for failure to maintain the appropriate reactor coolant system (RCS) 
vent area required by station procedures during mid-loop operation. The reduced vent area degraded operators’ ability 
to add water to the RCS in the event of a loss of decay heat removal (DHR) and caused reactor vessel level indication 
to be inaccurate. Corrective actions included operator crew briefings, communications between radiological protection 
and operations personnel, and initiation of IRs 698486 and 705000.  
 
This issue affected the configuration control attribute of the Mitigating Systems cornerstone and was more than minor 
because it affected the availability of water from the borated water storage tank (BWST) to the RCS in the event of a 
loss of decay heat removal and caused reactor vessel level indication to be inaccurate. The inspectors determined that 
although design margin was reduced, the RCS gravity feed and bleed from the BWST function remained operable. 
The inspectors also concluded that level indication remained sufficient to alert operators if a significant change 
occurred which would warrant operator actions. Therefore a Phase 2 quantitative assessment was not required and the 
issue had very low safety significance. The finding has a cross-cutting aspect in the area of Human Performance, 
because work control during removal of the High Efficiency Particulate Air (HEPA) fans and ventilation hoses from 
the once through steam generator (OTSG) handholes was deficient. Operators and Radiation Protection (RP) 



technicians did not appropriately coordinate work activities to ensure the required RCS vent area was maintained 
when technicians established radiological postings for the OTSG handhole area [H.3(b)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure Causes Failure to Perform Surveillance Testing of Valves in Accordance with ASME OM 
Code 
The inspectors identified an NCV of TS 4.2.2 for failure to test eight safety-related valves in accordance with 
American Society of Mechanical Engineers Operations & Maintenance (ASME OM) Code requirements. Procedure 
OP-TM-211-211 contained no procedural steps to verify and document local position indication for eight safety-
related make-up system valves. Plant staff revised the procedure and successfully tested the valves prior to the 
completion of this inspection period.  
 
The finding is more than minor because it affected the procedure quality 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. This finding was determined to be of very low safety significance since the 
condition did not involve an actual loss of safety function. This finding has a cross-cutting aspect in the area of 
Human Performance, because TMI did not ensure complete and accurate procedures were available for testing eight 
safety-related make-up system valves [H.2(c)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Temporary Ventilation During Mid-Loop Operation Leads to Unusual Event 
A self-revealing NCV of TS 6.8.1.a was identified for failure to properly coordinate maintenance and operational 
activities associated with installing the OTSG primary lower manways during mid-loop operation. Installation of the 
OTSG lower manway cover, while temporary ventilation fans were exhausting air from the OTSG handhole RCS 
vent, caused an unexpected drop in reactor vessel level indication and declaration of an Unusual Event emergency. 
Corrective actions included removing the ventilation fans and ventilation hose from the OTSG handholes, restricting 
the use of the fans, and initiating IRs 698291, 698693, and 699314.  
 
This issue affected the configuration control attribute of the Mitigating Systems cornerstone and was more than minor 
because this equipment lineup error affected the accuracy of reactor vessel level instrument indication during mid-
loop operations, a high risk evolution. The inspectors determined that although all four reactor vessel level 
instruments were affected, their collective level indications, trends, and alarms provided sufficient information to alert 
operators in the event of a loss of inventory. Therefore a Phase 2 quantitative assessment was not required and the 
issue was of very low safety significance. The finding has a cross-cutting aspect in the area of Human Performance, 
because the installation and removal of temporary OTSG ventilation during installation of the OTSG lower primary 
manway were not appropriately coordinated to ensure the operational impact on reactor vessel level indication while 
in mid-loop operation was understood. Consequently reactor vessel level indication was inaccurate and not understood 
by operations personnel while the plant was in an elevated shutdown risk condition [H.3 (b)].  
 
Inspection Report# : 2007005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Ineffective Corrective Actions for Failure to Maintain Structural Design Clearances Inside Reactor Building 
Containment 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 
for ineffective corrective actions to a previously identified NCV regarding a failure to maintain structural design 
clearances inside the reactor building. This violation involves several permanently installed structures inside the 
containment that did not meet the required separation distance to the containment liner. The inadequate structural 
clearance increased the likelihood of damage to the safety-related containment liner during a postulated seismic event. 
Corrective actions included evaluation of the specific conditions [Issue Reports (IR) 694026, 700592, and 700679] 
and initiation of actions to move the elevator support structure away from the containment liner during the 2009 
refueling outage.  
 
This finding is more than minor because it impacted the configuration control attribute of the Barrier Integrity 
cornerstone objective to ensure the containment barrier protects the public from radionuclide releases. The 
containment design parameter for clearance between structures and the containment liner was not maintained. The 
finding is of very low safety significance because the issue did not involve an actual open pathway in the physical 
integrity of the containment. This finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution, because engineering inspections performed as corrective actions to a previous NCV did not thoroughly 
evaluate the containment liner for additional clearance deficiencies [P.1(c)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Damaged Control Rod Assembly Due to Deficient Fuel Handling Practices 
A self-revealing NCV of Technical Specification (TS) 6.8.1.c was identified for failure to properly implement 
procedures to safely move control rod assemblies (CRAs) within the spent fuel pool (SFP). Fuel handling operators 
did not monitor the control mast load cell during CRA movement activities and did not verify the transit path 
(including the control mast) was clear of obstruction prior to bridge or trolley movement. These human performance 
deficiencies resulted in a damaged CRA and had the potential to damage the affected fuel assembly (FA) cladding 
fission product barrier. Corrective actions included verifying proper CRA handling equipment operation, increased 
personnel and supervisory oversight for all FA or CRA moves, event lesson learned briefings, and various procedure 
revisions to strengthen verification requirements.  
 
The issue was more than minor because it affected the human performance attribute of the Barrier Integrity 
cornerstone objective to ensure the fuel cladding barrier protects the public from radionuclide release. The CRA was 
damaged and another CRA had to be selected for core reload. However, the inspectors determined the affected FA 
fuel clad barrier was not damaged and that containment controls were unaffected. Therefore a Phase 2 quantitative 
assessment was not required and the issue screened to Green (very low safety significance). The finding has a cross-
cutting aspect in the area of Human Performance, because fuel handling operations personnel did not follow 
procedure requirements for safely moving CRAs in the SFP [H.4(b)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Damaged Fuel Assembly Due to Deficient Fuel Handling Practices 
A self-revealing NCV of TS 6.8.1.c was identified for failure to properly establish and implement procedures to safely 
reload fuel into the reactor vessel core. Fuel handling operators proceeded to insert a FA without properly verifying 
the fuel movement could be safely accomplished. The FA became hung up on a cable, was damaged, and required 
replacement and core redesign for cycle 18 operation. Corrective actions included core redesign, a stand-down and 
event briefing for all refueling personnel, procedure revisions, redesign of the shoehorn cables, a root cause evaluation 
of fuel handling errors, and additional cameras and viewing monitors to further improve visibility during core reload. 
 
The issue was more than minor because it affected the human performance attribute of the Barrier Integrity 



cornerstone objective to ensure the fuel cladding design barrier protects the public from radionuclide release. The FA 
was damaged and another FA was selected for core reload, requiring core redesign analysis. However, the inspectors 
determined the affected FA fuel clad barrier remained intact and that containment controls were unaffected. Therefore 
a Phase 2 quantitative assessment was not required and the issue screened to Green (very low safety significance). The 
finding has a cross-cutting aspect in the area of Human Performance, because fuel handling personnel proceeded 
ahead in the face of uncertainty, without stopping to restore proper visibility [H.4(a)].  
 
Inspection Report# : 2007005 (pdf)  

Emergency Preparedness 

Significance:  Apr 20, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Critique and Identify a Performance Problem Associated with the Process of Event 
Classification. 
A Green NRC-identified non-cited violation (NCV) of 10 CFR 50.47(b)(14) and 10 CFR Part 50, Appendix E, 
Section IV.F.2.g, was identified for failure of the licensee’s exercise critique process to identify a weakness associated 
with a risk significant planning standard. The licensee’s critique process failed to identify that the Shift Manager made 
the Unusual Event classification based on an incorrect classification criteria. The licensee entered the deficiency with 
the exercise into their corrective action program.  
 
This finding is greater than minor because it is associated with the Emergency Response Organization Performance 
attribute and affected the objective of the Emergency Preparedness Cornerstone to ensure that the licensee is capable 
of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with the Emergency Preparedness Significance Determination Process, this finding is of 
very low safety significance because it was a successful Performance Indicator opportunity and did not affect the 
outcome of protecting the health and safety of the public.  
 
[The finding had a cross-cutting aspect in the area of problem identification and resolution, because the licensee did 
not ensure this issue which potentially impacted nuclear safety was promptly identified. The licensee did not 
implement a corrective action program with a low threshold for identifying issues. Specifically, station personnel did 
not recognize that the shift manager made the Unusual Event classification based on an incorrect classification 
criteria. Therefore, the EP drill critique did not identify and correct the event classification deficiency as required by 
10 CFR 50, Appendix E, Section IV.F.2.g. Updated by NRC IR 05000289/2007003.] 
Inspection Report# : 2007502 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Three Mile Island 1 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Stage Equipment Required by Abnormal Operating Procedures 
The inspectors identified a NCV of Technical Specification (TS) 6.8.1, which requires that written procedures be 
implemented as recommended in Appendix A of Regulatory Guide (RG) 1.33, including abnormal operating 
procedures (AOPs) for loss of service water. Specifically, the AOP for loss of river water was inadequately 
implemented when equipment required was not staged to support the AOP implementation.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
Cornerstone, and the associated cornerstone objective of ensuring the reliability of systems (and personnel) that 
respond to initiating events to prevent undesirable consequences. Specifically, this finding reduced the reliability of 
the operators to complete the AOP. This finding was of very low safety significance (Green) because the finding is not 
a design or qualification deficiency, does not represent a loss of safety function, and does not screen as potentially risk 
significant due to external hazards. Although the operators would be delayed without the staged hoses, the inspectors 
concluded that the alternative cooling safety function could be provided to the Nuclear Services Closed Cooling Water 
(NSCCW) system within the time limit specified by AmerGen’s calculations.  
 
The finding has a cross-cutting aspect related to the area of PI&R, corrective action program component, in that, 
AmerGen identified that the hoses were missing in January 2008, and did not implement CAs to replace the hoses 
required by the AOP until identified by the inspectors. [P1.(d)] (Section 4OA2.a.3.a)  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Increased EDG Fuel Oil Consumption Into Design Basis Calculations 
The inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control." Specifically, 
AmerGen did not ensure that fuel consumption calculations included the additional fuel needed for allowable 
emergency diesel generator (EDG) frequency variations of up to 61 Hertz (Hz). The increased fuel consumption was 
not accurately translated into the TS used to verify operability of the EDGs.  
 
This finding is considered to be more than minor because it is associated with the design control attribute of the 
Mitigating Systems Cornerstone and the associated cornerstone objective of ensuring the capability of systems that 
respond to initiating events to prevent undesirable consequences. This finding was of very low safety significance 
(Green) because the finding is not a design or qualification deficiency, does not represent a loss of safety function, and 
does not screen as potentially risk significant due to external hazards.  
 
The issue has a cross-cutting aspect related to the area of PI&R, corrective action program component, in that, 
AmerGen did not thoroughly evaluate the extent of condition for a previous NRC NCV (reference IR 581933) 
regarding inadequate design control of EDG loading calculations. Specifically, the cause of the problem, not 
adequately considering the effect on EDG loading due to operating at the maximum frequency allowed by station 
procedures, was not resolved for other EDG parameters, such as EDG fuel oil consumption. [P1.(c)] (Section 



4OA2.a.3.b)  
 
 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ASME OM Code Data Collection Requirement for Comprehensive IST 
The inspectors identified a NCV of TS 4.2.2 for the failure to implement applicable American Society of Mechanical 
Engineers (ASME) Operation and Maintenance (OM) Code requirements for comprehensive in-service testing (IST) 
of the ‘A’ and ‘B’ decay heat removal (DH) pumps. Specifically, AmerGen used differential pressure gauges that did 
not meet the data collection requirements for instrument accuracy.  
 
This finding is more than minor because it is similar to IMC 0612, Appendix E, example  
2C, in that, the issue was repetitive (2005 and 2007 comprehensive tests). Additionally, this finding is associated with 
the Equipment Performance Attribute of the Mitigating Systems Cornerstone and the associated cornerstone objective 
of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. This 
finding was of very low safety significance because it involved a qualification deficiency that was confirmed not to 
result in a loss of operability.  
 
This finding has a cross-cutting aspect in the area of PI&R, corrective actions program component, because AmerGen 
personnel identified the issue in 2005, but did not take appropriate CAs in a timely manner prior to testing the pumps 
in 2005 and 2007. [P.1(d)] (Section 4OA2.a.3.c)  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Require Emergency Lighting Units (ELUs) 
The inspectors identified a NCV of License Condition 2.c(4) and 10 CFR 50, Appendix R, Section III.J, which require 
that emergency lighting units (ELUs) with at least an eight-hour battery power supply be provided in areas needed for 
operation of safe shutdown (SSD) equipment and in access and egress routes thereto. Specifically, Fire Hazards 
Analysis Report (FHAR) Attachment 3-7 specifies a post fire safe shutdown (SSD) action for operators to manually 
operate valve IC-V-4 within four hours for a fire in fire zone AB-FZ-9, and ELUs were not provided at valve IC-V-4 
and portions of the adjacent access and egress routes.  
 
The finding is more than minor because it was associated with the Mitigating Systems Cornerstone attribute of 
protection against external factors (i.e. fire) and affects the cornerstone objective of ensuring reliability and capability 
of systems that respond to initiating events. Specifically, the finding adversely affected to some degree the ability to 
carry out local operator actions required to achieve and maintain a SSD condition following a severe fire. This finding 
was of very low significance because it involved a low degradation of SSD capability. The conclusion of low 
degradation was based on the fact that the procedure step in question has a four hour completion time per FHAR 
Attachment 3-7.  
 
The finding has a cross-cutting aspect in the area of PI&R, Self and Independent Assessments Component, because 
AmerGen did not take the appropriate corrective actions to address this issue commensurate with its safety 
significance. Specifically, as part of an extent of condition review for missing ELUs identified by a fire safe shutdown 
self assessment conducted in 2003, AmerGen identifed that emergency lighting was needed at valve, IC-V-4, to meet 
the requirements of 10 CFR 50, Appendix R, but has not evaluated and corrected the issue in a timely manner. [P.3(c)]
(Section 4OA2.c.3)  
 
Inspection Report# : 2008006 (pdf)  

Significance: SL-IV Dec 31, 2007 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Deficient Control of Plant Staff Overtime 
The inspectors identified a Severity Level IV NCV of TS 6.8.1.j for not properly implementing and maintaining 
procedures for controlling plant staff work hours of personnel performing safety-related activities. Procedure LS-AA-
119, Overtime Controls, was deficient in that it permitted the plant manager to authorize work-hour deviations for 
routine refueling outage activities. Consequently, the plant manager authorized over 700 personnel to work greater 
than 72 hours and up to 84 hours per 7-day period for routine outage support activities during the TMI refueling 
outage (1R17), which exceeded the TS requirements. The affected workers included reactor operators, senior reactor 
operators, auxiliary operators, health physicists, key maintenance personnel, emergency response organization 
members, reactor engineers supporting reactivity manipulations and fuel handling, and engineering and professional 
personnel performing safety-related work. The licensee entered this issue into their corrective action program (IR 
713257).  
 
Changing implementing procedure, LS-AA-119, so that it no longer complies with the facility technical specification 
for controlling the plant staff overtime has the potential to impact the NRC's ability to perform its regulatory function. 
The violation affected the Mitigating Systems cornerstone and is more than minor because, if left uncorrected, the 
excessive work hours would increase the likelihood of human errors during refueling outage activities and response to 
plant events. This violation is characterized as a Severity Level IV in accordance with the NRC Enforcement Policy. 
This issue has a cross-cutting aspect in the area of Human Performance, because procedure LS-AA-119 did not 
provide adequate instructions to provide reasonable assurance that station management would properly control 
overtime for plant staff performing safety-related functions [H.2(c)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Reactor Coolant System Vent Area During Mid-Loop Operation 
The inspectors identified a NCV of TS 6.8.1a for failure to maintain the appropriate reactor coolant system (RCS) 
vent area required by station procedures during mid-loop operation. The reduced vent area degraded operators’ ability 
to add water to the RCS in the event of a loss of decay heat removal (DHR) and caused reactor vessel level indication 
to be inaccurate. Corrective actions included operator crew briefings, communications between radiological protection 
and operations personnel, and initiation of IRs 698486 and 705000.  
 
This issue affected the configuration control attribute of the Mitigating Systems cornerstone and was more than minor 
because it affected the availability of water from the borated water storage tank (BWST) to the RCS in the event of a 
loss of decay heat removal and caused reactor vessel level indication to be inaccurate. The inspectors determined that 
although design margin was reduced, the RCS gravity feed and bleed from the BWST function remained operable. 
The inspectors also concluded that level indication remained sufficient to alert operators if a significant change 
occurred which would warrant operator actions. Therefore a Phase 2 quantitative assessment was not required and the 
issue had very low safety significance. The finding has a cross-cutting aspect in the area of Human Performance, 
because work control during removal of the High Efficiency Particulate Air (HEPA) fans and ventilation hoses from 
the once through steam generator (OTSG) handholes was deficient. Operators and Radiation Protection (RP) 
technicians did not appropriately coordinate work activities to ensure the required RCS vent area was maintained 
when technicians established radiological postings for the OTSG handhole area [H.3(b)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure Causes Failure to Perform Surveillance Testing of Valves in Accordance with ASME OM 
Code 
The inspectors identified an NCV of TS 4.2.2 for failure to test eight safety-related valves in accordance with 
American Society of Mechanical Engineers Operations & Maintenance (ASME OM) Code requirements. Procedure 
OP-TM-211-211 contained no procedural steps to verify and document local position indication for eight safety-
related make-up system valves. Plant staff revised the procedure and successfully tested the valves prior to the 



completion of this inspection period.  
 
The finding is more than minor because it affected the procedure quality 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. This finding was determined to be of very low safety significance since the 
condition did not involve an actual loss of safety function. This finding has a cross-cutting aspect in the area of 
Human Performance, because TMI did not ensure complete and accurate procedures were available for testing eight 
safety-related make-up system valves [H.2(c)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Temporary Ventilation During Mid-Loop Operation Leads to Unusual Event 
A self-revealing NCV of TS 6.8.1.a was identified for failure to properly coordinate maintenance and operational 
activities associated with installing the OTSG primary lower manways during mid-loop operation. Installation of the 
OTSG lower manway cover, while temporary ventilation fans were exhausting air from the OTSG handhole RCS 
vent, caused an unexpected drop in reactor vessel level indication and declaration of an Unusual Event emergency. 
Corrective actions included removing the ventilation fans and ventilation hose from the OTSG handholes, restricting 
the use of the fans, and initiating IRs 698291, 698693, and 699314.  
 
This issue affected the configuration control attribute of the Mitigating Systems cornerstone and was more than minor 
because this equipment lineup error affected the accuracy of reactor vessel level instrument indication during mid-
loop operations, a high risk evolution. The inspectors determined that although all four reactor vessel level 
instruments were affected, their collective level indications, trends, and alarms provided sufficient information to alert 
operators in the event of a loss of inventory. Therefore a Phase 2 quantitative assessment was not required and the 
issue was of very low safety significance. The finding has a cross-cutting aspect in the area of Human Performance, 
because the installation and removal of temporary OTSG ventilation during installation of the OTSG lower primary 
manway were not appropriately coordinated to ensure the operational impact on reactor vessel level indication while 
in mid-loop operation was understood. Consequently reactor vessel level indication was inaccurate and not understood 
by operations personnel while the plant was in an elevated shutdown risk condition [H.3 (b)].  
 
Inspection Report# : 2007005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Actions for Failure to Maintain Structural Design Clearances Inside Reactor Building 
Containment 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 
for ineffective corrective actions to a previously identified NCV regarding a failure to maintain structural design 
clearances inside the reactor building. This violation involves several permanently installed structures inside the 
containment that did not meet the required separation distance to the containment liner. The inadequate structural 
clearance increased the likelihood of damage to the safety-related containment liner during a postulated seismic event. 
Corrective actions included evaluation of the specific conditions [Issue Reports (IR) 694026, 700592, and 700679] 
and initiation of actions to move the elevator support structure away from the containment liner during the 2009 
refueling outage.  
 
This finding is more than minor because it impacted the configuration control attribute of the Barrier Integrity 
cornerstone objective to ensure the containment barrier protects the public from radionuclide releases. The 
containment design parameter for clearance between structures and the containment liner was not maintained. The 



finding is of very low safety significance because the issue did not involve an actual open pathway in the physical 
integrity of the containment. This finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution, because engineering inspections performed as corrective actions to a previous NCV did not thoroughly 
evaluate the containment liner for additional clearance deficiencies [P.1(c)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Damaged Control Rod Assembly Due to Deficient Fuel Handling Practices 
A self-revealing NCV of Technical Specification (TS) 6.8.1.c was identified for failure to properly implement 
procedures to safely move control rod assemblies (CRAs) within the spent fuel pool (SFP). Fuel handling operators 
did not monitor the control mast load cell during CRA movement activities and did not verify the transit path 
(including the control mast) was clear of obstruction prior to bridge or trolley movement. These human performance 
deficiencies resulted in a damaged CRA and had the potential to damage the affected fuel assembly (FA) cladding 
fission product barrier. Corrective actions included verifying proper CRA handling equipment operation, increased 
personnel and supervisory oversight for all FA or CRA moves, event lesson learned briefings, and various procedure 
revisions to strengthen verification requirements.  
 
The issue was more than minor because it affected the human performance attribute of the Barrier Integrity 
cornerstone objective to ensure the fuel cladding barrier protects the public from radionuclide release. The CRA was 
damaged and another CRA had to be selected for core reload. However, the inspectors determined the affected FA 
fuel clad barrier was not damaged and that containment controls were unaffected. Therefore a Phase 2 quantitative 
assessment was not required and the issue screened to Green (very low safety significance). The finding has a cross-
cutting aspect in the area of Human Performance, because fuel handling operations personnel did not follow 
procedure requirements for safely moving CRAs in the SFP [H.4(b)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Damaged Fuel Assembly Due to Deficient Fuel Handling Practices 
A self-revealing NCV of TS 6.8.1.c was identified for failure to properly establish and implement procedures to safely 
reload fuel into the reactor vessel core. Fuel handling operators proceeded to insert a FA without properly verifying 
the fuel movement could be safely accomplished. The FA became hung up on a cable, was damaged, and required 
replacement and core redesign for cycle 18 operation. Corrective actions included core redesign, a stand-down and 
event briefing for all refueling personnel, procedure revisions, redesign of the shoehorn cables, a root cause evaluation 
of fuel handling errors, and additional cameras and viewing monitors to further improve visibility during core reload. 
 
The issue was more than minor because it affected the human performance attribute of the Barrier Integrity 
cornerstone objective to ensure the fuel cladding design barrier protects the public from radionuclide release. The FA 
was damaged and another FA was selected for core reload, requiring core redesign analysis. However, the inspectors 
determined the affected FA fuel clad barrier remained intact and that containment controls were unaffected. Therefore 
a Phase 2 quantitative assessment was not required and the issue screened to Green (very low safety significance). The 
finding has a cross-cutting aspect in the area of Human Performance, because fuel handling personnel proceeded 
ahead in the face of uncertainty, without stopping to restore proper visibility [H.4(a)].  
 
Inspection Report# : 2007005 (pdf)  
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Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Three Mile Island 1 
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Initiating Events 

Mitigating Systems 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Implementation of Fire Barrier Seal Inspection Procedure 
The inspectors identified an NCV of Technical Specification (TS) 6.8.1.e, which requires that written procedures covering the Fire Protection 
program be properly implemented. Specifically, fire seal inspections performed in August and October 2007 did not properly identify two 
degraded seismic floor penetration fire seals and initiate corrective measures including an expanded inspection scope as required by procedure 
1303-12.9, Fire Barrier Seal Inspection. Consequently, numerous fire seals associated with plant areas containing safety related accident 
mitigation equipment remained degraded until independently identified by the NRC inspectors and licensee staff in June and July 2008. Upon 
discovery of the degraded fire seals, operators declared the fire seals inoperable, established appropriate compensatory measures, entered the 
issue into the corrective action program (Issue Reports 808410, 792382, 791987 and 793088), and implemented seal repairs.  
 
This finding adversely affected the reliability of equipment required to achieve and maintain a safe shutdown condition following a severe 
fire, because the degraded fire seals adversely affected the confinement defense-in-depth element of fire protection. The finding is greater 
than minor because it is associated with the protection against external factors attribute of the Mitigating Systems cornerstone. Because the 
cracks, foam separation, and holes through the seals were small (1/8 to 3/8 inch width and up to full seal length), the finding was determined 
to have very low safety significance. The finding has a cross-cutting aspect in the area of human performance because AmerGen personnel 
did not properly implement the fire barrier seal inspection procedure during inspections completed in late 2007, such that degraded fire seals 
were promptly identified and corrected [H.4(b)].  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference Test Conditions for MU-P-1B Not Established in Accordance with ASME OM Code 
The inspectors identified an NCV of TS 4.2.2 for improper implementation of applicable American Society of Mechanical Engineers (ASME) 
Operation and Maintenance (OM) Code requirements for quarterly in-service testing (IST) of the ‘B’ makeup pump (MU-P-1B). Specifically, 
the quarterly test procedure did not set pump differential pressure (d/p) or flow at a reference value which was readily duplicated when 
measuring required vibration data. Additionally, the test procedure allows adjustment of a 1 inch by-pass valve (MU-V-205) which could also 
influence pump d/p and the test reference value. The NRC inspectors determined that historically, the quarterly MU-P-1B pump test was not 
in accordance with the ASME Code and could have impacted proper vibration trending to adequately detect a degraded pump condition. 
Corrective actions included an extent-of-condition review of all IST test procedures, revision of the MU-P-1B test method to establish a fixed 
reference point for the duration of the test, and establishing a fixed position for the 1 inch bypass valve (IR 807157).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems cornerstone and the 
associated cornerstone objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. 
This finding was of very low safety significance because it involved a qualification deficiency that was confirmed not to result in a loss of 
operability. This finding has a cross-cutting aspect in the area of problem identification and resolution (PI&R), corrective actions program 
component, because corrective actions to a prior similar NRC violation (NCV 05000289/2004004-02) regarding IST of the reactor river 
pumps, did not thoroughly evaluate the problem such that deficient IST testing of MU-P-1B was identified and corrected. As a result, 
deficient IST testing of MU-P-1B continued until identified by the NRC inspectors in 2008 [P.1(c)].  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Inappropriate Use of Elevators by Fire Brigade Members 
The team identified that AmerGen allowed fire brigade members to use elevators during response to a fire, when the power or control to the 
elevator could be lost as a result of a fire. This finding was determined to be of very low safety significance (Green) and a NCV of the Three 
Mile Island Nuclear Station, Unit 1 Operating License condition 2.c.(4), “Fire Protection.”  
 
The team determined that this finding was more than minor because it was associated with the external factors attribute (fire) 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, AmerGen allowed fire brigade members to use elevators during fires which could 
disable the elevator, potentially trapping fire brigade members and delaying their efforts to extinguish fires in safe shutdown areas. The team 
assessed this finding in accordance with NRC IMC 0609, Appendix M, Significance Determination Process Using Qualitative Criteria 
because IMC 0609, Appendix F, Fire Protection Significance Determination Process specifically excludes findings associated with the 
performance of the fire brigade. Therefore this finding required regional branch chief review in accordance with IMC 0612, Power Reactor 
Inspection Reports. This finding was screened to very low safety significance (Green) based on IMC 0609 Appendix M, Significance 
Determination Process Using Qualitative Criteria and the following considerations: the limited exposure time when brigade members would 
be in the elevator and AmerGen’s practice that the entire brigade did not enter the elevator all at once. The team determined that this finding 
had a cross cutting aspect in the area of problem identification and resolution because when the issue of elevator usage by fire brigade 
members was raised by the NRC residents on November 29, 2007, the issue was not fully evaluated (P.1(c)). 
Inspection Report# : 2008009 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Stage Equipment Required by Abnormal Operating Procedures 
The inspectors identified a NCV of Technical Specification (TS) 6.8.1, which requires that written procedures be implemented as 
recommended in Appendix A of Regulatory Guide (RG) 1.33, including abnormal operating procedures (AOPs) for loss of service water. 
Specifically, the AOP for loss of river water was inadequately implemented when equipment required was not staged to support the AOP 
implementation.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems Cornerstone, and the 
associated cornerstone objective of ensuring the reliability of systems (and personnel) that respond to initiating events to prevent undesirable 
consequences. Specifically, this finding reduced the reliability of the operators to complete the AOP. This finding was of very low safety 
significance (Green) because the finding is not a design or qualification deficiency, does not represent a loss of safety function, and does not 
screen as potentially risk significant due to external hazards. Although the operators would be delayed without the staged hoses, the inspectors 
concluded that the alternative cooling safety function could be provided to the Nuclear Services Closed Cooling Water (NSCCW) system 
within the time limit specified by AmerGen’s calculations.  
 
The finding has a cross-cutting aspect related to the area of PI&R, corrective action program component, in that, AmerGen identified that the 
hoses were missing in January 2008, and did not implement CAs to replace the hoses required by the AOP until identified by the inspectors. 
[P1.(d)] (Section 4OA2.a.3.a)  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Increased EDG Fuel Oil Consumption Into Design Basis Calculations 
The inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control." Specifically, AmerGen did not ensure that 
fuel consumption calculations included the additional fuel needed for allowable emergency diesel generator (EDG) frequency variations of up 
to 61 Hertz (Hz). The increased fuel consumption was not accurately translated into the TS used to verify operability of the EDGs.  
 
This finding is considered to be more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and the associated cornerstone objective of ensuring the capability of systems that respond to initiating events to prevent 
undesirable consequences. This finding was of very low safety significance (Green) because the finding is not a design or qualification 
deficiency, does not represent a loss of safety function, and does not screen as potentially risk significant due to external hazards.  
 
The issue has a cross-cutting aspect related to the area of PI&R, corrective action program component, in that, AmerGen did not thoroughly 
evaluate the extent of condition for a previous NRC NCV (reference IR 581933) regarding inadequate design control of EDG loading 
calculations. Specifically, the cause of the problem, not adequately considering the effect on EDG loading due to operating at the maximum 
frequency allowed by station procedures, was not resolved for other EDG parameters, such as EDG fuel oil consumption. [P1.(c)] (Section 
4OA2.a.3.b)  
 
 
Inspection Report# : 2008006 (pdf)  



Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ASME OM Code Data Collection Requirement for Comprehensive IST 
The inspectors identified a NCV of TS 4.2.2 for the failure to implement applicable American Society of Mechanical Engineers (ASME) 
Operation and Maintenance (OM) Code requirements for comprehensive in-service testing (IST) of the ‘A’ and ‘B’ decay heat removal (DH) 
pumps. Specifically, AmerGen used differential pressure gauges that did not meet the data collection requirements for instrument accuracy.  
 
This finding is more than minor because it is similar to IMC 0612, Appendix E, example  
2C, in that, the issue was repetitive (2005 and 2007 comprehensive tests). Additionally, this finding is associated with the Equipment 
Performance Attribute of the Mitigating Systems Cornerstone and the associated cornerstone objective of ensuring the reliability of systems 
that respond to initiating events to prevent undesirable consequences. This finding was of very low safety significance because it involved a 
qualification deficiency that was confirmed not to result in a loss of operability.  
 
This finding has a cross-cutting aspect in the area of PI&R, corrective actions program component, because AmerGen personnel identified the 
issue in 2005, but did not take appropriate CAs in a timely manner prior to testing the pumps in 2005 and 2007. [P.1(d)] (Section 4OA2.a.3.c) 
 
 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Require Emergency Lighting Units (ELUs) 
The inspectors identified a NCV of License Condition 2.c(4) and 10 CFR 50, Appendix R, Section III.J, which require that emergency 
lighting units (ELUs) with at least an eight-hour battery power supply be provided in areas needed for operation of safe shutdown (SSD) 
equipment and in access and egress routes thereto. Specifically, Fire Hazards Analysis Report (FHAR) Attachment 3-7 specifies a post fire 
safe shutdown (SSD) action for operators to manually operate valve IC-V-4 within four hours for a fire in fire zone AB-FZ-9, and ELUs were 
not provided at valve IC-V-4 and portions of the adjacent access and egress routes.  
 
The finding is more than minor because it was associated with the Mitigating Systems Cornerstone attribute of protection against external 
factors (i.e. fire) and affects the cornerstone objective of ensuring reliability and capability of systems that respond to initiating events. 
Specifically, the finding adversely affected to some degree the ability to carry out local operator actions required to achieve and maintain a 
SSD condition following a severe fire. This finding was of very low significance because it involved a low degradation of SSD capability. 
The conclusion of low degradation was based on the fact that the procedure step in question has a four hour completion time per FHAR 
Attachment 3-7.  
 
The finding has a cross-cutting aspect in the area of PI&R, Self and Independent Assessments Component, because AmerGen did not take the 
appropriate corrective actions to address this issue commensurate with its safety significance. Specifically, as part of an extent of condition 
review for missing ELUs identified by a fire safe shutdown self assessment conducted in 2003, AmerGen identifed that emergency lighting 
was needed at valve, IC-V-4, to meet the requirements of 10 CFR 50, Appendix R, but has not evaluated and corrected the issue in a timely 
manner. [P.3(c)] (Section 4OA2.c.3)  
 
Inspection Report# : 2008006 (pdf)  

Significance: SL-IV Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Plant Staff Overtime 
The inspectors identified a Severity Level IV NCV of TS 6.8.1.j for not properly implementing and maintaining procedures for controlling 
plant staff work hours of personnel performing safety-related activities. Procedure LS-AA-119, Overtime Controls, was deficient in that it 
permitted the plant manager to authorize work-hour deviations for routine refueling outage activities. Consequently, the plant manager 
authorized over 700 personnel to work greater than 72 hours and up to 84 hours per 7-day period for routine outage support activities during 
the TMI refueling outage (1R17), which exceeded the TS requirements. The affected workers included reactor operators, senior reactor 
operators, auxiliary operators, health physicists, key maintenance personnel, emergency response organization members, reactor engineers 
supporting reactivity manipulations and fuel handling, and engineering and professional personnel performing safety-related work. The 
licensee entered this issue into their corrective action program (IR 713257).  
 
Changing implementing procedure, LS-AA-119, so that it no longer complies with the facility technical specification for controlling the plant 
staff overtime has the potential to impact the NRC's ability to perform its regulatory function. The violation affected the Mitigating Systems 
cornerstone and is more than minor because, if left uncorrected, the excessive work hours would increase the likelihood of human errors 
during refueling outage activities and response to plant events. This violation is characterized as a Severity Level IV in accordance with the 
NRC Enforcement Policy. This issue has a cross-cutting aspect in the area of Human Performance, because procedure LS-AA-119 did not 
provide adequate instructions to provide reasonable assurance that station management would properly control overtime for plant staff 
performing safety-related functions [H.2(c)].  



 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Reactor Coolant System Vent Area During Mid-Loop Operation 
The inspectors identified a NCV of TS 6.8.1a for failure to maintain the appropriate reactor coolant system (RCS) vent area required by 
station procedures during mid-loop operation. The reduced vent area degraded operators’ ability to add water to the RCS in the event of a loss 
of decay heat removal (DHR) and caused reactor vessel level indication to be inaccurate. Corrective actions included operator crew briefings, 
communications between radiological protection and operations personnel, and initiation of IRs 698486 and 705000.  
 
This issue affected the configuration control attribute of the Mitigating Systems cornerstone and was more than minor because it affected the 
availability of water from the borated water storage tank (BWST) to the RCS in the event of a loss of decay heat removal and caused reactor 
vessel level indication to be inaccurate. The inspectors determined that although design margin was reduced, the RCS gravity feed and bleed 
from the BWST function remained operable. The inspectors also concluded that level indication remained sufficient to alert operators if a 
significant change occurred which would warrant operator actions. Therefore a Phase 2 quantitative assessment was not required and the issue 
had very low safety significance. The finding has a cross-cutting aspect in the area of Human Performance, because work control during 
removal of the High Efficiency Particulate Air (HEPA) fans and ventilation hoses from the once through steam generator (OTSG) handholes 
was deficient. Operators and Radiation Protection (RP) technicians did not appropriately coordinate work activities to ensure the required 
RCS vent area was maintained when technicians established radiological postings for the OTSG handhole area [H.3(b)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Procedure Causes Failure to Perform Surveillance Testing of Valves in Accordance with ASME OM Code 
The inspectors identified an NCV of TS 4.2.2 for failure to test eight safety-related valves in accordance with American Society of 
Mechanical Engineers Operations & Maintenance (ASME OM) Code requirements. Procedure OP-TM-211-211 contained no procedural 
steps to verify and document local position indication for eight safety-related make-up system valves. Plant staff revised the procedure and 
successfully tested the valves prior to the completion of this inspection period.  
 
The finding is more than minor because it affected the procedure quality 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. This finding was 
determined to be of very low safety significance since the condition did not involve an actual loss of safety function. This finding has a cross-
cutting aspect in the area of Human Performance, because TMI did not ensure complete and accurate procedures were available for testing 
eight safety-related make-up system valves [H.2(c)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Temporary Ventilation During Mid-Loop Operation Leads to Unusual Event 
A self-revealing NCV of TS 6.8.1.a was identified for failure to properly coordinate maintenance and operational activities associated with 
installing the OTSG primary lower manways during mid-loop operation. Installation of the OTSG lower manway cover, while temporary 
ventilation fans were exhausting air from the OTSG handhole RCS vent, caused an unexpected drop in reactor vessel level indication and 
declaration of an Unusual Event emergency. Corrective actions included removing the ventilation fans and ventilation hose from the OTSG 
handholes, restricting the use of the fans, and initiating IRs 698291, 698693, and 699314.  
 
This issue affected the configuration control attribute of the Mitigating Systems cornerstone and was more than minor because this equipment 
lineup error affected the accuracy of reactor vessel level instrument indication during mid-loop operations, a high risk evolution. The 
inspectors determined that although all four reactor vessel level instruments were affected, their collective level indications, trends, and 
alarms provided sufficient information to alert operators in the event of a loss of inventory. Therefore a Phase 2 quantitative assessment was 
not required and the issue was of very low safety significance. The finding has a cross-cutting aspect in the area of Human Performance, 
because the installation and removal of temporary OTSG ventilation during installation of the OTSG lower primary manway were not 
appropriately coordinated to ensure the operational impact on reactor vessel level indication while in mid-loop operation was understood. 
Consequently reactor vessel level indication was inaccurate and not understood by operations personnel while the plant was in an elevated 
shutdown risk condition [H.3 (b)].  
 
Inspection Report# : 2007005 (pdf)  



Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Actions for Failure to Maintain Structural Design Clearances Inside Reactor Building Containment 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for ineffective corrective 
actions to a previously identified NCV regarding a failure to maintain structural design clearances inside the reactor building. This violation 
involves several permanently installed structures inside the containment that did not meet the required separation distance to the containment 
liner. The inadequate structural clearance increased the likelihood of damage to the safety-related containment liner during a postulated 
seismic event. Corrective actions included evaluation of the specific conditions [Issue Reports (IR) 694026, 700592, and 700679] and 
initiation of actions to move the elevator support structure away from the containment liner during the 2009 refueling outage.  
 
This finding is more than minor because it impacted the configuration control attribute of the Barrier Integrity cornerstone objective to ensure 
the containment barrier protects the public from radionuclide releases. The containment design parameter for clearance between structures 
and the containment liner was not maintained. The finding is of very low safety significance because the issue did not involve an actual open 
pathway in the physical integrity of the containment. This finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution, because engineering inspections performed as corrective actions to a previous NCV did not thoroughly evaluate the containment 
liner for additional clearance deficiencies [P.1(c)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Damaged Control Rod Assembly Due to Deficient Fuel Handling Practices 
A self-revealing NCV of Technical Specification (TS) 6.8.1.c was identified for failure to properly implement procedures to safely move 
control rod assemblies (CRAs) within the spent fuel pool (SFP). Fuel handling operators did not monitor the control mast load cell during 
CRA movement activities and did not verify the transit path (including the control mast) was clear of obstruction prior to bridge or trolley 
movement. These human performance deficiencies resulted in a damaged CRA and had the potential to damage the affected fuel assembly 
(FA) cladding fission product barrier. Corrective actions included verifying proper CRA handling equipment operation, increased personnel 
and supervisory oversight for all FA or CRA moves, event lesson learned briefings, and various procedure revisions to strengthen verification 
requirements.  
 
The issue was more than minor because it affected the human performance attribute of the Barrier Integrity cornerstone objective to ensure 
the fuel cladding barrier protects the public from radionuclide release. The CRA was damaged and another CRA had to be selected for core 
reload. However, the inspectors determined the affected FA fuel clad barrier was not damaged and that containment controls were unaffected. 
Therefore a Phase 2 quantitative assessment was not required and the issue screened to Green (very low safety significance). The finding has 
a cross-cutting aspect in the area of Human Performance, because fuel handling operations personnel did not follow procedure requirements 
for safely moving CRAs in the SFP [H.4(b)].  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Damaged Fuel Assembly Due to Deficient Fuel Handling Practices 
A self-revealing NCV of TS 6.8.1.c was identified for failure to properly establish and implement procedures to safely reload fuel into the 
reactor vessel core. Fuel handling operators proceeded to insert a FA without properly verifying the fuel movement could be safely 
accomplished. The FA became hung up on a cable, was damaged, and required replacement and core redesign for cycle 18 operation. 
Corrective actions included core redesign, a stand-down and event briefing for all refueling personnel, procedure revisions, redesign of the 
shoehorn cables, a root cause evaluation of fuel handling errors, and additional cameras and viewing monitors to further improve visibility 
during core reload.  
 
The issue was more than minor because it affected the human performance attribute of the Barrier Integrity cornerstone objective to ensure 
the fuel cladding design barrier protects the public from radionuclide release. The FA was damaged and another FA was selected for core 
reload, requiring core redesign analysis. However, the inspectors determined the affected FA fuel clad barrier remained intact and that 
containment controls were unaffected. Therefore a Phase 2 quantitative assessment was not required and the issue screened to Green (very 
low safety significance). The finding has a cross-cutting aspect in the area of Human Performance, because fuel handling personnel proceeded 
ahead in the face of uncertainty, without stopping to restore proper visibility [H.4(a)]. 



 
Inspection Report# : 2007005 (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. 
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Three Mile Island 1 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Implementation of Fire Barrier Seal Inspection Procedure 
The inspectors identified an NCV of Technical Specification (TS) 6.8.1.e, which requires that written procedures 
covering the Fire Protection program be properly implemented. Specifically, fire seal inspections performed in August 
and October 2007 did not properly identify two degraded seismic floor penetration fire seals and initiate corrective 
measures including an expanded inspection scope as required by procedure 1303-12.9, Fire Barrier Seal Inspection. 
Consequently, numerous fire seals associated with plant areas containing safety related accident mitigation equipment 
remained degraded until independently identified by the NRC inspectors and licensee staff in June and July 2008. 
Upon discovery of the degraded fire seals, operators declared the fire seals inoperable, established appropriate 
compensatory measures, entered the issue into the corrective action program (Issue Reports 808410, 792382, 791987 
and 793088), and implemented seal repairs.  
 
This finding adversely affected the reliability of equipment required to achieve and maintain a safe shutdown 
condition following a severe fire, because the degraded fire seals adversely affected the confinement defense-in-depth 
element of fire protection. The finding is greater than minor because it is associated with the protection against 
external factors attribute of the Mitigating Systems cornerstone. Because the cracks, foam separation, and holes 
through the seals were small (1/8 to 3/8 inch width and up to full seal length), the finding was determined to have very 
low safety significance. The finding has a cross-cutting aspect in the area of human performance because AmerGen 
personnel did not properly implement the fire barrier seal inspection procedure during inspections completed in late 
2007, such that degraded fire seals were promptly identified and corrected [H.4(b)].  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference Test Conditions for MU-P-1B Not Established in Accordance with ASME OM Code 
The inspectors identified an NCV of TS 4.2.2 for improper implementation of applicable American Society of 
Mechanical Engineers (ASME) Operation and Maintenance (OM) Code requirements for quarterly in-service testing 
(IST) of the ‘B’ makeup pump (MU-P-1B). Specifically, the quarterly test procedure did not set pump differential 
pressure (d/p) or flow at a reference value which was readily duplicated when measuring required vibration data. 
Additionally, the test procedure allows adjustment of a 1 inch by-pass valve (MU-V-205) which could also influence 
pump d/p and the test reference value. The NRC inspectors determined that historically, the quarterly MU-P-1B pump 
test was not in accordance with the ASME Code and could have impacted proper vibration trending to adequately 
detect a degraded pump condition. Corrective actions included an extent-of-condition review of all IST test 
procedures, revision of the MU-P-1B test method to establish a fixed reference point for the duration of the test, and 
establishing a fixed position for the 1 inch bypass valve (IR 807157).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 



cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was of very low safety significance because it involved a 
qualification deficiency that was confirmed not to result in a loss of operability. This finding has a cross-cutting aspect 
in the area of problem identification and resolution (PI&R), corrective actions program component, because corrective 
actions to a prior similar NRC violation (NCV 05000289/2004004-02) regarding IST of the reactor river pumps, did 
not thoroughly evaluate the problem such that deficient IST testing of MU-P-1B was identified and corrected. As a 
result, deficient IST testing of MU-P-1B continued until identified by the NRC inspectors in 2008 [P.1(c)].  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Use of Elevators by Fire Brigade Members 
The team identified that AmerGen allowed fire brigade members to use elevators during response to a fire, when the 
power or control to the elevator could be lost as a result of a fire. This finding was determined to be of very low safety 
significance (Green) and a NCV of the Three Mile Island Nuclear Station, Unit 1 Operating License condition 2.c.(4), 
“Fire Protection.”  
 
The team determined that this finding was more than minor because it was associated with the external factors 
attribute (fire) 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, 
AmerGen allowed fire brigade members to use elevators during fires which could disable the elevator, potentially 
trapping fire brigade members and delaying their efforts to extinguish fires in safe shutdown areas. The team assessed 
this finding in accordance with NRC IMC 0609, Appendix M, Significance Determination Process Using Qualitative 
Criteria because IMC 0609, Appendix F, Fire Protection Significance Determination Process specifically excludes 
findings associated with the performance of the fire brigade. Therefore this finding required regional branch chief 
review in accordance with IMC 0612, Power Reactor Inspection Reports. This finding was screened to very low 
safety significance (Green) based on IMC 0609 Appendix M, Significance Determination Process Using Qualitative 
Criteria and the following considerations: the limited exposure time when brigade members would be in the elevator 
and AmerGen’s practice that the entire brigade did not enter the elevator all at once. The team determined that this 
finding had a cross cutting aspect in the area of problem identification and resolution because when the issue of 
elevator usage by fire brigade members was raised by the NRC residents on November 29, 2007, the issue was not 
fully evaluated (P.1(c)). 
Inspection Report# : 2008009 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Stage Equipment Required by Abnormal Operating Procedures 
The inspectors identified a NCV of Technical Specification (TS) 6.8.1, which requires that written procedures be 
implemented as recommended in Appendix A of Regulatory Guide (RG) 1.33, including abnormal operating 
procedures (AOPs) for loss of service water. Specifically, the AOP for loss of river water was inadequately 
implemented when equipment required was not staged to support the AOP implementation.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
Cornerstone, and the associated cornerstone objective of ensuring the reliability of systems (and personnel) that 
respond to initiating events to prevent undesirable consequences. Specifically, this finding reduced the reliability of 
the operators to complete the AOP. This finding was of very low safety significance (Green) because the finding is not 
a design or qualification deficiency, does not represent a loss of safety function, and does not screen as potentially risk 
significant due to external hazards. Although the operators would be delayed without the staged hoses, the inspectors 
concluded that the alternative cooling safety function could be provided to the Nuclear Services Closed Cooling Water 
(NSCCW) system within the time limit specified by AmerGen’s calculations.  
 



The finding has a cross-cutting aspect related to the area of PI&R, corrective action program component, in that, 
AmerGen identified that the hoses were missing in January 2008, and did not implement CAs to replace the hoses 
required by the AOP until identified by the inspectors. [P1.(d)] (Section 4OA2.a.3.a)  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Increased EDG Fuel Oil Consumption Into Design Basis Calculations 
The inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control." Specifically, 
AmerGen did not ensure that fuel consumption calculations included the additional fuel needed for allowable 
emergency diesel generator (EDG) frequency variations of up to 61 Hertz (Hz). The increased fuel consumption was 
not accurately translated into the TS used to verify operability of the EDGs.  
 
This finding is considered to be more than minor because it is associated with the design control attribute of the 
Mitigating Systems Cornerstone and the associated cornerstone objective of ensuring the capability of systems that 
respond to initiating events to prevent undesirable consequences. This finding was of very low safety significance 
(Green) because the finding is not a design or qualification deficiency, does not represent a loss of safety function, and 
does not screen as potentially risk significant due to external hazards.  
 
The issue has a cross-cutting aspect related to the area of PI&R, corrective action program component, in that, 
AmerGen did not thoroughly evaluate the extent of condition for a previous NRC NCV (reference IR 581933) 
regarding inadequate design control of EDG loading calculations. Specifically, the cause of the problem, not 
adequately considering the effect on EDG loading due to operating at the maximum frequency allowed by station 
procedures, was not resolved for other EDG parameters, such as EDG fuel oil consumption. [P1.(c)] (Section 
4OA2.a.3.b)  
 
 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ASME OM Code Data Collection Requirement for Comprehensive IST 
The inspectors identified a NCV of TS 4.2.2 for the failure to implement applicable American Society of Mechanical 
Engineers (ASME) Operation and Maintenance (OM) Code requirements for comprehensive in-service testing (IST) 
of the ‘A’ and ‘B’ decay heat removal (DH) pumps. Specifically, AmerGen used differential pressure gauges that did 
not meet the data collection requirements for instrument accuracy.  
 
This finding is more than minor because it is similar to IMC 0612, Appendix E, example  
2C, in that, the issue was repetitive (2005 and 2007 comprehensive tests). Additionally, this finding is associated with 
the Equipment Performance Attribute of the Mitigating Systems Cornerstone and the associated cornerstone objective 
of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. This 
finding was of very low safety significance because it involved a qualification deficiency that was confirmed not to 
result in a loss of operability.  
 
This finding has a cross-cutting aspect in the area of PI&R, corrective actions program component, because AmerGen 
personnel identified the issue in 2005, but did not take appropriate CAs in a timely manner prior to testing the pumps 
in 2005 and 2007. [P.1(d)] (Section 4OA2.a.3.c)  
 
Inspection Report# : 2008006 (pdf)  



Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Require Emergency Lighting Units (ELUs) 
The inspectors identified a NCV of License Condition 2.c(4) and 10 CFR 50, Appendix R, Section III.J, which require 
that emergency lighting units (ELUs) with at least an eight-hour battery power supply be provided in areas needed for 
operation of safe shutdown (SSD) equipment and in access and egress routes thereto. Specifically, Fire Hazards 
Analysis Report (FHAR) Attachment 3-7 specifies a post fire safe shutdown (SSD) action for operators to manually 
operate valve IC-V-4 within four hours for a fire in fire zone AB-FZ-9, and ELUs were not provided at valve IC-V-4 
and portions of the adjacent access and egress routes.  
 
The finding is more than minor because it was associated with the Mitigating Systems Cornerstone attribute of 
protection against external factors (i.e. fire) and affects the cornerstone objective of ensuring reliability and capability 
of systems that respond to initiating events. Specifically, the finding adversely affected to some degree the ability to 
carry out local operator actions required to achieve and maintain a SSD condition following a severe fire. This finding 
was of very low significance because it involved a low degradation of SSD capability. The conclusion of low 
degradation was based on the fact that the procedure step in question has a four hour completion time per FHAR 
Attachment 3-7.  
 
The finding has a cross-cutting aspect in the area of PI&R, Self and Independent Assessments Component, because 
AmerGen did not take the appropriate corrective actions to address this issue commensurate with its safety 
significance. Specifically, as part of an extent of condition review for missing ELUs identified by a fire safe shutdown 
self assessment conducted in 2003, AmerGen identifed that emergency lighting was needed at valve, IC-V-4, to meet 
the requirements of 10 CFR 50, Appendix R, but has not evaluated and corrected the issue in a timely manner. [P.3(c)]
(Section 4OA2.c.3)  
 
Inspection Report# : 2008006 (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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Three Mile Island 1 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Implementation of Fire Barrier Seal Inspection Procedure 
The inspectors identified an NCV of Technical Specification (TS) 6.8.1.e, which requires that written procedures 
covering the Fire Protection program be properly implemented. Specifically, fire seal inspections performed in August 
and October 2007 did not properly identify two degraded seismic floor penetration fire seals and initiate corrective 
measures including an expanded inspection scope as required by procedure 1303-12.9, Fire Barrier Seal Inspection. 
Consequently, numerous fire seals associated with plant areas containing safety related accident mitigation equipment 
remained degraded until independently identified by the NRC inspectors and licensee staff in June and July 2008. 
Upon discovery of the degraded fire seals, operators declared the fire seals inoperable, established appropriate 
compensatory measures, entered the issue into the corrective action program (Issue Reports 808410, 792382, 791987 
and 793088), and implemented seal repairs.  
 
This finding adversely affected the reliability of equipment required to achieve and maintain a safe shutdown 
condition following a severe fire, because the degraded fire seals adversely affected the confinement defense-in-depth 
element of fire protection. The finding is greater than minor because it is associated with the protection against 
external factors attribute of the Mitigating Systems cornerstone. Because the cracks, foam separation, and holes 
through the seals were small (1/8 to 3/8 inch width and up to full seal length), the finding was determined to have very 
low safety significance. The finding has a cross-cutting aspect in the area of human performance because AmerGen 
personnel did not properly implement the fire barrier seal inspection procedure during inspections completed in late 
2007, such that degraded fire seals were promptly identified and corrected [H.4(b)].  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference Test Conditions for MU-P-1B Not Established in Accordance with ASME OM Code 
The inspectors identified an NCV of TS 4.2.2 for improper implementation of applicable American Society of 
Mechanical Engineers (ASME) Operation and Maintenance (OM) Code requirements for quarterly in-service testing 
(IST) of the ‘B’ makeup pump (MU-P-1B). Specifically, the quarterly test procedure did not set pump differential 
pressure (d/p) or flow at a reference value which was readily duplicated when measuring required vibration data. 
Additionally, the test procedure allows adjustment of a 1 inch by-pass valve (MU-V-205) which could also influence 
pump d/p and the test reference value. The NRC inspectors determined that historically, the quarterly MU-P-1B pump 
test was not in accordance with the ASME Code and could have impacted proper vibration trending to adequately 
detect a degraded pump condition. Corrective actions included an extent-of-condition review of all IST test 
procedures, revision of the MU-P-1B test method to establish a fixed reference point for the duration of the test, and 
establishing a fixed position for the 1 inch bypass valve (IR 807157).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 



cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was of very low safety significance because it involved a 
qualification deficiency that was confirmed not to result in a loss of operability. This finding has a cross-cutting aspect 
in the area of problem identification and resolution (PI&R), corrective actions program component, because corrective 
actions to a prior similar NRC violation (NCV 05000289/2004004-02) regarding IST of the reactor river pumps, did 
not thoroughly evaluate the problem such that deficient IST testing of MU-P-1B was identified and corrected. As a 
result, deficient IST testing of MU-P-1B continued until identified by the NRC inspectors in 2008 [P.1(c)].  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Use of Elevators by Fire Brigade Members 
The team identified that AmerGen allowed fire brigade members to use elevators during response to a fire, when the 
power or control to the elevator could be lost as a result of a fire. This finding was determined to be of very low safety 
significance (Green) and a NCV of the Three Mile Island Nuclear Station, Unit 1 Operating License condition 2.c.(4), 
“Fire Protection.”  
 
The team determined that this finding was more than minor because it was associated with the external factors 
attribute (fire) 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, 
AmerGen allowed fire brigade members to use elevators during fires which could disable the elevator, potentially 
trapping fire brigade members and delaying their efforts to extinguish fires in safe shutdown areas. The team assessed 
this finding in accordance with NRC IMC 0609, Appendix M, Significance Determination Process Using Qualitative 
Criteria because IMC 0609, Appendix F, Fire Protection Significance Determination Process specifically excludes 
findings associated with the performance of the fire brigade. Therefore this finding required regional branch chief 
review in accordance with IMC 0612, Power Reactor Inspection Reports. This finding was screened to very low 
safety significance (Green) based on IMC 0609 Appendix M, Significance Determination Process Using Qualitative 
Criteria and the following considerations: the limited exposure time when brigade members would be in the elevator 
and AmerGen’s practice that the entire brigade did not enter the elevator all at once. The team determined that this 
finding had a cross cutting aspect in the area of problem identification and resolution because when the issue of 
elevator usage by fire brigade members was raised by the NRC residents on November 29, 2007, the issue was not 
fully evaluated (P.1(c)). 
Inspection Report# : 2008009 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Stage Equipment Required by Abnormal Operating Procedures 
The inspectors identified a NCV of Technical Specification (TS) 6.8.1, which requires that written procedures be 
implemented as recommended in Appendix A of Regulatory Guide (RG) 1.33, including abnormal operating 
procedures (AOPs) for loss of service water. Specifically, the AOP for loss of river water was inadequately 
implemented when equipment required was not staged to support the AOP implementation.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
Cornerstone, and the associated cornerstone objective of ensuring the reliability of systems (and personnel) that 
respond to initiating events to prevent undesirable consequences. Specifically, this finding reduced the reliability of 
the operators to complete the AOP. This finding was of very low safety significance (Green) because the finding is not 
a design or qualification deficiency, does not represent a loss of safety function, and does not screen as potentially risk 
significant due to external hazards. Although the operators would be delayed without the staged hoses, the inspectors 
concluded that the alternative cooling safety function could be provided to the Nuclear Services Closed Cooling Water 
(NSCCW) system within the time limit specified by AmerGen’s calculations.  
 



The finding has a cross-cutting aspect related to the area of PI&R, corrective action program component, in that, 
AmerGen identified that the hoses were missing in January 2008, and did not implement CAs to replace the hoses 
required by the AOP until identified by the inspectors. [P1.(d)] (Section 4OA2.a.3.a)  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Increased EDG Fuel Oil Consumption Into Design Basis Calculations 
The inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control." Specifically, 
AmerGen did not ensure that fuel consumption calculations included the additional fuel needed for allowable 
emergency diesel generator (EDG) frequency variations of up to 61 Hertz (Hz). The increased fuel consumption was 
not accurately translated into the TS used to verify operability of the EDGs.  
 
This finding is considered to be more than minor because it is associated with the design control attribute of the 
Mitigating Systems Cornerstone and the associated cornerstone objective of ensuring the capability of systems that 
respond to initiating events to prevent undesirable consequences. This finding was of very low safety significance 
(Green) because the finding is not a design or qualification deficiency, does not represent a loss of safety function, and 
does not screen as potentially risk significant due to external hazards.  
 
The issue has a cross-cutting aspect related to the area of PI&R, corrective action program component, in that, 
AmerGen did not thoroughly evaluate the extent of condition for a previous NRC NCV (reference IR 581933) 
regarding inadequate design control of EDG loading calculations. Specifically, the cause of the problem, not 
adequately considering the effect on EDG loading due to operating at the maximum frequency allowed by station 
procedures, was not resolved for other EDG parameters, such as EDG fuel oil consumption. [P1.(c)] (Section 
4OA2.a.3.b)  
 
 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ASME OM Code Data Collection Requirement for Comprehensive IST 
The inspectors identified a NCV of TS 4.2.2 for the failure to implement applicable American Society of Mechanical 
Engineers (ASME) Operation and Maintenance (OM) Code requirements for comprehensive in-service testing (IST) 
of the ‘A’ and ‘B’ decay heat removal (DH) pumps. Specifically, AmerGen used differential pressure gauges that did 
not meet the data collection requirements for instrument accuracy.  
 
This finding is more than minor because it is similar to IMC 0612, Appendix E, example  
2C, in that, the issue was repetitive (2005 and 2007 comprehensive tests). Additionally, this finding is associated with 
the Equipment Performance Attribute of the Mitigating Systems Cornerstone and the associated cornerstone objective 
of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. This 
finding was of very low safety significance because it involved a qualification deficiency that was confirmed not to 
result in a loss of operability.  
 
This finding has a cross-cutting aspect in the area of PI&R, corrective actions program component, because AmerGen 
personnel identified the issue in 2005, but did not take appropriate CAs in a timely manner prior to testing the pumps 
in 2005 and 2007. [P.1(d)] (Section 4OA2.a.3.c)  
 
Inspection Report# : 2008006 (pdf)  



Significance:  Apr 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Require Emergency Lighting Units (ELUs) 
The inspectors identified a NCV of License Condition 2.c(4) and 10 CFR 50, Appendix R, Section III.J, which require 
that emergency lighting units (ELUs) with at least an eight-hour battery power supply be provided in areas needed for 
operation of safe shutdown (SSD) equipment and in access and egress routes thereto. Specifically, Fire Hazards 
Analysis Report (FHAR) Attachment 3-7 specifies a post fire safe shutdown (SSD) action for operators to manually 
operate valve IC-V-4 within four hours for a fire in fire zone AB-FZ-9, and ELUs were not provided at valve IC-V-4 
and portions of the adjacent access and egress routes.  
 
The finding is more than minor because it was associated with the Mitigating Systems Cornerstone attribute of 
protection against external factors (i.e. fire) and affects the cornerstone objective of ensuring reliability and capability 
of systems that respond to initiating events. Specifically, the finding adversely affected to some degree the ability to 
carry out local operator actions required to achieve and maintain a SSD condition following a severe fire. This finding 
was of very low significance because it involved a low degradation of SSD capability. The conclusion of low 
degradation was based on the fact that the procedure step in question has a four hour completion time per FHAR 
Attachment 3-7.  
 
The finding has a cross-cutting aspect in the area of PI&R, Self and Independent Assessments Component, because 
AmerGen did not take the appropriate corrective actions to address this issue commensurate with its safety 
significance. Specifically, as part of an extent of condition review for missing ELUs identified by a fire safe shutdown 
self assessment conducted in 2003, AmerGen identifed that emergency lighting was needed at valve, IC-V-4, to meet 
the requirements of 10 CFR 50, Appendix R, but has not evaluated and corrected the issue in a timely manner. [P.3(c)]
(Section 4OA2.c.3)  
 
Inspection Report# : 2008006 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrument Accuracy Not Verified Prior to Performing Containment Penetration Local Leak Rate Testing 
The inspectors identified an NCV of Technical Specification 6.8.5 which requires the Reactor Building Leak Rate 
Testing Program to be properly implemented. Specifically, station personnel repeatedly used temperature instruments 
that did not meet accuracy and repeatability requirements when performing containment penetration leak rate testing 
(LRT). Additionally, in some cases, station personnel did not document what temperature instruments were used and 
therefore the test results did not adequately demonstrate that LRT test requirements had been met. Upon discovery, 
engineers performed a bounding engineering analysis which verified the containment barrier remained operable and 
entered the issue into the corrective action program  
(IR 892386).  
 
This finding is more than minor because the issue is associated with the barrier performance reliability attribute of the 
Barrier Integrity cornerstone and adversely affected the associated cornerstone objective to provide reasonable 
assurance that the physical containment barrier protects the public from radionuclide releases. Repeated failure to 
ensure test instruments met procedure and regulatory requirements was programmatic, affected multiple components, 
adversely affected LRT test accuracy, and consequently impacted the licensee’s ability to verify the reactor building 
containment barrier remained operable. The finding was of very low safety significance because the finding did not 
represent an actual open pathway in the physical integrity of the containment barrier and did not result in a loss of 
containment barrier operability. This finding had a cross-cutting aspect in the area of Human Performance, Work 
Practices component because station personnel repeatedly did not properly implement procedure requirements to 



verify material and special prerequisites for instrument accuracy and repeatability were met prior to performing 
containment penetration LRT [H.4(b)]. 
Inspection Report# : 2009002 (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 



Three Mile Island 1 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Coordination of Work Activities Resulted in NR-P-1C Becoming Inoperable 
A self-revealing NCV of Technical Specification 6.8.1.a was identified for failure to properly plan and coordinate 
maintenance and operational activities affecting safety related components. Specifically, station personnel did not 
properly coordinate implementation of work activities which affected the strainer function for all safety related river 
water pumps. Workers hung a clearance which isolated backwash flow and deenergized the motorized rotating 
elements for all strainers almost 2 days before the associated valve repair maintenance activity was scheduled. During 
this period the station performed the semi-annual clam kill evolution which involved starting and stopping several 
river water pumps. Debris from the river accumulated on the idle strainer for operating nuclear river water pump NR-
P-1C. This restricted flow and the pump was declared inoperable. Operators promptly realigned the standby nuclear 
river water pump, exited the Technical Specification (TS) limiting condition of operation, and entered the issue into 
the corrective action program (IRs 926712 and 927439).  
 
This finding is more than minor because affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the availability of systems that respond to initiating 
events to prevent undesirable consequences. This finding of very low safety significance because it did not represent 
an actual loss of safety function of a single train for greater than the TS allowed outage time. This finding had a cross-
cutting aspect in the area of Human Performance, Work Control component because station personnel did not 
properly coordinate work activities and assess the impact of hanging the strainer clearance tags prior to the clamicide 
evolution such that availability of NR-P-1C was optimized [H.3.b]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Inspections, Evaluation, and Remediation of Submerged Underground Electrical Cables 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Instructions, Procedures, and Drawings, for failure to establish and accomplish appropriate work instructions and 
procedures to inspect underground electrical cables, vaults, and supports for degradation or adverse affects due to long 
term repetitive submergence in water. Personnel did not enter the cable vaults and procedures did not require actual 
visual inspection of the cables, supports, or vaults sufficient to support determination of operability. Actions were not 
taken to identify or remediate the cause of the repetitive flooding and restore the function of the designed cable vault 
drain systems. The inspectors observed corroded cable tray supports, damaged galvanized armor protective sleeves on 
cables, and indications of repetitive long term underground cable submergence in water. Corrective actions included 
revising electrical vault inspection procedures and entering each safety related and maintenance rule scope electrical 
vault to perform visual inspections and assessment. Related issues and corrective actions were addressed through the 
corrective action program (IRs 804151, 845936, 918356, 918427, 920420, 926416, 926420, 927870, 928120, 
930739).  
 



This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was of very low safety significance because it did not 
represent an actual loss of safety function or contribute to external event core damage sequences. This finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, operating experience component, because 
station personnel did not implement and institutionalize industry operating experience regarding hazards of 
submerged electrical cables into station processes and procedures [P.2.b]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess Seismic Qualification of Stop Logs 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The team 
determined Exelon did not evaluate the adequacy of the river water stop logs in the Intake Screen and Pump House 
(ISPH) structure, to ensure that logs would not fail when exposed to seismically-induced loads. The team determined 
that failure of the logs would impact the capability of the safety related nuclear river water, decay river water, and 
reactor river water pumps to perform their design function following the seismic event. FSAR section 5.1.1 describes 
the ISPH and the river water systems as a Seismic Class I structure systems and components and states that this 
equipment should be evaluated in accordance with the methodologies decribed in the FSAR. The licensee entered this 
issue into the corrective action program and performed analysis which indicated the stop logs would remain in place 
following a seismic event.  
 
This finding is more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was determined to be of very low safety significance (Green) because the 
design/qualification deficiency did not result in a loss of function. This finding was not assigned a cross-cutting aspect 
because the underlying cause was not indicative of current performance.  
 
Inspection Report# : 2009006 (pdf)  

Significance: SL-IV Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unqualified Decay Heat River Water Strainer Due to Deficient Evaluation of Plant Modification 
The team identified a Severity Level IV NCV of 10CFR50.59, “Changes, Tests and Experiments,” for the failure to 
obtain a license amendment pursuant to 10 CFR 50.90 prior to implementing a changed to the components credited to 
be operable for the decay heat river system. The team reviewed a modification and associated safety evaluation that 
removed the internals of the 'A' decay heat river strainer and credited three non-safety related traveling screens to 
perform straining function. Exelon 50.59 evaluation concluded that a license amendment was not required prior to this 
change. The team determined that because the screens were not safety related structures, systems, or components they 
could not be used to meet the system operability requirements as discussed in Technical Specification 3.3 Emergency 
Core Cooling, Reactor Building Emergency Cooling and Reactor Building Spray Systems. Use of these components 
would require a change to the TS, and, therefore, the 50.59 process screening should have determined the process 
cannot be used because the process is not applicable for TS changes. Following identification of the issue Exelon 
performed an operability evaluation to ensure the system could respond to credited design basis events and performed 
an apparent cause evaluation to determine the cause of the performance deficiency.  
 
The team concluded that using the 50.59 process to change the requirements of the technical specifications was a 
performance deficiency. The failure to submit this change to the NRC for approval prior to implementation prevented 
the NRC from performing its regulatory function and, therefore, the issue should be evaluated under traditional 
enforcement guidance. The team determined that this issue was more than minor because there was a likelihood that 
this activity would have required NRC approval prior to implementation. The severity level of the violation was 
determined to be Severity Level IV. Additionally, the issue was determined to be of very low safety significance 
because the issue was determined to be a qualification issue not resulting in inoperability of the system. This finding 



was determined to have a crosscutting aspect of Human Performance- Decision Making which states the licensee 
should use conservative assumptions in decision making and adopts a requirement to demonstrate that the proposed 
action is safe [H.1.b].  
 
Inspection Report# : 2009006 (pdf)  

Significance:  Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Install Amptector Bypass Jumper for Load Center Breaker 
The team identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, Drawings, in that 
Exelon failed to include appropriate quantitative or qualitative acceptance criteria for determining that important 
activities have been satisfactorily accomplished. Specifically, the team identified that the maintenance and testing 
procedure E-5.2 for the Westinghouse type DB-50 480V safety-related load center circuit breaker did not include 
instructions to ensure that a jumper be installed to defeat the Amptector discriminator circuit. The failure to install the 
jumper resulted in the feeder breaker to a safety related motor control center not meeting the design basis requirement 
for breaker coordination between safety and non safety related equipment. Following identification of the issue 
Exelon performed an operability assessment and implemented compensatory actions to ensure breaker coordination 
was maintained.  
 
This finding is more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was of very low safety significance since it was a procedure deficiency 
determined not to have resulted in the loss of safety function. The finding had a cross cutting aspect in Human 
Performance – Resources which requires procedures be complete, accurate and up to date.  
 
Inspection Report# : 2009006 (pdf)  

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Implementation of Fire Barrier Seal Inspection Procedure 
The inspectors identified an NCV of Technical Specification (TS) 6.8.1.e, which requires that written procedures 
covering the Fire Protection program be properly implemented. Specifically, fire seal inspections performed in August 
and October 2007 did not properly identify two degraded seismic floor penetration fire seals and initiate corrective 
measures including an expanded inspection scope as required by procedure 1303-12.9, Fire Barrier Seal Inspection. 
Consequently, numerous fire seals associated with plant areas containing safety related accident mitigation equipment 
remained degraded until independently identified by the NRC inspectors and licensee staff in June and July 2008. 
Upon discovery of the degraded fire seals, operators declared the fire seals inoperable, established appropriate 
compensatory measures, entered the issue into the corrective action program (Issue Reports 808410, 792382, 791987 
and 793088), and implemented seal repairs.  
 
This finding adversely affected the reliability of equipment required to achieve and maintain a safe shutdown 
condition following a severe fire, because the degraded fire seals adversely affected the confinement defense-in-depth 
element of fire protection. The finding is greater than minor because it is associated with the protection against 
external factors attribute of the Mitigating Systems cornerstone. Because the cracks, foam separation, and holes 
through the seals were small (1/8 to 3/8 inch width and up to full seal length), the finding was determined to have very 
low safety significance. The finding has a cross-cutting aspect in the area of human performance because AmerGen 
personnel did not properly implement the fire barrier seal inspection procedure during inspections completed in late 
2007, such that degraded fire seals were promptly identified and corrected [H.4(b)].  
 
Inspection Report# : 2008004 (pdf)  



Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference Test Conditions for MU-P-1B Not Established in Accordance with ASME OM Code 
The inspectors identified an NCV of TS 4.2.2 for improper implementation of applicable American Society of 
Mechanical Engineers (ASME) Operation and Maintenance (OM) Code requirements for quarterly in-service testing 
(IST) of the ‘B’ makeup pump (MU-P-1B). Specifically, the quarterly test procedure did not set pump differential 
pressure (d/p) or flow at a reference value which was readily duplicated when measuring required vibration data. 
Additionally, the test procedure allows adjustment of a 1 inch by-pass valve (MU-V-205) which could also influence 
pump d/p and the test reference value. The NRC inspectors determined that historically, the quarterly MU-P-1B pump 
test was not in accordance with the ASME Code and could have impacted proper vibration trending to adequately 
detect a degraded pump condition. Corrective actions included an extent-of-condition review of all IST test 
procedures, revision of the MU-P-1B test method to establish a fixed reference point for the duration of the test, and 
establishing a fixed position for the 1 inch bypass valve (IR 807157).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was of very low safety significance because it involved a 
qualification deficiency that was confirmed not to result in a loss of operability. This finding has a cross-cutting aspect 
in the area of problem identification and resolution (PI&R), corrective actions program component, because corrective 
actions to a prior similar NRC violation (NCV 05000289/2004004-02) regarding IST of the reactor river pumps, did 
not thoroughly evaluate the problem such that deficient IST testing of MU-P-1B was identified and corrected. As a 
result, deficient IST testing of MU-P-1B continued until identified by the NRC inspectors in 2008 [P.1(c)].  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Use of Elevators by Fire Brigade Members 
The team identified that AmerGen allowed fire brigade members to use elevators during response to a fire, when the 
power or control to the elevator could be lost as a result of a fire. This finding was determined to be of very low safety 
significance (Green) and a NCV of the Three Mile Island Nuclear Station, Unit 1 Operating License condition 2.c.(4), 
“Fire Protection.”  
 
The team determined that this finding was more than minor because it was associated with the external factors 
attribute (fire) 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, 
AmerGen allowed fire brigade members to use elevators during fires which could disable the elevator, potentially 
trapping fire brigade members and delaying their efforts to extinguish fires in safe shutdown areas. The team assessed 
this finding in accordance with NRC IMC 0609, Appendix M, Significance Determination Process Using Qualitative 
Criteria because IMC 0609, Appendix F, Fire Protection Significance Determination Process specifically excludes 
findings associated with the performance of the fire brigade. Therefore this finding required regional branch chief 
review in accordance with IMC 0612, Power Reactor Inspection Reports. This finding was screened to very low 
safety significance (Green) based on IMC 0609 Appendix M, Significance Determination Process Using Qualitative 
Criteria and the following considerations: the limited exposure time when brigade members would be in the elevator 
and AmerGen’s practice that the entire brigade did not enter the elevator all at once. The team determined that this 
finding had a cross cutting aspect in the area of problem identification and resolution because when the issue of 
elevator usage by fire brigade members was raised by the NRC residents on November 29, 2007, the issue was not 
fully evaluated (P.1(c)). 
Inspection Report# : 2008009 (pdf)  



Barrier Integrity 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrument Accuracy Not Verified Prior to Performing Containment Penetration Local Leak Rate Testing 
The inspectors identified an NCV of Technical Specification 6.8.5 which requires the Reactor Building Leak Rate 
Testing Program to be properly implemented. Specifically, station personnel repeatedly used temperature instruments 
that did not meet accuracy and repeatability requirements when performing containment penetration leak rate testing 
(LRT). Additionally, in some cases, station personnel did not document what temperature instruments were used and 
therefore the test results did not adequately demonstrate that LRT test requirements had been met. Upon discovery, 
engineers performed a bounding engineering analysis which verified the containment barrier remained operable and 
entered the issue into the corrective action program  
(IR 892386).  
 
This finding is more than minor because the issue is associated with the barrier performance reliability attribute of the 
Barrier Integrity cornerstone and adversely affected the associated cornerstone objective to provide reasonable 
assurance that the physical containment barrier protects the public from radionuclide releases. Repeated failure to 
ensure test instruments met procedure and regulatory requirements was programmatic, affected multiple components, 
adversely affected LRT test accuracy, and consequently impacted the licensee’s ability to verify the reactor building 
containment barrier remained operable. The finding was of very low safety significance because the finding did not 
represent an actual open pathway in the physical integrity of the containment barrier and did not result in a loss of 
containment barrier operability. This finding had a cross-cutting aspect in the area of Human Performance, Work 
Practices component because station personnel repeatedly did not properly implement procedure requirements to 
verify material and special prerequisites for instrument accuracy and repeatability were met prior to performing 
containment penetration LRT [H.4(b)]. 
Inspection Report# : 2009002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 



Last modified : August 31, 2009 



Three Mile Island 1 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Coordination of Work Activities Resulted in NR-P-1C Becoming Inoperable 
A self-revealing NCV of Technical Specification 6.8.1.a was identified for failure to properly plan and coordinate 
maintenance and operational activities affecting safety related components. Specifically, station personnel did not 
properly coordinate implementation of work activities which affected the strainer function for all safety related river 
water pumps. Workers hung a clearance which isolated backwash flow and deenergized the motorized rotating 
elements for all strainers almost 2 days before the associated valve repair maintenance activity was scheduled. During 
this period the station performed the semi-annual clam kill evolution which involved starting and stopping several 
river water pumps. Debris from the river accumulated on the idle strainer for operating nuclear river water pump NR-
P-1C. This restricted flow and the pump was declared inoperable. Operators promptly realigned the standby nuclear 
river water pump, exited the Technical Specification (TS) limiting condition of operation, and entered the issue into 
the corrective action program (IRs 926712 and 927439).  
 
This finding is more than minor because affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the availability of systems that respond to initiating 
events to prevent undesirable consequences. This finding of very low safety significance because it did not represent 
an actual loss of safety function of a single train for greater than the TS allowed outage time. This finding had a cross-
cutting aspect in the area of Human Performance, Work Control component because station personnel did not 
properly coordinate work activities and assess the impact of hanging the strainer clearance tags prior to the clamicide 
evolution such that availability of NR-P-1C was optimized [H.3.b]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Inspections, Evaluation, and Remediation of Submerged Underground Electrical Cables 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Instructions, Procedures, and Drawings, for failure to establish and accomplish appropriate work instructions and 
procedures to inspect underground electrical cables, vaults, and supports for degradation or adverse affects due to long 
term repetitive submergence in water. Personnel did not enter the cable vaults and procedures did not require actual 
visual inspection of the cables, supports, or vaults sufficient to support determination of operability. Actions were not 
taken to identify or remediate the cause of the repetitive flooding and restore the function of the designed cable vault 
drain systems. The inspectors observed corroded cable tray supports, damaged galvanized armor protective sleeves on 
cables, and indications of repetitive long term underground cable submergence in water. Corrective actions included 
revising electrical vault inspection procedures and entering each safety related and maintenance rule scope electrical 
vault to perform visual inspections and assessment. Related issues and corrective actions were addressed through the 
corrective action program (IRs 804151, 845936, 918356, 918427, 920420, 926416, 926420, 927870, 928120, 
930739).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 



cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was of very low safety significance because it did not 
represent an actual loss of safety function or contribute to external event core damage sequences. This finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, operating experience component, because 
station personnel did not implement and institutionalize industry operating experience regarding hazards of 
submerged electrical cables into station processes and procedures [P.2.b]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess Seismic Qualification of Stop Logs 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The team 
determined Exelon did not evaluate the adequacy of the river water stop logs in the Intake Screen and Pump House 
(ISPH) structure, to ensure that logs would not fail when exposed to seismically-induced loads. The team determined 
that failure of the logs would impact the capability of the safety related nuclear river water, decay river water, and 
reactor river water pumps to perform their design function following the seismic event. FSAR section 5.1.1 describes 
the ISPH and the river water systems as a Seismic Class I structure systems and components and states that this 
equipment should be evaluated in accordance with the methodologies decribed in the FSAR. The licensee entered this 
issue into the corrective action program and performed analysis which indicated the stop logs would remain in place 
following a seismic event.  
 
This finding is more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was determined to be of very low safety significance (Green) because the 
design/qualification deficiency did not result in a loss of function. This finding was not assigned a cross-cutting aspect 
because the underlying cause was not indicative of current performance.  
 
Inspection Report# : 2009006 (pdf)  

Significance: SL-IV Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unqualified Decay Heat River Water Strainer Due to Deficient Evaluation of Plant Modification 
The team identified a Severity Level IV NCV of 10CFR50.59, “Changes, Tests and Experiments,” for the failure to 
obtain a license amendment pursuant to 10 CFR 50.90 prior to implementing a changed to the components credited to 
be operable for the decay heat river system. The team reviewed a modification and associated safety evaluation that 
removed the internals of the 'A' decay heat river strainer and credited three non-safety related traveling screens to 
perform straining function. Exelon 50.59 evaluation concluded that a license amendment was not required prior to this 
change. The team determined that because the screens were not safety related structures, systems, or components they 
could not be used to meet the system operability requirements as discussed in Technical Specification 3.3 Emergency 
Core Cooling, Reactor Building Emergency Cooling and Reactor Building Spray Systems. Use of these components 
would require a change to the TS, and, therefore, the 50.59 process screening should have determined the process 
cannot be used because the process is not applicable for TS changes. Following identification of the issue Exelon 
performed an operability evaluation to ensure the system could respond to credited design basis events and performed 
an apparent cause evaluation to determine the cause of the performance deficiency.  
 
The team concluded that using the 50.59 process to change the requirements of the technical specifications was a 
performance deficiency. The failure to submit this change to the NRC for approval prior to implementation prevented 
the NRC from performing its regulatory function and, therefore, the issue should be evaluated under traditional 
enforcement guidance. The team determined that this issue was more than minor because there was a likelihood that 
this activity would have required NRC approval prior to implementation. The severity level of the violation was 
determined to be Severity Level IV. Additionally, the issue was determined to be of very low safety significance 
because the issue was determined to be a qualification issue not resulting in inoperability of the system. This finding 
was determined to have a crosscutting aspect of Human Performance- Decision Making which states the licensee 
should use conservative assumptions in decision making and adopts a requirement to demonstrate that the proposed 



action is safe [H.1.b].  
 
Inspection Report# : 2009006 (pdf)  

Significance:  Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Install Amptector Bypass Jumper for Load Center Breaker 
The team identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, Drawings, in that 
Exelon failed to include appropriate quantitative or qualitative acceptance criteria for determining that important 
activities have been satisfactorily accomplished. Specifically, the team identified that the maintenance and testing 
procedure E-5.2 for the Westinghouse type DB-50 480V safety-related load center circuit breaker did not include 
instructions to ensure that a jumper be installed to defeat the Amptector discriminator circuit. The failure to install the 
jumper resulted in the feeder breaker to a safety related motor control center not meeting the design basis requirement 
for breaker coordination between safety and non safety related equipment. Following identification of the issue 
Exelon performed an operability assessment and implemented compensatory actions to ensure breaker coordination 
was maintained.  
 
This finding is more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was of very low safety significance since it was a procedure deficiency 
determined not to have resulted in the loss of safety function. The finding had a cross cutting aspect in Human 
Performance – Resources which requires procedures be complete, accurate and up to date.  
 
Inspection Report# : 2009006 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrument Accuracy Not Verified Prior to Performing Containment Penetration Local Leak Rate Testing 
The inspectors identified an NCV of Technical Specification 6.8.5 which requires the Reactor Building Leak Rate 
Testing Program to be properly implemented. Specifically, station personnel repeatedly used temperature instruments 
that did not meet accuracy and repeatability requirements when performing containment penetration leak rate testing 
(LRT). Additionally, in some cases, station personnel did not document what temperature instruments were used and 
therefore the test results did not adequately demonstrate that LRT test requirements had been met. Upon discovery, 
engineers performed a bounding engineering analysis which verified the containment barrier remained operable and 
entered the issue into the corrective action program  
(IR 892386).  
 
This finding is more than minor because the issue is associated with the barrier performance reliability attribute of the 
Barrier Integrity cornerstone and adversely affected the associated cornerstone objective to provide reasonable 
assurance that the physical containment barrier protects the public from radionuclide releases. Repeated failure to 
ensure test instruments met procedure and regulatory requirements was programmatic, affected multiple components, 
adversely affected LRT test accuracy, and consequently impacted the licensee’s ability to verify the reactor building 
containment barrier remained operable. The finding was of very low safety significance because the finding did not 
represent an actual open pathway in the physical integrity of the containment barrier and did not result in a loss of 
containment barrier operability. This finding had a cross-cutting aspect in the area of Human Performance, Work 
Practices component because station personnel repeatedly did not properly implement procedure requirements to 
verify material and special prerequisites for instrument accuracy and repeatability were met prior to performing 
containment penetration LRT [H.4(b)]. 
Inspection Report# : 2009002 (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 : December 10, 2009 



Three Mile Island 1 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV 05000289/2009005-01, Potential CO2 Migration Outside the Relay Room Fire Area 
The inspectors identified a Green, non-cited violation of the Three Mile Island operating license for not adequately 
considering the effects of CO2 toxicity. Specifically, for a fire in the relay room which causes a CO2 initiation and a 
control room evacuation, CO2 would migrate into adjacent areas. Because operators must enter these adjacent areas to 
perform time critical, safe shutdown actions, the potential existed to delay or incapacitate the operators which would 
negatively impact the ability to safely shutdown the plant. Exelon made procedural and training changes to ensure that 
operators immediately don self-contained breathing apparatus in the event of a control room evacuation after a CO2 
initiation in the relay room.  
 
The finding was more than minor because it was associated with the external factors (fire) 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 issue was found to be of very low 
safety significance (Green) due to the low degradation rating resulting from the minimal impact on the fire protection 
program. This finding did not have a cross-cutting aspect because the most significant contributor of the performance 
deficiency was not reflective of current licensee performance.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Coordination of Work Activities Resulted in NR-P-1C Becoming Inoperable 
A self-revealing NCV of Technical Specification 6.8.1.a was identified for failure to properly plan and coordinate 
maintenance and operational activities affecting safety related components. Specifically, station personnel did not 
properly coordinate implementation of work activities which affected the strainer function for all safety related river 
water pumps. Workers hung a clearance which isolated backwash flow and deenergized the motorized rotating 
elements for all strainers almost 2 days before the associated valve repair maintenance activity was scheduled. During 
this period the station performed the semi-annual clam kill evolution which involved starting and stopping several 
river water pumps. Debris from the river accumulated on the idle strainer for operating nuclear river water pump NR-
P-1C. This restricted flow and the pump was declared inoperable. Operators promptly realigned the standby nuclear 
river water pump, exited the Technical Specification (TS) limiting condition of operation, and entered the issue into 
the corrective action program (IRs 926712 and 927439).  
 
This finding is more than minor because affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the availability of systems that respond to initiating 
events to prevent undesirable consequences. This finding of very low safety significance because it did not represent 
an actual loss of safety function of a single train for greater than the TS allowed outage time. This finding had a cross-
cutting aspect in the area of Human Performance, Work Control component because station personnel did not 
properly coordinate work activities and assess the impact of hanging the strainer clearance tags prior to the clamicide 



evolution such that availability of NR-P-1C was optimized [H.3.b].
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Inspections, Evaluation, and Remediation of Submerged Underground Electrical Cables 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Instructions, Procedures, and Drawings, for failure to establish and accomplish appropriate work instructions and 
procedures to inspect underground electrical cables, vaults, and supports for degradation or adverse affects due to long 
term repetitive submergence in water. Personnel did not enter the cable vaults and procedures did not require actual 
visual inspection of the cables, supports, or vaults sufficient to support determination of operability. Actions were not 
taken to identify or remediate the cause of the repetitive flooding and restore the function of the designed cable vault 
drain systems. The inspectors observed corroded cable tray supports, damaged galvanized armor protective sleeves on 
cables, and indications of repetitive long term underground cable submergence in water. Corrective actions included 
revising electrical vault inspection procedures and entering each safety related and maintenance rule scope electrical 
vault to perform visual inspections and assessment. Related issues and corrective actions were addressed through the 
corrective action program (IRs 804151, 845936, 918356, 918427, 920420, 926416, 926420, 927870, 928120, 
930739).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was of very low safety significance because it did not 
represent an actual loss of safety function or contribute to external event core damage sequences. This finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, operating experience component, because 
station personnel did not implement and institutionalize industry operating experience regarding hazards of 
submerged electrical cables into station processes and procedures [P.2.b]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess Seismic Qualification of Stop Logs 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The team 
determined Exelon did not evaluate the adequacy of the river water stop logs in the Intake Screen and Pump House 
(ISPH) structure, to ensure that logs would not fail when exposed to seismically-induced loads. The team determined 
that failure of the logs would impact the capability of the safety related nuclear river water, decay river water, and 
reactor river water pumps to perform their design function following the seismic event. FSAR section 5.1.1 describes 
the ISPH and the river water systems as a Seismic Class I structure systems and components and states that this 
equipment should be evaluated in accordance with the methodologies decribed in the FSAR. The licensee entered this 
issue into the corrective action program and performed analysis which indicated the stop logs would remain in place 
following a seismic event.  
 
This finding is more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was determined to be of very low safety significance (Green) because the 
design/qualification deficiency did not result in a loss of function. This finding was not assigned a cross-cutting aspect 
because the underlying cause was not indicative of current performance.  
 
Inspection Report# : 2009006 (pdf)  

Significance: SL-IV Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unqualified Decay Heat River Water Strainer Due to Deficient Evaluation of Plant Modification



The team identified a Severity Level IV NCV of 10CFR50.59, “Changes, Tests and Experiments,” for the failure to 
obtain a license amendment pursuant to 10 CFR 50.90 prior to implementing a changed to the components credited to 
be operable for the decay heat river system. The team reviewed a modification and associated safety evaluation that 
removed the internals of the 'A' decay heat river strainer and credited three non-safety related traveling screens to 
perform straining function. Exelon 50.59 evaluation concluded that a license amendment was not required prior to this 
change. The team determined that because the screens were not safety related structures, systems, or components they 
could not be used to meet the system operability requirements as discussed in Technical Specification 3.3 Emergency 
Core Cooling, Reactor Building Emergency Cooling and Reactor Building Spray Systems. Use of these components 
would require a change to the TS, and, therefore, the 50.59 process screening should have determined the process 
cannot be used because the process is not applicable for TS changes. Following identification of the issue Exelon 
performed an operability evaluation to ensure the system could respond to credited design basis events and performed 
an apparent cause evaluation to determine the cause of the performance deficiency.  
 
The team concluded that using the 50.59 process to change the requirements of the technical specifications was a 
performance deficiency. The failure to submit this change to the NRC for approval prior to implementation prevented 
the NRC from performing its regulatory function and, therefore, the issue should be evaluated under traditional 
enforcement guidance. The team determined that this issue was more than minor because there was a likelihood that 
this activity would have required NRC approval prior to implementation. The severity level of the violation was 
determined to be Severity Level IV. Additionally, the issue was determined to be of very low safety significance 
because the issue was determined to be a qualification issue not resulting in inoperability of the system. This finding 
was determined to have a crosscutting aspect of Human Performance- Decision Making which states the licensee 
should use conservative assumptions in decision making and adopts a requirement to demonstrate that the proposed 
action is safe [H.1.b].  
 
Inspection Report# : 2009006 (pdf)  

Significance:  Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Install Amptector Bypass Jumper for Load Center Breaker 
The team identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, Drawings, in that 
Exelon failed to include appropriate quantitative or qualitative acceptance criteria for determining that important 
activities have been satisfactorily accomplished. Specifically, the team identified that the maintenance and testing 
procedure E-5.2 for the Westinghouse type DB-50 480V safety-related load center circuit breaker did not include 
instructions to ensure that a jumper be installed to defeat the Amptector discriminator circuit. The failure to install the 
jumper resulted in the feeder breaker to a safety related motor control center not meeting the design basis requirement 
for breaker coordination between safety and non safety related equipment. Following identification of the issue 
Exelon performed an operability assessment and implemented compensatory actions to ensure breaker coordination 
was maintained.  
 
This finding is more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was of very low safety significance since it was a procedure deficiency 
determined not to have resulted in the loss of safety function. The finding had a cross cutting aspect in Human 
Performance – Resources which requires procedures be complete, accurate and up to date.  
 
Inspection Report# : 2009006 (pdf)  

Barrier Integrity 

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



Instrument Accuracy Not Verified Prior to Performing Containment Penetration Local Leak Rate Testing
The inspectors identified an NCV of Technical Specification 6.8.5 which requires the Reactor Building Leak Rate 
Testing Program to be properly implemented. Specifically, station personnel repeatedly used temperature instruments 
that did not meet accuracy and repeatability requirements when performing containment penetration leak rate testing 
(LRT). Additionally, in some cases, station personnel did not document what temperature instruments were used and 
therefore the test results did not adequately demonstrate that LRT test requirements had been met. Upon discovery, 
engineers performed a bounding engineering analysis which verified the containment barrier remained operable and 
entered the issue into the corrective action program  
(IR 892386).  
 
This finding is more than minor because the issue is associated with the barrier performance reliability attribute of the 
Barrier Integrity cornerstone and adversely affected the associated cornerstone objective to provide reasonable 
assurance that the physical containment barrier protects the public from radionuclide releases. Repeated failure to 
ensure test instruments met procedure and regulatory requirements was programmatic, affected multiple components, 
adversely affected LRT test accuracy, and consequently impacted the licensee’s ability to verify the reactor building 
containment barrier remained operable. The finding was of very low safety significance because the finding did not 
represent an actual open pathway in the physical integrity of the containment barrier and did not result in a loss of 
containment barrier operability. This finding had a cross-cutting aspect in the area of Human Performance, Work 
Practices component because station personnel repeatedly did not properly implement procedure requirements to 
verify material and special prerequisites for instrument accuracy and repeatability were met prior to performing 
containment penetration LRT [H.4(b)]. 
Inspection Report# : 2009002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : March 01, 2010 



Three Mile Island 1 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV 05000289/2009005-01, Potential CO2 Migration Outside the Relay Room Fire Area 
The inspectors identified a Green, non-cited violation of the Three Mile Island operating license for not adequately 
considering the effects of CO2 toxicity. Specifically, for a fire in the relay room which causes a CO2 initiation and a 
control room evacuation, CO2 would migrate into adjacent areas. Because operators must enter these adjacent areas to 
perform time critical, safe shutdown actions, the potential existed to delay or incapacitate the operators which would 
negatively impact the ability to safely shutdown the plant. Exelon made procedural and training changes to ensure that 
operators immediately don self-contained breathing apparatus in the event of a control room evacuation after a CO2 
initiation in the relay room.  
 
The finding was more than minor because it was associated with the external factors (fire) 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 issue was found to be of very low 
safety significance (Green) due to the low degradation rating resulting from the minimal impact on the fire protection 
program. This finding did not have a cross-cutting aspect because the most significant contributor of the performance 
deficiency was not reflective of current licensee performance.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Coordination of Work Activities Resulted in NR-P-1C Becoming Inoperable 
A self-revealing NCV of Technical Specification 6.8.1.a was identified for failure to properly plan and coordinate 
maintenance and operational activities affecting safety related components. Specifically, station personnel did not 
properly coordinate implementation of work activities which affected the strainer function for all safety related river 
water pumps. Workers hung a clearance which isolated backwash flow and deenergized the motorized rotating 
elements for all strainers almost 2 days before the associated valve repair maintenance activity was scheduled. During 
this period the station performed the semi-annual clam kill evolution which involved starting and stopping several 
river water pumps. Debris from the river accumulated on the idle strainer for operating nuclear river water pump NR-
P-1C. This restricted flow and the pump was declared inoperable. Operators promptly realigned the standby nuclear 
river water pump, exited the Technical Specification (TS) limiting condition of operation, and entered the issue into 
the corrective action program (IRs 926712 and 927439).  
 
This finding is more than minor because affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the availability of systems that respond to initiating 
events to prevent undesirable consequences. This finding of very low safety significance because it did not represent 
an actual loss of safety function of a single train for greater than the TS allowed outage time. This finding had a cross-
cutting aspect in the area of Human Performance, Work Control component because station personnel did not 
properly coordinate work activities and assess the impact of hanging the strainer clearance tags prior to the clamicide 



evolution such that availability of NR-P-1C was optimized [H.3.b].
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Inspections, Evaluation, and Remediation of Submerged Underground Electrical Cables 
The inspectors identified an NCV of 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion V, 
Instructions, Procedures, and Drawings, for failure to establish and accomplish appropriate work instructions and 
procedures to inspect underground electrical cables, vaults, and supports for degradation or adverse affects due to long 
term repetitive submergence in water. Personnel did not enter the cable vaults and procedures did not require actual 
visual inspection of the cables, supports, or vaults sufficient to support determination of operability. Actions were not 
taken to identify or remediate the cause of the repetitive flooding and restore the function of the designed cable vault 
drain systems. The inspectors observed corroded cable tray supports, damaged galvanized armor protective sleeves on 
cables, and indications of repetitive long term underground cable submergence in water. Corrective actions included 
revising electrical vault inspection procedures and entering each safety related and maintenance rule scope electrical 
vault to perform visual inspections and assessment. Related issues and corrective actions were addressed through the 
corrective action program (IRs 804151, 845936, 918356, 918427, 920420, 926416, 926420, 927870, 928120, 
930739).  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was of very low safety significance because it did not 
represent an actual loss of safety function or contribute to external event core damage sequences. This finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, operating experience component, because 
station personnel did not implement and institutionalize industry operating experience regarding hazards of 
submerged electrical cables into station processes and procedures [P.2.b]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess Seismic Qualification of Stop Logs 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The team 
determined Exelon did not evaluate the adequacy of the river water stop logs in the Intake Screen and Pump House 
(ISPH) structure, to ensure that logs would not fail when exposed to seismically-induced loads. The team determined 
that failure of the logs would impact the capability of the safety related nuclear river water, decay river water, and 
reactor river water pumps to perform their design function following the seismic event. FSAR section 5.1.1 describes 
the ISPH and the river water systems as a Seismic Class I structure systems and components and states that this 
equipment should be evaluated in accordance with the methodologies decribed in the FSAR. The licensee entered this 
issue into the corrective action program and performed analysis which indicated the stop logs would remain in place 
following a seismic event.  
 
This finding is more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was determined to be of very low safety significance (Green) because the 
design/qualification deficiency did not result in a loss of function. This finding was not assigned a cross-cutting aspect 
because the underlying cause was not indicative of current performance.  
 
Inspection Report# : 2009006 (pdf)  

Significance: SL-IV Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unqualified Decay Heat River Water Strainer Due to Deficient Evaluation of Plant Modification



The team identified a Severity Level IV NCV of 10CFR50.59, “Changes, Tests and Experiments,” for the failure to 
obtain a license amendment pursuant to 10 CFR 50.90 prior to implementing a changed to the components credited to 
be operable for the decay heat river system. The team reviewed a modification and associated safety evaluation that 
removed the internals of the 'A' decay heat river strainer and credited three non-safety related traveling screens to 
perform straining function. Exelon 50.59 evaluation concluded that a license amendment was not required prior to this 
change. The team determined that because the screens were not safety related structures, systems, or components they 
could not be used to meet the system operability requirements as discussed in Technical Specification 3.3 Emergency 
Core Cooling, Reactor Building Emergency Cooling and Reactor Building Spray Systems. Use of these components 
would require a change to the TS, and, therefore, the 50.59 process screening should have determined the process 
cannot be used because the process is not applicable for TS changes. Following identification of the issue Exelon 
performed an operability evaluation to ensure the system could respond to credited design basis events and performed 
an apparent cause evaluation to determine the cause of the performance deficiency.  
 
The team concluded that using the 50.59 process to change the requirements of the technical specifications was a 
performance deficiency. The failure to submit this change to the NRC for approval prior to implementation prevented 
the NRC from performing its regulatory function and, therefore, the issue should be evaluated under traditional 
enforcement guidance. The team determined that this issue was more than minor because there was a likelihood that 
this activity would have required NRC approval prior to implementation. The severity level of the violation was 
determined to be Severity Level IV. Additionally, the issue was determined to be of very low safety significance 
because the issue was determined to be a qualification issue not resulting in inoperability of the system. This finding 
was determined to have a crosscutting aspect of Human Performance- Decision Making which states the licensee 
should use conservative assumptions in decision making and adopts a requirement to demonstrate that the proposed 
action is safe [H.1.b].  
 
Inspection Report# : 2009006 (pdf)  

Significance:  Jun 26, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Install Amptector Bypass Jumper for Load Center Breaker 
The team identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, Drawings, in that 
Exelon failed to include appropriate quantitative or qualitative acceptance criteria for determining that important 
activities have been satisfactorily accomplished. Specifically, the team identified that the maintenance and testing 
procedure E-5.2 for the Westinghouse type DB-50 480V safety-related load center circuit breaker did not include 
instructions to ensure that a jumper be installed to defeat the Amptector discriminator circuit. The failure to install the 
jumper resulted in the feeder breaker to a safety related motor control center not meeting the design basis requirement 
for breaker coordination between safety and non safety related equipment. Following identification of the issue 
Exelon performed an operability assessment and implemented compensatory actions to ensure breaker coordination 
was maintained.  
 
This finding is more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was of very low safety significance since it was a procedure deficiency 
determined not to have resulted in the loss of safety function. The finding had a cross cutting aspect in Human 
Performance – Resources which requires procedures be complete, accurate and up to date.  
 
Inspection Report# : 2009006 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Occupational Radiation Safety 

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Use Process or Engineering Controls Caused Airborne Radioactivity 
A self-revealing non-cited violation (NCV) of 10 CFR 20.1701 was identified because Exelon did not use process or 
other engineering controls, to the extent practicable, to control the concentration of radioactive materials in air. 
Specifically, process or engineering controls were not used to the extent practicable, during vacuuming of a Unit 1 
reactor coolant system cold leg, of the “A” steam generator, on November 21, 2009. The vacuum was unfiltered and 
caused generation of airborne radioactivity, subsequent internal and/or external contamination of 145 personnel; 
dispersal of airborne radioactivity to the Containment work areas, and release of low-level contamination to the offsite 
environment. Workers were evacuated from Containment, the source of the radioactivity was stopped, and the issue 
was documented in the corrective action program (AR 996823).  
 
This finding is more than minor because it adversely affected the Occupational Radiation Safety Cornerstone 
objective to ensure adequate protection of worker health and safety. Using the IMC 0609, Appendix C, Occupational 
Radiation Safety Significance Determination Process, the finding was determined to be of very low safety significance 
because it did not involve: (1) as low as is reasonably achievable collective exposure planning and controls, (2) an 
overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. The cause of the 
finding is related to the cross-cutting area of Human Performance, Work Control aspect H.3(a), in that radiological 
controls requirements, developed for this task, were not adequately planned, coordinated, or incorporated to preclude 
its occurrence.  
 
Inspection Report# : 2010007 (pdf)  

Public Radiation Safety 

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Design Change Implementation and Controls Resulted In Unfiltered Radioactivity Release to the 
Environment 
A self-revealing NCV of Technical Specification 6.8 was identified because Exelon did not properly establish and 
implement procedures for control of radioactivity to limit materials released to the environment and limit personnel 
exposure as specified in Appendix A of Regulatory Guide 1.33, 1978. Specifically, from November 12 to November 
21, 2009, Exelon did not effectively manage Unit 1 Containment openings and ventilation system flows, following 
removal of a section of the Containment liner, to maintain inward airflow and promptly detect and minimize the 
release of radioactivity from the construction opening as required by Engineering Change Request TM-06-00816. As 
a result, an uncontrolled airborne radioactivity release occurred from the construction opening on November 21 at 
about 3:45 p.m. Further, airborne radioactivity was released from the opening during periods of outward airflow 
following the removal of a section of the Containment construction opening liner on November 12 through the time of 
the uncontrolled release, until midnight on November 21 when inward airflow was re-established. Exelon documented 
this issue in its corrective action program. (ARs 994989 and 1000819)  
 
This finding is more than minor because, if left uncorrected the issue had the potential to lead to a more significant 
safety concern. Using the Public Radiation Safety Significance Determination Process (IMC 0609, Appendix D), the 
finding was of very low safety significance because the licensee was able to assess the dose impact to members of the 
public and the dose impact to a member of the public from the radiological release was less than the dose values 
specified in both Appendix I, to 10 CFR Part 50, and 10 CFR 20.1301(e). The cause of the finding is related to the 



cross-cutting area of Human Performance, Resources aspect H.2(c), because procedures developed for both control 
and timely detection of radioactive effluents from the Containment construction opening were inadequate.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action to Stop Unfiltered Radiological Release 
The inspectors identified an NCV of Technical Specification 6.11 because from November 16 through November 21, 
2009, Exelon did not implement timely follow-up and corrective action to minimize radioactivity released to the 
environment as required radiation protection procedures, RP-AA-1, RP-AA-10, and RP-AA-14. Specifically, upon 
discovery on November 16 of an unplanned, unfiltered radioactive release pathway from the Containment 
construction opening to the environment, station personnel did not promptly initiate a condition report or assign 
appropriate significance to the issue. Consequently, an unfiltered release pathway from the Containment existed until 
appropriate control of Containment openings and the ventilations system were re-established on November 21. 
Condition reports 1041529 and 1042874 were initiated to evaluate timeliness of actions to stop the unfiltered 
radioactive release to the environment.  
 
This finding is more than minor because, if left uncorrected the issue had the potential to lead to a more significant 
safety concern. Using the Public Radiation Safety Significance Determination Process (IMC 0609, Appendix D), the 
Finding was of very low safety significance because the licensee was able to assess the dose impact to members of the 
public and the dose impact to a member of the public from the radiological release was less than the dose values 
specified in both Appendix I, to 10 CFR Part 50, and 10 CFR 20.1301(e). The cause of the finding is related to the 
cross-cutting area of Problem Identification and Resolution, Corrective Action Program aspect P.1(d), because 
appropriate corrective actions to assess and correct the cause of the outward air flow from the Containment 
construction opening were not properly prioritized and implemented in a timely manner commensurate with their 
safety significance and complexity.  
 
Inspection Report# : 2010007 (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 : May 26, 2010 



Three Mile Island 1 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV 05000289/2009005-01, Potential CO2 Migration Outside the Relay Room Fire Area 
The inspectors identified a Green, non-cited violation of the Three Mile Island operating license for not adequately 
considering the effects of CO2 toxicity. Specifically, for a fire in the relay room which causes a CO2 initiation and a 
control room evacuation, CO2 would migrate into adjacent areas. Because operators must enter these adjacent areas to 
perform time critical, safe shutdown actions, the potential existed to delay or incapacitate the operators which would 
negatively impact the ability to safely shutdown the plant. Exelon made procedural and training changes to ensure that 
operators immediately don self-contained breathing apparatus in the event of a control room evacuation after a CO2 
initiation in the relay room.  
 
The finding was more than minor because it was associated with the external factors (fire) 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 issue was found to be of very low 
safety significance (Green) due to the low degradation rating resulting from the minimal impact on the fire protection 
program. This finding did not have a cross-cutting aspect because the most significant contributor of the performance 
deficiency was not reflective of current licensee performance.  
 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Use Process or Engineering Controls Caused Airborne Radioactivity 
A self-revealing non-cited violation (NCV) of 10 CFR 20.1701 was identified because Exelon did not use process or 
other engineering controls, to the extent practicable, to control the concentration of radioactive materials in air. 
Specifically, process or engineering controls were not used to the extent practicable, during vacuuming of a Unit 1 
reactor coolant system cold leg, of the “A” steam generator, on November 21, 2009. The vacuum was unfiltered and 



caused generation of airborne radioactivity, subsequent internal and/or external contamination of 145 personnel; 
dispersal of airborne radioactivity to the Containment work areas, and release of low-level contamination to the offsite 
environment. Workers were evacuated from Containment, the source of the radioactivity was stopped, and the issue 
was documented in the corrective action program (AR 996823).  
 
This finding is more than minor because it adversely affected the Occupational Radiation Safety Cornerstone 
objective to ensure adequate protection of worker health and safety. Using the IMC 0609, Appendix C, Occupational 
Radiation Safety Significance Determination Process, the finding was determined to be of very low safety significance 
because it did not involve: (1) as low as is reasonably achievable collective exposure planning and controls, (2) an 
overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. The cause of the 
finding is related to the cross-cutting area of Human Performance, Work Control aspect H.3(a), in that radiological 
controls requirements, developed for this task, were not adequately planned, coordinated, or incorporated to preclude 
its occurrence.  
 
Inspection Report# : 2010007 (pdf)  

Public Radiation Safety 

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Design Change Implementation and Controls Resulted In Unfiltered Radioactivity Release to the 
Environment 
A self-revealing NCV of Technical Specification 6.8 was identified because Exelon did not properly establish and 
implement procedures for control of radioactivity to limit materials released to the environment and limit personnel 
exposure as specified in Appendix A of Regulatory Guide 1.33, 1978. Specifically, from November 12 to November 
21, 2009, Exelon did not effectively manage Unit 1 Containment openings and ventilation system flows, following 
removal of a section of the Containment liner, to maintain inward airflow and promptly detect and minimize the 
release of radioactivity from the construction opening as required by Engineering Change Request TM-06-00816. As 
a result, an uncontrolled airborne radioactivity release occurred from the construction opening on November 21 at 
about 3:45 p.m. Further, airborne radioactivity was released from the opening during periods of outward airflow 
following the removal of a section of the Containment construction opening liner on November 12 through the time of 
the uncontrolled release, until midnight on November 21 when inward airflow was re-established. Exelon documented 
this issue in its corrective action program. (ARs 994989 and 1000819)  
 
This finding is more than minor because, if left uncorrected the issue had the potential to lead to a more significant 
safety concern. Using the Public Radiation Safety Significance Determination Process (IMC 0609, Appendix D), the 
finding was of very low safety significance because the licensee was able to assess the dose impact to members of the 
public and the dose impact to a member of the public from the radiological release was less than the dose values 
specified in both Appendix I, to 10 CFR Part 50, and 10 CFR 20.1301(e). The cause of the finding is related to the 
cross-cutting area of Human Performance, Resources aspect H.2(c), because procedures developed for both control 
and timely detection of radioactive effluents from the Containment construction opening were inadequate.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action to Stop Unfiltered Radiological Release 
The inspectors identified an NCV of Technical Specification 6.11 because from November 16 through November 21, 
2009, Exelon did not implement timely follow-up and corrective action to minimize radioactivity released to the 
environment as required radiation protection procedures, RP-AA-1, RP-AA-10, and RP-AA-14. Specifically, upon 
discovery on November 16 of an unplanned, unfiltered radioactive release pathway from the Containment 



construction opening to the environment, station personnel did not promptly initiate a condition report or assign 
appropriate significance to the issue. Consequently, an unfiltered release pathway from the Containment existed until 
appropriate control of Containment openings and the ventilations system were re-established on November 21. 
Condition reports 1041529 and 1042874 were initiated to evaluate timeliness of actions to stop the unfiltered 
radioactive release to the environment.  
 
This finding is more than minor because, if left uncorrected the issue had the potential to lead to a more significant 
safety concern. Using the Public Radiation Safety Significance Determination Process (IMC 0609, Appendix D), the 
Finding was of very low safety significance because the licensee was able to assess the dose impact to members of the 
public and the dose impact to a member of the public from the radiological release was less than the dose values 
specified in both Appendix I, to 10 CFR Part 50, and 10 CFR 20.1301(e). The cause of the finding is related to the 
cross-cutting area of Problem Identification and Resolution, Corrective Action Program aspect P.1(d), because 
appropriate corrective actions to assess and correct the cause of the outward air flow from the Containment 
construction opening were not properly prioritized and implemented in a timely manner commensurate with their 
safety significance and complexity.  
 
Inspection Report# : 2010007 (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 : September 02, 2010 



Three Mile Island 1 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Transient Material in Seismic Class I Buildings  
The inspectors identified a Green non-cited violation (NCV) of Technical Specification 6.8.1 for failure to properly 
control and store transient material within seismic Class I buildings such that the equipment did not pose a hazard to 
nuclear safety or safe plant operation. Specifically, an extension ladder and a maintenance tool cart were left 
unattended and unsecured in close proximity to the spent fuel pool cooling piping within the fuel handling building 
and near intermediate cooling pump IC-P-1A and intermediate cooling supply valve IC-V-4 in the auxiliary building, 
respectively. Operators promptly initiated actions to remove the subject material. During subsequent plant tours the 
inspectors identified numerous additional examples of improperly controlled transient material. The licensee promptly 
corrected the identified individual discrepancies and initiated issue reports (IRs) 1095403 and 1122633 to address this 
performance deficiency.  
 
The transient material posed a potential hazard to safe shutdown and safety related equipment operation during a 
seismic event. Cooling water supplies to the spent fuel pool, the reactor coolant pump (RCP) thermal barriers, and 
control rod drive mechanisms (CRDM) were potentially affected. The dominant risk associated with this performance 
deficiency is the increased likelihood of a loss of coolant accident or forced plant shutdown. This finding is more than 
minor because it affected the equipment performance attribute of the Initiating Events cornerstone. The issue was also 
similar to IMC 0612, Appendix E, Examples of Minor Issues, example 4.k which stated the issue was more-than-
minor because it involved a credible (seismic) scenario in which the transient materials could affect equipment 
important to safety. This finding was of very low safety significance because it did not involve loss or degradation of 
equipment specifically designed to mitigate a seismic event, and did not involve total loss of a safety function that 
contributes to external event-initiated core damage accident sequences. The finding had a cross-cutting aspect in the 
area of Human Performance, Work Practices component because station personnel did not follow procedures for 
equipment storage and housekeeping within seismic Class I buildings [H.4(b)].  
 
Inspection Report# : 2010004 (pdf)  

Mitigating Systems 

Significance:  Jul 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Extent Of Condition Evaluation for a 2007 ‘B’ EDG Scavenging Air Box Gasket Leak Which 
Affected the Reliability and Availability of the ‘A EDG 
The inspectors identified a finding of very low safety significance (Green) involving a NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” for a deficient evaluation of a failed ‘B’ emergency diesel generator 
(EDG) scavenging air box gasket in April 2007. The deficient evaluation resulted in ineffective corrective actions to 
identify and correct an improper application of the same type of gasket material in the ‘A’ EDG (EG-Y-1A) 
scavenging air box gasket. As a result, on June 3, 2010, the ‘A’ EDG scavenging air box gasket failed during 
performance of a monthly surveillance test run. Corrective action included replacing the gasket with the original 
design, entering the issue into the CAP, and conducting a root cause analysis (RCA).  
 



The inspectors determined the deficient extent of condition review of the April 2007, ‘B’ EDG scavenging air box 
gasket failure was a performance deficiency. This performance deficiency is more than minor because it affected the 
Equipment Performance Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, 
availability, and reliability of systems designed to mitigate transients and prevent core damage. Specifically, this 
finding reduced the reliability of, and resulted in additional unplanned unavailability for, the ‘A’ EDG. The team 
assessed this finding in accordance with NRC IMC 0609, Attachment 4, Phase 1 – “Initial Screening and 
Characterization of Findings,” and determined that it was of very low safety significance (Green) since it did not 
result in a loss of any system safety function.  
 
The issue has a cross-cutting aspect in the area of problem identification and resolution, because Exelon had identified 
in 2007 that a ½ inch Gore-TexTM gasket had not been specifically authorized by an engineering change report 
(ECR) to be used in the EDGs scavenging air box application (IR 616514 and 6266457). However, Exelon did not 
evaluate the issue such that extent of condition was properly considered and the cause was properly resolved for the 
‘A’ EDG [P.1(c)]. (Section 4OA2.a.3(a))  
 
Inspection Report# : 2010009 (pdf)  

Significance:  Jul 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MSSV Design Basis Calculations Inaccurate 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” associated with 
MSSV capacity calculations revised in 1988 to support a power uprate amendment. The MSSV capacity calculations 
erroneously referenced the as-purchased capacity instead of the as-built capacity when determining if there was 
sufficient blowdown capacity following the power uprate. When the correct value was used, the calculation showed 
that the MSSVs did not have sufficient capacity. This is the calculation of record for this system and is the basis for 
the TS requirements that all MSSVs are required to be operable or a power penalty must be assessed. During the 
inspection, Exelon was able to demonstrate that the MSSVs did have the required capacity and the American Society 
of Mechanical Engineers (ASME) code safety function to protect the Main Steam System piping and once through 
steam generator (OTSG) integrity had never actually been lost. The issue was placed in the CAP. A License 
Amendment Request (LAR) is also being developed which will replace the calculation of record.  
 
Using an incorrect value for actual MSSVs relief capacity was a performance deficiency which was reasonably within 
the licensee’s ability to foresee and prevent. This performance deficiency was more than minor because it affected the 
Design Control Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, availability, and 
reliability of systems designed to mitigate transients and prevent core damage. The issue was also compared to the 
examples in NRC IMC 0612, Appendix E, “Examples of Minor Issues.” The issue was similar to example 3j which 
states, “The violation of 10 CFR 50 Appendix B Criterion III is more than minor if the engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component.” The team 
assessed this finding in accordance with NRC IMC 0609, Attachment 4, Phase 1 – “Initial Screening and 
Characterization of Findings,” and determined that it was of very low safety significance (Green) since it was 
determined that the error did not actually result in a loss of the system’s safety function. The issue did not meet all the 
criteria to be considered as an old design issue because it was not a licensee-identified issue.  
 
This finding was determined to not have a cross-cutting issue because the performance deficiency occurred in 1988 
and was not indicative of current licensee performance. (Section 4OA2.a.3(b))  
 
Inspection Report# : 2010009 (pdf)  

Significance:  Jul 29, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Multiple MSSVs test failures due to improper evaluation of Operating Experience. 
A self-revealing Green NCV of TMI Technical Specification (TS) 3.4.1.2.3 was identified for having greater than 
three main steam safety valves (MSSVs) inoperable for greater than the allowed outage time with reactor power 



greater than 5%. MSSV testing prior to the 2009 refueling outage identified that six MSSVs failed the lift point test 
and were subsequently declared inoperable. All six valves failed by lifting above the ASME limit of +/- 3% of 
designed setpoint. Five of these six valves exhibited signs of oxide binding, a known failure mechanism for MSSVs 
and each of the valves had been refurbished during the 2007 refueling outage. Exelon had fleet and industry 
information about the oxide binding failure mechanism available in 2006 at the time the refurbishment method was 
selected for the 2007 TMI outage. This refurbishment method included a decision to machine hone the MSSV seat to 
a mirror finish. This decision created the conditions for oxide binding and resulted in each of the valves failing their 
lift tests and being declared inoperable when tested in 2009. Exelon has changed its refurbishment process to preclude 
this error in the future, refurbished all of the affected valves, submitted a required licensee event report (LER), and 
entered the issue into the CAP.  
 
The decision in 2006 to machine hone the MSSV seat to a mirror finish, which established the conditions for oxide 
binding, was a performance deficiency that was within Exelon’s ability to foresee and prevent due to available 
operational experience. This performance deficiency is more than minor because it affected the Equipment 
Performance Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, availability, and 
reliability of systems designed to mitigate transients and prevent core damage. The team assessed this finding in 
accordance with IMC 0609, Attachment 4, Phase 1 – “Initial Screening and Characterization of Findings,” and 
determined that it was of very low safety significance (Green) since it did not result in a loss of any system safety 
function.  
 
This finding was determined to not have a cross-cutting aspect because the performance deficiency occurred in 2006 
and was no longer indicative of current licensee performance. Specifically, Exelon made changes to their MSSV 
refurbishment program in 2008 which implemented the available OE, prior to discovery of the 2009 failures. (Section 
4OA2.b.3)  
 
Inspection Report# : 2010009 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV 05000289/2009005-01, Potential CO2 Migration Outside the Relay Room Fire Area 
The inspectors identified a Green, non-cited violation of the Three Mile Island operating license for not adequately 
considering the effects of CO2 toxicity. Specifically, for a fire in the relay room which causes a CO2 initiation and a 
control room evacuation, CO2 would migrate into adjacent areas. Because operators must enter these adjacent areas to 
perform time critical, safe shutdown actions, the potential existed to delay or incapacitate the operators which would 
negatively impact the ability to safely shutdown the plant. Exelon made procedural and training changes to ensure that 
operators immediately don self-contained breathing apparatus in the event of a control room evacuation after a CO2 
initiation in the relay room.  
 
The finding was more than minor because it was associated with the external factors (fire) 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 issue was found to be of very low 
safety significance (Green) due to the low degradation rating resulting from the minimal impact on the fire protection 
program. This finding did not have a cross-cutting aspect because the most significant contributor of the performance 
deficiency was not reflective of current licensee performance.  
 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Occupational Radiation Safety 

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Use Process or Engineering Controls Caused Airborne Radioactivity 
A self-revealing non-cited violation (NCV) of 10 CFR 20.1701 was identified because Exelon did not use process or 
other engineering controls, to the extent practicable, to control the concentration of radioactive materials in air. 
Specifically, process or engineering controls were not used to the extent practicable, during vacuuming of a Unit 1 
reactor coolant system cold leg, of the “A” steam generator, on November 21, 2009. The vacuum was unfiltered and 
caused generation of airborne radioactivity, subsequent internal and/or external contamination of 145 personnel; 
dispersal of airborne radioactivity to the Containment work areas, and release of low-level contamination to the offsite 
environment. Workers were evacuated from Containment, the source of the radioactivity was stopped, and the issue 
was documented in the corrective action program (AR 996823).  
 
This finding is more than minor because it adversely affected the Occupational Radiation Safety Cornerstone 
objective to ensure adequate protection of worker health and safety. Using the IMC 0609, Appendix C, Occupational 
Radiation Safety Significance Determination Process, the finding was determined to be of very low safety significance 
because it did not involve: (1) as low as is reasonably achievable collective exposure planning and controls, (2) an 
overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. The cause of the 
finding is related to the cross-cutting area of Human Performance, Work Control aspect H.3(a), in that radiological 
controls requirements, developed for this task, were not adequately planned, coordinated, or incorporated to preclude 
its occurrence.  
 
Inspection Report# : 2010007 (pdf)  

Public Radiation Safety 

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Design Change Implementation and Controls Resulted In Unfiltered Radioactivity Release to the 
Environment 
A self-revealing NCV of Technical Specification 6.8 was identified because Exelon did not properly establish and 
implement procedures for control of radioactivity to limit materials released to the environment and limit personnel 
exposure as specified in Appendix A of Regulatory Guide 1.33, 1978. Specifically, from November 12 to November 
21, 2009, Exelon did not effectively manage Unit 1 Containment openings and ventilation system flows, following 
removal of a section of the Containment liner, to maintain inward airflow and promptly detect and minimize the 
release of radioactivity from the construction opening as required by Engineering Change Request TM-06-00816. As 
a result, an uncontrolled airborne radioactivity release occurred from the construction opening on November 21 at 
about 3:45 p.m. Further, airborne radioactivity was released from the opening during periods of outward airflow 
following the removal of a section of the Containment construction opening liner on November 12 through the time of 
the uncontrolled release, until midnight on November 21 when inward airflow was re-established. Exelon documented 
this issue in its corrective action program. (ARs 994989 and 1000819)  
 
This finding is more than minor because, if left uncorrected the issue had the potential to lead to a more significant 
safety concern. Using the Public Radiation Safety Significance Determination Process (IMC 0609, Appendix D), the 
finding was of very low safety significance because the licensee was able to assess the dose impact to members of the 
public and the dose impact to a member of the public from the radiological release was less than the dose values 
specified in both Appendix I, to 10 CFR Part 50, and 10 CFR 20.1301(e). The cause of the finding is related to the 



cross-cutting area of Human Performance, Resources aspect H.2(c), because procedures developed for both control 
and timely detection of radioactive effluents from the Containment construction opening were inadequate.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action to Stop Unfiltered Radiological Release 
The inspectors identified an NCV of Technical Specification 6.11 because from November 16 through November 21, 
2009, Exelon did not implement timely follow-up and corrective action to minimize radioactivity released to the 
environment as required radiation protection procedures, RP-AA-1, RP-AA-10, and RP-AA-14. Specifically, upon 
discovery on November 16 of an unplanned, unfiltered radioactive release pathway from the Containment 
construction opening to the environment, station personnel did not promptly initiate a condition report or assign 
appropriate significance to the issue. Consequently, an unfiltered release pathway from the Containment existed until 
appropriate control of Containment openings and the ventilations system were re-established on November 21. 
Condition reports 1041529 and 1042874 were initiated to evaluate timeliness of actions to stop the unfiltered 
radioactive release to the environment.  
 
This finding is more than minor because, if left uncorrected the issue had the potential to lead to a more significant 
safety concern. Using the Public Radiation Safety Significance Determination Process (IMC 0609, Appendix D), the 
Finding was of very low safety significance because the licensee was able to assess the dose impact to members of the 
public and the dose impact to a member of the public from the radiological release was less than the dose values 
specified in both Appendix I, to 10 CFR Part 50, and 10 CFR 20.1301(e). The cause of the finding is related to the 
cross-cutting area of Problem Identification and Resolution, Corrective Action Program aspect P.1(d), because 
appropriate corrective actions to assess and correct the cause of the outward air flow from the Containment 
construction opening were not properly prioritized and implemented in a timely manner commensurate with their 
safety significance and complexity.  
 
Inspection Report# : 2010007 (pdf)  

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

Miscellaneous 
Last modified : November 29, 2010 



Three Mile Island 1 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Preventive Maintenance for Signal Converter Causes Turbine Trip and Plant Transient  
A self-revealing Green finding was identified, because station personnel did not establish a periodic task to calibrate 
and/or replace the integrated control system (ICS) to digital turbine control system (DTCS) signal convertor, a critical 
component, in accordance with procedure MA-AA-716-210, Performance Centered Maintenance (PCM) Process, 
Rev. 10. Consequently, the signal converter remained in operation past the vendor recommended service life and 
failed due to age related degradation, causing a turbine trip and a plant power transient from 100 to 14 percent reactor 
power. Station personnel replaced the failed signal convertor, entered the issue into the corrective action program 
(Issue Report 1115086), and performed extent-of-condition reviews regarding other critical station components.  
 
The finding is more than minor because it adversely affected the equipment performance attribute of the initiating 
events cornerstone and the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability. The inspectors evaluated the finding in accordance with IMC 0609.04, Phase I – Initial Screening and 
Characterization of findings. The finding was of very low safety significance because although it contributed to 
increased likelihood of a plant trip, it did not affect the likelihood that accident mitigation equipment or functions 
would be available. The finding had a cross-cutting aspect in the area of Problem Identification & Resolution, 
Operating Experience (OE) component because station personnel did not properly collect and evaluate industry OE, 
including vendor recommendations, to establish appropriate preventive maintenance (PM) tasks (e.g., calibration, 
replacement) for the ICS to DTCS signal converter to minimize consequential failures [P.2(a)].  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Transient Material in Seismic Class I Buildings  
The inspectors identified a Green non-cited violation (NCV) of Technical Specification 6.8.1 for failure to properly 
control and store transient material within seismic Class I buildings such that the equipment did not pose a hazard to 
nuclear safety or safe plant operation. Specifically, an extension ladder and a maintenance tool cart were left 
unattended and unsecured in close proximity to the spent fuel pool cooling piping within the fuel handling building 
and near intermediate cooling pump IC-P-1A and intermediate cooling supply valve IC-V-4 in the auxiliary building, 
respectively. Operators promptly initiated actions to remove the subject material. During subsequent plant tours the 
inspectors identified numerous additional examples of improperly controlled transient material. The licensee promptly 
corrected the identified individual discrepancies and initiated issue reports (IRs) 1095403 and 1122633 to address this 
performance deficiency.  
 
The transient material posed a potential hazard to safe shutdown and safety related equipment operation during a 
seismic event. Cooling water supplies to the spent fuel pool, the reactor coolant pump (RCP) thermal barriers, and 
control rod drive mechanisms (CRDM) were potentially affected. The dominant risk associated with this performance 
deficiency is the increased likelihood of a loss of coolant accident or forced plant shutdown. This finding is more than 
minor because it affected the equipment performance attribute of the Initiating Events cornerstone. The issue was also 
similar to IMC 0612, Appendix E, Examples of Minor Issues, example 4.k which stated the issue was more-than-
minor because it involved a credible (seismic) scenario in which the transient materials could affect equipment 
important to safety. This finding was of very low safety significance because it did not involve loss or degradation of 
equipment specifically designed to mitigate a seismic event, and did not involve total loss of a safety function that 



contributes to external event-initiated core damage accident sequences. The finding had a cross-cutting aspect in the 
area of Human Performance, Work Practices component because station personnel did not follow procedures for 
equipment storage and housekeeping within seismic Class I buildings [H.4(b)].  
 
Inspection Report# : 2010004 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Internal and External Flood Barrier Inspection Program 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Instructions, 
Procedures and Drawings for deficient internal and external flood barrier inspection procedures. Specifically, no 
instructions, procedures, or drawings existed to periodically inspect all openings that are potential leak paths to 
prevent water intrusion into areas of the plant containing safety related equipment during a design basis internal or 
external flood event. Consequently, TMI failed to identify two external flood barriers in the air intake tunnel (AIT) 
structure that had been missing since original construction, which were needed to protect safety-related equipment in 
the auxiliary building.  
 
This finding is more than minor because it was associated with the protection against external factors (floods) attribute 
and affected the mitigating systems cornerstone objective of ensuring the availability, reliability and capability of 
systems (including flood barriers) that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the finding in accordance with IMC 0609.04, Phase I – Initial Screening and Characterization of 
findings. This finding was of very low safety significance because the condition did not result in an actual failure of 
any safety-related system or component, or result in the system being declared inoperable for greater than its allowed 
technical specification outage time, or screen as potentially risk-significant due to a seismic, flooding, or severe 
weather initiating event. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Operating Experience (OE), because station personnel did not properly implement and institutionalize internal and 
external OE through changes to station procedures to address safety related flooding inspection and design 
vulnerabilities [P.2(b)].  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Jul 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Extent Of Condition Evaluation for a 2007 ‘B’ EDG Scavenging Air Box Gasket Leak Which 
Affected the Reliability and Availability of the ‘A EDG 
The inspectors identified a finding of very low safety significance (Green) involving a NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” for a deficient evaluation of a failed ‘B’ emergency diesel generator 
(EDG) scavenging air box gasket in April 2007. The deficient evaluation resulted in ineffective corrective actions to 
identify and correct an improper application of the same type of gasket material in the ‘A’ EDG (EG-Y-1A) 
scavenging air box gasket. As a result, on June 3, 2010, the ‘A’ EDG scavenging air box gasket failed during 
performance of a monthly surveillance test run. Corrective action included replacing the gasket with the original 
design, entering the issue into the CAP, and conducting a root cause analysis (RCA).  
 
The inspectors determined the deficient extent-of-condition review of the April 2007, ‘B’ EDG scavenging air box 
gasket failure was a performance deficiency. This performance deficiency is more than minor because it affected the 
Equipment Performance Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, 
availability, and reliability of systems designed to mitigate transients and prevent core damage. Specifically, this 
finding reduced the reliability of, and resulted in additional unplanned unavailability for, the ‘A’ EDG. The team 
assessed this finding in accordance with NRC IMC 0609, Attachment 4, Phase 1 – “Initial Screening and 



Characterization of Findings,” and determined that it was of very low safety significance (Green) since it did not 
result in a loss of any system safety function.  
 
The issue has a cross-cutting aspect in the area of problem identification and resolution, because Exelon had identified 
in 2007 that a ½ inch Gore-TexTM gasket had not been specifically authorized by an engineering change report 
(ECR) to be used in the EDGs scavenging air box application (IR 616514 and 6266457). However, Exelon did not 
evaluate the issue such that extent-of-condition was properly considered and the cause was properly resolved for the 
‘A’ EDG [P.1(c)]. (Section 4OA2.a.3(a))  
 
Inspection Report# : 2010009 (pdf)  

Significance:  Jul 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MSSV Design Basis Calculations Inaccurate 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” associated with 
MSSV capacity calculations revised in 1988 to support a power uprate amendment. The MSSV capacity calculations 
erroneously referenced the as-purchased capacity instead of the as-built capacity when determining if there was 
sufficient blowdown capacity following the power uprate. When the correct value was used, the calculation showed 
that the MSSVs did not have sufficient capacity. This is the calculation of record for this system and is the basis for 
the TS requirements that all MSSVs are required to be operable or a power penalty must be assessed. During the 
inspection, Exelon was able to demonstrate that the MSSVs did have the required capacity and the American Society 
of Mechanical Engineers (ASME) code safety function to protect the Main Steam System piping and once through 
steam generator (OTSG) integrity had never actually been lost. The issue was placed in the CAP. A License 
Amendment Request (LAR) is also being developed which will replace the calculation of record.  
 
Using an incorrect value for actual MSSVs relief capacity was a performance deficiency which was reasonably within 
the licensee’s ability to foresee and prevent. This performance deficiency was more than minor because it affected the 
Design Control Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, availability, and 
reliability of systems designed to mitigate transients and prevent core damage. The issue was also compared to the 
examples in NRC IMC 0612, Appendix E, “Examples of Minor Issues.” The issue was similar to example 3j which 
states, “The violation of 10 CFR 50 Appendix B Criterion III is more than minor if the engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component.” The team 
assessed this finding in accordance with NRC IMC 0609, Attachment 4, Phase 1 – “Initial Screening and 
Characterization of Findings,” and determined that it was of very low safety significance (Green) since it was 
determined that the error did not actually result in a loss of the system’s safety function. The issue did not meet all the 
criteria to be considered as an old design issue because it was not a licensee-identified issue.  
 
This finding was determined to not have a cross-cutting issue because the performance deficiency occurred in 1988 
and was not indicative of current licensee performance. (Section 4OA2.a.3(b))  
 
Inspection Report# : 2010009 (pdf)  

Significance:  Jul 29, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Multiple MSSVs test failures due to improper evaluation of Operating Experience. 
A self-revealing Green NCV of TMI Technical Specification (TS) 3.4.1.2.3 was identified for having greater than 
three main steam safety valves (MSSVs) inoperable for greater than the allowed outage time with reactor power 
greater than 5%. MSSV testing prior to the 2009 refueling outage identified that six MSSVs failed the lift point test 
and were subsequently declared inoperable. All six valves failed by lifting above the ASME limit of +/- 3% of 
designed setpoint. Five of these six valves exhibited signs of oxide binding, a known failure mechanism for MSSVs 
and each of the valves had been refurbished during the 2007 refueling outage. Exelon had fleet and industry 
information about the oxide binding failure mechanism available in 2006 at the time the refurbishment method was 
selected for the 2007 TMI outage. This refurbishment method included a decision to machine hone the MSSV seat to 



a mirror finish. This decision created the conditions for oxide binding and resulted in each of the valves failing their 
lift tests and being declared inoperable when tested in 2009. Exelon has changed its refurbishment process to preclude 
this error in the future, refurbished all of the affected valves, submitted a required licensee event report (LER), and 
entered the issue into the CAP.  
 
The decision in 2006 to machine hone the MSSV seat to a mirror finish, which established the conditions for oxide 
binding, was a performance deficiency that was within Exelon’s ability to foresee and prevent due to available 
operational experience. This performance deficiency is more than minor because it affected the Equipment 
Performance Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, availability, and 
reliability of systems designed to mitigate transients and prevent core damage. The team assessed this finding in 
accordance with IMC 0609, Attachment 4, Phase 1 – “Initial Screening and Characterization of Findings,” and 
determined that it was of very low safety significance (Green) since it did not result in a loss of any system safety 
function.  
 
This finding was determined to not have a cross-cutting aspect because the performance deficiency occurred in 2006 
and was no longer indicative of current licensee performance. Specifically, Exelon made changes to their MSSV 
refurbishment program in 2008 which implemented the available OE, prior to discovery of the 2009 failures. (Section 
4OA2.b.3)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Use Process or Engineering Controls Caused Airborne Radioactivity 
A self-revealing non-cited violation (NCV) of 10 CFR 20.1701 was identified because Exelon did not use process or 
other engineering controls, to the extent practicable, to control the concentration of radioactive materials in air. 
Specifically, process or engineering controls were not used to the extent practicable, during vacuuming of a Unit 1 
reactor coolant system cold leg, of the “A” steam generator, on November 21, 2009. The vacuum was unfiltered and 
caused generation of airborne radioactivity, subsequent internal and/or external contamination of 145 personnel; 
dispersal of airborne radioactivity to the Containment work areas, and release of low-level contamination to the offsite 
environment. Workers were evacuated from Containment, the source of the radioactivity was stopped, and the issue 
was documented in the corrective action program (AR 996823).  
 
This finding is more than minor because it adversely affected the Occupational Radiation Safety Cornerstone 
objective to ensure adequate protection of worker health and safety. Using the IMC 0609, Appendix C, Occupational 
Radiation Safety Significance Determination Process, the finding was determined to be of very low safety significance 
because it did not involve: (1) as low as is reasonably achievable collective exposure planning and controls, (2) an 
overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. The cause of the 
finding is related to the cross-cutting area of Human Performance, Work Control aspect H.3(a), in that radiological 
controls requirements, developed for this task, were not adequately planned, coordinated, or incorporated to preclude 
its occurrence.  
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Public Radiation Safety 

Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Design Change Implementation and Controls Resulted In Unfiltered Radioactivity Release to the 
Environment 
A self-revealing NCV of Technical Specification 6.8 was identified because Exelon did not properly establish and 
implement procedures for control of radioactivity to limit materials released to the environment and limit personnel 
exposure as specified in Appendix A of Regulatory Guide 1.33, 1978. Specifically, from November 12 to November 
21, 2009, Exelon did not effectively manage Unit 1 Containment openings and ventilation system flows, following 
removal of a section of the Containment liner, to maintain inward airflow and promptly detect and minimize the 
release of radioactivity from the construction opening as required by Engineering Change Request TM-06-00816. As 
a result, an uncontrolled airborne radioactivity release occurred from the construction opening on November 21 at 
about 3:45 p.m. Further, airborne radioactivity was released from the opening during periods of outward airflow 
following the removal of a section of the Containment construction opening liner on November 12 through the time of 
the uncontrolled release, until midnight on November 21 when inward airflow was re-established. Exelon documented 
this issue in its corrective action program. (ARs 994989 and 1000819)  
 
This finding is more than minor because, if left uncorrected the issue had the potential to lead to a more significant 
safety concern. Using the Public Radiation Safety Significance Determination Process (IMC 0609, Appendix D), the 
finding was of very low safety significance because the licensee was able to assess the dose impact to members of the 
public and the dose impact to a member of the public from the radiological release was less than the dose values 
specified in both Appendix I, to 10 CFR Part 50, and 10 CFR 20.1301(e). The cause of the finding is related to the 
cross-cutting area of Human Performance, Resources aspect H.2(c), because procedures developed for both control 
and timely detection of radioactive effluents from the Containment construction opening were inadequate.  
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Significance:  Mar 12, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action to Stop Unfiltered Radiological Release 
The inspectors identified an NCV of Technical Specification 6.11 because from November 16 through November 21, 
2009, Exelon did not implement timely follow-up and corrective action to minimize radioactivity released to the 
environment as required radiation protection procedures, RP-AA-1, RP-AA-10, and RP-AA-14. Specifically, upon 
discovery on November 16 of an unplanned, unfiltered radioactive release pathway from the Containment 
construction opening to the environment, station personnel did not promptly initiate a condition report or assign 
appropriate significance to the issue. Consequently, an unfiltered release pathway from the Containment existed until 
appropriate control of Containment openings and the ventilations system were re-established on November 21. 
Condition reports 1041529 and 1042874 were initiated to evaluate timeliness of actions to stop the unfiltered 
radioactive release to the environment.  
 
This finding is more than minor because, if left uncorrected the issue had the potential to lead to a more significant 
safety concern. Using the Public Radiation Safety Significance Determination Process (IMC 0609, Appendix D), the 
Finding was of very low safety significance because the licensee was able to assess the dose impact to members of the 
public and the dose impact to a member of the public from the radiological release was less than the dose values 
specified in both Appendix I, to 10 CFR Part 50, and 10 CFR 20.1301(e). The cause of the finding is related to the 
cross-cutting area of Problem Identification and Resolution, Corrective Action Program aspect P.1(d), because 
appropriate corrective actions to assess and correct the cause of the outward air flow from the Containment 
construction opening were not properly prioritized and implemented in a timely manner commensurate with their 



safety significance and complexity.  
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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 Jul 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Biennial PI&R Corrective Action Program Effectiveness Assessment 
Overall, Exelon’s program for identification and resolution of problems was evaluated to be generally effective.  
 
The team evaluated Exelon’s performance in the area of identification of problems as adequate. Based on the samples 
selected, the team determined that Exelon personnel identified problems and entered them into the CAP at a low 
threshold. In most cases, problems were identified appropriately in issue reports (IRs). The team concluded that 
personnel were identifying trends at low levels, and the team did not identify trends or repetitive issues that Exelon 
had not self-identified. However, some deficiencies were noted in this area. Specifically, the team identified a finding 
in this area related to not identifying an inaccurate system design basis calculation for Main Steam Safety Valve 
(MSSV) capacity which had been present since 1988 and an unresolved item related to the monitoring of flood 
penetration seals.  
 
The team evaluated Exelon’s performance in the area of prioritization and evaluation of issues as adequate with 
weaknesses noted. The inspectors determined that, in general, Exelon appropriately prioritized and evaluated issues 
commensurate with the safety significance of the problem. IRs were screened for operability and reportability, 
categorized by significance, and assigned to a department for evaluation and resolution. The various IR screening and 
management review groups considered human performance issues, radiological safety concerns, repetitiveness, and 
adverse trends during the conduct of reviews. However, there was one finding regarding the failure of a scavenging air 
box gasket on the ‘A’ Emergency Diesel Generator (EDG) related to an inadequate extent of condition review for a 
similar failure on the ‘B’ EDG and there were other weaknesses noted in this area.  
 
The team evaluated Exelon’s performance in the area of timely and effective corrective actions (CAs) to be good and 
improvement was noted when comparing the results of this inspection area to the results of the 2008 PI&R inspection. 
The inspectors concluded that CAs for identified deficiencies were typically timely and adequately implemented. The 
inspectors also concluded that Exelon conducted in-depth effectiveness reviews for significant issues to determine if 
the CAs were effective in resolving the issue. For significant conditions adverse to quality, the inspectors noted that 
Exelon’s actions were comprehensive and thorough, and generally successful at preventing recurrence.  
The team determined that Exelon’s performance regarding the use of operational experience (OE) was adequate. The 
inspectors determined that Exelon appropriately considered industry OE information for applicability and used the 
information for corrective and preventive actions to identify and prevent similar issues. The inspectors assessed that, 
in general, the use of OE was effective. However, one finding was identified in this area due to multiple MSSV test 
failures caused by an improper evaluation of Exelon fleet and industry OE.  
 
The team evaluated Exelon’s performance in the area of self-assessments to be good. The inspectors concluded that 
self-assessments, audits, and other internal Exelon assessments were generally critical, probing, thorough, and 
effective in identifying issues. The inspectors observed that these audits and self-assessments were completed in a 
methodical manner by personnel knowledgeable in the subject. The audits and self-assessments were completed to a 



sufficient depth to identify issues that were entered into the CAP for evaluation. In general, CAs associated with the 
identified issues were implemented commensurate with their safety significance.  
 
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify conditions that 
could have had a negative impact on the site’s safety conscious work environment.  
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Three Mile Island 1 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Preventive Maintenance for Signal Converter Causes Turbine Trip and Plant Transient  
A self-revealing Green finding was identified, because station personnel did not establish a periodic task to calibrate 
and/or replace the integrated control system (ICS) to digital turbine control system (DTCS) signal convertor, a critical 
component, in accordance with procedure MA-AA-716-210, Performance Centered Maintenance (PCM) Process, 
Rev. 10. Consequently, the signal converter remained in operation past the vendor recommended service life and 
failed due to age related degradation, causing a turbine trip and a plant power transient from 100 to 14 percent reactor 
power. Station personnel replaced the failed signal convertor, entered the issue into the corrective action program 
(Issue Report 1115086), and performed extent-of-condition reviews regarding other critical station components.  
 
The finding is more than minor because it adversely affected the equipment performance attribute of the initiating 
events cornerstone and the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability. The inspectors evaluated the finding in accordance with IMC 0609.04, Phase I – Initial Screening and 
Characterization of findings. The finding was of very low safety significance because although it contributed to 
increased likelihood of a plant trip, it did not affect the likelihood that accident mitigation equipment or functions 
would be available. The finding had a cross-cutting aspect in the area of Problem Identification & Resolution, 
Operating Experience (OE) component because station personnel did not properly collect and evaluate industry OE, 
including vendor recommendations, to establish appropriate preventive maintenance (PM) tasks (e.g., calibration, 
replacement) for the ICS to DTCS signal converter to minimize consequential failures [P.2(a)].  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Transient Material in Seismic Class I Buildings  
The inspectors identified a Green non-cited violation (NCV) of Technical Specification 6.8.1 for failure to properly 
control and store transient material within seismic Class I buildings such that the equipment did not pose a hazard to 
nuclear safety or safe plant operation. Specifically, an extension ladder and a maintenance tool cart were left 
unattended and unsecured in close proximity to the spent fuel pool cooling piping within the fuel handling building 
and near intermediate cooling pump IC-P-1A and intermediate cooling supply valve IC-V-4 in the auxiliary building, 
respectively. Operators promptly initiated actions to remove the subject material. During subsequent plant tours the 
inspectors identified numerous additional examples of improperly controlled transient material. The licensee promptly 
corrected the identified individual discrepancies and initiated issue reports (IRs) 1095403 and 1122633 to address this 
performance deficiency.  
 
The transient material posed a potential hazard to safe shutdown and safety related equipment operation during a 
seismic event. Cooling water supplies to the spent fuel pool, the reactor coolant pump (RCP) thermal barriers, and 
control rod drive mechanisms (CRDM) were potentially affected. The dominant risk associated with this performance 
deficiency is the increased likelihood of a loss of coolant accident or forced plant shutdown. This finding is more than 
minor because it affected the equipment performance attribute of the Initiating Events cornerstone. The issue was also 
similar to IMC 0612, Appendix E, Examples of Minor Issues, example 4.k which stated the issue was more-than-
minor because it involved a credible (seismic) scenario in which the transient materials could affect equipment 
important to safety. This finding was of very low safety significance because it did not involve loss or degradation of 
equipment specifically designed to mitigate a seismic event, and did not involve total loss of a safety function that 



contributes to external event-initiated core damage accident sequences. The finding had a cross-cutting aspect in the 
area of Human Performance, Work Practices component because station personnel did not follow procedures for 
equipment storage and housekeeping within seismic Class I buildings [H.4(b)].  
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Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Internal and External Flood Barrier Inspection Program 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Instructions, 
Procedures and Drawings for deficient internal and external flood barrier inspection procedures. Specifically, no 
instructions, procedures, or drawings existed to periodically inspect all openings that are potential leak paths to 
prevent water intrusion into areas of the plant containing safety related equipment during a design basis internal or 
external flood event. Consequently, TMI failed to identify two external flood barriers in the air intake tunnel (AIT) 
structure that had been missing since original construction, which were needed to protect safety-related equipment in 
the auxiliary building.  
 
This finding is more than minor because it was associated with the protection against external factors (floods) attribute 
and affected the mitigating systems cornerstone objective of ensuring the availability, reliability and capability of 
systems (including flood barriers) that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the finding in accordance with IMC 0609.04, Phase I – Initial Screening and Characterization of 
findings. This finding was of very low safety significance because the condition did not result in an actual failure of 
any safety-related system or component, or result in the system being declared inoperable for greater than its allowed 
technical specification outage time, or screen as potentially risk-significant due to a seismic, flooding, or severe 
weather initiating event. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Operating Experience (OE), because station personnel did not properly implement and institutionalize internal and 
external OE through changes to station procedures to address safety related flooding inspection and design 
vulnerabilities [P.2(b)].  
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Significance:  Jul 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Extent Of Condition Evaluation for a 2007 ‘B’ EDG Scavenging Air Box Gasket Leak Which 
Affected the Reliability and Availability of the ‘A EDG 
The inspectors identified a finding of very low safety significance (Green) involving a NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” for a deficient evaluation of a failed ‘B’ emergency diesel generator 
(EDG) scavenging air box gasket in April 2007. The deficient evaluation resulted in ineffective corrective actions to 
identify and correct an improper application of the same type of gasket material in the ‘A’ EDG (EG-Y-1A) 
scavenging air box gasket. As a result, on June 3, 2010, the ‘A’ EDG scavenging air box gasket failed during 
performance of a monthly surveillance test run. Corrective action included replacing the gasket with the original 
design, entering the issue into the CAP, and conducting a root cause analysis (RCA).  
 
The inspectors determined the deficient extent-of-condition review of the April 2007, ‘B’ EDG scavenging air box 
gasket failure was a performance deficiency. This performance deficiency is more than minor because it affected the 
Equipment Performance Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, 
availability, and reliability of systems designed to mitigate transients and prevent core damage. Specifically, this 
finding reduced the reliability of, and resulted in additional unplanned unavailability for, the ‘A’ EDG. The team 
assessed this finding in accordance with NRC IMC 0609, Attachment 4, Phase 1 – “Initial Screening and 



Characterization of Findings,” and determined that it was of very low safety significance (Green) since it did not 
result in a loss of any system safety function.  
 
The issue has a cross-cutting aspect in the area of problem identification and resolution, because Exelon had identified 
in 2007 that a ½ inch Gore-TexTM gasket had not been specifically authorized by an engineering change report 
(ECR) to be used in the EDGs scavenging air box application (IR 616514 and 6266457). However, Exelon did not 
evaluate the issue such that extent-of-condition was properly considered and the cause was properly resolved for the 
‘A’ EDG [P.1(c)]. (Section 4OA2.a.3(a))  
 
Inspection Report# : 2010009 (pdf)  

Significance:  Jul 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MSSV Design Basis Calculations Inaccurate 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” associated with 
MSSV capacity calculations revised in 1988 to support a power uprate amendment. The MSSV capacity calculations 
erroneously referenced the as-purchased capacity instead of the as-built capacity when determining if there was 
sufficient blowdown capacity following the power uprate. When the correct value was used, the calculation showed 
that the MSSVs did not have sufficient capacity. This is the calculation of record for this system and is the basis for 
the TS requirements that all MSSVs are required to be operable or a power penalty must be assessed. During the 
inspection, Exelon was able to demonstrate that the MSSVs did have the required capacity and the American Society 
of Mechanical Engineers (ASME) code safety function to protect the Main Steam System piping and once through 
steam generator (OTSG) integrity had never actually been lost. The issue was placed in the CAP. A License 
Amendment Request (LAR) is also being developed which will replace the calculation of record.  
 
Using an incorrect value for actual MSSVs relief capacity was a performance deficiency which was reasonably within 
the licensee’s ability to foresee and prevent. This performance deficiency was more than minor because it affected the 
Design Control Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, availability, and 
reliability of systems designed to mitigate transients and prevent core damage. The issue was also compared to the 
examples in NRC IMC 0612, Appendix E, “Examples of Minor Issues.” The issue was similar to example 3j which 
states, “The violation of 10 CFR 50 Appendix B Criterion III is more than minor if the engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component.” The team 
assessed this finding in accordance with NRC IMC 0609, Attachment 4, Phase 1 – “Initial Screening and 
Characterization of Findings,” and determined that it was of very low safety significance (Green) since it was 
determined that the error did not actually result in a loss of the system’s safety function. The issue did not meet all the 
criteria to be considered as an old design issue because it was not a licensee-identified issue.  
 
This finding was determined to not have a cross-cutting issue because the performance deficiency occurred in 1988 
and was not indicative of current licensee performance. (Section 4OA2.a.3(b))  
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Significance:  Jul 29, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Multiple MSSVs test failures due to improper evaluation of Operating Experience. 
A self-revealing Green NCV of TMI Technical Specification (TS) 3.4.1.2.3 was identified for having greater than 
three main steam safety valves (MSSVs) inoperable for greater than the allowed outage time with reactor power 
greater than 5%. MSSV testing prior to the 2009 refueling outage identified that six MSSVs failed the lift point test 
and were subsequently declared inoperable. All six valves failed by lifting above the ASME limit of +/- 3% of 
designed setpoint. Five of these six valves exhibited signs of oxide binding, a known failure mechanism for MSSVs 
and each of the valves had been refurbished during the 2007 refueling outage. Exelon had fleet and industry 
information about the oxide binding failure mechanism available in 2006 at the time the refurbishment method was 
selected for the 2007 TMI outage. This refurbishment method included a decision to machine hone the MSSV seat to 



a mirror finish. This decision created the conditions for oxide binding and resulted in each of the valves failing their 
lift tests and being declared inoperable when tested in 2009. Exelon has changed its refurbishment process to preclude 
this error in the future, refurbished all of the affected valves, submitted a required licensee event report (LER), and 
entered the issue into the CAP.  
 
The decision in 2006 to machine hone the MSSV seat to a mirror finish, which established the conditions for oxide 
binding, was a performance deficiency that was within Exelon’s ability to foresee and prevent due to available 
operational experience. This performance deficiency is more than minor because it affected the Equipment 
Performance Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, availability, and 
reliability of systems designed to mitigate transients and prevent core damage. The team assessed this finding in 
accordance with IMC 0609, Attachment 4, Phase 1 – “Initial Screening and Characterization of Findings,” and 
determined that it was of very low safety significance (Green) since it did not result in a loss of any system safety 
function.  
 
This finding was determined to not have a cross-cutting aspect because the performance deficiency occurred in 2006 
and was no longer indicative of current licensee performance. Specifically, Exelon made changes to their MSSV 
refurbishment program in 2008 which implemented the available OE, prior to discovery of the 2009 failures. (Section 
4OA2.b.3)  
 
Inspection Report# : 2010009 (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 Jul 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Biennial PI&R Corrective Action Program Effectiveness Assessment 
Overall, Exelon’s program for identification and resolution of problems was evaluated to be generally effective. 



 
The team evaluated Exelon’s performance in the area of identification of problems as adequate. Based on the samples 
selected, the team determined that Exelon personnel identified problems and entered them into the CAP at a low 
threshold. In most cases, problems were identified appropriately in issue reports (IRs). The team concluded that 
personnel were identifying trends at low levels, and the team did not identify trends or repetitive issues that Exelon 
had not self-identified. However, some deficiencies were noted in this area. Specifically, the team identified a finding 
in this area related to not identifying an inaccurate system design basis calculation for Main Steam Safety Valve 
(MSSV) capacity which had been present since 1988 and an unresolved item related to the monitoring of flood 
penetration seals.  
 
The team evaluated Exelon’s performance in the area of prioritization and evaluation of issues as adequate with 
weaknesses noted. The inspectors determined that, in general, Exelon appropriately prioritized and evaluated issues 
commensurate with the safety significance of the problem. IRs were screened for operability and reportability, 
categorized by significance, and assigned to a department for evaluation and resolution. The various IR screening and 
management review groups considered human performance issues, radiological safety concerns, repetitiveness, and 
adverse trends during the conduct of reviews. However, there was one finding regarding the failure of a scavenging air 
box gasket on the ‘A’ Emergency Diesel Generator (EDG) related to an inadequate extent of condition review for a 
similar failure on the ‘B’ EDG and there were other weaknesses noted in this area.  
 
The team evaluated Exelon’s performance in the area of timely and effective corrective actions (CAs) to be good and 
improvement was noted when comparing the results of this inspection area to the results of the 2008 PI&R inspection. 
The inspectors concluded that CAs for identified deficiencies were typically timely and adequately implemented. The 
inspectors also concluded that Exelon conducted in-depth effectiveness reviews for significant issues to determine if 
the CAs were effective in resolving the issue. For significant conditions adverse to quality, the inspectors noted that 
Exelon’s actions were comprehensive and thorough, and generally successful at preventing recurrence.  
The team determined that Exelon’s performance regarding the use of operational experience (OE) was adequate. The 
inspectors determined that Exelon appropriately considered industry OE information for applicability and used the 
information for corrective and preventive actions to identify and prevent similar issues. The inspectors assessed that, 
in general, the use of OE was effective. However, one finding was identified in this area due to multiple MSSV test 
failures caused by an improper evaluation of Exelon fleet and industry OE.  
 
The team evaluated Exelon’s performance in the area of self-assessments to be good. The inspectors concluded that 
self-assessments, audits, and other internal Exelon assessments were generally critical, probing, thorough, and 
effective in identifying issues. The inspectors observed that these audits and self-assessments were completed in a 
methodical manner by personnel knowledgeable in the subject. The audits and self-assessments were completed to a 
sufficient depth to identify issues that were entered into the CAP for evaluation. In general, CAs associated with the 
identified issues were implemented commensurate with their safety significance.  
 
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify conditions that 
could have had a negative impact on the site’s safety conscious work environment.  
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Three Mile Island 1 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Preventive Maintenance for Signal Converter Causes Turbine Trip and Plant Transient  
A self-revealing Green finding was identified, because station personnel did not establish a periodic task to calibrate 
and/or replace the integrated control system (ICS) to digital turbine control system (DTCS) signal convertor, a critical 
component, in accordance with procedure MA-AA-716-210, Performance Centered Maintenance (PCM) Process, 
Rev. 10. Consequently, the signal converter remained in operation past the vendor recommended service life and 
failed due to age related degradation, causing a turbine trip and a plant power transient from 100 to 14 percent reactor 
power. Station personnel replaced the failed signal convertor, entered the issue into the corrective action program 
(Issue Report 1115086), and performed extent-of-condition reviews regarding other critical station components.  
 
The finding is more than minor because it adversely affected the equipment performance attribute of the initiating 
events cornerstone and the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability. The inspectors evaluated the finding in accordance with IMC 0609.04, Phase I – Initial Screening and 
Characterization of findings. The finding was of very low safety significance because although it contributed to 
increased likelihood of a plant trip, it did not affect the likelihood that accident mitigation equipment or functions 
would be available. The finding had a cross-cutting aspect in the area of Problem Identification & Resolution, 
Operating Experience (OE) component because station personnel did not properly collect and evaluate industry OE, 
including vendor recommendations, to establish appropriate preventive maintenance (PM) tasks (e.g., calibration, 
replacement) for the ICS to DTCS signal converter to minimize consequential failures [P.2(a)].  
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Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Control of Transient Material in Seismic Class I Buildings  
The inspectors identified a Green non-cited violation (NCV) of Technical Specification 6.8.1 for failure to properly 
control and store transient material within seismic Class I buildings such that the equipment did not pose a hazard to 
nuclear safety or safe plant operation. Specifically, an extension ladder and a maintenance tool cart were left 
unattended and unsecured in close proximity to the spent fuel pool cooling piping within the fuel handling building 
and near intermediate cooling pump IC-P-1A and intermediate cooling supply valve IC-V-4 in the auxiliary building, 
respectively. Operators promptly initiated actions to remove the subject material. During subsequent plant tours the 
inspectors identified numerous additional examples of improperly controlled transient material. The licensee promptly 
corrected the identified individual discrepancies and initiated issue reports (IRs) 1095403 and 1122633 to address this 
performance deficiency.  
 
The transient material posed a potential hazard to safe shutdown and safety related equipment operation during a 
seismic event. Cooling water supplies to the spent fuel pool, the reactor coolant pump (RCP) thermal barriers, and 
control rod drive mechanisms (CRDM) were potentially affected. The dominant risk associated with this performance 
deficiency is the increased likelihood of a loss of coolant accident or forced plant shutdown. This finding is more than 
minor because it affected the equipment performance attribute of the Initiating Events cornerstone. The issue was also 
similar to IMC 0612, Appendix E, Examples of Minor Issues, example 4.k which stated the issue was more-than-
minor because it involved a credible (seismic) scenario in which the transient materials could affect equipment 
important to safety. This finding was of very low safety significance because it did not involve loss or degradation of 
equipment specifically designed to mitigate a seismic event, and did not involve total loss of a safety function that 



contributes to external event-initiated core damage accident sequences. The finding had a cross-cutting aspect in the 
area of Human Performance, Work Practices component because station personnel did not follow procedures for 
equipment storage and housekeeping within seismic Class I buildings [H.4(b)].  
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Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Internal and External Flood Barrier Inspection Program 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Instructions, 
Procedures and Drawings for deficient internal and external flood barrier inspection procedures. Specifically, no 
instructions, procedures, or drawings existed to periodically inspect all openings that are potential leak paths to 
prevent water intrusion into areas of the plant containing safety related equipment during a design basis internal or 
external flood event. Consequently, TMI failed to identify two external flood barriers in the air intake tunnel (AIT) 
structure that had been missing since original construction, which were needed to protect safety-related equipment in 
the auxiliary building.  
 
This finding is more than minor because it was associated with the protection against external factors (floods) attribute 
and affected the mitigating systems cornerstone objective of ensuring the availability, reliability and capability of 
systems (including flood barriers) that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the finding in accordance with IMC 0609.04, Phase I – Initial Screening and Characterization of 
findings. This finding was of very low safety significance because the condition did not result in an actual failure of 
any safety-related system or component, or result in the system being declared inoperable for greater than its allowed 
technical specification outage time, or screen as potentially risk-significant due to a seismic, flooding, or severe 
weather initiating event. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Operating Experience (OE), because station personnel did not properly implement and institutionalize internal and 
external OE through changes to station procedures to address safety related flooding inspection and design 
vulnerabilities [P.2(b)].  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Jul 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Extent Of Condition Evaluation for a 2007 ‘B’ EDG Scavenging Air Box Gasket Leak Which 
Affected the Reliability and Availability of the ‘A EDG 
The inspectors identified a finding of very low safety significance (Green) involving a NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” for a deficient evaluation of a failed ‘B’ emergency diesel generator 
(EDG) scavenging air box gasket in April 2007. The deficient evaluation resulted in ineffective corrective actions to 
identify and correct an improper application of the same type of gasket material in the ‘A’ EDG (EG-Y-1A) 
scavenging air box gasket. As a result, on June 3, 2010, the ‘A’ EDG scavenging air box gasket failed during 
performance of a monthly surveillance test run. Corrective action included replacing the gasket with the original 
design, entering the issue into the CAP, and conducting a root cause analysis (RCA).  
 
The inspectors determined the deficient extent-of-condition review of the April 2007, ‘B’ EDG scavenging air box 
gasket failure was a performance deficiency. This performance deficiency is more than minor because it affected the 
Equipment Performance Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, 
availability, and reliability of systems designed to mitigate transients and prevent core damage. Specifically, this 
finding reduced the reliability of, and resulted in additional unplanned unavailability for, the ‘A’ EDG. The team 
assessed this finding in accordance with NRC IMC 0609, Attachment 4, Phase 1 – “Initial Screening and 



Characterization of Findings,” and determined that it was of very low safety significance (Green) since it did not 
result in a loss of any system safety function.  
 
The issue has a cross-cutting aspect in the area of problem identification and resolution, because Exelon had identified 
in 2007 that a ½ inch Gore-TexTM gasket had not been specifically authorized by an engineering change report 
(ECR) to be used in the EDGs scavenging air box application (IR 616514 and 6266457). However, Exelon did not 
evaluate the issue such that extent-of-condition was properly considered and the cause was properly resolved for the 
‘A’ EDG [P.1(c)]. (Section 4OA2.a.3(a))  
 
Inspection Report# : 2010009 (pdf)  

Significance:  Jul 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MSSV Design Basis Calculations Inaccurate 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” associated with 
MSSV capacity calculations revised in 1988 to support a power uprate amendment. The MSSV capacity calculations 
erroneously referenced the as-purchased capacity instead of the as-built capacity when determining if there was 
sufficient blowdown capacity following the power uprate. When the correct value was used, the calculation showed 
that the MSSVs did not have sufficient capacity. This is the calculation of record for this system and is the basis for 
the TS requirements that all MSSVs are required to be operable or a power penalty must be assessed. During the 
inspection, Exelon was able to demonstrate that the MSSVs did have the required capacity and the American Society 
of Mechanical Engineers (ASME) code safety function to protect the Main Steam System piping and once through 
steam generator (OTSG) integrity had never actually been lost. The issue was placed in the CAP. A License 
Amendment Request (LAR) is also being developed which will replace the calculation of record.  
 
Using an incorrect value for actual MSSVs relief capacity was a performance deficiency which was reasonably within 
the licensee’s ability to foresee and prevent. This performance deficiency was more than minor because it affected the 
Design Control Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, availability, and 
reliability of systems designed to mitigate transients and prevent core damage. The issue was also compared to the 
examples in NRC IMC 0612, Appendix E, “Examples of Minor Issues.” The issue was similar to example 3j which 
states, “The violation of 10 CFR 50 Appendix B Criterion III is more than minor if the engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component.” The team 
assessed this finding in accordance with NRC IMC 0609, Attachment 4, Phase 1 – “Initial Screening and 
Characterization of Findings,” and determined that it was of very low safety significance (Green) since it was 
determined that the error did not actually result in a loss of the system’s safety function. The issue did not meet all the 
criteria to be considered as an old design issue because it was not a licensee-identified issue.  
 
This finding was determined to not have a cross-cutting issue because the performance deficiency occurred in 1988 
and was not indicative of current licensee performance. (Section 4OA2.a.3(b))  
 
Inspection Report# : 2010009 (pdf)  

Significance:  Jul 29, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Multiple MSSVs test failures due to improper evaluation of Operating Experience. 
A self-revealing Green NCV of TMI Technical Specification (TS) 3.4.1.2.3 was identified for having greater than 
three main steam safety valves (MSSVs) inoperable for greater than the allowed outage time with reactor power 
greater than 5%. MSSV testing prior to the 2009 refueling outage identified that six MSSVs failed the lift point test 
and were subsequently declared inoperable. All six valves failed by lifting above the ASME limit of +/- 3% of 
designed setpoint. Five of these six valves exhibited signs of oxide binding, a known failure mechanism for MSSVs 
and each of the valves had been refurbished during the 2007 refueling outage. Exelon had fleet and industry 
information about the oxide binding failure mechanism available in 2006 at the time the refurbishment method was 
selected for the 2007 TMI outage. This refurbishment method included a decision to machine hone the MSSV seat to 



a mirror finish. This decision created the conditions for oxide binding and resulted in each of the valves failing their 
lift tests and being declared inoperable when tested in 2009. Exelon has changed its refurbishment process to preclude 
this error in the future, refurbished all of the affected valves, submitted a required licensee event report (LER), and 
entered the issue into the CAP.  
 
The decision in 2006 to machine hone the MSSV seat to a mirror finish, which established the conditions for oxide 
binding, was a performance deficiency that was within Exelon’s ability to foresee and prevent due to available 
operational experience. This performance deficiency is more than minor because it affected the Equipment 
Performance Aspect of the Mitigating Systems Cornerstone Objective of ensuring the operability, availability, and 
reliability of systems designed to mitigate transients and prevent core damage. The team assessed this finding in 
accordance with IMC 0609, Attachment 4, Phase 1 – “Initial Screening and Characterization of Findings,” and 
determined that it was of very low safety significance (Green) since it did not result in a loss of any system safety 
function.  
 
This finding was determined to not have a cross-cutting aspect because the performance deficiency occurred in 2006 
and was no longer indicative of current licensee performance. Specifically, Exelon made changes to their MSSV 
refurbishment program in 2008 which implemented the available OE, prior to discovery of the 2009 failures. (Section 
4OA2.b.3)  
 
Inspection Report# : 2010009 (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 Jul 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Biennial PI&R Corrective Action Program Effectiveness Assessment 
Overall, Exelon’s program for identification and resolution of problems was evaluated to be generally effective. 



 
The team evaluated Exelon’s performance in the area of identification of problems as adequate. Based on the samples 
selected, the team determined that Exelon personnel identified problems and entered them into the CAP at a low 
threshold. In most cases, problems were identified appropriately in issue reports (IRs). The team concluded that 
personnel were identifying trends at low levels, and the team did not identify trends or repetitive issues that Exelon 
had not self-identified. However, some deficiencies were noted in this area. Specifically, the team identified a finding 
in this area related to not identifying an inaccurate system design basis calculation for Main Steam Safety Valve 
(MSSV) capacity which had been present since 1988 and an unresolved item related to the monitoring of flood 
penetration seals.  
 
The team evaluated Exelon’s performance in the area of prioritization and evaluation of issues as adequate with 
weaknesses noted. The inspectors determined that, in general, Exelon appropriately prioritized and evaluated issues 
commensurate with the safety significance of the problem. IRs were screened for operability and reportability, 
categorized by significance, and assigned to a department for evaluation and resolution. The various IR screening and 
management review groups considered human performance issues, radiological safety concerns, repetitiveness, and 
adverse trends during the conduct of reviews. However, there was one finding regarding the failure of a scavenging air 
box gasket on the ‘A’ Emergency Diesel Generator (EDG) related to an inadequate extent of condition review for a 
similar failure on the ‘B’ EDG and there were other weaknesses noted in this area.  
 
The team evaluated Exelon’s performance in the area of timely and effective corrective actions (CAs) to be good and 
improvement was noted when comparing the results of this inspection area to the results of the 2008 PI&R inspection. 
The inspectors concluded that CAs for identified deficiencies were typically timely and adequately implemented. The 
inspectors also concluded that Exelon conducted in-depth effectiveness reviews for significant issues to determine if 
the CAs were effective in resolving the issue. For significant conditions adverse to quality, the inspectors noted that 
Exelon’s actions were comprehensive and thorough, and generally successful at preventing recurrence.  
The team determined that Exelon’s performance regarding the use of operational experience (OE) was adequate. The 
inspectors determined that Exelon appropriately considered industry OE information for applicability and used the 
information for corrective and preventive actions to identify and prevent similar issues. The inspectors assessed that, 
in general, the use of OE was effective. However, one finding was identified in this area due to multiple MSSV test 
failures caused by an improper evaluation of Exelon fleet and industry OE.  
 
The team evaluated Exelon’s performance in the area of self-assessments to be good. The inspectors concluded that 
self-assessments, audits, and other internal Exelon assessments were generally critical, probing, thorough, and 
effective in identifying issues. The inspectors observed that these audits and self-assessments were completed in a 
methodical manner by personnel knowledgeable in the subject. The audits and self-assessments were completed to a 
sufficient depth to identify issues that were entered into the CAP for evaluation. In general, CAs associated with the 
identified issues were implemented commensurate with their safety significance.  
 
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify conditions that 
could have had a negative impact on the site’s safety conscious work environment.  
 
Inspection Report# : 2010009 (pdf)  
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Three Mile Island 1 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Preventive Maintenance for Signal Converter Causes Turbine Trip and Plant Transient  
A self-revealing Green finding was identified, because station personnel did not establish a periodic task to calibrate 
and/or replace the integrated control system (ICS) to digital turbine control system (DTCS) signal convertor, a critical 
component, in accordance with procedure MA-AA-716-210, Performance Centered Maintenance (PCM) Process, 
Rev. 10. Consequently, the signal converter remained in operation past the vendor recommended service life and 
failed due to age related degradation, causing a turbine trip and a plant power transient from 100 to 14 percent reactor 
power. Station personnel replaced the failed signal convertor, entered the issue into the corrective action program 
(Issue Report 1115086), and performed extent-of-condition reviews regarding other critical station components.  
 
The finding is more than minor because it adversely affected the equipment performance attribute of the initiating 
events cornerstone and the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability. The inspectors evaluated the finding in accordance with IMC 0609.04, Phase I – Initial Screening and 
Characterization of findings. The finding was of very low safety significance because although it contributed to 
increased likelihood of a plant trip, it did not affect the likelihood that accident mitigation equipment or functions 
would be available. The finding had a cross-cutting aspect in the area of Problem Identification & Resolution, 
Operating Experience (OE) component because station personnel did not properly collect and evaluate industry OE, 
including vendor recommendations, to establish appropriate preventive maintenance (PM) tasks (e.g., calibration, 
replacement) for the ICS to DTCS signal converter to minimize consequential failures [P.2(a)].  
 
Inspection Report# : 2010005 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Internal and External Flood Barrier Inspection Program 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Instructions, 
Procedures and Drawings for deficient internal and external flood barrier inspection procedures. Specifically, no 
instructions, procedures, or drawings existed to periodically inspect all openings that are potential leak paths to 
prevent water intrusion into areas of the plant containing safety related equipment during a design basis internal or 
external flood event. Consequently, TMI failed to identify two external flood barriers in the air intake tunnel (AIT) 
structure that had been missing since original construction, which were needed to protect safety-related equipment in 
the auxiliary building.  
 
This finding is more than minor because it was associated with the protection against external factors (floods) attribute 
and affected the mitigating systems cornerstone objective of ensuring the availability, reliability and capability of 
systems (including flood barriers) that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the finding in accordance with IMC 0609.04, Phase I – Initial Screening and Characterization of 
findings. This finding was of very low safety significance because the condition did not result in an actual failure of 
any safety-related system or component, or result in the system being declared inoperable for greater than its allowed 



technical specification outage time, or screen as potentially risk-significant due to a seismic, flooding, or severe 
weather initiating event. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Operating Experience (OE), because station personnel did not properly implement and institutionalize internal and 
external OE through changes to station procedures to address safety related flooding inspection and design 
vulnerabilities [P.2(b)].  
 
Inspection Report# : 2010005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : January 04, 2012 



Three Mile Island 1 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Non-Conservative Technical Specification following Revision to River Stage Discharge 
Analysis 
Introduction: An NRC-identified NCV of very low safety significance of 10 CFR 50, Appendix B, Criterion XVI, 
Corrective Actions, was identified because Exelon did not identify and correct a condition adverse to quality 
regarding the impact of a revised river stage discharge analysis result on TSs. Specifically, Exelon did not recognize 
that the revised river discharge analysis resulted in a lower flow-based river shutdown level, resulting in a non-
conservative TS.  
 
Description: Exelon revised TMI’s river stage discharge analysis on account of the significant input external flooding 
events have on their core damage frequency. The design basis and licensing basis is based on Susquehanna River 
flow, which the analysis also uses as an input and then derives a corresponding river level. Specifically, the river stage 
discharge analysis uses an input of flow in cubic feet per second (cfs) as measured in Harrisburg, Pa and converts the 
flow into an elevation at the intake screen and pump house (ISPH) at TMI. The licensing basis uses a maximum flow 
of 1,625,000 cfs which previously correlated to an elevation of 310’ at the ISPH. TS 3.14.2 states a river level when 
TMI is to be shutdown and placed in hot standby. This level is based in a corresponding river flow of 1,000,000 cfs. 
This flow previously corresponded to 302’.  
 
TMI-1 TS 3.14.2, Amendment 157, “If the river stage reaches elevation 302 feet at the River Water Intake Structure 
[aka ISPH], corresponding to 1,000,000 cfs river flow, the unit will be brought to the hot standby condition.”  
 
The original plant design river stage discharge detailed analysis was unable to be identified in historical records and a 
new analysis was performed using current methodology. On September 26, 2011, Exelon completed the revised 
analysis and concluded that the licensing basis flow of 1,625,000 cfs would correlate to a probable maximum flood 
(PMF) water level at the intake of 313.3’. The new level for a corresponding flow of 1,000,000 cfs is 299.8’.  
 
Exelon performed a review for impact of applicable regulatory and site specific procedures. Specifically, Exelon 
reviewed TSs and failed to identify that the new river discharge analysis necessitated a lower shutdown elevation 
during an external flooding event.  
 
Since the licensing basis of TMI relies on river flow and derives a river elevation, the inspectors noted that the 
technical specification elevation needed to be based upon the river height at 1,000,000 cfs. Therefore, based upon the 
revised analysis, a river flow of 1,000,000 cfs corresponds to a lower elevation of 299.8’. As a result, Exelon entered 
the issue into their corrective action program (IR 1272726) and implemented actions commensurate to guidance in 
NRC Administrative Letter AL 98-10 to address non-conservative TSs.  
The inspectors noted the revised PMF resulted in an increase of 3.3’ from the current Final Safety Analysis Report 
(FSAR) value of 310’. Based upon analysis results, Exelon had previously completed modifications to the flood 
barrier system to mitigate external flooding effects to 313.5’.  
 
Analysis: The inspectors determined there was a performance deficiency because Exelon personnel did not promptly 
identify and correct a condition adverse to quality regarding the non-conservative TS 3.14.2. The inspectors 
determined the finding is more than minor because the finding is associated with the protection against external 
factors attribute of the initiating event cornerstone to limit the likelihood of those events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. Specifically, Exelon personnel did 
not promptly identify and correct the non-conservative TS, 3.14.2, such that a timely plant shutdown would be 
initiated to ensure plant stability and not challenge critical safety functions. The inspectors evaluated the finding in 



accordance with IMC 0609, Attachment 4, Phase 1 – Initial Screening and Characterization of Findings, and 
determined it was of very low safety significance (Green) because the issue did not increase the likelihood of a fire or 
internal/external flood event.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because Exelon failed to identify issues completely, accurately and in a timely manner commensurate with 
their safety significance. Specifically, Exelon failed to identify the non-conservative TS in a timely manner [P1(a)].  
 
Enforcement: 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, requires in part, that measures be 
established to assure that conditions adverse to quality, such as failures, malfunctions, deficiencies, deviations, 
defective material and equipment, and non-conformances are promptly identified and corrected. Contrary to the 
above, Exelon failed to identify that TS 3.14.2 was non-conservative based upon the revised river stage discharge 
analysis results. Because this violation was of very low safety significance and was entered into Exelon’s corrective 
action program, this violation is being treated as an NCV, consistent with Section 2.3.2 of the NRC Enforcement 
Policy. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance:  Aug 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
The inspector identified a finding of very low safety significance involving a Severity Level IV NCV of 10 CFR 50.54
(q) for failing to obtain prior approval for an emergency plan change which decreased the effectiveness of the plan. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, which indefinitely 
extended the start of the 15-minute emergency classification clock beyond a credible notification that a fire is 
occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of the 
emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance.  
 
The finding was more than minor using IMC 0612, because it is associated with the emergency preparedness 
cornerstone attribute of procedure quality for EAL and emergency plan changes, and it adversely affected the 
cornerstone objective of ensuring that the licensee is capable of implementing adequate measures to protect the health 
and safety of the public in the event of a radiological emergency. Therefore, the performance deficiency was a finding.
Using IMC 0609, Appendix B, the inspector determined that the finding had a very low safety significance because 
the finding is a failure to comply with 10 CFR 50.54(q) involving the risk significant planning standard 50.47(b)(4), 
which, in this case, met the example of a Green finding because it involved one Unusual Event classification (EAL 
HU6).  
 



Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. 
Inspection Report# : 2011503 (pdf)  

Significance:  Aug 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
The inspector identified a finding of very low safety significance involving a Severity Level IV NCV of 10 CFR 50.54
(q) for failing to obtain prior approval for an emergency plan change which decreased the effectiveness of the plan. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, which indefinitely 
extended the start of the 15-minute emergency classification clock beyond a credible notification that a fire is 
occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of the 
emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance.  
 
The finding was more than minor using IMC 0612, because it is associated with the emergency preparedness 
cornerstone attribute of procedure quality for EAL and emergency plan changes, and it adversely affected the 
cornerstone objective of ensuring that the licensee is capable of implementing adequate measures to protect the health 
and safety of the public in the event of a radiological emergency. Therefore, the performance deficiency was a finding.
Using IMC 0609, Appendix B, the inspector determined that the finding had a very low safety significance because 
the finding is a failure to comply with 10 CFR 50.54(q) involving the risk significant planning standard 50.47(b)(4), 
which, in this case, met the example of a Green finding because it involved one Unusual Event classification (EAL 
HU6).  
 
Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. 
Inspection Report# : 2011503 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Control of Reactor Coolant Let-down and Clean-up to Minimize Occupational Radiation Dose 
A self-revealing finding was identified because Exelon did not effectively manage and control Unit 1 reactor coolant 
let-down and clean-up during shutdown and cool-down in support of the 2011 TMI Unit 1 refueling and maintenance 
outage (T1R19) to maximize clean-up and thereby minimize ambient radiation dose rates for affected outage work. 
Specifically, during reactor shutdown and cooldown on October 25, 2011, reactor coolant letdown flow rate decreased 
for a 20-hour period resulting in less clean-up volume. This reduction in flow, and clean-up, resulted in radioactive 
crud (from fuel deposits) being deposited at higher levels within the steam generators than previously encountered 
causing elevated occupational radiation dose rates and unintended occupational radiation exposure. Exelon entered the 
issue into their corrective action program under IR 1284066.  
 
The finding is more than minor because it is associated with the IMC 0612 (Appendix B) Occupational Radiation 
Safety Cornerstone attribute of program and process (As Low As Reasonably Achievable [ALARA] Planning), and 
the finding adversely affected the cornerstone objective of ensuring the adequate protection of the worker health and 
safety from exposure to radiation from radioactive material during routine reactor operations. The finding is also 



similar to the more-than-minor example (6,i) provided in IMC 0612 (Appendix E) since it involved an actual 
collective exposure for work activities greater than five person-rem and exceeded the planned, intended dose by more 
than 50 percent. Using IMC 0609 (Appendix C), the finding was determined to have very low safety significance 
(Green), because the finding involved an ALARA planning issue and the three-year rolling average collective dose 
history was less than 135 person-rem (approximately 93 person-rem average annual exposure for 2008-2010).  
 
The finding has a cross-cutting aspect, as described in IMC 0310, in the area of human performance (H) associated 
with a work control component aspect because Exelon’s management and control of reactor shutdown and cool-down 
did not adequately incorporate effective measures to ensure occupational radiation exposures during the outage would 
be as low as reasonably achievable (ALARA).  
 
Inspection Report# : 2011005 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Oct 17, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Declare Arrest 
The referenced inspection report and transmittal letter documented the results of an OI investigation that was 
completed on July 7, 2011. The investigation was conducted to determine whether a contractor individual deliberately 
failed to report a June 13, 2010 arrest involving drug-related and driving under the influence charges, on a personal 
history questionnaire (PHQ) when he applied for unescorted access authorization (UAA) at TMI on July 28, 2010. 
Based on the evidence gathered during the OI investigation, including: (1) the individual’s statement to Exelon; (2) 
Exelon’s procedure regarding the processing of PHQs; and, (3) Exelon records which indicated that the individual had 
attended an in-processing orientation class at TMI, during which the students were instructed regarding how to 
correctly fill out a PHQ, and specifically the criminal history section, the NRC concluded that the contractor 
deliberately caused Exelon to violate 10 CFR 50.9, “Completeness and accuracy of information.” Specifically, the 
individual created an inaccurate record (the PHQ) by failing to include on it that he had been arrested. The PHQ was 
required to be maintained by the licensee per TMI implementing procedure SY-AA-103-502, “Arrest Reporting,” and 
the site Physical Security Plan. Because the violation was caused by the deliberate action of the individual, it was 
evaluated under the NRC’s traditional enforcement process as set forth in the NRC Enforcement Policy. The NRC 
considered that the violation involved the willful action of a non-supervisory individual, and therefore determined that 
the violation is appropriately classified as SL IV in accordance with the NRC Enforcement Policy. The NRC 
considered issuance of a Notice of Violation for this issue. However, after assessing the factors set forth in Section 
2.3.2 of the NRC Enforcement Policy, the NRC determined that a non-cited violation (NCV) is appropriate in this 
case because, subsequent to the violation being identified, Exelon took appropriate corrective actions, including: 
placing the individual into “PADS,” noting that his UAA was denied, and making a one-hour report to the NRC in 
accordance with 10 CFR Part 73 (since due to the specific charges filed against the individual, Exelon would not have 
granted UAA to him, had it known the information). Based on the actions taken to date, this item is closed 
Inspection Report# : 2011010 (pdf)  



Last modified : March 02, 2012 



Three Mile Island 1 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inspection of RCP Flanges 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion  
V, Instructions, Procedures and Drawings, because Exelon did not specify, in writing, the  
exact inspection scope and criteria for boric acid inspections of the reactor coolant pump  
bolted flanges during plant refueling outages. Lack of specific procedural guidance  
contributed to the failure to detect reactor coolant system leakage from the thermal barrier  
flange of the ‘B’ reactor coolant pump (RC-P-1B) prior to November 2011. Exelon’s failure  
to ensure that both the upper and lower RCP thermal barrier flanges were visually inspected  
for the complete 360 degrees for all RCPs is a performance deficiency within Exelon’s ability  
to foresee and prevent. Exelon completed a boric acid evaluation which showed there was  
reasonable assurance that the flange could safely operate until the next refueling outage.  
Additionally, Exelon prepared an adverse condition monitoring plan and is performing  
periodic remote monitoring of the affected flange for changes in leakage from the degraded  
gasket. Exelon entered this issue into the corrective action program as IR 01344561.  
The finding is more than minor because it is associated with the Equipment Performance  
attribute (a degraded RCP flange gasket) of the Initiating Events cornerstone and affected  
the cornerstone objective to limit the likelihood of those events that upset plant stability and  
challenge critical safety functions during shutdown as well as power operations. Also, this  
finding is similar to the more than minor example 4.a in Inspection Manual Chapter (IMC)  
0612, “Power Reactor Inspection Reports,” Appendix E. The inspectors completed IMC  
0609.04, “Phase 1- Initial Screening and Characterization of Findings,” and screened the  
finding as very low safety significance (Green). This finding has a cross-cutting aspect in  
the area of Human Performance, Work Control, because Exelon did not ensure supervisory  
and management oversight of work activities, including contractors, such that nuclear safety  
is supported [H.4(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate System Monitoring Results in Multiple IA-P-4 Trips 
Green. A self-revealing finding was identified for inadequate performance monitoring of  
instrument air compressor number four (IA-P-4) in accordance with ER-AA-2003, System  
Performance Monitoring and Analysis. Specifically, performance monitoring action levels  
established for loaded and unloaded times in procedure 1104-25, “Instrument and Control  
Air System,” were not adequate to identify the adverse trend in performance and resulted in  
4  
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recurring drive-motor overload trips and unplanned accrued unavailability of IA-P-4 on  
September 28, October 8 and November 29, 2011. Maintenance technicians repaired the  
air leaks and subsequent IA-P-4 air loading decreased. Corrective actions were  
implemented to trend loaded and unloaded times of IA-P-4 in the system monitoring plan  
and implement acoustic monitoring for identification of system air leakage (IR 1295235).  
This finding is more than minor because it was associated with the equipment performance  



attribute of the initiating events cornerstone and affected 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. In accordance with Inspection Manual  
Chapter 0609.04, “Phase 1 - Initial Screen and Characterization of Findings,” the inspectors  
conducted a phase 1 SDP screening and determined that a detailed phase 2 evaluation was  
required to assess the safety significance because the finding contributed to both the  
likelihood of a reactor trip and the likelihood that mitigation equipment would not be  
available. The inspectors consulted a senior risk analyst (SRA) to perform a detailed  
phase 2 analysis. The SRA performed a bounding risk analysis using five days of IA-P-4  
unavailability. The phase 2 analysis concluded that the significance of the finding was of  
very low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Problem Identification and Resolution, Corrective Action Program, because Exelon failed to  
thoroughly evaluate the cause of the IA-P-4 trips such that the resolution addressed the  
cause [P.1(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Non-Conservative Technical Specification following Revision to River Stage Discharge 
Analysis 
An NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, was 
identified because Exelon did not identify and correct a condition adverse to quality regarding the impact of a revised 
river stage discharge analysis result on Technical Specifications (TSs). Specifically, Exelon did not recognize that the 
revised river discharge analysis resulted in a lower flow-based river shutdown level, resulting in a non-conservative 
TS. The inspectors determined this was a performance deficiency because Exelon personnel did not promptly identify 
and correct a condition adverse to quality regarding the non-conservative TS 3.14.2. Exelon entered the issue into 
their corrective action program under IR 1272726.  
 
The finding is more than minor because the finding is associated with the protection against external factors attribute 
of the Initiating Event cornerstone to limit the likelihood of those events that upset plant stability and challenge 
critical safety functions during shutdown as well as power operations. The inspectors evaluated the finding in 
accordance with IMC 0609, Attachment 4, Phase 1 – Initial Screening and Characterization of Findings, and 
determined it was of very low safety significance (Green) because the issue did not increase the likelihood of a fire or 
internal/external flood event.  
 
This finding has a cross-cutting aspect, as described in IMC 0310, in the area of Problem Identification and 
Resolution, Corrective Action Program, because Exelon failed to identify issues completely, accurately and in a 
timely manner commensurate with their safety significance. Specifically, Exelon failed to identify the non-
conservative TS in a timely manner.  
 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Actions for Out-of-Service Appendix 'R' Heat Exchanger 
Green. The inspectors identified a non-cited violation of license condition DPR-50 section  
2.C.(4), Fire Protection, for Exelon’s failure to implement compensatory actions during  
planned maintenance on the ‘A’ nuclear service heat exchanger (NS-C-1A). Specifically, on  
May 10, 2010, Exelon failed to return Appendix R breakers to their correct position within the  



seven day allowed outage time and implement compensatory actions in accordance with  
administrative procedure (AP) 1038, Fire Protection Program. The inspectors determined  
Exelon’s failure to implement compensatory actions during planned maintenance on  
NS-C-1A in accordance with AP 1038 was a performance deficiency that was within  
Exelon’s ability to foresee and correct. Exelon performed an extent of condition review and  
created a requirement to review the fire hazard analysis report for applicability before  
removing equipment from service. Exelon has entered this issue in the corrective action  
program for resolution as IR 1347403.  
 
This finding is more than minor because it was associated with the protection against  
external factors 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. In accordance with Inspection  
Manual Chapter 0609.04, “Phase 1 – Initial Screen and Characterization of Findings,” the  
inspectors conducted a phase 1 SDP screening using Appendix F, Fire Protection  
Significance Determination Process, and determined that a detailed phase 2 analysis was  
required due to the elevated calculated delta core damage frequency. The inspectors  
performed a detailed walkdown of the control cables associated with the nuclear river  
system valves and identified no fire ignition sources and concluded that the finding was very  
low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Human Performance, Resources, because Exelon failed to ensure complete, accurate, and  
up-to-date procedures were used to determine if compensatory actions were required for  
planned work activities [H.2(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate Maintenance Risk Evaluation for DH-V-3 Planned Maintenance 
Green. The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4), Requirements  
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants, for Exelon’s  
failure to adequately assess and manage the impact to plant risk during a planned  
maintenance activity. Specifically, Exelon did not recognize an elevated online maintenance  
risk activity and implement appropriate risk management actions (RMAs) during  
maintenance on the decay heat removal (DHR) drop line valve (DH-V-3) on January 16,  
2012. The inspectors determined that the failure to perform an adequate risk assessment  
and implement appropriate RMA’s for the planned maintenance on DH-V-3 is a performance  
deficiency that was within Exelon’s ability to foresee and correct. Immediate corrective  
actions included operator and work planning training on risk evaluations and an extent of  
condition review to ensure planned maintenance activities that could impact DHR system  
operability were identified. Exelon entered this issue into the corrective action program for  
resolution as IR 1314551.  
This finding was determined to be more than minor since it is similar to more than minor  
example 7.e of Inspection Manual Chapter (IMC) 0612, “Power Reactor Inspection Reports,”  
Appendix E because the risk assessment, when adequately performed, resulted in an  
elevated station risk condition and required RMAs. The finding was evaluated in  
accordance with Appendix K, Maintenance Risk Assessment and Risk Management  
Significance Determination Process, of IMC 0609, “Significance Determination Process”.  
The inspectors, in consultation with a senior risk analyst, performed a phase 1 analysis and  
concluded that the incremental core damage probability deficit for DH-V-3 with an out-ofservice  
time of 8 hours was less than 1E-6. Therefore, the finding was determined to be of  
very low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Human Performance, Work Control, because Exelon failed to incorporate appropriate risk  
insights into the planning and execution of the DH-V-3 maintenance activity [H.3(a)].  
(Section 1R13) 
Inspection Report# : 2012002 (pdf)  



Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Nonconservative Differential Pressure Value used in DHR/LPI Motor Operated Valves Design Analysis 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon had not verified the adequacy of their design with 
respect to ensuring the capability of the emergency core cooling system piggyback mode of operation during sump 
recirculation in response to postulated small break loss-of-coolant accident (SBLOCA) conditions. Specifically, the 
decay heat system low pressure injection (LPI) piggyback motor operated valves (DH-V-7A/B) and containment 
isolation sump valves (DH-V-6A/B) had not been evaluated to ensure they would open against the maximum expected 
differential pressures assuming the maximum allowable technical specification (TS) backleakage of system pressure 
isolation valves (PIVs). Exelon entered the issue into their corrective action program to evaluate the current design 
and ensure the valves required for piggyback operation could be opened in response to SBLOCA scenarios which may 
require the transfer to the sump recirculation mode of operation.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance.  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate TOL Sizing Evaluation for Jogging/Throttling Valves 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon had not verified the adequacy of the design regarding 
motor operated valve (MOV) thermal overload relay (TOL) sizing. Specifically, Exelon had not verified that TOL 
relays on safety-related low pressure injection (LPI) MOV circuits for the LPI injection valves, DH-V-4A(B), were 
properly sized to support the design function of repetitive jogging and throttling of the MOVs in response to design 
basis accidents. Exelon entered the issue into their corrective action program to evaluate the condition that the existing 
design analysis did not address TOL sizing for jogging MOVs. Exelon performed an initial review for operability of 
the LPI injection valves and included an extent-of-condition review for other engineered safeguards (ES) MOVs that 
are operated in a jogging mode to ensure the MOVs would not inadvertently trip under reasonable assumptions.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance.  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 



Inadequate Design Control for Battery Sizing Calculation
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon did not verify the adequacy of design with respect to 
the Battery 1A sizing calculation. Specifically, non-conservative design inputs and incorrect methodologies were used 
for the safety related Battery 1A sizing calculation which reduced the battery capacity margin. Exelon entered this 
issue into the corrective action program and concluded that the issues identified did not render any of the batteries 
inoperable, based on the magnitude of the errors and currently available aging margin.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. The 
finding had a cross-cutting aspect in the area of Human Performance, Resources Component, because Exelon did not 
ensure that accurate design documentation was available. Specifically, Exelon inadequately revised the battery sizing 
calculation in 2009.  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design and Maintenance of SBO Diesel Generator Battery 
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,” because Exelon did not ensure that necessary support systems had sufficient 
capability to mitigate a station blackout (SBO). Specifically, Exelon did not ensure that the design and maintenance of 
the SBO diesel generator starting battery was adequate to ensure that the SBO diesel generator would be able to start 
and load within the required time following an SBO. Exelon entered this issue into the corrective action program and 
concluded that the issues identified did not render the SBO emergency diesel generaor (EDG) inoperable, based on 
testing performed during the inspection to validate the operability of the SBO EDG output breaker, the adequate 
performance of the battery during SBO diesel generator surveillances, the adequate acceptance test results, and 
adequate monthly monitoring.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
and procedure quality attributes of the Mitigating Systems Cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination 
Process, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to 
be of very low safety significance (Green) because it 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 was 
not assigned a cross-cutting aspect because the most significant causal factor of the finding was the inadequate design 
verification for adequate voltage to the battery loads, which was not reflective of current performance. The design 
calculation was last revised in March 2008.  
 
Inspection Report# : 2012007 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Significance:  Aug 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
The inspector identified a finding of very low safety significance involving a Severity Level IV NCV of 10 CFR 50.54
(q) for failing to obtain prior approval for an emergency plan change which decreased the effectiveness of the plan. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, which indefinitely 
extended the start of the 15-minute emergency classification clock beyond a credible notification that a fire is 
occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of the 
emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance.  
 
The finding was more than minor using IMC 0612, because it is associated with the emergency preparedness 
cornerstone attribute of procedure quality for EAL and emergency plan changes, and it adversely affected the 
cornerstone objective of ensuring that the licensee is capable of implementing adequate measures to protect the health 
and safety of the public in the event of a radiological emergency. Therefore, the performance deficiency was a finding.
Using IMC 0609, Appendix B, the inspector determined that the finding had a very low safety significance because 
the finding is a failure to comply with 10 CFR 50.54(q) involving the risk significant planning standard 50.47(b)(4), 
which, in this case, met the example of a Green finding because it involved one Unusual Event classification (EAL 
HU6).  
 
Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. 
Inspection Report# : 2011503 (pdf)  

Significance:  Aug 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
The inspector identified a finding of very low safety significance involving a Severity Level IV NCV of 10 CFR 50.54
(q) for failing to obtain prior approval for an emergency plan change which decreased the effectiveness of the plan. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, which indefinitely 
extended the start of the 15-minute emergency classification clock beyond a credible notification that a fire is 
occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of the 
emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance.  
 
The finding was more than minor using IMC 0612, because it is associated with the emergency preparedness 
cornerstone attribute of procedure quality for EAL and emergency plan changes, and it adversely affected the 
cornerstone objective of ensuring that the licensee is capable of implementing adequate measures to protect the health 
and safety of the public in the event of a radiological emergency. Therefore, the performance deficiency was a finding.
Using IMC 0609, Appendix B, the inspector determined that the finding had a very low safety significance because 
the finding is a failure to comply with 10 CFR 50.54(q) involving the risk significant planning standard 50.47(b)(4), 
which, in this case, met the example of a Green finding because it involved one Unusual Event classification (EAL 
HU6).  



 
Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. 
Inspection Report# : 2011503 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Control of Reactor Coolant Let-down and Clean-up to Minimize Occupational Radiation Dose 
A self-revealing finding was identified because Exelon did not effectively manage and control Unit 1 reactor coolant 
let-down and clean-up during shutdown and cool-down in support of the 2011 TMI Unit 1 refueling and maintenance 
outage (T1R19) to maximize clean-up and thereby minimize ambient radiation dose rates for affected outage work. 
Specifically, during reactor shutdown and cooldown on October 25, 2011, reactor coolant letdown flow rate decreased 
for a 20-hour period resulting in less clean-up volume. This reduction in flow, and clean-up, resulted in radioactive 
crud (from fuel deposits) being deposited at higher levels within the steam generators than previously encountered 
causing elevated occupational radiation dose rates and unintended occupational radiation exposure. Exelon entered the 
issue into their corrective action program under IR 1284066.  
 
The finding is more than minor because it is associated with the IMC 0612 (Appendix B) Occupational Radiation 
Safety Cornerstone attribute of program and process (As Low As Reasonably Achievable [ALARA] Planning), and 
the finding adversely affected the cornerstone objective of ensuring the adequate protection of the worker health and 
safety from exposure to radiation from radioactive material during routine reactor operations. The finding is also 
similar to the more-than-minor example (6,i) provided in IMC 0612 (Appendix E) since it involved an actual 
collective exposure for work activities greater than five person-rem and exceeded the planned, intended dose by more 
than 50 percent. Using IMC 0609 (Appendix C), the finding was determined to have very low safety significance 
(Green), because the finding involved an ALARA planning issue and the three-year rolling average collective dose 
history was less than 135 person-rem (approximately 93 person-rem average annual exposure for 2008-2010).  
 
The finding has a cross-cutting aspect, as described in IMC 0310, in the area of human performance (H) associated 
with a work control component aspect because Exelon’s management and control of reactor shutdown and cool-down 
did not adequately incorporate effective measures to ensure occupational radiation exposures during the outage would 
be as low as reasonably achievable (ALARA).  
 
Inspection Report# : 2011005 (pdf)  

Public Radiation Safety 

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

Miscellaneous 



Significance: N/A Oct 17, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Declare Arrest 
The referenced inspection report and transmittal letter documented the results of an OI investigation that was 
completed on July 7, 2011. The investigation was conducted to determine whether a contractor individual deliberately 
failed to report a June 13, 2010 arrest involving drug-related and driving under the influence charges, on a personal 
history questionnaire (PHQ) when he applied for unescorted access authorization (UAA) at TMI on July 28, 2010. 
Based on the evidence gathered during the OI investigation, including: (1) the individual’s statement to Exelon; (2) 
Exelon’s procedure regarding the processing of PHQs; and, (3) Exelon records which indicated that the individual had 
attended an in-processing orientation class at TMI, during which the students were instructed regarding how to 
correctly fill out a PHQ, and specifically the criminal history section, the NRC concluded that the contractor 
deliberately caused Exelon to violate 10 CFR 50.9, “Completeness and accuracy of information.” Specifically, the 
individual created an inaccurate record (the PHQ) by failing to include on it that he had been arrested. The PHQ was 
required to be maintained by the licensee per TMI implementing procedure SY-AA-103-502, “Arrest Reporting,” and 
the site Physical Security Plan. Because the violation was caused by the deliberate action of the individual, it was 
evaluated under the NRC’s traditional enforcement process as set forth in the NRC Enforcement Policy. The NRC 
considered that the violation involved the willful action of a non-supervisory individual, and therefore determined that 
the violation is appropriately classified as SL IV in accordance with the NRC Enforcement Policy. The NRC 
considered issuance of a Notice of Violation for this issue. However, after assessing the factors set forth in Section 
2.3.2 of the NRC Enforcement Policy, the NRC determined that a non-cited violation (NCV) is appropriate in this 
case because, subsequent to the violation being identified, Exelon took appropriate corrective actions, including: 
placing the individual into “PADS,” noting that his UAA was denied, and making a one-hour report to the NRC in 
accordance with 10 CFR Part 73 (since due to the specific charges filed against the individual, Exelon would not have 
granted UAA to him, had it known the information). Based on the actions taken to date, this item is closed 
Inspection Report# : 2011010 (pdf)  
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Three Mile Island 1 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inspection of RCP Flanges 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion  
V, Instructions, Procedures and Drawings, because Exelon did not specify, in writing, the  
exact inspection scope and criteria for boric acid inspections of the reactor coolant pump  
bolted flanges during plant refueling outages. Lack of specific procedural guidance  
contributed to the failure to detect reactor coolant system leakage from the thermal barrier  
flange of the ‘B’ reactor coolant pump (RC-P-1B) prior to November 2011. Exelon’s failure  
to ensure that both the upper and lower RCP thermal barrier flanges were visually inspected  
for the complete 360 degrees for all RCPs is a performance deficiency within Exelon’s ability  
to foresee and prevent. Exelon completed a boric acid evaluation which showed there was  
reasonable assurance that the flange could safely operate until the next refueling outage.  
Additionally, Exelon prepared an adverse condition monitoring plan and is performing  
periodic remote monitoring of the affected flange for changes in leakage from the degraded  
gasket. Exelon entered this issue into the corrective action program as IR 01344561.  
The finding is more than minor because it is associated with the Equipment Performance  
attribute (a degraded RCP flange gasket) of the Initiating Events cornerstone and affected  
the cornerstone objective to limit the likelihood of those events that upset plant stability and  
challenge critical safety functions during shutdown as well as power operations. Also, this  
finding is similar to the more than minor example 4.a in Inspection Manual Chapter (IMC)  
0612, “Power Reactor Inspection Reports,” Appendix E. The inspectors completed IMC  
0609.04, “Phase 1- Initial Screening and Characterization of Findings,” and screened the  
finding as very low safety significance (Green). This finding has a cross-cutting aspect in  
the area of Human Performance, Work Control, because Exelon did not ensure supervisory  
and management oversight of work activities, including contractors, such that nuclear safety  
is supported [H.4(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate System Monitoring Results in Multiple IA-P-4 Trips 
Green. A self-revealing finding was identified for inadequate performance monitoring of  
instrument air compressor number four (IA-P-4) in accordance with ER-AA-2003, System  
Performance Monitoring and Analysis. Specifically, performance monitoring action levels  
established for loaded and unloaded times in procedure 1104-25, “Instrument and Control  
Air System,” were not adequate to identify the adverse trend in performance and resulted in  
4  
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recurring drive-motor overload trips and unplanned accrued unavailability of IA-P-4 on  
September 28, October 8 and November 29, 2011. Maintenance technicians repaired the  
air leaks and subsequent IA-P-4 air loading decreased. Corrective actions were  
implemented to trend loaded and unloaded times of IA-P-4 in the system monitoring plan  
and implement acoustic monitoring for identification of system air leakage (IR 1295235).  



This finding is more than minor because it was associated with the equipment performance  
attribute of the initiating events cornerstone and affected 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. In accordance with Inspection Manual  
Chapter 0609.04, “Phase 1 - Initial Screen and Characterization of Findings,” the inspectors  
conducted a phase 1 SDP screening and determined that a detailed phase 2 evaluation was  
required to assess the safety significance because the finding contributed to both the  
likelihood of a reactor trip and the likelihood that mitigation equipment would not be  
available. The inspectors consulted a senior risk analyst (SRA) to perform a detailed  
phase 2 analysis. The SRA performed a bounding risk analysis using five days of IA-P-4  
unavailability. The phase 2 analysis concluded that the significance of the finding was of  
very low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Problem Identification and Resolution, Corrective Action Program, because Exelon failed to  
thoroughly evaluate the cause of the IA-P-4 trips such that the resolution addressed the  
cause [P.1(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Non-Conservative Technical Specification following Revision to River Stage Discharge 
Analysis 
An NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, was 
identified because Exelon did not identify and correct a condition adverse to quality regarding the impact of a revised 
river stage discharge analysis result on Technical Specifications (TSs). Specifically, Exelon did not recognize that the 
revised river discharge analysis resulted in a lower flow-based river shutdown level, resulting in a non-conservative 
TS. The inspectors determined this was a performance deficiency because Exelon personnel did not promptly identify 
and correct a condition adverse to quality regarding the non-conservative TS 3.14.2. Exelon entered the issue into 
their corrective action program under IR 1272726.  
 
The finding is more than minor because the finding is associated with the protection against external factors attribute 
of the Initiating Event cornerstone to limit the likelihood of those events that upset plant stability and challenge 
critical safety functions during shutdown as well as power operations. The inspectors evaluated the finding in 
accordance with IMC 0609, Attachment 4, Phase 1 – Initial Screening and Characterization of Findings, and 
determined it was of very low safety significance (Green) because the issue did not increase the likelihood of a fire or 
internal/external flood event.  
 
This finding has a cross-cutting aspect, as described in IMC 0310, in the area of Problem Identification and 
Resolution, Corrective Action Program, because Exelon failed to identify issues completely, accurately and in a 
timely manner commensurate with their safety significance. Specifically, Exelon failed to identify the non-
conservative TS in a timely manner.  
 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  May 25, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with ESAS relay replacement 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for Exelon’s failure to implement prompt corrective 



actions following the identification of a degraded engineered safeguards actuation system (ESAS) emergency diesel 
generator (EDG) block load relay. Specifically, Exelon staff did not perform a relay replacement in a timely manner to 
correct a condition adverse to quality commensurate with its safety significance. This resulted in an EDG block load 
relay failing a subsequent surveillance test on April 24, 2012. Exelon staff entered this issue into their corrective 
action program as issue report (IR) 1368183 and replaced the relay on May 31, 2012.  
 
This finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 0609.04, 
“Phase – Initial Screen and Characterization of Findings,” the inspectors conducted a Phase 1 SDP screening and 
determined that the finding was of very low safety significance (Green) because the finding 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 external initiating events. Specifically, Exelon staff’s past operability evaluation affirmed the relay 
would have performed its safety function given the degraded relay condition that existed. This finding had a cross-
cutting aspect in the area of problem identification and resolution in that Exelon staff actions were not timely in 
addressing an adverse trend associated with a degraded ESAS block load relay. [P.1(d)] 
Inspection Report# : 2012008 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Actions for Out-of-Service Appendix 'R' Heat Exchanger 
Green. The inspectors identified a non-cited violation of license condition DPR-50 section  
2.C.(4), Fire Protection, for Exelon’s failure to implement compensatory actions during  
planned maintenance on the ‘A’ nuclear service heat exchanger (NS-C-1A). Specifically, on  
May 10, 2010, Exelon failed to return Appendix R breakers to their correct position within the  
seven day allowed outage time and implement compensatory actions in accordance with  
administrative procedure (AP) 1038, Fire Protection Program. The inspectors determined  
Exelon’s failure to implement compensatory actions during planned maintenance on  
NS-C-1A in accordance with AP 1038 was a performance deficiency that was within  
Exelon’s ability to foresee and correct. Exelon performed an extent of condition review and  
created a requirement to review the fire hazard analysis report for applicability before  
removing equipment from service. Exelon has entered this issue in the corrective action  
program for resolution as IR 1347403.  
 
This finding is more than minor because it was associated with the protection against  
external factors 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. In accordance with Inspection  
Manual Chapter 0609.04, “Phase 1 – Initial Screen and Characterization of Findings,” the  
inspectors conducted a phase 1 SDP screening using Appendix F, Fire Protection  
Significance Determination Process, and determined that a detailed phase 2 analysis was  
required due to the elevated calculated delta core damage frequency. The inspectors  
performed a detailed walkdown of the control cables associated with the nuclear river  
system valves and identified no fire ignition sources and concluded that the finding was very  
low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Human Performance, Resources, because Exelon failed to ensure complete, accurate, and  
up-to-date procedures were used to determine if compensatory actions were required for  
planned work activities [H.2(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to Perform an Adequate Maintenance Risk Evaluation for DH-V-3 Planned Maintenance
Green. The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4), Requirements  
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants, for Exelon’s  
failure to adequately assess and manage the impact to plant risk during a planned  
maintenance activity. Specifically, Exelon did not recognize an elevated online maintenance  
risk activity and implement appropriate risk management actions (RMAs) during  
maintenance on the decay heat removal (DHR) drop line valve (DH-V-3) on January 16,  
2012. The inspectors determined that the failure to perform an adequate risk assessment  
and implement appropriate RMA’s for the planned maintenance on DH-V-3 is a performance  
deficiency that was within Exelon’s ability to foresee and correct. Immediate corrective  
actions included operator and work planning training on risk evaluations and an extent of  
condition review to ensure planned maintenance activities that could impact DHR system  
operability were identified. Exelon entered this issue into the corrective action program for  
resolution as IR 1314551.  
This finding was determined to be more than minor since it is similar to more than minor  
example 7.e of Inspection Manual Chapter (IMC) 0612, “Power Reactor Inspection Reports,”  
Appendix E because the risk assessment, when adequately performed, resulted in an  
elevated station risk condition and required RMAs. The finding was evaluated in  
accordance with Appendix K, Maintenance Risk Assessment and Risk Management  
Significance Determination Process, of IMC 0609, “Significance Determination Process”.  
The inspectors, in consultation with a senior risk analyst, performed a phase 1 analysis and  
concluded that the incremental core damage probability deficit for DH-V-3 with an out-ofservice  
time of 8 hours was less than 1E-6. Therefore, the finding was determined to be of  
very low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Human Performance, Work Control, because Exelon failed to incorporate appropriate risk  
insights into the planning and execution of the DH-V-3 maintenance activity [H.3(a)].  
(Section 1R13) 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Nonconservative Differential Pressure Value used in DHR/LPI Motor Operated Valves Design Analysis 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon had not verified the adequacy of their design with 
respect to ensuring the capability of the emergency core cooling system piggyback mode of operation during sump 
recirculation in response to postulated small break loss-of-coolant accident (SBLOCA) conditions. Specifically, the 
decay heat system low pressure injection (LPI) piggyback motor operated valves (DH-V-7A/B) and containment 
isolation sump valves (DH-V-6A/B) had not been evaluated to ensure they would open against the maximum expected 
differential pressures assuming the maximum allowable technical specification (TS) backleakage of system pressure 
isolation valves (PIVs). Exelon entered the issue into their corrective action program to evaluate the current design 
and ensure the valves required for piggyback operation could be opened in response to SBLOCA scenarios which may 
require the transfer to the sump recirculation mode of operation.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance.  
 
Inspection Report# : 2012007 (pdf)  



Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate TOL Sizing Evaluation for Jogging/Throttling Valves 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon had not verified the adequacy of the design regarding 
motor operated valve (MOV) thermal overload relay (TOL) sizing. Specifically, Exelon had not verified that TOL 
relays on safety-related low pressure injection (LPI) MOV circuits for the LPI injection valves, DH-V-4A(B), were 
properly sized to support the design function of repetitive jogging and throttling of the MOVs in response to design 
basis accidents. Exelon entered the issue into their corrective action program to evaluate the condition that the existing 
design analysis did not address TOL sizing for jogging MOVs. Exelon performed an initial review for operability of 
the LPI injection valves and included an extent-of-condition review for other engineered safeguards (ES) MOVs that 
are operated in a jogging mode to ensure the MOVs would not inadvertently trip under reasonable assumptions.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance.  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design Control for Battery Sizing Calculation 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon did not verify the adequacy of design with respect to 
the Battery 1A sizing calculation. Specifically, non-conservative design inputs and incorrect methodologies were used 
for the safety related Battery 1A sizing calculation which reduced the battery capacity margin. Exelon entered this 
issue into the corrective action program and concluded that the issues identified did not render any of the batteries 
inoperable, based on the magnitude of the errors and currently available aging margin.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. The 
finding had a cross-cutting aspect in the area of Human Performance, Resources Component, because Exelon did not 
ensure that accurate design documentation was available. Specifically, Exelon inadequately revised the battery sizing 
calculation in 2009.  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design and Maintenance of SBO Diesel Generator Battery 
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,” because Exelon did not ensure that necessary support systems had sufficient 
capability to mitigate a station blackout (SBO). Specifically, Exelon did not ensure that the design and maintenance of 
the SBO diesel generator starting battery was adequate to ensure that the SBO diesel generator would be able to start 
and load within the required time following an SBO. Exelon entered this issue into the corrective action program and 
concluded that the issues identified did not render the SBO emergency diesel generaor (EDG) inoperable, based on 
testing performed during the inspection to validate the operability of the SBO EDG output breaker, the adequate 
performance of the battery during SBO diesel generator surveillances, the adequate acceptance test results, and 
adequate monthly monitoring.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
and procedure quality attributes of the Mitigating Systems Cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination 
Process, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to 
be of very low safety significance (Green) because it 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 was 
not assigned a cross-cutting aspect because the most significant causal factor of the finding was the inadequate design 
verification for adequate voltage to the battery loads, which was not reflective of current performance. The design 
calculation was last revised in March 2008.  
 
Inspection Report# : 2012007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Aug 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
The inspector identified a finding of very low safety significance involving a Severity Level IV NCV of 10 CFR 50.54
(q) for failing to obtain prior approval for an emergency plan change which decreased the effectiveness of the plan. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, which indefinitely 
extended the start of the 15-minute emergency classification clock beyond a credible notification that a fire is 
occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of the 
emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance.  
 
The finding was more than minor using IMC 0612, because it is associated with the emergency preparedness 
cornerstone attribute of procedure quality for EAL and emergency plan changes, and it adversely affected the 
cornerstone objective of ensuring that the licensee is capable of implementing adequate measures to protect the health 
and safety of the public in the event of a radiological emergency. Therefore, the performance deficiency was a finding.
Using IMC 0609, Appendix B, the inspector determined that the finding had a very low safety significance because 
the finding is a failure to comply with 10 CFR 50.54(q) involving the risk significant planning standard 50.47(b)(4), 
which, in this case, met the example of a Green finding because it involved one Unusual Event classification (EAL 



HU6).  
 
Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. 
Inspection Report# : 2011503 (pdf)  

Significance:  Aug 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
The inspector identified a finding of very low safety significance involving a Severity Level IV NCV of 10 CFR 50.54
(q) for failing to obtain prior approval for an emergency plan change which decreased the effectiveness of the plan. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, which indefinitely 
extended the start of the 15-minute emergency classification clock beyond a credible notification that a fire is 
occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of the 
emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance.  
 
The finding was more than minor using IMC 0612, because it is associated with the emergency preparedness 
cornerstone attribute of procedure quality for EAL and emergency plan changes, and it adversely affected the 
cornerstone objective of ensuring that the licensee is capable of implementing adequate measures to protect the health 
and safety of the public in the event of a radiological emergency. Therefore, the performance deficiency was a finding.
Using IMC 0609, Appendix B, the inspector determined that the finding had a very low safety significance because 
the finding is a failure to comply with 10 CFR 50.54(q) involving the risk significant planning standard 50.47(b)(4), 
which, in this case, met the example of a Green finding because it involved one Unusual Event classification (EAL 
HU6).  
 
Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. 
Inspection Report# : 2011503 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Control of Reactor Coolant Let-down and Clean-up to Minimize Occupational Radiation Dose 
A self-revealing finding was identified because Exelon did not effectively manage and control Unit 1 reactor coolant 
let-down and clean-up during shutdown and cool-down in support of the 2011 TMI Unit 1 refueling and maintenance 
outage (T1R19) to maximize clean-up and thereby minimize ambient radiation dose rates for affected outage work. 
Specifically, during reactor shutdown and cooldown on October 25, 2011, reactor coolant letdown flow rate decreased 
for a 20-hour period resulting in less clean-up volume. This reduction in flow, and clean-up, resulted in radioactive 
crud (from fuel deposits) being deposited at higher levels within the steam generators than previously encountered 
causing elevated occupational radiation dose rates and unintended occupational radiation exposure. Exelon entered the 
issue into their corrective action program under IR 1284066.  
 
The finding is more than minor because it is associated with the IMC 0612 (Appendix B) Occupational Radiation 



Safety Cornerstone attribute of program and process (As Low As Reasonably Achievable [ALARA] Planning), and 
the finding adversely affected the cornerstone objective of ensuring the adequate protection of the worker health and 
safety from exposure to radiation from radioactive material during routine reactor operations. The finding is also 
similar to the more-than-minor example (6,i) provided in IMC 0612 (Appendix E) since it involved an actual 
collective exposure for work activities greater than five person-rem and exceeded the planned, intended dose by more 
than 50 percent. Using IMC 0609 (Appendix C), the finding was determined to have very low safety significance 
(Green), because the finding involved an ALARA planning issue and the three-year rolling average collective dose 
history was less than 135 person-rem (approximately 93 person-rem average annual exposure for 2008-2010).  
 
The finding has a cross-cutting aspect, as described in IMC 0310, in the area of human performance (H) associated 
with a work control component aspect because Exelon’s management and control of reactor shutdown and cool-down 
did not adequately incorporate effective measures to ensure occupational radiation exposures during the outage would 
be as low as reasonably achievable (ALARA).  
 
Inspection Report# : 2011005 (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 
Significance: N/A Oct 17, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Declare Arrest 
The referenced inspection report and transmittal letter documented the results of an OI investigation that was 
completed on July 7, 2011. The investigation was conducted to determine whether a contractor individual deliberately 
failed to report a June 13, 2010 arrest involving drug-related and driving under the influence charges, on a personal 
history questionnaire (PHQ) when he applied for unescorted access authorization (UAA) at TMI on July 28, 2010. 
Based on the evidence gathered during the OI investigation, including: (1) the individual’s statement to Exelon; (2) 
Exelon’s procedure regarding the processing of PHQs; and, (3) Exelon records which indicated that the individual had 
attended an in-processing orientation class at TMI, during which the students were instructed regarding how to 
correctly fill out a PHQ, and specifically the criminal history section, the NRC concluded that the contractor 
deliberately caused Exelon to violate 10 CFR 50.9, “Completeness and accuracy of information.” Specifically, the 
individual created an inaccurate record (the PHQ) by failing to include on it that he had been arrested. The PHQ was 
required to be maintained by the licensee per TMI implementing procedure SY-AA-103-502, “Arrest Reporting,” and 
the site Physical Security Plan. Because the violation was caused by the deliberate action of the individual, it was 
evaluated under the NRC’s traditional enforcement process as set forth in the NRC Enforcement Policy. The NRC 
considered that the violation involved the willful action of a non-supervisory individual, and therefore determined that 
the violation is appropriately classified as SL IV in accordance with the NRC Enforcement Policy. The NRC 
considered issuance of a Notice of Violation for this issue. However, after assessing the factors set forth in Section 



2.3.2 of the NRC Enforcement Policy, the NRC determined that a non-cited violation (NCV) is appropriate in this 
case because, subsequent to the violation being identified, Exelon took appropriate corrective actions, including: 
placing the individual into “PADS,” noting that his UAA was denied, and making a one-hour report to the NRC in 
accordance with 10 CFR Part 73 (since due to the specific charges filed against the individual, Exelon would not have 
granted UAA to him, had it known the information). Based on the actions taken to date, this item is closed 
Inspection Report# : 2011010 (pdf)  
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Three Mile Island 1 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inspection of RCP Flanges 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion  
V, Instructions, Procedures and Drawings, because Exelon did not specify, in writing, the  
exact inspection scope and criteria for boric acid inspections of the reactor coolant pump  
bolted flanges during plant refueling outages. Lack of specific procedural guidance  
contributed to the failure to detect reactor coolant system leakage from the thermal barrier  
flange of the ‘B’ reactor coolant pump (RC-P-1B) prior to November 2011. Exelon’s failure  
to ensure that both the upper and lower RCP thermal barrier flanges were visually inspected  
for the complete 360 degrees for all RCPs is a performance deficiency within Exelon’s ability  
to foresee and prevent. Exelon completed a boric acid evaluation which showed there was  
reasonable assurance that the flange could safely operate until the next refueling outage.  
Additionally, Exelon prepared an adverse condition monitoring plan and is performing  
periodic remote monitoring of the affected flange for changes in leakage from the degraded  
gasket. Exelon entered this issue into the corrective action program as IR 01344561.  
The finding is more than minor because it is associated with the Equipment Performance  
attribute (a degraded RCP flange gasket) of the Initiating Events cornerstone and affected  
the cornerstone objective to limit the likelihood of those events that upset plant stability and  
challenge critical safety functions during shutdown as well as power operations. Also, this  
finding is similar to the more than minor example 4.a in Inspection Manual Chapter (IMC)  
0612, “Power Reactor Inspection Reports,” Appendix E. The inspectors completed IMC  
0609.04, “Phase 1- Initial Screening and Characterization of Findings,” and screened the  
finding as very low safety significance (Green). This finding has a cross-cutting aspect in  
the area of Human Performance, Work Control, because Exelon did not ensure supervisory  
and management oversight of work activities, including contractors, such that nuclear safety  
is supported [H.4(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate System Monitoring Results in Multiple IA-P-4 Trips 
Green. A self-revealing finding was identified for inadequate performance monitoring of  
instrument air compressor number four (IA-P-4) in accordance with ER-AA-2003, System  
Performance Monitoring and Analysis. Specifically, performance monitoring action levels  
established for loaded and unloaded times in procedure 1104-25, “Instrument and Control  
Air System,” were not adequate to identify the adverse trend in performance and resulted in  
4  
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Enclosure  
recurring drive-motor overload trips and unplanned accrued unavailability of IA-P-4 on  
September 28, October 8 and November 29, 2011. Maintenance technicians repaired the  
air leaks and subsequent IA-P-4 air loading decreased. Corrective actions were  
implemented to trend loaded and unloaded times of IA-P-4 in the system monitoring plan  
and implement acoustic monitoring for identification of system air leakage (IR 1295235).  
This finding is more than minor because it was associated with the equipment performance  
attribute of the initiating events cornerstone and affected 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. In accordance with Inspection Manual  
Chapter 0609.04, “Phase 1 - Initial Screen and Characterization of Findings,” the inspectors  
conducted a phase 1 SDP screening and determined that a detailed phase 2 evaluation was  
required to assess the safety significance because the finding contributed to both the  
likelihood of a reactor trip and the likelihood that mitigation equipment would not be  
available. The inspectors consulted a senior risk analyst (SRA) to perform a detailed  
phase 2 analysis. The SRA performed a bounding risk analysis using five days of IA-P-4  
unavailability. The phase 2 analysis concluded that the significance of the finding was of  
very low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Problem Identification and Resolution, Corrective Action Program, because Exelon failed to  
thoroughly evaluate the cause of the IA-P-4 trips such that the resolution addressed the  
cause [P.1(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Non-Conservative Technical Specification following Revision to River Stage Discharge 
Analysis 
An NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, was 
identified because Exelon did not identify and correct a condition adverse to quality regarding the impact of a revised 
river stage discharge analysis result on Technical Specifications (TSs). Specifically, Exelon did not recognize that the 
revised river discharge analysis resulted in a lower flow-based river shutdown level, resulting in a non-conservative 
TS. The inspectors determined this was a performance deficiency because Exelon personnel did not promptly identify 
and correct a condition adverse to quality regarding the non-conservative TS 3.14.2. Exelon entered the issue into 
their corrective action program under IR 1272726.  
 
The finding is more than minor because the finding is associated with the protection against external factors attribute 
of the Initiating Event cornerstone to limit the likelihood of those events that upset plant stability and challenge 
critical safety functions during shutdown as well as power operations. The inspectors evaluated the finding in 
accordance with IMC 0609, Attachment 4, Phase 1 – Initial Screening and Characterization of Findings, and 
determined it was of very low safety significance (Green) because the issue did not increase the likelihood of a fire or 
internal/external flood event.  
 
This finding has a cross-cutting aspect, as described in IMC 0310, in the area of Problem Identification and 
Resolution, Corrective Action Program, because Exelon failed to identify issues completely, accurately and in a 
timely manner commensurate with their safety significance. Specifically, Exelon failed to identify the non-
conservative TS in a timely manner.  
 
Inspection Report# : 2011005 (pdf)  
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Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
2012004-01 Failure to Maintain Combustible Loading in the BWST Tunnel within FHAR Limits 
The inspectors identified a Green non-cited violation (NCV) of license condition DPR-50, section 2.C.(4), Fire 
Protection, for Exelon storing transient combustibles in excess of the fire loading allowed near the borated water 
storage tank (BWST). Specifically, on July 11, the inspectors identified eight bags of trash/transient combustible 
materials stored within 50 feet of the BWST which is in excess of the allowed fire loading in accordance with the Fire 
Hazards Analysis Report (FHAR) and transient combustible control program. The inspectors determined that the 
failure to maintain combustible loading in the BWST tunnel within the FHAR limits was a performance deficiency 
that was within Exelon’s ability to foresee and correct. Exelon promptly removed the improperly stored transient 
combustibles and entered the performance deficiency into their corrective action program as issue report 1388097. 
Corrective actions were implemented to alert technicians of the restrictions on transient combustible materials near the 
BWST.  
 
This finding was determined to be more than minor since it is similar to more than minor example 4.k of Inspection 
Manual Chapter (IMC) 0612, “Power Reactor Inspection Reports,” Appendix E, because the fire loading was not 
within the FHAR limits. In accordance with Inspection Manual Chapter (IMC) 0609.04, “Phase 1 – Initial Screen and 
Characterization of Findings,” the inspectors determined the finding affected the administrative controls for transient 
combustible materials. Additionally, the inspectors determined that this issue was more than minor because it affected 
the protection against external events attribute of the mitigating systems cornerstone objective of ensuring the 
availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
The inspectors conducted a phase 1 SDP screening using IMC 0609, Appendix F, “Fire Protection Significance 
Determination Process,” and the inspectors determined that the finding affected the category of Fire Prevention and 
Administrative Controls in that combustible material was not being properly controlled, the finding had a “low” 
degradation rating, and the finding was of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Resources, because Exelon failed to 
appropriately ensure interdepartmental coordination during the work activities such that the transient combustibles 
were promptly removed from the BWST tunnel. [H.3(b)] 
Inspection Report# : 2012004 (pdf)  

Significance:  May 25, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with ESAS relay replacement 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for Exelon’s failure to implement prompt corrective 
actions following the identification of a degraded engineered safeguards actuation system (ESAS) emergency diesel 
generator (EDG) block load relay. Specifically, Exelon staff did not perform a relay replacement in a timely manner to 
correct a condition adverse to quality commensurate with its safety significance. This resulted in an EDG block load 
relay failing a subsequent surveillance test on April 24, 2012. Exelon staff entered this issue into their corrective 
action program as issue report (IR) 1368183 and replaced the relay on May 31, 2012.  
 
This finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
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Systems cornerstone and adversely affected the cornerstone objective of ensuring the reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 0609.04, 
“Phase – Initial Screen and Characterization of Findings,” the inspectors conducted a Phase 1 SDP screening and 
determined that the finding was of very low safety significance (Green) because the finding 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 external initiating events. Specifically, Exelon staff’s past operability evaluation affirmed the relay 
would have performed its safety function given the degraded relay condition that existed. This finding had a cross-
cutting aspect in the area of problem identification and resolution in that Exelon staff actions were not timely in 
addressing an adverse trend associated with a degraded ESAS block load relay. [P.1(d)] 
Inspection Report# : 2012008 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Actions for Out-of-Service Appendix 'R' Heat Exchanger 
Green. The inspectors identified a non-cited violation of license condition DPR-50 section  
2.C.(4), Fire Protection, for Exelon’s failure to implement compensatory actions during  
planned maintenance on the ‘A’ nuclear service heat exchanger (NS-C-1A). Specifically, on  
May 10, 2010, Exelon failed to return Appendix R breakers to their correct position within the  
seven day allowed outage time and implement compensatory actions in accordance with  
administrative procedure (AP) 1038, Fire Protection Program. The inspectors determined  
Exelon’s failure to implement compensatory actions during planned maintenance on  
NS-C-1A in accordance with AP 1038 was a performance deficiency that was within  
Exelon’s ability to foresee and correct. Exelon performed an extent of condition review and  
created a requirement to review the fire hazard analysis report for applicability before  
removing equipment from service. Exelon has entered this issue in the corrective action  
program for resolution as IR 1347403.  
 
This finding is more than minor because it was associated with the protection against  
external factors 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. In accordance with Inspection  
Manual Chapter 0609.04, “Phase 1 – Initial Screen and Characterization of Findings,” the  
inspectors conducted a phase 1 SDP screening using Appendix F, Fire Protection  
Significance Determination Process, and determined that a detailed phase 2 analysis was  
required due to the elevated calculated delta core damage frequency. The inspectors  
performed a detailed walkdown of the control cables associated with the nuclear river  
system valves and identified no fire ignition sources and concluded that the finding was very  
low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Human Performance, Resources, because Exelon failed to ensure complete, accurate, and  
up-to-date procedures were used to determine if compensatory actions were required for  
planned work activities [H.2(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate Maintenance Risk Evaluation for DH-V-3 Planned Maintenance 
Green. The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4), Requirements  
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for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants, for Exelon’s  
failure to adequately assess and manage the impact to plant risk during a planned  
maintenance activity. Specifically, Exelon did not recognize an elevated online maintenance  
risk activity and implement appropriate risk management actions (RMAs) during  
maintenance on the decay heat removal (DHR) drop line valve (DH-V-3) on January 16,  
2012. The inspectors determined that the failure to perform an adequate risk assessment  
and implement appropriate RMA’s for the planned maintenance on DH-V-3 is a performance  
deficiency that was within Exelon’s ability to foresee and correct. Immediate corrective  
actions included operator and work planning training on risk evaluations and an extent of  
condition review to ensure planned maintenance activities that could impact DHR system  
operability were identified. Exelon entered this issue into the corrective action program for  
resolution as IR 1314551.  
This finding was determined to be more than minor since it is similar to more than minor  
example 7.e of Inspection Manual Chapter (IMC) 0612, “Power Reactor Inspection Reports,”  
Appendix E because the risk assessment, when adequately performed, resulted in an  
elevated station risk condition and required RMAs. The finding was evaluated in  
accordance with Appendix K, Maintenance Risk Assessment and Risk Management  
Significance Determination Process, of IMC 0609, “Significance Determination Process”.  
The inspectors, in consultation with a senior risk analyst, performed a phase 1 analysis and  
concluded that the incremental core damage probability deficit for DH-V-3 with an out-ofservice  
time of 8 hours was less than 1E-6. Therefore, the finding was determined to be of  
very low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Human Performance, Work Control, because Exelon failed to incorporate appropriate risk  
insights into the planning and execution of the DH-V-3 maintenance activity [H.3(a)].  
(Section 1R13) 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Nonconservative Differential Pressure Value used in DHR/LPI Motor Operated Valves Design Analysis 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon had not verified the adequacy of their design with 
respect to ensuring the capability of the emergency core cooling system piggyback mode of operation during sump 
recirculation in response to postulated small break loss-of-coolant accident (SBLOCA) conditions. Specifically, the 
decay heat system low pressure injection (LPI) piggyback motor operated valves (DH-V-7A/B) and containment 
isolation sump valves (DH-V-6A/B) had not been evaluated to ensure they would open against the maximum expected 
differential pressures assuming the maximum allowable technical specification (TS) backleakage of system pressure 
isolation valves (PIVs). Exelon entered the issue into their corrective action program to evaluate the current design 
and ensure the valves required for piggyback operation could be opened in response to SBLOCA scenarios which may 
require the transfer to the sump recirculation mode of operation.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance.  

3Q/2012 Inspection Findings - Three Mile Island 1

Page 5 of 9



 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate TOL Sizing Evaluation for Jogging/Throttling Valves 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon had not verified the adequacy of the design regarding 
motor operated valve (MOV) thermal overload relay (TOL) sizing. Specifically, Exelon had not verified that TOL 
relays on safety-related low pressure injection (LPI) MOV circuits for the LPI injection valves, DH-V-4A(B), were 
properly sized to support the design function of repetitive jogging and throttling of the MOVs in response to design 
basis accidents. Exelon entered the issue into their corrective action program to evaluate the condition that the existing 
design analysis did not address TOL sizing for jogging MOVs. Exelon performed an initial review for operability of 
the LPI injection valves and included an extent-of-condition review for other engineered safeguards (ES) MOVs that 
are operated in a jogging mode to ensure the MOVs would not inadvertently trip under reasonable assumptions.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance.  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design Control for Battery Sizing Calculation 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon did not verify the adequacy of design with respect to 
the Battery 1A sizing calculation. Specifically, non-conservative design inputs and incorrect methodologies were used 
for the safety related Battery 1A sizing calculation which reduced the battery capacity margin. Exelon entered this 
issue into the corrective action program and concluded that the issues identified did not render any of the batteries 
inoperable, based on the magnitude of the errors and currently available aging margin.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. The 
finding had a cross-cutting aspect in the area of Human Performance, Resources Component, because Exelon did not 
ensure that accurate design documentation was available. Specifically, Exelon inadequately revised the battery sizing 
calculation in 2009.  
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Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design and Maintenance of SBO Diesel Generator Battery 
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,” because Exelon did not ensure that necessary support systems had sufficient 
capability to mitigate a station blackout (SBO). Specifically, Exelon did not ensure that the design and maintenance of 
the SBO diesel generator starting battery was adequate to ensure that the SBO diesel generator would be able to start 
and load within the required time following an SBO. Exelon entered this issue into the corrective action program and 
concluded that the issues identified did not render the SBO emergency diesel generaor (EDG) inoperable, based on 
testing performed during the inspection to validate the operability of the SBO EDG output breaker, the adequate 
performance of the battery during SBO diesel generator surveillances, the adequate acceptance test results, and 
adequate monthly monitoring.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
and procedure quality attributes of the Mitigating Systems Cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination 
Process, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to 
be of very low safety significance (Green) because it 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 was 
not assigned a cross-cutting aspect because the most significant causal factor of the finding was the inadequate design 
verification for adequate voltage to the battery loads, which was not reflective of current performance. The design 
calculation was last revised in March 2008.  
 
Inspection Report# : 2012007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Control of Reactor Coolant Let-down and Clean-up to Minimize Occupational Radiation Dose 
A self-revealing finding was identified because Exelon did not effectively manage and control Unit 1 reactor coolant 
let-down and clean-up during shutdown and cool-down in support of the 2011 TMI Unit 1 refueling and maintenance 
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outage (T1R19) to maximize clean-up and thereby minimize ambient radiation dose rates for affected outage work. 
Specifically, during reactor shutdown and cooldown on October 25, 2011, reactor coolant letdown flow rate decreased 
for a 20-hour period resulting in less clean-up volume. This reduction in flow, and clean-up, resulted in radioactive 
crud (from fuel deposits) being deposited at higher levels within the steam generators than previously encountered 
causing elevated occupational radiation dose rates and unintended occupational radiation exposure. Exelon entered the 
issue into their corrective action program under IR 1284066.  
 
The finding is more than minor because it is associated with the IMC 0612 (Appendix B) Occupational Radiation 
Safety Cornerstone attribute of program and process (As Low As Reasonably Achievable [ALARA] Planning), and 
the finding adversely affected the cornerstone objective of ensuring the adequate protection of the worker health and 
safety from exposure to radiation from radioactive material during routine reactor operations. The finding is also 
similar to the more-than-minor example (6,i) provided in IMC 0612 (Appendix E) since it involved an actual 
collective exposure for work activities greater than five person-rem and exceeded the planned, intended dose by more 
than 50 percent. Using IMC 0609 (Appendix C), the finding was determined to have very low safety significance 
(Green), because the finding involved an ALARA planning issue and the three-year rolling average collective dose 
history was less than 135 person-rem (approximately 93 person-rem average annual exposure for 2008-2010).  
 
The finding has a cross-cutting aspect, as described in IMC 0310, in the area of human performance (H) associated 
with a work control component aspect because Exelon’s management and control of reactor shutdown and cool-down 
did not adequately incorporate effective measures to ensure occupational radiation exposures during the outage would 
be as low as reasonably achievable (ALARA).  
 
Inspection Report# : 2011005 (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 

Significance: N/A Oct 17, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Declare Arrest 
The referenced inspection report and transmittal letter documented the results of an OI investigation that was 
completed on July 7, 2011. The investigation was conducted to determine whether a contractor individual deliberately 
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failed to report a June 13, 2010 arrest involving drug-related and driving under the influence charges, on a personal 
history questionnaire (PHQ) when he applied for unescorted access authorization (UAA) at TMI on July 28, 2010. 
Based on the evidence gathered during the OI investigation, including: (1) the individual’s statement to Exelon; (2) 
Exelon’s procedure regarding the processing of PHQs; and, (3) Exelon records which indicated that the individual had 
attended an in-processing orientation class at TMI, during which the students were instructed regarding how to 
correctly fill out a PHQ, and specifically the criminal history section, the NRC concluded that the contractor 
deliberately caused Exelon to violate 10 CFR 50.9, “Completeness and accuracy of information.” Specifically, the 
individual created an inaccurate record (the PHQ) by failing to include on it that he had been arrested. The PHQ was 
required to be maintained by the licensee per TMI implementing procedure SY-AA-103-502, “Arrest Reporting,” and 
the site Physical Security Plan. Because the violation was caused by the deliberate action of the individual, it was 
evaluated under the NRC’s traditional enforcement process as set forth in the NRC Enforcement Policy. The NRC 
considered that the violation involved the willful action of a non-supervisory individual, and therefore determined that 
the violation is appropriately classified as SL IV in accordance with the NRC Enforcement Policy. The NRC 
considered issuance of a Notice of Violation for this issue. However, after assessing the factors set forth in Section 
2.3.2 of the NRC Enforcement Policy, the NRC determined that a non-cited violation (NCV) is appropriate in this 
case because, subsequent to the violation being identified, Exelon took appropriate corrective actions, including: 
placing the individual into “PADS,” noting that his UAA was denied, and making a one-hour report to the NRC in 
accordance with 10 CFR Part 73 (since due to the specific charges filed against the individual, Exelon would not have 
granted UAA to him, had it known the information). Based on the actions taken to date, this item is closed 
Inspection Report# : 2011010 (pdf)  

Last modified : November 30, 2012 
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Three Mile Island 1 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Inspection of RCP Flanges 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion  
V, Instructions, Procedures and Drawings, because Exelon did not specify, in writing, the  
exact inspection scope and criteria for boric acid inspections of the reactor coolant pump  
bolted flanges during plant refueling outages. Lack of specific procedural guidance  
contributed to the failure to detect reactor coolant system leakage from the thermal barrier  
flange of the ‘B’ reactor coolant pump (RC-P-1B) prior to November 2011. Exelon’s failure  
to ensure that both the upper and lower RCP thermal barrier flanges were visually inspected  
for the complete 360 degrees for all RCPs is a performance deficiency within Exelon’s ability  
to foresee and prevent. Exelon completed a boric acid evaluation which showed there was  
reasonable assurance that the flange could safely operate until the next refueling outage.  
Additionally, Exelon prepared an adverse condition monitoring plan and is performing  
periodic remote monitoring of the affected flange for changes in leakage from the degraded  
gasket. Exelon entered this issue into the corrective action program as IR 01344561.  
The finding is more than minor because it is associated with the Equipment Performance  
attribute (a degraded RCP flange gasket) of the Initiating Events cornerstone and affected  
the cornerstone objective to limit the likelihood of those events that upset plant stability and  
challenge critical safety functions during shutdown as well as power operations. Also, this  
finding is similar to the more than minor example 4.a in Inspection Manual Chapter (IMC)  
0612, “Power Reactor Inspection Reports,” Appendix E. The inspectors completed IMC  
0609.04, “Phase 1- Initial Screening and Characterization of Findings,” and screened the  
finding as very low safety significance (Green). This finding has a cross-cutting aspect in  
the area of Human Performance, Work Control, because Exelon did not ensure supervisory  
and management oversight of work activities, including contractors, such that nuclear safety  
is supported [H.4(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate System Monitoring Results in Multiple IA-P-4 Trips 
Green. A self-revealing finding was identified for inadequate performance monitoring of  
instrument air compressor number four (IA-P-4) in accordance with ER-AA-2003, System  
Performance Monitoring and Analysis. Specifically, performance monitoring action levels  
established for loaded and unloaded times in procedure 1104-25, “Instrument and Control  
Air System,” were not adequate to identify the adverse trend in performance and resulted in  
4  
Enclosure  
recurring drive-motor overload trips and unplanned accrued unavailability of IA-P-4 on  
September 28, October 8 and November 29, 2011. Maintenance technicians repaired the  
air leaks and subsequent IA-P-4 air loading decreased. Corrective actions were  
implemented to trend loaded and unloaded times of IA-P-4 in the system monitoring plan  
and implement acoustic monitoring for identification of system air leakage (IR 1295235).  
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This finding is more than minor because it was associated with the equipment performance  
attribute of the initiating events cornerstone and affected 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. In accordance with Inspection Manual  
Chapter 0609.04, “Phase 1 - Initial Screen and Characterization of Findings,” the inspectors  
conducted a phase 1 SDP screening and determined that a detailed phase 2 evaluation was  
required to assess the safety significance because the finding contributed to both the  
likelihood of a reactor trip and the likelihood that mitigation equipment would not be  
available. The inspectors consulted a senior risk analyst (SRA) to perform a detailed  
phase 2 analysis. The SRA performed a bounding risk analysis using five days of IA-P-4  
unavailability. The phase 2 analysis concluded that the significance of the finding was of  
very low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Problem Identification and Resolution, Corrective Action Program, because Exelon failed to  
thoroughly evaluate the cause of the IA-P-4 trips such that the resolution addressed the  
cause [P.1(c)]. 
Inspection Report# : 2012002 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Adequacy of Reactor Building Seismic Gap Flood Seal 
Green. The inspectors identified a non-cited violation (NCV) of General Design Criterion 2, "Performance Standards," 
because Exelon had not established measures to ensure that the seismic gap flood seal was adequate to remain 
watertight during a probable maximum flood (PMF) event, as required by the TMI design. Specifically, the design 
requirement for the seismic gap seal specified that it was to be watertight. However, the installed seal configuration 
had measurable leakage when tested. The inspectors determined that the failure to construct, maintain, and inspect the 
seismic gap flood seal consistent with its design (e.g., watertight) was a performance deficiency within Exelon's 
ability to foresee and prevent. Exelon entered this issue into their corrective action program, took appropriate interim 
corrective actions, and completed permanent modifications to restore the watertight function of the seismic gap 
barrier.  
 
This finding was more than minor because it was similar to the more than minor example 3.j in Inspection Manual 
Chapter (IMC) 0612 Appendix E, "Examples of Minor Issues," in that the seal's as-built and maintained configuration 
resulted in a condition where there was reasonable doubt regarding the functionality of the seismic gap seal to remain 
watertight during a PMF event. Also, this finding was associated with the protection against external factors attribute 
of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process," the inspectors 
performed a bounding risk evaluation using an unavailability period of greater than one year for the watertight seal, 
and determined this finding was of very low safety significance (Green). This finding has a cross-cutting aspect, as 
described in IMC 0310, in the area of Human Performance, Decision Making, because Exelon failed to verify the 
validity of underlying assumptions or continued functionality of the seismic gap flood seal following an external flood 
re-analysis which revised the design basis PMF conditions. [H.1(b)] 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Licensing Basis Flood Barrier and Support Equipment Deficiencies in Intake 
Screen and Pump House 
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Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective 
Actions, in that Exelon failed to identify and correct conditions adverse to quality regarding the licensing basis 
external flood barrier integrity. Specifically, Exelon failed to identify and correct 13 unsealed penetrations through the 
Intake Screen and Pump House (ISPH) flood barrier and multiple deficiencies that challenged the fulfillment of ISPH 
support equipment capability to maintain the integrity of the licensing basis flood barrier. The deficiencies were 
entered into the corrective action program and permanent corrective actions were taken to seal the penetrations to 
restore the external flood barrier integrity and restoration of the support equipment capability for flood protection.  
 
The finding was more than minor because it is associated with the protection against external factors attribute of the 
mitigating systems cornerstone to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, Exelon did not identify and correct 13 unsealed 
penetrations in a licensing basis external flood barrier and its associated support equipment deficiencies such that the 
barrier is fully capable of maintaining the ISPH free of flood water. The inspectors evaluated the finding in 
accordance with IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions and Exhibit 4 – 
External Events Screening Questions and determined that a detailed risk evaluation was required based upon the 
assumed complete failure of the flood barrier would degrade two trains of Decay Heat Removal. A detailed risk 
evaluation modeled in SAPHIRE 8 using the TMI SPAR model version 8.18 determined the finding to be of very low 
safety significance (Green). This finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Exelon failed to identify the unsealed penetrations through the flood 
barrier and multiple deficiencies in supporting equipment in a timely manner commensurate with its safety 
significance. [P.1(a)]  
 
Inspection Report# : 2012005 (pdf)  

Significance: TBD Dec 31, 2012 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Identify and Correct Missing Electrical Conduit Flood Seals in the Air Intake Tunnel 
TBD. The inspectors identified an apparent violation (AV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective 
Actions, was identified during the TI-187 flooding walkdowns for Exelon’s failure to identify and correct an external 
flood barrier deficiency. Specifically, Exelon failed to identify and correct, during external flood barrier walkdowns, 
that electrical cable conduits were not flood sealed in the Air Intake Tunnel (AIT), as designed, to maintain the 
integrity of the external flood barrier. The deficiency was entered into Exelon’s corrective action process and 
permanent corrective actions were taken to seal the electrical conduits and restore the external flood barrier integrity. 
 
The finding was determined to be more than minor because it is associated with the protection against external factors 
attribute of the mitigating systems cornerstone to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, Exelon failed, during multiple focused 
walkdowns, to identify the degraded external flood barrier in the Crouse-Hinds couplings in the AIT that challenged 
the external flood barrier operability. The significance of the degraded external flood barrier is to be determined and 
cannot accurately be calculated  
until additional testing and analysis of the as-found configuration is complete. Specifically, Exelon is performing 
additional testing on the capability of as-found foam fire sealant material, present in the conduits at the AIT/Aux 
Building interface, to mitigate flood water entry into the safety-related structures. These results will be an input into 
the licensee’s flood mitigation aggregate impact review. This finding has a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because Exelon failed to review the external flood barrier 
with a low threshold for identifying issues which resulted in the failure to identify the unsealed electrical conduits in 
the AIT in a timely manner commensurate with its safety significance. [P.1(a)]  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Combustible Loading in the BWST Tunnel within FHAR Limits 
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The inspectors identified a Green non-cited violation (NCV) of license condition DPR-50, section 2.C.(4), Fire 
Protection, for Exelon storing transient combustibles in excess of the fire loading allowed near the borated water 
storage tank (BWST). Specifically, on July 11, the inspectors identified eight bags of trash/transient combustible 
materials stored within 50 feet of the BWST which is in excess of the allowed fire loading in accordance with the Fire 
Hazards Analysis Report (FHAR) and transient combustible control program. The inspectors determined that the 
failure to maintain combustible loading in the BWST tunnel within the FHAR limits was a performance deficiency 
that was within Exelon’s ability to foresee and correct. Exelon promptly removed the improperly stored transient 
combustibles and entered the performance deficiency into their corrective action program as issue report 1388097. 
Corrective actions were implemented to alert technicians of the restrictions on transient combustible materials near the 
BWST.  
 
This finding was determined to be more than minor since it is similar to more than minor example 4.k of Inspection 
Manual Chapter (IMC) 0612, “Power Reactor Inspection Reports,” Appendix E, because the fire loading was not 
within the FHAR limits. In accordance with Inspection Manual Chapter (IMC) 0609.04, “Phase 1 – Initial Screen and 
Characterization of Findings,” the inspectors determined the finding affected the administrative controls for transient 
combustible materials. Additionally, the inspectors determined that this issue was more than minor because it affected 
the protection against external events attribute of the mitigating systems cornerstone objective of ensuring the 
availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
The inspectors conducted a phase 1 SDP screening using IMC 0609, Appendix F, “Fire Protection Significance 
Determination Process,” and the inspectors determined that the finding affected the category of Fire Prevention and 
Administrative Controls in that combustible material was not being properly controlled, the finding had a “low” 
degradation rating, and the finding was of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Resources, because Exelon failed to 
appropriately ensure interdepartmental coordination during the work activities such that the transient combustibles 
were promptly removed from the BWST tunnel. [H.3(b)] 
Inspection Report# : 2012004 (pdf)  

Significance:  May 25, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with ESAS relay replacement 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for Exelon’s failure to implement prompt corrective 
actions following the identification of a degraded engineered safeguards actuation system (ESAS) emergency diesel 
generator (EDG) block load relay. Specifically, Exelon staff did not perform a relay replacement in a timely manner to 
correct a condition adverse to quality commensurate with its safety significance. This resulted in an EDG block load 
relay failing a subsequent surveillance test on April 24, 2012. Exelon staff entered this issue into their corrective 
action program as issue report (IR) 1368183 and replaced the relay on May 31, 2012.  
 
This finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 0609.04, 
“Phase – Initial Screen and Characterization of Findings,” the inspectors conducted a Phase 1 SDP screening and 
determined that the finding was of very low safety significance (Green) because the finding 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 external initiating events. Specifically, Exelon staff’s past operability evaluation affirmed the relay 
would have performed its safety function given the degraded relay condition that existed. This finding had a cross-
cutting aspect in the area of problem identification and resolution in that Exelon staff actions were not timely in 
addressing an adverse trend associated with a degraded ESAS block load relay. [P.1(d)] 
Inspection Report# : 2012008 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Implement Compensatory Actions for Out-of-Service Appendix 'R' Heat Exchanger 
Green. The inspectors identified a non-cited violation of license condition DPR-50 section  
2.C.(4), Fire Protection, for Exelon’s failure to implement compensatory actions during  
planned maintenance on the ‘A’ nuclear service heat exchanger (NS-C-1A). Specifically, on  
May 10, 2010, Exelon failed to return Appendix R breakers to their correct position within the  
seven day allowed outage time and implement compensatory actions in accordance with  
administrative procedure (AP) 1038, Fire Protection Program. The inspectors determined  
Exelon’s failure to implement compensatory actions during planned maintenance on  
NS-C-1A in accordance with AP 1038 was a performance deficiency that was within  
Exelon’s ability to foresee and correct. Exelon performed an extent of condition review and  
created a requirement to review the fire hazard analysis report for applicability before  
removing equipment from service. Exelon has entered this issue in the corrective action  
program for resolution as IR 1347403.  
 
This finding is more than minor because it was associated with the protection against  
external factors 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. In accordance with Inspection  
Manual Chapter 0609.04, “Phase 1 – Initial Screen and Characterization of Findings,” the  
inspectors conducted a phase 1 SDP screening using Appendix F, Fire Protection  
Significance Determination Process, and determined that a detailed phase 2 analysis was  
required due to the elevated calculated delta core damage frequency. The inspectors  
performed a detailed walkdown of the control cables associated with the nuclear river  
system valves and identified no fire ignition sources and concluded that the finding was very  
low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Human Performance, Resources, because Exelon failed to ensure complete, accurate, and  
up-to-date procedures were used to determine if compensatory actions were required for  
planned work activities [H.2(c)]. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate Maintenance Risk Evaluation for DH-V-3 Planned Maintenance 
Green. The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4), Requirements  
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants, for Exelon’s  
failure to adequately assess and manage the impact to plant risk during a planned  
maintenance activity. Specifically, Exelon did not recognize an elevated online maintenance  
risk activity and implement appropriate risk management actions (RMAs) during  
maintenance on the decay heat removal (DHR) drop line valve (DH-V-3) on January 16,  
2012. The inspectors determined that the failure to perform an adequate risk assessment  
and implement appropriate RMA’s for the planned maintenance on DH-V-3 is a performance  
deficiency that was within Exelon’s ability to foresee and correct. Immediate corrective  
actions included operator and work planning training on risk evaluations and an extent of  
condition review to ensure planned maintenance activities that could impact DHR system  
operability were identified. Exelon entered this issue into the corrective action program for  
resolution as IR 1314551.  
This finding was determined to be more than minor since it is similar to more than minor  
example 7.e of Inspection Manual Chapter (IMC) 0612, “Power Reactor Inspection Reports,”  
Appendix E because the risk assessment, when adequately performed, resulted in an  
elevated station risk condition and required RMAs. The finding was evaluated in  
accordance with Appendix K, Maintenance Risk Assessment and Risk Management  
Significance Determination Process, of IMC 0609, “Significance Determination Process”.  
The inspectors, in consultation with a senior risk analyst, performed a phase 1 analysis and  
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concluded that the incremental core damage probability deficit for DH-V-3 with an out-ofservice  
time of 8 hours was less than 1E-6. Therefore, the finding was determined to be of  
very low safety significance (Green). This finding has a cross-cutting aspect in the area of  
Human Performance, Work Control, because Exelon failed to incorporate appropriate risk  
insights into the planning and execution of the DH-V-3 maintenance activity [H.3(a)].  
(Section 1R13) 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Nonconservative Differential Pressure Value used in DHR/LPI Motor Operated Valves Design Analysis 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon had not verified the adequacy of their design with 
respect to ensuring the capability of the emergency core cooling system piggyback mode of operation during sump 
recirculation in response to postulated small break loss-of-coolant accident (SBLOCA) conditions. Specifically, the 
decay heat system low pressure injection (LPI) piggyback motor operated valves (DH-V-7A/B) and containment 
isolation sump valves (DH-V-6A/B) had not been evaluated to ensure they would open against the maximum expected 
differential pressures assuming the maximum allowable technical specification (TS) backleakage of system pressure 
isolation valves (PIVs). Exelon entered the issue into their corrective action program to evaluate the current design 
and ensure the valves required for piggyback operation could be opened in response to SBLOCA scenarios which may 
require the transfer to the sump recirculation mode of operation.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance.  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate TOL Sizing Evaluation for Jogging/Throttling Valves 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon had not verified the adequacy of the design regarding 
motor operated valve (MOV) thermal overload relay (TOL) sizing. Specifically, Exelon had not verified that TOL 
relays on safety-related low pressure injection (LPI) MOV circuits for the LPI injection valves, DH-V-4A(B), were 
properly sized to support the design function of repetitive jogging and throttling of the MOVs in response to design 
basis accidents. Exelon entered the issue into their corrective action program to evaluate the condition that the existing 
design analysis did not address TOL sizing for jogging MOVs. Exelon performed an initial review for operability of 
the LPI injection valves and included an extent-of-condition review for other engineered safeguards (ES) MOVs that 
are operated in a jogging mode to ensure the MOVs would not inadvertently trip under reasonable assumptions.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
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finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance.  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Battery Sizing Calculation 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR Part 
50, Appendix B, Criterion III, Design Control, because Exelon did not verify the adequacy of design with respect to 
the Battery 1A sizing calculation. Specifically, non-conservative design inputs and incorrect methodologies were used 
for the safety related Battery 1A sizing calculation which reduced the battery capacity margin. Exelon entered this 
issue into the corrective action program and concluded that the issues identified did not render any of the batteries 
inoperable, based on the magnitude of the errors and currently available aging margin.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to be of 
very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. The 
finding had a cross-cutting aspect in the area of Human Performance, Resources Component, because Exelon did not 
ensure that accurate design documentation was available. Specifically, Exelon inadequately revised the battery sizing 
calculation in 2009.  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design and Maintenance of SBO Diesel Generator Battery 
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,” because Exelon did not ensure that necessary support systems had sufficient 
capability to mitigate a station blackout (SBO). Specifically, Exelon did not ensure that the design and maintenance of 
the SBO diesel generator starting battery was adequate to ensure that the SBO diesel generator would be able to start 
and load within the required time following an SBO. Exelon entered this issue into the corrective action program and 
concluded that the issues identified did not render the SBO emergency diesel generaor (EDG) inoperable, based on 
testing performed during the inspection to validate the operability of the SBO EDG output breaker, the adequate 
performance of the battery during SBO diesel generator surveillances, the adequate acceptance test results, and 
adequate monthly monitoring.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
and procedure quality attributes of the Mitigating Systems Cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination 
Process, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was determined to 
be of very low safety significance (Green) because it 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 was 
not assigned a cross-cutting aspect because the most significant causal factor of the finding was the inadequate design 
verification for adequate voltage to the battery loads, which was not reflective of current performance. The design 
calculation was last revised in March 2008.  
 
Inspection Report# : 2012007 (pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : February 28, 2013 
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Three Mile Island 1 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Combustible Loading near the ‘B’ CST within FHAR Limits 
[Draft] Green. The inspectors identified a Green non-cited violation (NCV) of license condition DPR-50 section 2.C.
(4), Fire Protection, for Exelon’s failure to maintain transient combustible loading within fire loading limits near the 
‘B’ condensate storage tank (CST). Specifically, on January 9, the inspectors identified a Portable On-Demand storage 
(POD) container staged within 50 feet of the ‘B’ CST. Specifically, the POD and its contents contained substantial 
transient combustible materials in excess of the allowed fire loading in accordance with the FHAR. The inspectors 
determined that the failure to maintain transient combustible loading in the restricted area around the ‘B’ CST within 
the FHAR limits was a performance deficiency that was within Exelon’s ability to foresee and correct. Exelon 
promptly removed the POD container and restored transient combustible loading within allowable limits. Exelon 
entered this issue into their corrective action program under IR 1461029. Corrective actions included additional 
postings around the safety-related above-ground tanks, site-wide notifications and the performance of a root cause 
evaluation to address recent station fire protection issues.  
 
This performance deficiency is more than minor because it is associated with the Protection Against External Factors 
(Fire) attribute and adversely affected the Mitigating Systems cornerstone objective to ensure availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. In addition, it was 
determined to be more than minor since it is similar to more than minor example 4.k of Inspection Manual Chapter 
(IMC) 0612 , “Power Reactor Inspection Reports,” Appendix E because the fire loading was not within the FHAR 
limits. In accordance with Inspection Manual Chapter (IMC) 0609.04, “Phase 1 – Initial Screen and Characterization 
of Findings,” the inspectors determined the finding affected the administrative controls for transient combustible 
materials. Therefore, the inspectors conducted a phase 1 SDP screening using IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” and the inspectors determined that the finding affected the category 
of Fire Prevention and Administrative Controls in that combustible material was not being properly controlled, the 
finding had a “low” degradation rating, and the finding was of very low safety significance (Green).  
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because Exelon failed to thoroughly evaluate and take appropriate corrective actions for similar transient 
combustible loading issues such that the cause and extent of condition are fully addressed. [P.1(c)]  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Adequacy of Reactor Building Seismic Gap Flood Seal
Green. The inspectors identified a non-cited violation (NCV) of General Design Criterion 2, "Performance Standards," 
because Exelon had not established measures to ensure that the seismic gap flood seal was adequate to remain 
watertight during a probable maximum flood (PMF) event, as required by the TMI design. Specifically, the design 
requirement for the seismic gap seal specified that it was to be watertight. However, the installed seal configuration 
had measurable leakage when tested. The inspectors determined that the failure to construct, maintain, and inspect the 
seismic gap flood seal consistent with its design (e.g., watertight) was a performance deficiency within Exelon's 
ability to foresee and prevent. Exelon entered this issue into their corrective action program, took appropriate interim 
corrective actions, and completed permanent modifications to restore the watertight function of the seismic gap 
barrier.  
 
This finding was more than minor because it was similar to the more than minor example 3.j in Inspection Manual 
Chapter (IMC) 0612 Appendix E, "Examples of Minor Issues," in that the seal's as-built and maintained configuration 
resulted in a condition where there was reasonable doubt regarding the functionality of the seismic gap seal to remain 
watertight during a PMF event. Also, this finding was associated with the protection against external factors attribute 
of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process," the inspectors 
performed a bounding risk evaluation using an unavailability period of greater than one year for the watertight seal, 
and determined this finding was of very low safety significance (Green). This finding has a cross-cutting aspect, as 
described in IMC 0310, in the area of Human Performance, Decision Making, because Exelon failed to verify the 
validity of underlying assumptions or continued functionality of the seismic gap flood seal following an external flood 
re-analysis which revised the design basis PMF conditions. [H.1(b)] 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Licensing Basis Flood Barrier and Support Equipment Deficiencies in Intake 
Screen and Pump House 
Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective 
Actions, in that Exelon failed to identify and correct conditions adverse to quality regarding the licensing basis 
external flood barrier integrity. Specifically, Exelon failed to identify and correct 13 unsealed penetrations through the 
Intake Screen and Pump House (ISPH) flood barrier and multiple deficiencies that challenged the fulfillment of ISPH 
support equipment capability to maintain the integrity of the licensing basis flood barrier. The deficiencies were 
entered into the corrective action program and permanent corrective actions were taken to seal the penetrations to 
restore the external flood barrier integrity and restoration of the support equipment capability for flood protection.  
 
The finding was more than minor because it is associated with the protection against external factors attribute of the 
mitigating systems cornerstone to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, Exelon did not identify and correct 13 unsealed 
penetrations in a licensing basis external flood barrier and its associated support equipment deficiencies such that the 
barrier is fully capable of maintaining the ISPH free of flood water. The inspectors evaluated the finding in 
accordance with IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions and Exhibit 4 – 
External Events Screening Questions and determined that a detailed risk evaluation was required based upon the 
assumed complete failure of the flood barrier would degrade two trains of Decay Heat Removal. A detailed risk 
evaluation modeled in SAPHIRE 8 using the TMI SPAR model version 8.18 determined the finding to be of very low 
safety significance (Green). This finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Exelon failed to identify the unsealed penetrations through the flood 
barrier and multiple deficiencies in supporting equipment in a timely manner commensurate with its safety 
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significance. [P.1(a)]  
 
Inspection Report# : 2012005 (pdf)  

Significance: TBD Dec 31, 2012 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Identify and Correct Missing Electrical Conduit Flood Seals in the Air Intake Tunnel 
TBD. The inspectors identified an apparent violation (AV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective 
Actions, was identified during the TI-187 flooding walkdowns for Exelon’s failure to identify and correct an external 
flood barrier deficiency. Specifically, Exelon failed to identify and correct, during external flood barrier walkdowns, 
that electrical cable conduits were not flood sealed in the Air Intake Tunnel (AIT), as designed, to maintain the 
integrity of the external flood barrier. The deficiency was entered into Exelon’s corrective action process and 
permanent corrective actions were taken to seal the electrical conduits and restore the external flood barrier integrity. 
 
The finding was determined to be more than minor because it is associated with the protection against external factors 
attribute of the mitigating systems cornerstone to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, Exelon failed, during multiple focused 
walkdowns, to identify the degraded external flood barrier in the Crouse-Hinds couplings in the AIT that challenged 
the external flood barrier operability. The significance of the degraded external flood barrier is to be determined and 
cannot accurately be calculated  
until additional testing and analysis of the as-found configuration is complete. Specifically, Exelon is performing 
additional testing on the capability of as-found foam fire sealant material, present in the conduits at the AIT/Aux 
Building interface, to mitigate flood water entry into the safety-related structures. These results will be an input into 
the licensee’s flood mitigation aggregate impact review. This finding has a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because Exelon failed to review the external flood barrier 
with a low threshold for identifying issues which resulted in the failure to identify the unsealed electrical conduits in 
the AIT in a timely manner commensurate with its safety significance. [P.1(a)]  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Combustible Loading in the BWST Tunnel within FHAR Limits 
The inspectors identified a Green non-cited violation (NCV) of license condition DPR-50, section 2.C.(4), Fire 
Protection, for Exelon storing transient combustibles in excess of the fire loading allowed near the borated water 
storage tank (BWST). Specifically, on July 11, the inspectors identified eight bags of trash/transient combustible 
materials stored within 50 feet of the BWST which is in excess of the allowed fire loading in accordance with the Fire 
Hazards Analysis Report (FHAR) and transient combustible control program. The inspectors determined that the 
failure to maintain combustible loading in the BWST tunnel within the FHAR limits was a performance deficiency 
that was within Exelon’s ability to foresee and correct. Exelon promptly removed the improperly stored transient 
combustibles and entered the performance deficiency into their corrective action program as issue report 1388097. 
Corrective actions were implemented to alert technicians of the restrictions on transient combustible materials near the 
BWST.  
 
This finding was determined to be more than minor since it is similar to more than minor example 4.k of Inspection 
Manual Chapter (IMC) 0612, “Power Reactor Inspection Reports,” Appendix E, because the fire loading was not 
within the FHAR limits. In accordance with Inspection Manual Chapter (IMC) 0609.04, “Phase 1 – Initial Screen and 
Characterization of Findings,” the inspectors determined the finding affected the administrative controls for transient 
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combustible materials. Additionally, the inspectors determined that this issue was more than minor because it affected 
the protection against external events attribute of the mitigating systems cornerstone objective of ensuring the 
availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
The inspectors conducted a phase 1 SDP screening using IMC 0609, Appendix F, “Fire Protection Significance 
Determination Process,” and the inspectors determined that the finding affected the category of Fire Prevention and 
Administrative Controls in that combustible material was not being properly controlled, the finding had a “low” 
degradation rating, and the finding was of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Resources, because Exelon failed to 
appropriately ensure interdepartmental coordination during the work activities such that the transient combustibles 
were promptly removed from the BWST tunnel. [H.3(b)] 
Inspection Report# : 2012004 (pdf)  

Significance:  May 25, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with ESAS relay replacement 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for Exelon’s failure to implement prompt corrective 
actions following the identification of a degraded engineered safeguards actuation system (ESAS) emergency diesel 
generator (EDG) block load relay. Specifically, Exelon staff did not perform a relay replacement in a timely manner to 
correct a condition adverse to quality commensurate with its safety significance. This resulted in an EDG block load 
relay failing a subsequent surveillance test on April 24, 2012. Exelon staff entered this issue into their corrective 
action program as issue report (IR) 1368183 and replaced the relay on May 31, 2012.  
 
This finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 0609.04, 
“Phase – Initial Screen and Characterization of Findings,” the inspectors conducted a Phase 1 SDP screening and 
determined that the finding was of very low safety significance (Green) because the finding 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 external initiating events. Specifically, Exelon staff’s past operability evaluation affirmed the relay 
would have performed its safety function given the degraded relay condition that existed. This finding had a cross-
cutting aspect in the area of problem identification and resolution in that Exelon staff actions were not timely in 
addressing an adverse trend associated with a degraded ESAS block load relay. [P.1(d)] 
Inspection Report# : 2012008 (pdf)  

Barrier Integrity 

Emergency Preparedness 
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Public Radiation Safety 

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

Miscellaneous 
Last modified : June 04, 2013 
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Three Mile Island 1 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Combustible Loading near the ‘B’ CST within FHAR Limits 
[Draft] Green. The inspectors identified a Green non-cited violation (NCV) of license condition DPR-50 section 2.C.
(4), Fire Protection, for Exelon’s failure to maintain transient combustible loading within fire loading limits near the 
‘B’ condensate storage tank (CST). Specifically, on January 9, the inspectors identified a Portable On-Demand storage 
(POD) container staged within 50 feet of the ‘B’ CST. Specifically, the POD and its contents contained substantial 
transient combustible materials in excess of the allowed fire loading in accordance with the FHAR. The inspectors 
determined that the failure to maintain transient combustible loading in the restricted area around the ‘B’ CST within 
the FHAR limits was a performance deficiency that was within Exelon’s ability to foresee and correct. Exelon 
promptly removed the POD container and restored transient combustible loading within allowable limits. Exelon 
entered this issue into their corrective action program under IR 1461029. Corrective actions included additional 
postings around the safety-related above-ground tanks, site-wide notifications and the performance of a root cause 
evaluation to address recent station fire protection issues.  
 
This performance deficiency is more than minor because it is associated with the Protection Against External Factors 
(Fire) attribute and adversely affected the Mitigating Systems cornerstone objective to ensure availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. In addition, it was 
determined to be more than minor since it is similar to more than minor example 4.k of Inspection Manual Chapter 
(IMC) 0612 , “Power Reactor Inspection Reports,” Appendix E because the fire loading was not within the FHAR 
limits. In accordance with Inspection Manual Chapter (IMC) 0609.04, “Phase 1 – Initial Screen and Characterization 
of Findings,” the inspectors determined the finding affected the administrative controls for transient combustible 
materials. Therefore, the inspectors conducted a phase 1 SDP screening using IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” and the inspectors determined that the finding affected the category 
of Fire Prevention and Administrative Controls in that combustible material was not being properly controlled, the 
finding had a “low” degradation rating, and the finding was of very low safety significance (Green).  
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because Exelon failed to thoroughly evaluate and take appropriate corrective actions for similar transient 
combustible loading issues such that the cause and extent of condition are fully addressed. [P.1(c)]  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Adequacy of Reactor Building Seismic Gap Flood Seal
Green. The inspectors identified a non-cited violation (NCV) of General Design Criterion 2, "Performance Standards," 
because Exelon had not established measures to ensure that the seismic gap flood seal was adequate to remain 
watertight during a probable maximum flood (PMF) event, as required by the TMI design. Specifically, the design 
requirement for the seismic gap seal specified that it was to be watertight. However, the installed seal configuration 
had measurable leakage when tested. The inspectors determined that the failure to construct, maintain, and inspect the 
seismic gap flood seal consistent with its design (e.g., watertight) was a performance deficiency within Exelon's 
ability to foresee and prevent. Exelon entered this issue into their corrective action program, took appropriate interim 
corrective actions, and completed permanent modifications to restore the watertight function of the seismic gap 
barrier.  
 
This finding was more than minor because it was similar to the more than minor example 3.j in Inspection Manual 
Chapter (IMC) 0612 Appendix E, "Examples of Minor Issues," in that the seal's as-built and maintained configuration 
resulted in a condition where there was reasonable doubt regarding the functionality of the seismic gap seal to remain 
watertight during a PMF event. Also, this finding was associated with the protection against external factors attribute 
of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process," the inspectors 
performed a bounding risk evaluation using an unavailability period of greater than one year for the watertight seal, 
and determined this finding was of very low safety significance (Green). This finding has a cross-cutting aspect, as 
described in IMC 0310, in the area of Human Performance, Decision Making, because Exelon failed to verify the 
validity of underlying assumptions or continued functionality of the seismic gap flood seal following an external flood 
re-analysis which revised the design basis PMF conditions. [H.1(b)] 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Licensing Basis Flood Barrier and Support Equipment Deficiencies in Intake 
Screen and Pump House 
Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective 
Actions, in that Exelon failed to identify and correct conditions adverse to quality regarding the licensing basis 
external flood barrier integrity. Specifically, Exelon failed to identify and correct 13 unsealed penetrations through the 
Intake Screen and Pump House (ISPH) flood barrier and multiple deficiencies that challenged the fulfillment of ISPH 
support equipment capability to maintain the integrity of the licensing basis flood barrier. The deficiencies were 
entered into the corrective action program and permanent corrective actions were taken to seal the penetrations to 
restore the external flood barrier integrity and restoration of the support equipment capability for flood protection.  
 
The finding was more than minor because it is associated with the protection against external factors attribute of the 
mitigating systems cornerstone to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, Exelon did not identify and correct 13 unsealed 
penetrations in a licensing basis external flood barrier and its associated support equipment deficiencies such that the 
barrier is fully capable of maintaining the ISPH free of flood water. The inspectors evaluated the finding in 
accordance with IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions and Exhibit 4 – 
External Events Screening Questions and determined that a detailed risk evaluation was required based upon the 
assumed complete failure of the flood barrier would degrade two trains of Decay Heat Removal. A detailed risk 
evaluation modeled in SAPHIRE 8 using the TMI SPAR model version 8.18 determined the finding to be of very low 
safety significance (Green). This finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Exelon failed to identify the unsealed penetrations through the flood 
barrier and multiple deficiencies in supporting equipment in a timely manner commensurate with its safety 
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significance. [P.1(a)]  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Identify and Correct Missing Electrical Conduit Flood Seals in the Air Intake Tunnel 
TBD. The inspectors identified an apparent violation (AV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective 
Actions, was identified during the TI-187 flooding walkdowns for Exelon’s failure to identify and correct an external 
flood barrier deficiency. Specifically, Exelon failed to identify and correct, during external flood barrier walkdowns, 
that electrical cable conduits were not flood sealed in the Air Intake Tunnel (AIT), as designed, to maintain the 
integrity of the external flood barrier. The deficiency was entered into Exelon’s corrective action process and 
permanent corrective actions were taken to seal the electrical conduits and restore the external flood barrier integrity. 
 
The finding was determined to be more than minor because it is associated with the protection against external factors 
attribute of the mitigating systems cornerstone to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, Exelon failed, during multiple focused 
walkdowns, to identify the degraded external flood barrier in the Crouse-Hinds couplings in the AIT that challenged 
the external flood barrier operability. The significance of the degraded external flood barrier is to be determined and 
cannot accurately be calculated  
until additional testing and analysis of the as-found configuration is complete. Specifically, Exelon is performing 
additional testing on the capability of as-found foam fire sealant material, present in the conduits at the AIT/Aux 
Building interface, to mitigate flood water entry into the safety-related structures. These results will be an input into 
the licensee’s flood mitigation aggregate impact review. This finding has a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because Exelon failed to review the external flood barrier 
with a low threshold for identifying issues which resulted in the failure to identify the unsealed electrical conduits in 
the AIT in a timely manner commensurate with its safety significance. [P.1(a)]  
 
Inspection Report# : 2012005 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Combustible Loading in the BWST Tunnel within FHAR Limits 
The inspectors identified a Green non-cited violation (NCV) of license condition DPR-50, section 2.C.(4), Fire 
Protection, for Exelon storing transient combustibles in excess of the fire loading allowed near the borated water 
storage tank (BWST). Specifically, on July 11, the inspectors identified eight bags of trash/transient combustible 
materials stored within 50 feet of the BWST which is in excess of the allowed fire loading in accordance with the Fire 
Hazards Analysis Report (FHAR) and transient combustible control program. The inspectors determined that the 
failure to maintain combustible loading in the BWST tunnel within the FHAR limits was a performance deficiency 
that was within Exelon’s ability to foresee and correct. Exelon promptly removed the improperly stored transient 
combustibles and entered the performance deficiency into their corrective action program as issue report 1388097. 
Corrective actions were implemented to alert technicians of the restrictions on transient combustible materials near the 
BWST.  
 
This finding was determined to be more than minor since it is similar to more than minor example 4.k of Inspection 
Manual Chapter (IMC) 0612, “Power Reactor Inspection Reports,” Appendix E, because the fire loading was not 
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within the FHAR limits. In accordance with Inspection Manual Chapter (IMC) 0609.04, “Phase 1 – Initial Screen and 
Characterization of Findings,” the inspectors determined the finding affected the administrative controls for transient 
combustible materials. Additionally, the inspectors determined that this issue was more than minor because it affected 
the protection against external events attribute of the mitigating systems cornerstone objective of ensuring the 
availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
The inspectors conducted a phase 1 SDP screening using IMC 0609, Appendix F, “Fire Protection Significance 
Determination Process,” and the inspectors determined that the finding affected the category of Fire Prevention and 
Administrative Controls in that combustible material was not being properly controlled, the finding had a “low” 
degradation rating, and the finding was of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Resources, because Exelon failed to 
appropriately ensure interdepartmental coordination during the work activities such that the transient combustibles 
were promptly removed from the BWST tunnel. [H.3(b)] 
Inspection Report# : 2012004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : September 03, 2013 
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Three Mile Island 1 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Combustible Loading near the ‘B’ CST within FHAR Limits 
[Draft] Green. The inspectors identified a Green non-cited violation (NCV) of license condition DPR-50 section 2.C.
(4), Fire Protection, for Exelon’s failure to maintain transient combustible loading within fire loading limits near the 
‘B’ condensate storage tank (CST). Specifically, on January 9, the inspectors identified a Portable On-Demand storage 
(POD) container staged within 50 feet of the ‘B’ CST. Specifically, the POD and its contents contained substantial 
transient combustible materials in excess of the allowed fire loading in accordance with the FHAR. The inspectors 
determined that the failure to maintain transient combustible loading in the restricted area around the ‘B’ CST within 
the FHAR limits was a performance deficiency that was within Exelon’s ability to foresee and correct. Exelon 
promptly removed the POD container and restored transient combustible loading within allowable limits. Exelon 
entered this issue into their corrective action program under IR 1461029. Corrective actions included additional 
postings around the safety-related above-ground tanks, site-wide notifications and the performance of a root cause 
evaluation to address recent station fire protection issues.  
 
This performance deficiency is more than minor because it is associated with the Protection Against External Factors 
(Fire) attribute and adversely affected the Mitigating Systems cornerstone objective to ensure availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. In addition, it was 
determined to be more than minor since it is similar to more than minor example 4.k of Inspection Manual Chapter 
(IMC) 0612 , “Power Reactor Inspection Reports,” Appendix E because the fire loading was not within the FHAR 
limits. In accordance with Inspection Manual Chapter (IMC) 0609.04, “Phase 1 – Initial Screen and Characterization 
of Findings,” the inspectors determined the finding affected the administrative controls for transient combustible 
materials. Therefore, the inspectors conducted a phase 1 SDP screening using IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” and the inspectors determined that the finding affected the category 
of Fire Prevention and Administrative Controls in that combustible material was not being properly controlled, the 
finding had a “low” degradation rating, and the finding was of very low safety significance (Green).  
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because Exelon failed to thoroughly evaluate and take appropriate corrective actions for similar transient 
combustible loading issues such that the cause and extent of condition are fully addressed. [P.1(c)]  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Adequacy of Reactor Building Seismic Gap Flood Seal
Green. The inspectors identified a non-cited violation (NCV) of General Design Criterion 2, "Performance Standards," 
because Exelon had not established measures to ensure that the seismic gap flood seal was adequate to remain 
watertight during a probable maximum flood (PMF) event, as required by the TMI design. Specifically, the design 
requirement for the seismic gap seal specified that it was to be watertight. However, the installed seal configuration 
had measurable leakage when tested. The inspectors determined that the failure to construct, maintain, and inspect the 
seismic gap flood seal consistent with its design (e.g., watertight) was a performance deficiency within Exelon's 
ability to foresee and prevent. Exelon entered this issue into their corrective action program, took appropriate interim 
corrective actions, and completed permanent modifications to restore the watertight function of the seismic gap 
barrier.  
 
This finding was more than minor because it was similar to the more than minor example 3.j in Inspection Manual 
Chapter (IMC) 0612 Appendix E, "Examples of Minor Issues," in that the seal's as-built and maintained configuration 
resulted in a condition where there was reasonable doubt regarding the functionality of the seismic gap seal to remain 
watertight during a PMF event. Also, this finding was associated with the protection against external factors attribute 
of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process," the inspectors 
performed a bounding risk evaluation using an unavailability period of greater than one year for the watertight seal, 
and determined this finding was of very low safety significance (Green). This finding has a cross-cutting aspect, as 
described in IMC 0310, in the area of Human Performance, Decision Making, because Exelon failed to verify the 
validity of underlying assumptions or continued functionality of the seismic gap flood seal following an external flood 
re-analysis which revised the design basis PMF conditions. [H.1(b)] 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Licensing Basis Flood Barrier and Support Equipment Deficiencies in Intake 
Screen and Pump House 
Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective 
Actions, in that Exelon failed to identify and correct conditions adverse to quality regarding the licensing basis 
external flood barrier integrity. Specifically, Exelon failed to identify and correct 13 unsealed penetrations through the 
Intake Screen and Pump House (ISPH) flood barrier and multiple deficiencies that challenged the fulfillment of ISPH 
support equipment capability to maintain the integrity of the licensing basis flood barrier. The deficiencies were 
entered into the corrective action program and permanent corrective actions were taken to seal the penetrations to 
restore the external flood barrier integrity and restoration of the support equipment capability for flood protection.  
 
The finding was more than minor because it is associated with the protection against external factors attribute of the 
mitigating systems cornerstone to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, Exelon did not identify and correct 13 unsealed 
penetrations in a licensing basis external flood barrier and its associated support equipment deficiencies such that the 
barrier is fully capable of maintaining the ISPH free of flood water. The inspectors evaluated the finding in 
accordance with IMC 0609, Appendix A, Exhibit 2 – Mitigating Systems Screening Questions and Exhibit 4 – 
External Events Screening Questions and determined that a detailed risk evaluation was required based upon the 
assumed complete failure of the flood barrier would degrade two trains of Decay Heat Removal. A detailed risk 
evaluation modeled in SAPHIRE 8 using the TMI SPAR model version 8.18 determined the finding to be of very low 
safety significance (Green). This finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Exelon failed to identify the unsealed penetrations through the flood 
barrier and multiple deficiencies in supporting equipment in a timely manner commensurate with its safety 
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significance. [P.1(a)]  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Identify and Correct Missing Electrical Conduit Flood Seals in the Air Intake Tunnel 
TBD. The inspectors identified an apparent violation (AV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective 
Actions, was identified during the TI-187 flooding walkdowns for Exelon’s failure to identify and correct an external 
flood barrier deficiency. Specifically, Exelon failed to identify and correct, during external flood barrier walkdowns, 
that electrical cable conduits were not flood sealed in the Air Intake Tunnel (AIT), as designed, to maintain the 
integrity of the external flood barrier. The deficiency was entered into Exelon’s corrective action process and 
permanent corrective actions were taken to seal the electrical conduits and restore the external flood barrier integrity. 
 
The finding was determined to be more than minor because it is associated with the protection against external factors 
attribute of the mitigating systems cornerstone to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, Exelon failed, during multiple focused 
walkdowns, to identify the degraded external flood barrier in the Crouse-Hinds couplings in the AIT that challenged 
the external flood barrier operability. The significance of the degraded external flood barrier is to be determined and 
cannot accurately be calculated  
until additional testing and analysis of the as-found configuration is complete. Specifically, Exelon is performing 
additional testing on the capability of as-found foam fire sealant material, present in the conduits at the AIT/Aux 
Building interface, to mitigate flood water entry into the safety-related structures. These results will be an input into 
the licensee’s flood mitigation aggregate impact review. This finding has a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because Exelon failed to review the external flood barrier 
with a low threshold for identifying issues which resulted in the failure to identify the unsealed electrical conduits in 
the AIT in a timely manner commensurate with its safety significance. [P.1(a)]  
 
Inspection Report# : 2012005 (pdf)  
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013010 (pdf)  

Barrier Integrity 

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 : December 03, 2013 
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Three Mile Island 1 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Material Storage in Reactor Building 
Green. The inspectors identified a Green non-cited violation of Technical Specification 6.8.1 for Exelon’s failure to 
implement procedure requirements governing storage of equipment in Class 1 structures. Specifically, Exelon stored 
unsecured material, one (1) roll of plastic sheeting and three (3) plastic sheets, in the Reactor Building (RB) during 
power operations, contrary to Exelon Procedure 1015, “Equipment Storage Inside Class 1 Buildings.” This resulted in 
unsecured material in a location that had the potential, during a large break loss of coolant accident, to be transported 
to and adversely impact the performance of the emergency core cooling system (ECCS) suction sump. Exelon 
documented the issue in their corrective action program under issue report (IR) 1577437 and took immediate 
corrective actions to remove the unsecured plastic from the RB.  
 
This finding is more than minor because it is associated with the availability and reliability 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. Specifically, the unsecured plastic had 
the potential to impact the reliability and availability of the ECCS recirculation suction flow path, due to the potential 
increased debris loading. The inspectors evaluated the finding using Inspection Manual Chapter 0609, Attachment 4, 
“Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 2, and determined this finding is very low safety significance (Green) because the degraded condition 
is a design deficiency that affects system operability, but did not represent an actual loss of function of a system; did 
not represent an actual loss of function of a single train or two separate trains for greater than its technical 
specification allowed outage time and did not represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety significant. The finding has a cross-cutting aspect in the 
area of Problem Identification and Resolution, Corrective Action Program, because Exelon did not take adequate 
corrective actions to address the cause of improperly staged material in the RB (IR 1577100), resulting in a 
subsequent recurrence of improper staging of additional material in the RB identified by the inspectors (IR 1577437). 
[P.1(d)]. (Section 1R20)  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Combustible Loading near the ‘B’ CST within FHAR Limits 
[Draft] Green. The inspectors identified a Green non-cited violation (NCV) of license condition DPR-50 section 2.C.
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(4), Fire Protection, for Exelon’s failure to maintain transient combustible loading within fire loading limits near the 
‘B’ condensate storage tank (CST). Specifically, on January 9, the inspectors identified a Portable On-Demand storage 
(POD) container staged within 50 feet of the ‘B’ CST. Specifically, the POD and its contents contained substantial 
transient combustible materials in excess of the allowed fire loading in accordance with the FHAR. The inspectors 
determined that the failure to maintain transient combustible loading in the restricted area around the ‘B’ CST within 
the FHAR limits was a performance deficiency that was within Exelon’s ability to foresee and correct. Exelon 
promptly removed the POD container and restored transient combustible loading within allowable limits. Exelon 
entered this issue into their corrective action program under IR 1461029. Corrective actions included additional 
postings around the safety-related above-ground tanks, site-wide notifications and the performance of a root cause 
evaluation to address recent station fire protection issues.  
 
This performance deficiency is more than minor because it is associated with the Protection Against External Factors 
(Fire) attribute and adversely affected the Mitigating Systems cornerstone objective to ensure availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. In addition, it was 
determined to be more than minor since it is similar to more than minor example 4.k of Inspection Manual Chapter 
(IMC) 0612 , “Power Reactor Inspection Reports,” Appendix E because the fire loading was not within the FHAR 
limits. In accordance with Inspection Manual Chapter (IMC) 0609.04, “Phase 1 – Initial Screen and Characterization 
of Findings,” the inspectors determined the finding affected the administrative controls for transient combustible 
materials. Therefore, the inspectors conducted a phase 1 SDP screening using IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” and the inspectors determined that the finding affected the category 
of Fire Prevention and Administrative Controls in that combustible material was not being properly controlled, the 
finding had a “low” degradation rating, and the finding was of very low safety significance (Green).  
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because Exelon failed to thoroughly evaluate and take appropriate corrective actions for similar transient 
combustible loading issues such that the cause and extent of condition are fully addressed. [P.1(c)]  
 
Inspection Report# : 2013002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Leak Rate Testing on Close Loop Piping 
Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix J, Primary Reactor Containment 
Leakage Testing for Water-Cooled Power Reactors, for Exelon’s failure to establish an adequate program that leak 
tested components penetrating the primary containment pressure boundary. Specifically, Exelon failed to implement 
leak rate testing of the reactor building (RB) normal closed loop cooling piping to verify piping integrity to support its 
containment isolation function. As a result, on November 10, 2013, engineering personnel identified an inoperable 
containment isolation boundary due to a degraded RB closed cooling piping condition. Exelon documented this issue 
in issue report (IR) 1598590 and took corrective actions to revise the Appendix J test program and address the missed 
leak rate surveillance test.  
 
This finding is more than minor because it is associated with the Barrier Performance attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective to provide reasonable assurance that physical barriers, as designed, 
protect the public from radionuclide releases caused by accidents or events. Specifically, Exelon failed to perform leak 
rate testing of the RB normal closed loop cooling piping and failed to identify the degraded piping condition that 
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impacted the containment isolation function. In accordance with IMC 0609.04, “Initial Characterization of Findings,”
and Exhibit 3 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
June 19, 2012, the inspectors determined that the finding did not represent an actual open pathway in the physical 
integrity of the reactor containment isolation system nor did it involve an actual reduction in function of hydrogen 
recombiners for the reactor containment therefore, the finding was of very low safety significance (Green). The 
finding was not assigned a cross-cutting aspect because the most significant causal factor of the finding was the failure 
to implement leak rate testing since 1991 and was not indicative of current plant performance. (Section 1R22)  
 
Inspection Report# : 2013005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : February 24, 2014 
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Three Mile Island 1 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a 10 CFR 50.59 Evaluation for the BWST Seismic Qualification 
Green/SL-IV. The inspectors identified a Severity Level IV (SL-IV), Non-Cited Violation of 10 CFR 50.59, 
“Changes, Tests, and Experiments,” and an associated finding of very low safety significance (Green) for Exelon’s 
failure to perform a 50.59 evaluation review to determine whether a license amendment was required to align the 
borated water storage tank (BWST) to non-seismic piping. Specifically, Exelon staff’s 50.59 screening accepted the 
alignment of the seismically qualified BWST to a non-seismically qualified clean-up system. The inspectors 
determined the alignment would involve a change to the BWST  
that adversely affects its Updated Final Safety Analysis Report chapter 5.1.1, “Classes of Structures and Systems for 
Seismic Design”, described design function of being seismically qualified. Additionally, the inspectors determined 
that following the 50.59 review Exelon placed the line-up in service. The inspectors determined these two actions 
were performance deficiencies that were reasonably within Exelon’s ability to foresee and prevent. Furthermore, the 
50.59 screening credited unapproved operator manual actions  
to ensure functionality of the BWST. Exelon documented this as issue report 1631468 and implemented interim 
corrective actions to isolate the BWST from the clean-up system until a permanent resolution is determined and 
implemented.  
 
The inspectors determined the 50.59 violation regarding the failure to perform an evaluation was more than minor 
because the inspectors could not reasonably determine that the alignment would not have ultimately required NRC 
prior approval, because the BWST alignment was not in accordance with the current licensing basis and the evaluation 
credited the use of unapproved operator manual actions. The inspectors also determined that the performance 
deficiency of accepting and aligning the adverse clean-up line-up, challenging the BWST seismic qualification, was 
more than minor because it adversely affected the Mitigating Systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” and Appendix 
A, “The Significance Determination Process for Findings At-Power,” and determined that this finding required a 
detailed risk evaluation. The detailed evaluation was performed which determined that the performance deficiency 
was a finding of very low safety significance (Green). Additionally, In accordance with Section 6.1.d.2 of the NRC 
Enforcement Policy, the 50.59 violation is categorized as a Severity Level IV.  
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, in 
that the station did not effectively evaluate and internalize relevant external operating experience (Information Notice 
(IN) 2012-01) regarding connections between safety-related seismic and non-seismic qualified piping and components 
(P.5) (Section 1R04)  
 
Inspection Report# : 2014002 (pdf)  
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Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of Air Intake Tunnel Sump Pump Function due to Inadequate Work Execution 
Green. The inspectors identified a finding of very low safety significant (Green) for Exelon’s failure to follow work 
order instructions in accordance with MA-AA-716-011, “Work Execution and Close Out,” during planned 
maintenance activities on the air intake tunnel (AIT) deluge sump pump (SD-P-7). Specifically, in May 2013, a 
maintenance worker applied epoxy to the sump pump’s float switch contrary to work order instructions. Inspectors 
identified that the float switch was fixed in the OFF position, rendering the pump unavailable, during a system 
walkdown in March 2014. Exelon documented this as issue report 1628577 and performed prompt corrective actions 
to remove the epoxy coating from the float switch. In addition, corrective actions were performed to replace the float 
ball that likely was submerged and filled with water as a result of the float switch being stuck. Exelon successfully 
post-maintenance tested the float switch and pump on March 6, 2014, and returned it to service.  
 
The inspectors determined the performance deficiency associated with this finding involved Exelon’s failure to follow 
work order instructions in accordance with MA-AA-716-011, “Work Execution and Close Out,” during planned 
maintenance activities on SD-P-7 was more than minor because it was associated with mitigating systems cornerstone 
adversely affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, in May 2013, a technician applied 
epoxy to SD-P-7’s float switch, contrary to work order instructions, rendering the pump non-functional. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” and Appendix 
A, “The Significance Determination Process for Findings At-Power,” Exhibit 4, “External Events Screening 
Questions,” and determined, based on operator response to an air intake tunnel deluge alarm, this finding to be of very 
low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance because the worker did not follow work 
order instructions and incorrectly applied epoxy to the SD-P-7 float switch assembly, rendering the pump non-
functional and unavailable (H.8). (Section 1R05)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Restore Station Blackout Diesel Generator Cooling Water Lineup following Maintenance and 
Testing Activities 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50.63, “Loss of All Alternating Current Power,” was 
identified for Exelon’s failure to properly restore the station blackout (SBO) diesel generator system following 
maintenance and testing activities, rendering the SBO diesel generator unable to be available in 10 minutes of and 
cope for 4 hours after a postulated SBO event. Specifically, during the restoration from SBO switchgear maintenance 
during the previous Fall 2013 refueling outage, operators failed to remove a blocking device (gag) from the SBO 
diesel generator fire service water cooling isolation valve (FS-V-646) as part of its restoration to an automatic, 
standby configuration. As a result the SBO diesel generator was not in the configuration required by 10 CFR 50.63 (c)
(2), which describes acceptable capability standards for alternate AC power systems. Exelon entered this issue into 
their corrective action program as IR 1608625. Exelon restored the valve configuration and revised affected and 
related procedures.  
 
The inspectors determined this performance deficiency in that Exelon failed to remove the blocking devise from FS-
V-646 prior to restoring the SBO diesel to service was more than minor because it is associated with the mitigating 
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systems affecting the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, in the event of a station blackout, the 
SBO diesel generator was not able to be started and operated from the control room with no local operations required 
to allow the prompt restoration of electrical power to at least one vital bus as assumed in the TMI SBO analysis. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings”, and Appendix 
A, “The Significance Determination Process for Findings At-Power,” and determined that this finding required a 
detailed risk evaluation because, with FS-V-646 gagged, the SBO diesel was not capable of performing its safety 
function. The detailed risk evaluation determined the finding to be of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Documentation, because Exelon’s 
procedure for restoration from the maintenance and testing (OP-TM-731-510, Rev. 5) was not adequate to specify 
actions to return the cooling water isolation valve (FS-V-646) to its normal automatic condition [H.7]. (Section 1R22) 
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Material Storage in Reactor Building 
Green. The inspectors identified a Green non-cited violation of Technical Specification 6.8.1 for Exelon’s failure to 
implement procedure requirements governing storage of equipment in Class 1 structures. Specifically, Exelon stored 
unsecured material, one (1) roll of plastic sheeting and three (3) plastic sheets, in the Reactor Building (RB) during 
power operations, contrary to Exelon Procedure 1015, “Equipment Storage Inside Class 1 Buildings.” This resulted in 
unsecured material in a location that had the potential, during a large break loss of coolant accident, to be transported 
to and adversely impact the performance of the emergency core cooling system (ECCS) suction sump. Exelon 
documented the issue in their corrective action program under issue report (IR) 1577437 and took immediate 
corrective actions to remove the unsecured plastic from the RB.  
 
This finding is more than minor because it is associated with the availability and reliability 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. Specifically, the unsecured plastic had 
the potential to impact the reliability and availability of the ECCS recirculation suction flow path, due to the potential 
increased debris loading. The inspectors evaluated the finding using Inspection Manual Chapter 0609, Attachment 4, 
“Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 2, and determined this finding is very low safety significance (Green) because the degraded condition 
is a design deficiency that affects system operability, but did not represent an actual loss of function of a system; did 
not represent an actual loss of function of a single train or two separate trains for greater than its technical 
specification allowed outage time and did not represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety significant. The finding has a cross-cutting aspect in the 
area of Problem Identification and Resolution, Corrective Action Program, because Exelon did not take adequate 
corrective actions to address the cause of improperly staged material in the RB (IR 1577100), resulting in a 
subsequent recurrence of improper staging of additional material in the RB identified by the inspectors (IR 1577437). 
[P.1(d)]. (Section 1R20)  
 
Inspection Report# : 2013005 (pdf)  

Barrier Integrity 
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Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Leak Rate Testing on Close Loop Piping 
Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix J, Primary Reactor Containment 
Leakage Testing for Water-Cooled Power Reactors, for Exelon’s failure to establish an adequate program that leak 
tested components penetrating the primary containment pressure boundary. Specifically, Exelon failed to implement 
leak rate testing of the reactor building (RB) normal closed loop cooling piping to verify piping integrity to support its 
containment isolation function. As a result, on November 10, 2013, engineering personnel identified an inoperable 
containment isolation boundary due to a degraded RB closed cooling piping condition. Exelon documented this issue 
in issue report (IR) 1598590 and took corrective actions to revise the Appendix J test program and address the missed 
leak rate surveillance test.  
 
This finding is more than minor because it is associated with the Barrier Performance attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective to provide reasonable assurance that physical barriers, as designed, 
protect the public from radionuclide releases caused by accidents or events. Specifically, Exelon failed to perform leak 
rate testing of the RB normal closed loop cooling piping and failed to identify the degraded piping condition that 
impacted the containment isolation function. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and Exhibit 3 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
June 19, 2012, the inspectors determined that the finding did not represent an actual open pathway in the physical 
integrity of the reactor containment isolation system nor did it involve an actual reduction in function of hydrogen 
recombiners for the reactor containment therefore, the finding was of very low safety significance (Green). The 
finding was not assigned a cross-cutting aspect because the most significant causal factor of the finding was the failure 
to implement leak rate testing since 1991 and was not indicative of current plant performance. (Section 1R22)  
 
Inspection Report# : 2013005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Mar 31, 2009 
Identified By: NRC 
Item Type: AV Apparent Violation 
Apparent Violation for Exelon Plants - 1 (2009 Findings) 
For apparent violation #1:  
Contrary to the above, on March 31, 2009 Exelon Generation Company, LLC (Exelon) provided incomplete and 
inaccurate information on the status of its decommissioning funding, as required by 10 CFR 50.75 when it submitted 
the decommissioning funding status report. Specifically, the March 31, 2009, decommissioning funding status (DFS) 
report contained inaccurate and incomplete information regarding Exelon’s compliance with the requirements of 10 
CFR 50.75. The report stated that the amount listed for each of the reactors was determined in accordance with 10 
CFR 50.75(b) and the applicable formulas of 10 CFR 50.75(c). However, for each of the 23 reactors, the amount 
reported was a discounted value that was less than the minimum required amount specified by 10 CFR 50.75(b) and 
(c). The report was material to the NRC because Exelon under-reported its certified decommissioning amounts by 
approximately $4 billion, and the NRC staff evaluated the status of Exelon’s decommissioning funds based on the 
inaccurate reports. After identifying the inaccurate information, the NRC required parent company guarantees before 
the staff could make its determination that there was reasonable assurance that funds will be available for the 
decommissioning process. 
Inspection Report# : 2012012 (pdf)  
Inspection Report# : 2013201 (pdf)  

Significance: N/A Mar 31, 2009 
Identified By: NRC 
Item Type: AV Apparent Violation 
Apparent Violation for Exelon Plants - 2 (2009 Findings) 
For apparent violation #2:  
Contrary to the above, on March 31, 2007, and March 31, 2005, Exelon Generation Company, LLC (Exelon) provided 
incomplete and inaccurate information on the status of its decommissioning funding, as required by 10 CFR 50.75 
when it submitted the decommissioning funding status reports. Specifically, the March 31, 2007, and March 31, 2005, 
decommissioning funding status (DFS) reports contained inaccurate and incomplete information regarding Exelon’s 
compliance with the requirements of 10 CFR 50.75. The reports stated that the amount listed for each of the reactors 
was determined in accordance with 10 CFR 50.75(b) and the applicable formulas of 10 CFR 50.75(c). However, in 
multiple instances, the amount reported was a discounted value that was less than the minimum required amount 
specified by 10 CFR 50.75(b) and (c). The reports were material to the NRC because Exelon under-reported its 
certified decommissioning amounts, and the NRC staff evaluated the status of Exelon’s decommissioning funds based 
on the inaccurate reports. After identifying the inaccurate information, the NRC required parent company guarantees 
before the staff could make its determination that there was reasonable assurance that funds will be available for the 
decommissioning process. 
Inspection Report# : 2012012 (pdf)  
Inspection Report# : 2013201 (pdf)  
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Three Mile Island 1 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Risk Mitigation Actions Not Performed for Excavation of Nuclear River System Cable Conduits 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR Part 50.65(a)(4), “Requirements for monitoring the effectiveness of maintenance at nuclear power plants,” 
because Exelon did not implement risk management actions (RMAs) to manage risk associated with the nuclear 
service river pump B (NR-P-1B) during excavation for fire service piping replacement. Specifically, the excavation 
exposed a cable conduit duct bank containing safety-related cables for nuclear service river valve 1B (NR-V-1B) 
without having adequate RMAs in place to ensure NR-V-1B cabling would remain protected from a tornado generated 
missiles. Exelon entered the condition into their corrective action program as IR 1670876 and took immediate 
corrective actions to modify the work instructions to include RMAs for soil restoration over the conduit duct bank in 
the event of a tornado. The performance deficiency is more than minor because it is associated with the Protection 
Against External Factors attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstones 
objective to ensure the availability and capability of systems that respond to initiating events to prevent undesirable 
consequences. The inspectors evaluated the findings using IMC 0609.04, “Initial Characterization of Findings.” The 
finding involved the licensee’s management of risk in accordance with 10 CFR 50.65(a)(4) therefore, the inspectors 
evaluated the significance using IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process.” The inspectors determine that this performance deficiency was of very low 
safety significance (Green) because the finding was associated with RMAs only and the incremental core damage 
probability (IDCP) was not >1E-6. This finding has a cross-cutting aspect in the area of Human Performance, Work 
Management; because Exelon did not manage risk associated with the underground piping replacement project and 
did not effectively communicate job activities between work groups to ensure the RMAs would be implemented as 
required. (H.5) (Section 1R13)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a 10 CFR 50.59 Evaluation for the BWST Seismic Qualification 
Green/SL-IV. The inspectors identified a Severity Level IV (SL-IV), Non-Cited Violation of 10 CFR 50.59, 
“Changes, Tests, and Experiments,” and an associated finding of very low safety significance (Green) for Exelon’s 
failure to perform a 50.59 evaluation review to determine whether a license amendment was required to align the 
borated water storage tank (BWST) to non-seismic piping. Specifically, Exelon staff’s 50.59 screening accepted the 
alignment of the seismically qualified BWST to a non-seismically qualified clean-up system. The inspectors 
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determined the alignment would involve a change to the BWST 
that adversely affects its Updated Final Safety Analysis Report chapter 5.1.1, “Classes of Structures and Systems for 
Seismic Design”, described design function of being seismically qualified. Additionally, the inspectors determined 
that following the 50.59 review Exelon placed the line-up in service. The inspectors determined these two actions 
were performance deficiencies that were reasonably within Exelon’s ability to foresee and prevent. Furthermore, the 
50.59 screening credited unapproved operator manual actions  
to ensure functionality of the BWST. Exelon documented this as issue report 1631468 and implemented interim 
corrective actions to isolate the BWST from the clean-up system until a permanent resolution is determined and 
implemented.  
 
The inspectors determined the 50.59 violation regarding the failure to perform an evaluation was more than minor 
because the inspectors could not reasonably determine that the alignment would not have ultimately required NRC 
prior approval, because the BWST alignment was not in accordance with the current licensing basis and the evaluation 
credited the use of unapproved operator manual actions. The inspectors also determined that the performance 
deficiency of accepting and aligning the adverse clean-up line-up, challenging the BWST seismic qualification, was 
more than minor because it adversely affected the Mitigating Systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” and Appendix 
A, “The Significance Determination Process for Findings At-Power,” and determined that this finding required a 
detailed risk evaluation. The detailed evaluation was performed which determined that the performance deficiency 
was a finding of very low safety significance (Green). Additionally, In accordance with Section 6.1.d.2 of the NRC 
Enforcement Policy, the 50.59 violation is categorized as a Severity Level IV.  
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, in 
that the station did not effectively evaluate and internalize relevant external operating experience (Information Notice 
(IN) 2012-01) regarding connections between safety-related seismic and non-seismic qualified piping and components 
(P.5) (Section 1R04)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of Air Intake Tunnel Sump Pump Function due to Inadequate Work Execution 
Green. The inspectors identified a finding of very low safety significant (Green) for Exelon’s failure to follow work 
order instructions in accordance with MA-AA-716-011, “Work Execution and Close Out,” during planned 
maintenance activities on the air intake tunnel (AIT) deluge sump pump (SD-P-7). Specifically, in May 2013, a 
maintenance worker applied epoxy to the sump pump’s float switch contrary to work order instructions. Inspectors 
identified that the float switch was fixed in the OFF position, rendering the pump unavailable, during a system 
walkdown in March 2014. Exelon documented this as issue report 1628577 and performed prompt corrective actions 
to remove the epoxy coating from the float switch. In addition, corrective actions were performed to replace the float 
ball that likely was submerged and filled with water as a result of the float switch being stuck. Exelon successfully 
post-maintenance tested the float switch and pump on March 6, 2014, and returned it to service.  
 
The inspectors determined the performance deficiency associated with this finding involved Exelon’s failure to follow 
work order instructions in accordance with MA-AA-716-011, “Work Execution and Close Out,” during planned 
maintenance activities on SD-P-7 was more than minor because it was associated with mitigating systems cornerstone 
adversely affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, in May 2013, a technician applied 
epoxy to SD-P-7’s float switch, contrary to work order instructions, rendering the pump non-functional. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” and Appendix 
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A, “The Significance Determination Process for Findings At-Power,” Exhibit 4, “External Events Screening 
Questions,” and determined, based on operator response to an air intake tunnel deluge alarm, this finding to be of very 
low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance because the worker did not follow work 
order instructions and incorrectly applied epoxy to the SD-P-7 float switch assembly, rendering the pump non-
functional and unavailable (H.8). (Section 1R05)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Restore Station Blackout Diesel Generator Cooling Water Lineup following Maintenance and 
Testing Activities 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50.63, “Loss of All Alternating Current Power,” was 
identified for Exelon’s failure to properly restore the station blackout (SBO) diesel generator system following 
maintenance and testing activities, rendering the SBO diesel generator unable to be available in 10 minutes of and 
cope for 4 hours after a postulated SBO event. Specifically, during the restoration from SBO switchgear maintenance 
during the previous Fall 2013 refueling outage, operators failed to remove a blocking device (gag) from the SBO 
diesel generator fire service water cooling isolation valve (FS-V-646) as part of its restoration to an automatic, 
standby configuration. As a result the SBO diesel generator was not in the configuration required by 10 CFR 50.63 (c)
(2), which describes acceptable capability standards for alternate AC power systems. Exelon entered this issue into 
their corrective action program as IR 1608625. Exelon restored the valve configuration and revised affected and 
related procedures.  
 
The inspectors determined this performance deficiency in that Exelon failed to remove the blocking devise from FS-
V-646 prior to restoring the SBO diesel to service was more than minor because it is associated with the mitigating 
systems affecting the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, in the event of a station blackout, the 
SBO diesel generator was not able to be started and operated from the control room with no local operations required 
to allow the prompt restoration of electrical power to at least one vital bus as assumed in the TMI SBO analysis. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings”, and Appendix 
A, “The Significance Determination Process for Findings At-Power,” and determined that this finding required a 
detailed risk evaluation because, with FS-V-646 gagged, the SBO diesel was not capable of performing its safety 
function. The detailed risk evaluation determined the finding to be of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Documentation, because Exelon’s 
procedure for restoration from the maintenance and testing (OP-TM-731-510, Rev. 5) was not adequate to specify 
actions to return the cooling water isolation valve (FS-V-646) to its normal automatic condition [H.7]. (Section 1R22) 
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Material Storage in Reactor Building 
Green. The inspectors identified a Green non-cited violation of Technical Specification 6.8.1 for Exelon’s failure to 
implement procedure requirements governing storage of equipment in Class 1 structures. Specifically, Exelon stored 
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unsecured material, one (1) roll of plastic sheeting and three (3) plastic sheets, in the Reactor Building (RB) during 
power operations, contrary to Exelon Procedure 1015, “Equipment Storage Inside Class 1 Buildings.” This resulted in 
unsecured material in a location that had the potential, during a large break loss of coolant accident, to be transported 
to and adversely impact the performance of the emergency core cooling system (ECCS) suction sump. Exelon 
documented the issue in their corrective action program under issue report (IR) 1577437 and took immediate 
corrective actions to remove the unsecured plastic from the RB.  
 
This finding is more than minor because it is associated with the availability and reliability 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. Specifically, the unsecured plastic had 
the potential to impact the reliability and availability of the ECCS recirculation suction flow path, due to the potential 
increased debris loading. The inspectors evaluated the finding using Inspection Manual Chapter 0609, Attachment 4, 
“Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 2, and determined this finding is very low safety significance (Green) because the degraded condition 
is a design deficiency that affects system operability, but did not represent an actual loss of function of a system; did 
not represent an actual loss of function of a single train or two separate trains for greater than its technical 
specification allowed outage time and did not represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety significant. The finding has a cross-cutting aspect in the 
area of Problem Identification and Resolution, Corrective Action Program, because Exelon did not take adequate 
corrective actions to address the cause of improperly staged material in the RB (IR 1577100), resulting in a 
subsequent recurrence of improper staging of additional material in the RB identified by the inspectors (IR 1577437). 
[P.1(d)]. (Section 1R20)  
 
Inspection Report# : 2013005 (pdf)  

Barrier Integrity 

Significance:  May 23, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for a Condition Adverse to Quality that Caused the Failure of Two Primary 
Isolation Valaves 
The inspectors identified a finding of very low safety significance involving an NCV of Title 10 of the Code of 
Federal Regulations (10 CFR) 50, Appendix B, Criterion XVI, “Corrective Action,” because Exelon did not take 
adequate corrective actions to address a condition adverse to quality that caused the failure of two primary 
containment isolation valves. Specifically, the corrective actions implemented after the failure of CA-V-13 in 2010 
and WDL-V-303 in 2013 did not ensure that the deficient basic work practices that resulted in the valve failures were 
corrected. Exelon documented this issue in the corrective action program as issue report (IR) 1664529 and took 
prompt actions to validate the operability of valves with similar actuators that had been worked since refueling outage 
T1R19. In addition, Exelon is performing a cause evaluation to fully understand the causes of the issue and implement 
actions to correct the condition adverse to quality prior to the next valve maintenance window. The finding is 
associated with the Barrier Integrity cornerstone and is more than minor because if left uncorrected it could lead to a 
more significant safety concern. Specifically, the uncorrected deficient basic work practices could result in additional 
primary containment isolation valve failures. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and Exhibit 3 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
June 19, 2012, the inspectors determined that the finding was of very low safety significance (Green) because it does 
not represent an actual open pathway in the containment and did not impact the hydrogen igniters. The finding has a 
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cross-cutting aspect of evaluation in the problem identification and resolution area because Exelon did not thoroughly 
evaluate the condition to ensure that corrective actions addressed the cause. Specifically, Exelon identified that 
deficient basic work practices during valve actuator reassembly were the probable cause of the WDL-V-303 failure in 
2013 and had been previously identified as the cause of the CA-V-13 failure in 2010, but Exelon did not evaluate the 
effectiveness of the corrective actions completed after the CA-V-13 failure or the need for additional corrective 
actions to address the probable cause. [P.2 Evaluation] [Section 4OA2.1.c.(1)]  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Leak Rate Testing on Close Loop Piping 
Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix J, Primary Reactor Containment 
Leakage Testing for Water-Cooled Power Reactors, for Exelon’s failure to establish an adequate program that leak 
tested components penetrating the primary containment pressure boundary. Specifically, Exelon failed to implement 
leak rate testing of the reactor building (RB) normal closed loop cooling piping to verify piping integrity to support its 
containment isolation function. As a result, on November 10, 2013, engineering personnel identified an inoperable 
containment isolation boundary due to a degraded RB closed cooling piping condition. Exelon documented this issue 
in issue report (IR) 1598590 and took corrective actions to revise the Appendix J test program and address the missed 
leak rate surveillance test.  
 
This finding is more than minor because it is associated with the Barrier Performance attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective to provide reasonable assurance that physical barriers, as designed, 
protect the public from radionuclide releases caused by accidents or events. Specifically, Exelon failed to perform leak 
rate testing of the RB normal closed loop cooling piping and failed to identify the degraded piping condition that 
impacted the containment isolation function. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and Exhibit 3 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
June 19, 2012, the inspectors determined that the finding did not represent an actual open pathway in the physical 
integrity of the reactor containment isolation system nor did it involve an actual reduction in function of hydrogen 
recombiners for the reactor containment therefore, the finding was of very low safety significance (Green). The 
finding was not assigned a cross-cutting aspect because the most significant causal factor of the finding was the failure 
to implement leak rate testing since 1991 and was not indicative of current plant performance. (Section 1R22)  
 
Inspection Report# : 2013005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 
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Significance: N/A Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UFSAR Max Hypothetical Dose Not Updated, Consistent with Current Plant Conditions 
The inspectors identified a Severity Level lV (SL-lV) NCV of 10 CFR 50.71(e), “Maintenance of Records, Making of 
Reports,” because TMI personnel did not update the Updated Final Safety Analysis Report (UFSAR) with information 
consistent with plant conditions. Specifically, TMI personnel did not remove reference to or correct information in 
UFSAR Section 14.2.2.3.4.a, “Environmental Analysis of Loss of Coolant Accidents -Consequences of LOCA 
Radioactive Releases to the Environment,” to reflect current plant conditions with regard to maximum hypothetical 
accident doses at the main control room, exclusion area boundary, or low population zone. Exelon documented this in 
issue report 1662515 to address the UFSAR discrepancy. This issue was determined to be within the traditional 
enforcement process because it had the potential to impede or impact the NRC's ability to perform its regulatory 
functions. Specifically, the issue was determined to have a material impact on licensed activities and was considered 
more than minor using section 7.3.D of the NRC Enforcement Manual. Using example d.3 of section 6.1 of the NRC 
Enforcement Policy, the inspectors determined that the violation was a SL-IV violation because the erroneous 
information was not used to make an unacceptable change to the facility or procedure. In accordance with inspection 
manual chapter 0612, section 07.03c, this traditional enforcement violation was not assigned a cross-cutting aspect. 
(Section 4OA2.1)  
 
Inspection Report# : 2014003 (pdf)  

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

Miscellaneous 
Significance: N/A May 23, 2014 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Assessment 
The inspectors concluded that Exelon was generally effective in identifying, evaluating, and resolving problems. 
Exelon personnel identified problems, entered them into the corrective action program at a low threshold, and 
prioritized issues commensurate with their safety significance. Exelon appropriately screened issues for operability 
and reportability, and performed causal analyses that appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors also determined that Exelon typically implemented corrective actions to address 
the problems identified in the corrective action program in a timely manner. However, the inspectors identified one 
violation of NRC requirements in the area of effectiveness of corrective actions.  
The inspectors concluded that Exelon adequately identified, reviewed, and applied relevant industry operating 
experience to TMI operations. In addition, based on those items selected for review, the inspectors determined that 
Exelon’s self-assessments and audits were thorough. 
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Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment.  
 
Inspection Report# : 2014009 (pdf)  

Last modified : August 29, 2014 
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Three Mile Island 1 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Risk Mitigation Actions Not Performed for Excavation of Nuclear River System Cable Conduits 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR Part 50.65(a)(4), “Requirements for monitoring the effectiveness of maintenance at nuclear power plants,” 
because Exelon did not implement risk management actions (RMAs) to manage risk associated with the nuclear 
service river pump B (NR-P-1B) during excavation for fire service piping replacement. Specifically, the excavation 
exposed a cable conduit duct bank containing safety-related cables for nuclear service river valve 1B (NR-V-1B) 
without having adequate RMAs in place to ensure NR-V-1B cabling would remain protected from a tornado generated 
missiles. Exelon entered the condition into their corrective action program as IR 1670876 and took immediate 
corrective actions to modify the work instructions to include RMAs for soil restoration over the conduit duct bank in 
the event of a tornado. The performance deficiency is more than minor because it is associated with the Protection 
Against External Factors attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstones 
objective to ensure the availability and capability of systems that respond to initiating events to prevent undesirable 
consequences. The inspectors evaluated the findings using IMC 0609.04, “Initial Characterization of Findings.” The 
finding involved the licensee’s management of risk in accordance with 10 CFR 50.65(a)(4) therefore, the inspectors 
evaluated the significance using IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process.” The inspectors determine that this performance deficiency was of very low 
safety significance (Green) because the finding was associated with RMAs only and the incremental core damage 
probability (IDCP) was not >1E-6. This finding has a cross-cutting aspect in the area of Human Performance, Work 
Management; because Exelon did not manage risk associated with the underground piping replacement project and 
did not effectively communicate job activities between work groups to ensure the RMAs would be implemented as 
required. (H.5) (Section 1R13)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a 10 CFR 50.59 Evaluation for the BWST Seismic Qualification 
Green/SL-IV. The inspectors identified a Severity Level IV (SL-IV), Non-Cited Violation of 10 CFR 50.59, 
“Changes, Tests, and Experiments,” and an associated finding of very low safety significance (Green) for Exelon’s 
failure to perform a 50.59 evaluation review to determine whether a license amendment was required to align the 
borated water storage tank (BWST) to non-seismic piping. Specifically, Exelon staff’s 50.59 screening accepted the 
alignment of the seismically qualified BWST to a non-seismically qualified clean-up system. The inspectors 
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determined the alignment would involve a change to the BWST 
that adversely affects its Updated Final Safety Analysis Report chapter 5.1.1, “Classes of Structures and Systems for 
Seismic Design”, described design function of being seismically qualified. Additionally, the inspectors determined 
that following the 50.59 review Exelon placed the line-up in service. The inspectors determined these two actions 
were performance deficiencies that were reasonably within Exelon’s ability to foresee and prevent. Furthermore, the 
50.59 screening credited unapproved operator manual actions  
to ensure functionality of the BWST. Exelon documented this as issue report 1631468 and implemented interim 
corrective actions to isolate the BWST from the clean-up system until a permanent resolution is determined and 
implemented.  
 
The inspectors determined the 50.59 violation regarding the failure to perform an evaluation was more than minor 
because the inspectors could not reasonably determine that the alignment would not have ultimately required NRC 
prior approval, because the BWST alignment was not in accordance with the current licensing basis and the evaluation 
credited the use of unapproved operator manual actions. The inspectors also determined that the performance 
deficiency of accepting and aligning the adverse clean-up line-up, challenging the BWST seismic qualification, was 
more than minor because it adversely affected the Mitigating Systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” and Appendix 
A, “The Significance Determination Process for Findings At-Power,” and determined that this finding required a 
detailed risk evaluation. The detailed evaluation was performed which determined that the performance deficiency 
was a finding of very low safety significance (Green). Additionally, In accordance with Section 6.1.d.2 of the NRC 
Enforcement Policy, the 50.59 violation is categorized as a Severity Level IV.  
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, in 
that the station did not effectively evaluate and internalize relevant external operating experience (Information Notice 
(IN) 2012-01) regarding connections between safety-related seismic and non-seismic qualified piping and components 
(P.5) (Section 1R04)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of Air Intake Tunnel Sump Pump Function due to Inadequate Work Execution 
Green. The inspectors identified a finding of very low safety significant (Green) for Exelon’s failure to follow work 
order instructions in accordance with MA-AA-716-011, “Work Execution and Close Out,” during planned 
maintenance activities on the air intake tunnel (AIT) deluge sump pump (SD-P-7). Specifically, in May 2013, a 
maintenance worker applied epoxy to the sump pump’s float switch contrary to work order instructions. Inspectors 
identified that the float switch was fixed in the OFF position, rendering the pump unavailable, during a system 
walkdown in March 2014. Exelon documented this as issue report 1628577 and performed prompt corrective actions 
to remove the epoxy coating from the float switch. In addition, corrective actions were performed to replace the float 
ball that likely was submerged and filled with water as a result of the float switch being stuck. Exelon successfully 
post-maintenance tested the float switch and pump on March 6, 2014, and returned it to service.  
 
The inspectors determined the performance deficiency associated with this finding involved Exelon’s failure to follow 
work order instructions in accordance with MA-AA-716-011, “Work Execution and Close Out,” during planned 
maintenance activities on SD-P-7 was more than minor because it was associated with mitigating systems cornerstone 
adversely affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, in May 2013, a technician applied 
epoxy to SD-P-7’s float switch, contrary to work order instructions, rendering the pump non-functional. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” and Appendix 
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A, “The Significance Determination Process for Findings At-Power,” Exhibit 4, “External Events Screening 
Questions,” and determined, based on operator response to an air intake tunnel deluge alarm, this finding to be of very 
low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance because the worker did not follow work 
order instructions and incorrectly applied epoxy to the SD-P-7 float switch assembly, rendering the pump non-
functional and unavailable (H.8). (Section 1R05)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Restore Station Blackout Diesel Generator Cooling Water Lineup following Maintenance and 
Testing Activities 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50.63, “Loss of All Alternating Current Power,” was 
identified for Exelon’s failure to properly restore the station blackout (SBO) diesel generator system following 
maintenance and testing activities, rendering the SBO diesel generator unable to be available in 10 minutes of and 
cope for 4 hours after a postulated SBO event. Specifically, during the restoration from SBO switchgear maintenance 
during the previous Fall 2013 refueling outage, operators failed to remove a blocking device (gag) from the SBO 
diesel generator fire service water cooling isolation valve (FS-V-646) as part of its restoration to an automatic, 
standby configuration. As a result the SBO diesel generator was not in the configuration required by 10 CFR 50.63 (c)
(2), which describes acceptable capability standards for alternate AC power systems. Exelon entered this issue into 
their corrective action program as IR 1608625. Exelon restored the valve configuration and revised affected and 
related procedures.  
 
The inspectors determined this performance deficiency in that Exelon failed to remove the blocking devise from FS-
V-646 prior to restoring the SBO diesel to service was more than minor because it is associated with the mitigating 
systems affecting the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, in the event of a station blackout, the 
SBO diesel generator was not able to be started and operated from the control room with no local operations required 
to allow the prompt restoration of electrical power to at least one vital bus as assumed in the TMI SBO analysis. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings”, and Appendix 
A, “The Significance Determination Process for Findings At-Power,” and determined that this finding required a 
detailed risk evaluation because, with FS-V-646 gagged, the SBO diesel was not capable of performing its safety 
function. The detailed risk evaluation determined the finding to be of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Documentation, because Exelon’s 
procedure for restoration from the maintenance and testing (OP-TM-731-510, Rev. 5) was not adequate to specify 
actions to return the cooling water isolation valve (FS-V-646) to its normal automatic condition [H.7]. (Section 1R22) 
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Material Storage in Reactor Building 
Green. The inspectors identified a Green non-cited violation of Technical Specification 6.8.1 for Exelon’s failure to 
implement procedure requirements governing storage of equipment in Class 1 structures. Specifically, Exelon stored 
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unsecured material, one (1) roll of plastic sheeting and three (3) plastic sheets, in the Reactor Building (RB) during 
power operations, contrary to Exelon Procedure 1015, “Equipment Storage Inside Class 1 Buildings.” This resulted in 
unsecured material in a location that had the potential, during a large break loss of coolant accident, to be transported 
to and adversely impact the performance of the emergency core cooling system (ECCS) suction sump. Exelon 
documented the issue in their corrective action program under issue report (IR) 1577437 and took immediate 
corrective actions to remove the unsecured plastic from the RB.  
 
This finding is more than minor because it is associated with the availability and reliability 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. Specifically, the unsecured plastic had 
the potential to impact the reliability and availability of the ECCS recirculation suction flow path, due to the potential 
increased debris loading. The inspectors evaluated the finding using Inspection Manual Chapter 0609, Attachment 4, 
“Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 2, and determined this finding is very low safety significance (Green) because the degraded condition 
is a design deficiency that affects system operability, but did not represent an actual loss of function of a system; did 
not represent an actual loss of function of a single train or two separate trains for greater than its technical 
specification allowed outage time and did not represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety significant. The finding has a cross-cutting aspect in the 
area of Problem Identification and Resolution, Corrective Action Program, because Exelon did not take adequate 
corrective actions to address the cause of improperly staged material in the RB (IR 1577100), resulting in a 
subsequent recurrence of improper staging of additional material in the RB identified by the inspectors (IR 1577437). 
[P.1(d)]. (Section 1R20)  
 
Inspection Report# : 2013005 (pdf)  

Barrier Integrity 

Significance:  May 23, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for a Condition Adverse to Quality that Caused the Failure of Two Primary 
Isolation Valaves 
The inspectors identified a finding of very low safety significance involving an NCV of Title 10 of the Code of 
Federal Regulations (10 CFR) 50, Appendix B, Criterion XVI, “Corrective Action,” because Exelon did not take 
adequate corrective actions to address a condition adverse to quality that caused the failure of two primary 
containment isolation valves. Specifically, the corrective actions implemented after the failure of CA-V-13 in 2010 
and WDL-V-303 in 2013 did not ensure that the deficient basic work practices that resulted in the valve failures were 
corrected. Exelon documented this issue in the corrective action program as issue report (IR) 1664529 and took 
prompt actions to validate the operability of valves with similar actuators that had been worked since refueling outage 
T1R19. In addition, Exelon is performing a cause evaluation to fully understand the causes of the issue and implement 
actions to correct the condition adverse to quality prior to the next valve maintenance window. The finding is 
associated with the Barrier Integrity cornerstone and is more than minor because if left uncorrected it could lead to a 
more significant safety concern. Specifically, the uncorrected deficient basic work practices could result in additional 
primary containment isolation valve failures. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and Exhibit 3 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
June 19, 2012, the inspectors determined that the finding was of very low safety significance (Green) because it does 
not represent an actual open pathway in the containment and did not impact the hydrogen igniters. The finding has a 
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cross-cutting aspect of evaluation in the problem identification and resolution area because Exelon did not thoroughly 
evaluate the condition to ensure that corrective actions addressed the cause. Specifically, Exelon identified that 
deficient basic work practices during valve actuator reassembly were the probable cause of the WDL-V-303 failure in 
2013 and had been previously identified as the cause of the CA-V-13 failure in 2010, but Exelon did not evaluate the 
effectiveness of the corrective actions completed after the CA-V-13 failure or the need for additional corrective 
actions to address the probable cause. [P.2 Evaluation] [Section 4OA2.1.c.(1)]  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Leak Rate Testing on Close Loop Piping 
Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix J, Primary Reactor Containment 
Leakage Testing for Water-Cooled Power Reactors, for Exelon’s failure to establish an adequate program that leak 
tested components penetrating the primary containment pressure boundary. Specifically, Exelon failed to implement 
leak rate testing of the reactor building (RB) normal closed loop cooling piping to verify piping integrity to support its 
containment isolation function. As a result, on November 10, 2013, engineering personnel identified an inoperable 
containment isolation boundary due to a degraded RB closed cooling piping condition. Exelon documented this issue 
in issue report (IR) 1598590 and took corrective actions to revise the Appendix J test program and address the missed 
leak rate surveillance test.  
 
This finding is more than minor because it is associated with the Barrier Performance attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective to provide reasonable assurance that physical barriers, as designed, 
protect the public from radionuclide releases caused by accidents or events. Specifically, Exelon failed to perform leak 
rate testing of the RB normal closed loop cooling piping and failed to identify the degraded piping condition that 
impacted the containment isolation function. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and Exhibit 3 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
June 19, 2012, the inspectors determined that the finding did not represent an actual open pathway in the physical 
integrity of the reactor containment isolation system nor did it involve an actual reduction in function of hydrogen 
recombiners for the reactor containment therefore, the finding was of very low safety significance (Green). The 
finding was not assigned a cross-cutting aspect because the most significant causal factor of the finding was the failure 
to implement leak rate testing since 1991 and was not indicative of current plant performance. (Section 1R22)  
 
Inspection Report# : 2013005 (pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evacuation Time Estimate Submittals 
Green. The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.54(q)(2), 10 CFR 50.47(b)(10), and 
10 CFR Part 50, Appendix E, Section IV.4, for failing to maintain the effectiveness of the Three Mile Island Nuclear 
Station emergency plan as a result of failing to provide the station evacuation time estimate (ETE) to the responsible 
offsite response organizations (OROs) by the required date. 
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On December 12, 2012, Exelon submitted the Three Mile Island ETE to the NRC prior to the required due date of 
December 24, 2012. The NRC completeness review found the ETEs to be incomplete due to Exelon fleet common 
and site-specific deficiencies, thereby preventing Exelon from providing the ETEs to responsible OROs and from 
updating site-specific protective action strategies, as necessary. The NRC staff discussed their concerns regarding the 
completeness of the ETE in a teleconference with Exelon on June 10, 2013, and Exelon resubmitted the ETEs for its 
sites on September 5, 2013. The NRC staff again found the ETEs to be incomplete. The finding is a performance 
deficiency because Exelon failed to meet a requirement that was reasonably within its ability to foresee and correct 
and should have been prevented. The finding is more than minor because it is associated with the emergency 
preparedness cornerstone attribute of procedure quality and adversely affected the cornerstone objective of ensuring 
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency. The finding was determined to be of very low safety significance (Green) because 
it was a failure to comply with a non-risk significant portion of 10 CFR 50.47(b)(10). The licensee had entered this 
issue into its corrective action program and re-submitted a new revision of the Three Mile Island ETE to the NRC on 
April 4, 2014. The cause of the finding is related to cross-cutting element of Human Performance, documentation 
because the licensee did not appropriately create and maintain complete, accurate and, up-to-date documentation [H.7] 
 
 
Inspection Report# : 2014004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 
Significance: N/A Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UFSAR Max Hypothetical Dose Not Updated, Consistent with Current Plant Conditions 
The inspectors identified a Severity Level lV (SL-lV) NCV of 10 CFR 50.71(e), “Maintenance of Records, Making of 
Reports,” because TMI personnel did not update the Updated Final Safety Analysis Report (UFSAR) with information 
consistent with plant conditions. Specifically, TMI personnel did not remove reference to or correct information in 
UFSAR Section 14.2.2.3.4.a, “Environmental Analysis of Loss of Coolant Accidents -Consequences of LOCA 
Radioactive Releases to the Environment,” to reflect current plant conditions with regard to maximum hypothetical 
accident doses at the main control room, exclusion area boundary, or low population zone. Exelon documented this in 
issue report 1662515 to address the UFSAR discrepancy. This issue was determined to be within the traditional 
enforcement process because it had the potential to impede or impact the NRC's ability to perform its regulatory 
functions. Specifically, the issue was determined to have a material impact on licensed activities and was considered 
more than minor using section 7.3.D of the NRC Enforcement Manual. Using example d.3 of section 6.1 of the NRC 
Enforcement Policy, the inspectors determined that the violation was a SL-IV violation because the erroneous 
information was not used to make an unacceptable change to the facility or procedure. In accordance with inspection 
manual chapter 0612, section 07.03c, this traditional enforcement violation was not assigned a cross-cutting aspect. 
(Section 4OA2.1)  
 
Inspection Report# : 2014003 (pdf)  
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Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Significance: N/A May 23, 2014 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Assessment 
The inspectors concluded that Exelon was generally effective in identifying, evaluating, and resolving problems. 
Exelon personnel identified problems, entered them into the corrective action program at a low threshold, and 
prioritized issues commensurate with their safety significance. Exelon appropriately screened issues for operability 
and reportability, and performed causal analyses that appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors also determined that Exelon typically implemented corrective actions to address 
the problems identified in the corrective action program in a timely manner. However, the inspectors identified one 
violation of NRC requirements in the area of effectiveness of corrective actions.  
The inspectors concluded that Exelon adequately identified, reviewed, and applied relevant industry operating 
experience to TMI operations. In addition, based on those items selected for review, the inspectors determined that 
Exelon’s self-assessments and audits were thorough.  
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment.  
 
Inspection Report# : 2014009 (pdf)  

Last modified : November 26, 2014 
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Three Mile Island 1 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Risk Mitigation Actions Not Performed for Excavation of Nuclear River System Cable Conduits 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR Part 50.65(a)(4), “Requirements for monitoring the effectiveness of maintenance at nuclear power plants,” 
because Exelon did not implement risk management actions (RMAs) to manage risk associated with the nuclear 
service river pump B (NR-P-1B) during excavation for fire service piping replacement. Specifically, the excavation 
exposed a cable conduit duct bank containing safety-related cables for nuclear service river valve 1B (NR-V-1B) 
without having adequate RMAs in place to ensure NR-V-1B cabling would remain protected from a tornado generated 
missiles. Exelon entered the condition into their corrective action program as IR 1670876 and took immediate 
corrective actions to modify the work instructions to include RMAs for soil restoration over the conduit duct bank in 
the event of a tornado. The performance deficiency is more than minor because it is associated with the Protection 
Against External Factors attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstones 
objective to ensure the availability and capability of systems that respond to initiating events to prevent undesirable 
consequences. The inspectors evaluated the findings using IMC 0609.04, “Initial Characterization of Findings.” The 
finding involved the licensee’s management of risk in accordance with 10 CFR 50.65(a)(4) therefore, the inspectors 
evaluated the significance using IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process.” The inspectors determine that this performance deficiency was of very low 
safety significance (Green) because the finding was associated with RMAs only and the incremental core damage 
probability (IDCP) was not >1E-6. This finding has a cross-cutting aspect in the area of Human Performance, Work 
Management; because Exelon did not manage risk associated with the underground piping replacement project and 
did not effectively communicate job activities between work groups to ensure the RMAs would be implemented as 
required. (H.5) (Section 1R13)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a 10 CFR 50.59 Evaluation for the BWST Seismic Qualification 
Green/SL-IV. The inspectors identified a Severity Level IV (SL-IV), Non-Cited Violation of 10 CFR 50.59, 
“Changes, Tests, and Experiments,” and an associated finding of very low safety significance (Green) for Exelon’s 
failure to perform a 50.59 evaluation review to determine whether a license amendment was required to align the 
borated water storage tank (BWST) to non-seismic piping. Specifically, Exelon staff’s 50.59 screening accepted the 
alignment of the seismically qualified BWST to a non-seismically qualified clean-up system. The inspectors 
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determined the alignment would involve a change to the BWST 
that adversely affects its Updated Final Safety Analysis Report chapter 5.1.1, “Classes of Structures and Systems for 
Seismic Design”, described design function of being seismically qualified. Additionally, the inspectors determined 
that following the 50.59 review Exelon placed the line-up in service. The inspectors determined these two actions 
were performance deficiencies that were reasonably within Exelon’s ability to foresee and prevent. Furthermore, the 
50.59 screening credited unapproved operator manual actions  
to ensure functionality of the BWST. Exelon documented this as issue report 1631468 and implemented interim 
corrective actions to isolate the BWST from the clean-up system until a permanent resolution is determined and 
implemented.  
 
The inspectors determined the 50.59 violation regarding the failure to perform an evaluation was more than minor 
because the inspectors could not reasonably determine that the alignment would not have ultimately required NRC 
prior approval, because the BWST alignment was not in accordance with the current licensing basis and the evaluation 
credited the use of unapproved operator manual actions. The inspectors also determined that the performance 
deficiency of accepting and aligning the adverse clean-up line-up, challenging the BWST seismic qualification, was 
more than minor because it adversely affected the Mitigating Systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” and Appendix 
A, “The Significance Determination Process for Findings At-Power,” and determined that this finding required a 
detailed risk evaluation. The detailed evaluation was performed which determined that the performance deficiency 
was a finding of very low safety significance (Green). Additionally, In accordance with Section 6.1.d.2 of the NRC 
Enforcement Policy, the 50.59 violation is categorized as a Severity Level IV.  
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, in 
that the station did not effectively evaluate and internalize relevant external operating experience (Information Notice 
(IN) 2012-01) regarding connections between safety-related seismic and non-seismic qualified piping and components 
(P.5) (Section 1R04)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of Air Intake Tunnel Sump Pump Function due to Inadequate Work Execution 
Green. The inspectors identified a finding of very low safety significant (Green) for Exelon’s failure to follow work 
order instructions in accordance with MA-AA-716-011, “Work Execution and Close Out,” during planned 
maintenance activities on the air intake tunnel (AIT) deluge sump pump (SD-P-7). Specifically, in May 2013, a 
maintenance worker applied epoxy to the sump pump’s float switch contrary to work order instructions. Inspectors 
identified that the float switch was fixed in the OFF position, rendering the pump unavailable, during a system 
walkdown in March 2014. Exelon documented this as issue report 1628577 and performed prompt corrective actions 
to remove the epoxy coating from the float switch. In addition, corrective actions were performed to replace the float 
ball that likely was submerged and filled with water as a result of the float switch being stuck. Exelon successfully 
post-maintenance tested the float switch and pump on March 6, 2014, and returned it to service.  
 
The inspectors determined the performance deficiency associated with this finding involved Exelon’s failure to follow 
work order instructions in accordance with MA-AA-716-011, “Work Execution and Close Out,” during planned 
maintenance activities on SD-P-7 was more than minor because it was associated with mitigating systems cornerstone 
adversely affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, in May 2013, a technician applied 
epoxy to SD-P-7’s float switch, contrary to work order instructions, rendering the pump non-functional. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” and Appendix 
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A, “The Significance Determination Process for Findings At-Power,” Exhibit 4, “External Events Screening 
Questions,” and determined, based on operator response to an air intake tunnel deluge alarm, this finding to be of very 
low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance because the worker did not follow work 
order instructions and incorrectly applied epoxy to the SD-P-7 float switch assembly, rendering the pump non-
functional and unavailable (H.8). (Section 1R05)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Restore Station Blackout Diesel Generator Cooling Water Lineup following Maintenance and 
Testing Activities 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50.63, “Loss of All Alternating Current Power,” was 
identified for Exelon’s failure to properly restore the station blackout (SBO) diesel generator system following 
maintenance and testing activities, rendering the SBO diesel generator unable to be available in 10 minutes of and 
cope for 4 hours after a postulated SBO event. Specifically, during the restoration from SBO switchgear maintenance 
during the previous Fall 2013 refueling outage, operators failed to remove a blocking device (gag) from the SBO 
diesel generator fire service water cooling isolation valve (FS-V-646) as part of its restoration to an automatic, 
standby configuration. As a result the SBO diesel generator was not in the configuration required by 10 CFR 50.63 (c)
(2), which describes acceptable capability standards for alternate AC power systems. Exelon entered this issue into 
their corrective action program as IR 1608625. Exelon restored the valve configuration and revised affected and 
related procedures.  
 
The inspectors determined this performance deficiency in that Exelon failed to remove the blocking devise from FS-
V-646 prior to restoring the SBO diesel to service was more than minor because it is associated with the mitigating 
systems affecting the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, in the event of a station blackout, the 
SBO diesel generator was not able to be started and operated from the control room with no local operations required 
to allow the prompt restoration of electrical power to at least one vital bus as assumed in the TMI SBO analysis. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings”, and Appendix 
A, “The Significance Determination Process for Findings At-Power,” and determined that this finding required a 
detailed risk evaluation because, with FS-V-646 gagged, the SBO diesel was not capable of performing its safety 
function. The detailed risk evaluation determined the finding to be of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Documentation, because Exelon’s 
procedure for restoration from the maintenance and testing (OP-TM-731-510, Rev. 5) was not adequate to specify 
actions to return the cooling water isolation valve (FS-V-646) to its normal automatic condition [H.7]. (Section 1R22) 
 
Inspection Report# : 2014002 (pdf)  

Barrier Integrity 

Significance:  May 23, 2014 

4Q/2014 Inspection Findings - Three Mile Island 1

Page 3 of 6



Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for a Condition Adverse to Quality that Caused the Failure of Two Primary 
Isolation Valaves 
The inspectors identified a finding of very low safety significance involving an NCV of Title 10 of the Code of 
Federal Regulations (10 CFR) 50, Appendix B, Criterion XVI, “Corrective Action,” because Exelon did not take 
adequate corrective actions to address a condition adverse to quality that caused the failure of two primary 
containment isolation valves. Specifically, the corrective actions implemented after the failure of CA-V-13 in 2010 
and WDL-V-303 in 2013 did not ensure that the deficient basic work practices that resulted in the valve failures were 
corrected. Exelon documented this issue in the corrective action program as issue report (IR) 1664529 and took 
prompt actions to validate the operability of valves with similar actuators that had been worked since refueling outage 
T1R19. In addition, Exelon is performing a cause evaluation to fully understand the causes of the issue and implement 
actions to correct the condition adverse to quality prior to the next valve maintenance window. The finding is 
associated with the Barrier Integrity cornerstone and is more than minor because if left uncorrected it could lead to a 
more significant safety concern. Specifically, the uncorrected deficient basic work practices could result in additional 
primary containment isolation valve failures. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and Exhibit 3 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
June 19, 2012, the inspectors determined that the finding was of very low safety significance (Green) because it does 
not represent an actual open pathway in the containment and did not impact the hydrogen igniters. The finding has a 
cross-cutting aspect of evaluation in the problem identification and resolution area because Exelon did not thoroughly 
evaluate the condition to ensure that corrective actions addressed the cause. Specifically, Exelon identified that 
deficient basic work practices during valve actuator reassembly were the probable cause of the WDL-V-303 failure in 
2013 and had been previously identified as the cause of the CA-V-13 failure in 2010, but Exelon did not evaluate the 
effectiveness of the corrective actions completed after the CA-V-13 failure or the need for additional corrective 
actions to address the probable cause. [P.2 Evaluation] [Section 4OA2.1.c.(1)]  
 
Inspection Report# : 2014009 (pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evacuation Time Estimate Submittals 
Green. The inspectors identified an NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.54(q)(2), 10 
CFR 50.47(b)(10), and 10 CFR 50, Appendix E, Section IV.4,  
for failing to maintain the effectiveness of the Three Mile Island Nuclear Station (TMI) emergency plan as a result of 
failing to provide the station evacuation time estimate (ETE) to the responsible offsite response organizations (OROs) 
by the required date. Upon identification, Exelon entered this issue into its corrective action program (CAP) as issue 
reports (IRs) 1525923 and 1578649. Exelon submitted a third ETE for TMI on April 4, 2014, and the NRC’s review 
of that ETE is documented in section 1EP4 of this report.  
 
The finding is more than minor because it is associated with the Emergency Preparedness cornerstone attribute of 
procedure quality and adversely affected the cornerstone objective of ensuring that the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The ETE is an input into the development of protective action strategies prior to an accident and to the 
protective action recommendation decision making process during an accident. Inadequate ETEs had the potential to 
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reduce the effectiveness of public protective actions implemented by the OROs. The finding is determined to be of 
very low safety significance (Green) because it is a failure to comply with a non-risk significant portion of 10 CFR 
50.47(b)(10). The cause of the finding is related to cross-cutting aspect of Human Performance, Documentation, 
because Exelon did not appropriately create and maintain complete, accurate and, up-to-date documentation [H.7]. 
(Section 1EP5)  
 
 
Inspection Report# : 2014004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 
Significance: N/A Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UFSAR Max Hypothetical Dose Not Updated, Consistent with Current Plant Conditions 
The inspectors identified a Severity Level lV (SL-lV) NCV of 10 CFR 50.71(e), “Maintenance of Records, Making of 
Reports,” because TMI personnel did not update the Updated Final Safety Analysis Report (UFSAR) with information 
consistent with plant conditions. Specifically, TMI personnel did not remove reference to or correct information in 
UFSAR Section 14.2.2.3.4.a, “Environmental Analysis of Loss of Coolant Accidents -Consequences of LOCA 
Radioactive Releases to the Environment,” to reflect current plant conditions with regard to maximum hypothetical 
accident doses at the main control room, exclusion area boundary, or low population zone. Exelon documented this in 
issue report 1662515 to address the UFSAR discrepancy. This issue was determined to be within the traditional 
enforcement process because it had the potential to impede or impact the NRC's ability to perform its regulatory 
functions. Specifically, the issue was determined to have a material impact on licensed activities and was considered 
more than minor using section 7.3.D of the NRC Enforcement Manual. Using example d.3 of section 6.1 of the NRC 
Enforcement Policy, the inspectors determined that the violation was a SL-IV violation because the erroneous 
information was not used to make an unacceptable change to the facility or procedure. In accordance with inspection 
manual chapter 0612, section 07.03c, this traditional enforcement violation was not assigned a cross-cutting aspect. 
(Section 4OA2.1)  
 
Inspection Report# : 2014003 (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. 

4Q/2014 Inspection Findings - Three Mile Island 1

Page 5 of 6



Miscellaneous 
Significance: N/A May 23, 2014 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Assessment 
The inspectors concluded that Exelon was generally effective in identifying, evaluating, and resolving problems. 
Exelon personnel identified problems, entered them into the corrective action program at a low threshold, and 
prioritized issues commensurate with their safety significance. Exelon appropriately screened issues for operability 
and reportability, and performed causal analyses that appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors also determined that Exelon typically implemented corrective actions to address 
the problems identified in the corrective action program in a timely manner. However, the inspectors identified one 
violation of NRC requirements in the area of effectiveness of corrective actions.  
The inspectors concluded that Exelon adequately identified, reviewed, and applied relevant industry operating 
experience to TMI operations. In addition, based on those items selected for review, the inspectors determined that 
Exelon’s self-assessments and audits were thorough.  
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment.  
 
Inspection Report# : 2014009 (pdf)  

Last modified : February 26, 2015 
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Three Mile Island 1
1Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Feb 27, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Identification and Correction of Degraded BWST Level Transmitter Cold Weather Protection 
Equipment
The NRC identified an NCV of Title 10 of the Code of Federal Regulations 
(10 CFR), Part 50, Appendix B, Criterion XVI, “Corrective Action,” for failure to promptly 
identify and correct degraded borated water storage tank (BWST) level transmitter 
instrument line cold weather protection equipment. Specifically, station personnel 
performed periodic maintenance and testing activities to verify the adequacy of cold weather 
protection for the BWST level transmitters prior to the onset of cold weather, but did not 
identify existing uninsulated sections of the instrument lines or degraded heat trace circuit 
continuity. Consequently, on February 15, 2015, the sensing line for BWST level transmitter 
DH-LT-808 froze which challenged the operators’ capability to successfully perform a critical 
design basis manual action. Namely, swapover from the injection to recirculation phase of 
ECCS operation following a LOCA. Immediate actions included entering the applicable 
technical specification (TS) limiting condition of operation (LCO), thawing the frozen 
instrument line, restoring DH-LT-808 to service, and exiting the TS LCO. Exelon entered the 
cold weather protection issue into their corrective action program as issue reports (IR) 
2445164, 2451342, 02452858, and 02454925. 
This finding was more than minor because it was associated with the equipment and human 
performance attributes of the Mitigating Systems cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The team determined 
that the finding was of very low safety significance because it did not affect design or 
qualification, did not represent a loss of system, did not cause at least one train of BWST 
level instrumentation to be inoperable for greater than its TS LCO allowed outage time, and 
did not involve external event mitigation systems. The team assigned a cross-cutting aspect 
in the area of Human Performance, Procedure Adherence (aspect H.8), because station 
personnel did not follow processes, procedures, and work instructions when performing 
maintenance and operational activities that should have identified degraded BWST level 
instrument cold weather protection equipment associated with missing insulation and loss of 
heat trace circuit continuity. (Section 1R21.2.1.2)
Inspection Report# : 2015007 (pdf)

Significance:  Jun 30, 2014
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Risk Mitigation Actions Not Performed for Excavation of Nuclear River System Cable Conduits
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR Part 50.65(a)(4), “Requirements for monitoring the effectiveness of maintenance at nuclear power plants,”
because Exelon did not implement risk management actions (RMAs) to manage risk associated with the nuclear 
service river pump B (NR-P-1B) during excavation for fire service piping replacement. Specifically, the excavation 
exposed a cable conduit duct bank containing safety-related cables for nuclear service river valve 1B (NR-V-1B) 
without having adequate RMAs in place to ensure NR-V-1B cabling would remain protected from a tornado generated 
missiles. Exelon entered the condition into their corrective action program as IR 1670876 and took immediate 
corrective actions to modify the work instructions to include RMAs for soil restoration over the conduit duct bank in 
the event of a tornado. The performance deficiency is more than minor because it is associated with the Protection 
Against External Factors attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstones 
objective to ensure the availability and capability of systems that respond to initiating events to prevent undesirable 
consequences. The inspectors evaluated the findings using IMC 0609.04, “Initial Characterization of Findings.” The 
finding involved the licensee’s management of risk in accordance with 10 CFR 50.65(a)(4) therefore, the inspectors 
evaluated the significance using IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process.” The inspectors determine that this performance deficiency was of very low 
safety significance (Green) because the finding was associated with RMAs only and the incremental core damage 
probability (IDCP) was not >1E-6. This finding has a cross-cutting aspect in the area of Human Performance, Work 
Management; because Exelon did not manage risk associated with the underground piping replacement project and 
did not effectively communicate job activities between work groups to ensure the RMAs would be implemented as 
required. (H.5) (Section 1R13) 

Inspection Report# : 2014003 (pdf)

Barrier Integrity

Significance:  Feb 27, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Deficient Design Control for Verifying Reactor Building Fan Assembly Capability to Perform Design Basis 
Function
The NRC identified an NCV of Title 10 of the CFR, Part 50, Appendix B, Criterion III, 
“Design Control,” for failure to establish and implement adequate design control measures 
to assure that the reactor building (RB) fan assemblies were capable of performing their 
design function to mitigate a design basis loss of coolant accident (LOCA) event. 
Specifically, testing and design calculations used a non-conservative RB ventilation system 
alignment to determine the brake horsepower of the RB fan motors during a LOCA. As a 
result, engineers had not evaluated the capability of the RB fan motors to operate above 
their nameplate full load rating to perform their intended safety function. Additionally, RB fan 
motor electrical overload protection analyses were incorrect. Immediate corrective actions 
included interim calculations which demonstrated that the RB fan assemblies would remain 
capable of performing their safety functions and that the emergency diesel generators were 
capable of supplying the additional electrical load requirements. Exelon entered the issues 
into their corrective action program as IRs 2458932, 2458929, and 2451855. 
This finding was more than minor because it was associated with the design control attribute 
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of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
ensuring the operational capability of the containment barrier to protect the public from 
radionuclide releases caused by accidents or events. Additionally, the finding was similar to 
example 3.j in Appendix E of IMC 0612, in that the engineering calculation error resulted in a 
condition where there was reasonable doubt of the operability of the RB fan assemblies to 
perform their safety function during a design basis LOCA. The team determined the finding 
was of very low safety significance because it: did not affect the reactor coolant system 
(RCS) boundary; did not affect the radiological barrier function of the control room, auxiliary 
building, or spent fuel pool systems or boundaries; and did not represent an actual open 
pathway in containment or involve a reduction in the function of hydrogen igniters. This 
finding was not assigned a cross-cutting aspect because the underlying cause was not 
indicative of current performance in that the non-conservative calculation error occurred in 
1993. (Section 1R21.2.1.1)
Inspection Report# : 2015007 (pdf)

Significance:  May 23, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Corrective Actions for a Condition Adverse to Quality that Caused the Failure of Two Primary 
Isolation Valaves
The inspectors identified a finding of very low safety significance involving an NCV of Title 10 of the Code of 
Federal Regulations (10 CFR) 50, Appendix B, Criterion XVI, “Corrective Action,” because Exelon did not take 
adequate corrective actions to address a condition adverse to quality that caused the failure of two primary 
containment isolation valves. Specifically, the corrective actions implemented after the failure of CA-V-13 in 2010 
and WDL-V-303 in 2013 did not ensure that the deficient basic work practices that resulted in the valve failures were 
corrected. Exelon documented this issue in the corrective action program as issue report (IR) 1664529 and took 
prompt actions to validate the operability of valves with similar actuators that had been worked since refueling outage 
T1R19. In addition, Exelon is performing a cause evaluation to fully understand the causes of the issue and implement 
actions to correct the condition adverse to quality prior to the next valve maintenance window. The finding is 
associated with the Barrier Integrity cornerstone and is more than minor because if left uncorrected it could lead to a 
more significant safety concern. Specifically, the uncorrected deficient basic work practices could result in additional 
primary containment isolation valve failures. In accordance with IMC 0609.04, “Initial Characterization of Findings,”
and Exhibit 3 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
June 19, 2012, the inspectors determined that the finding was of very low safety significance (Green) because it does 
not represent an actual open pathway in the containment and did not impact the hydrogen igniters. The finding has a 
cross-cutting aspect of evaluation in the problem identification and resolution area because Exelon did not thoroughly 
evaluate the condition to ensure that corrective actions addressed the cause. Specifically, Exelon identified that 
deficient basic work practices during valve actuator reassembly were the probable cause of the WDL-V-303 failure in 
2013 and had been previously identified as the cause of the CA-V-13 failure in 2010, but Exelon did not evaluate the 
effectiveness of the corrective actions completed after the CA-V-13 failure or the need for additional corrective 
actions to address the probable cause. [P.2 Evaluation] [Section 4OA2.1.c.(1)] 

Inspection Report# : 2014009 (pdf)

Emergency Preparedness
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Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Evacuation Time Estimate Submittals
Green. The inspectors identified an NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.54(q)(2), 10 
CFR 50.47(b)(10), and 10 CFR 50, Appendix E, Section IV.4, 
for failing to maintain the effectiveness of the Three Mile Island Nuclear Station (TMI) emergency plan as a result of 
failing to provide the station evacuation time estimate (ETE) to the responsible offsite response organizations (OROs) 
by the required date. Upon identification, Exelon entered this issue into its corrective action program (CAP) as issue 
reports (IRs) 1525923 and 1578649. Exelon submitted a third ETE for TMI on April 4, 2014, and the NRC’s review 
of that ETE is documented in section 1EP4 of this report. 

The finding is more than minor because it is associated with the Emergency Preparedness cornerstone attribute of 
procedure quality and adversely affected the cornerstone objective of ensuring that the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The ETE is an input into the development of protective action strategies prior to an accident and to the 
protective action recommendation decision making process during an accident. Inadequate ETEs had the potential to 
reduce the effectiveness of public protective actions implemented by the OROs. The finding is determined to be of 
very low safety significance (Green) because it is a failure to comply with a non-risk significant portion of 10 CFR 
50.47(b)(10). The cause of the finding is related to cross-cutting aspect of Human Performance, Documentation, 
because Exelon did not appropriately create and maintain complete, accurate and, up-to-date documentation [H.7]. 
(Section 1EP5) 

Inspection Report# : 2014004 (pdf)

Occupational Radiation Safety

Public Radiation Safety
Significance: N/A Jun 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
UFSAR Max Hypothetical Dose Not Updated, Consistent with Current Plant Conditions
The inspectors identified a Severity Level lV (SL-lV) NCV of 10 CFR 50.71(e), “Maintenance of Records, Making of 
Reports,” because TMI personnel did not update the Updated Final Safety Analysis Report (UFSAR) with information 
consistent with plant conditions. Specifically, TMI personnel did not remove reference to or correct information in 
UFSAR Section 14.2.2.3.4.a, “Environmental Analysis of Loss of Coolant Accidents -Consequences of LOCA 
Radioactive Releases to the Environment,” to reflect current plant conditions with regard to maximum hypothetical 
accident doses at the main control room, exclusion area boundary, or low population zone. Exelon documented this in 
issue report 1662515 to address the UFSAR discrepancy. This issue was determined to be within the traditional 
enforcement process because it had the potential to impede or impact the NRC's ability to perform its regulatory 
functions. Specifically, the issue was determined to have a material impact on licensed activities and was considered 
more than minor using section 7.3.D of the NRC Enforcement Manual. Using example d.3 of section 6.1 of the NRC 
Enforcement Policy, the inspectors determined that the violation was a SL-IV violation because the erroneous 
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information was not used to make an unacceptable change to the facility or procedure. In accordance with inspection 
manual chapter 0612, section 07.03c, this traditional enforcement violation was not assigned a cross-cutting aspect. 
(Section 4OA2.1) 

Inspection Report# : 2014003 (pdf)

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

Miscellaneous
Significance: N/A May 23, 2014
Identified By: NRC
Item Type: FIN Finding
PI&R Assessment
The inspectors concluded that Exelon was generally effective in identifying, evaluating, and resolving problems. 
Exelon personnel identified problems, entered them into the corrective action program at a low threshold, and 
prioritized issues commensurate with their safety significance. Exelon appropriately screened issues for operability 
and reportability, and performed causal analyses that appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors also determined that Exelon typically implemented corrective actions to address 
the problems identified in the corrective action program in a timely manner. However, the inspectors identified one 
violation of NRC requirements in the area of effectiveness of corrective actions. 
The inspectors concluded that Exelon adequately identified, reviewed, and applied relevant industry operating 
experience to TMI operations. In addition, based on those items selected for review, the inspectors determined that 
Exelon’s self-assessments and audits were thorough. 
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment. 

Inspection Report# : 2014009 (pdf)

Last modified : June 16, 2015
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Three Mile Island 1
2Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Feb 27, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Identification and Correction of Degraded BWST Level Transmitter Cold Weather Protection 
Equipment
The NRC identified an NCV of Title 10 of the Code of Federal Regulations 
(10 CFR), Part 50, Appendix B, Criterion XVI, “Corrective Action,” for failure to promptly 
identify and correct degraded borated water storage tank (BWST) level transmitter 
instrument line cold weather protection equipment. Specifically, station personnel 
performed periodic maintenance and testing activities to verify the adequacy of cold weather 
protection for the BWST level transmitters prior to the onset of cold weather, but did not 
identify existing uninsulated sections of the instrument lines or degraded heat trace circuit 
continuity. Consequently, on February 15, 2015, the sensing line for BWST level transmitter 
DH-LT-808 froze which challenged the operators’ capability to successfully perform a critical 
design basis manual action. Namely, swapover from the injection to recirculation phase of 
ECCS operation following a LOCA. Immediate actions included entering the applicable 
technical specification (TS) limiting condition of operation (LCO), thawing the frozen 
instrument line, restoring DH-LT-808 to service, and exiting the TS LCO. Exelon entered the 
cold weather protection issue into their corrective action program as issue reports (IR) 
2445164, 2451342, 02452858, and 02454925. 
This finding was more than minor because it was associated with the equipment and human 
performance attributes of the Mitigating Systems cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The team determined 
that the finding was of very low safety significance because it did not affect design or 
qualification, did not represent a loss of system, did not cause at least one train of BWST 
level instrumentation to be inoperable for greater than its TS LCO allowed outage time, and 
did not involve external event mitigation systems. The team assigned a cross-cutting aspect 
in the area of Human Performance, Procedure Adherence (aspect H.8), because station 
personnel did not follow processes, procedures, and work instructions when performing 
maintenance and operational activities that should have identified degraded BWST level 
instrument cold weather protection equipment associated with missing insulation and loss of 
heat trace circuit continuity. (Section 1R21.2.1.2)
Inspection Report# : 2015007 (pdf)
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Barrier Integrity

Significance:  Feb 27, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Deficient Design Control for Verifying Reactor Building Fan Assembly Capability to Perform Design Basis 
Function
The NRC identified an NCV of Title 10 of the CFR, Part 50, Appendix B, Criterion III, 
“Design Control,” for failure to establish and implement adequate design control measures 
to assure that the reactor building (RB) fan assemblies were capable of performing their 
design function to mitigate a design basis loss of coolant accident (LOCA) event. 
Specifically, testing and design calculations used a non-conservative RB ventilation system 
alignment to determine the brake horsepower of the RB fan motors during a LOCA. As a 
result, engineers had not evaluated the capability of the RB fan motors to operate above 
their nameplate full load rating to perform their intended safety function. Additionally, RB fan 
motor electrical overload protection analyses were incorrect. Immediate corrective actions 
included interim calculations which demonstrated that the RB fan assemblies would remain 
capable of performing their safety functions and that the emergency diesel generators were 
capable of supplying the additional electrical load requirements. Exelon entered the issues 
into their corrective action program as IRs 2458932, 2458929, and 2451855. 
This finding was more than minor because it was associated with the design control attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
ensuring the operational capability of the containment barrier to protect the public from 
radionuclide releases caused by accidents or events. Additionally, the finding was similar to 
example 3.j in Appendix E of IMC 0612, in that the engineering calculation error resulted in a 
condition where there was reasonable doubt of the operability of the RB fan assemblies to 
perform their safety function during a design basis LOCA. The team determined the finding 
was of very low safety significance because it: did not affect the reactor coolant system 
(RCS) boundary; did not affect the radiological barrier function of the control room, auxiliary 
building, or spent fuel pool systems or boundaries; and did not represent an actual open 
pathway in containment or involve a reduction in the function of hydrogen igniters. This 
finding was not assigned a cross-cutting aspect because the underlying cause was not 
indicative of current performance in that the non-conservative calculation error occurred in 
1993. (Section 1R21.2.1.1)
Inspection Report# : 2015007 (pdf)

Emergency Preparedness

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Evacuation Time Estimate Submittals
Green. The inspectors identified an NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.54(q)(2), 10 
CFR 50.47(b)(10), and 10 CFR 50, Appendix E, Section IV.4, 
for failing to maintain the effectiveness of the Three Mile Island Nuclear Station (TMI) emergency plan as a result of 
failing to provide the station evacuation time estimate (ETE) to the responsible offsite response organizations (OROs) 
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by the required date. Upon identification, Exelon entered this issue into its corrective action program (CAP) as issue 
reports (IRs) 1525923 and 1578649. Exelon submitted a third ETE for TMI on April 4, 2014, and the NRC’s review 
of that ETE is documented in section 1EP4 of this report. 

The finding is more than minor because it is associated with the Emergency Preparedness cornerstone attribute of 
procedure quality and adversely affected the cornerstone objective of ensuring that the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The ETE is an input into the development of protective action strategies prior to an accident and to the 
protective action recommendation decision making process during an accident. Inadequate ETEs had the potential to 
reduce the effectiveness of public protective actions implemented by the OROs. The finding is determined to be of 
very low safety significance (Green) because it is a failure to comply with a non-risk significant portion of 10 CFR 
50.47(b)(10). The cause of the finding is related to cross-cutting aspect of Human Performance, Documentation, 
because Exelon did not appropriately create and maintain complete, accurate and, up-to-date documentation [H.7]. 
(Section 1EP5) 

Inspection Report# : 2014004 (pdf)

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : August 07, 2015
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Three Mile Island 1
3Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Turbine Bypass Valve Simulator Modeling
Green. A self-revealing NCV of 10 CFR Part 55.46(c), “Plant-Referenced Simulators,” was identified for Exelon’s 
failure to ensure that the plant-referenced simulator demonstrated expected plant response to normal, transient, and 
accident conditions to which the simulator has been designed to respond. Specifically, Exelon failed to ensure 
simulator modeling of once through steam generator (OTSG) turbine bypass valve (TBV) operation was consistent 
with the actual plant which introduced negative 
operator training and challenged orderly unit shutdown on May 7, 2015. The licensee documented their corrective 
actions for this issue in TMI issue reports (IR) 02496279 and 2497542, which included software changes to the 
simulator to reflect actual system design, crew remediation, and procedure changes. 

The performance deficiency is more than minor because it is associated with the human performance attribute of the 
Initiating Events cornerstone and affected the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, the 
simulator difference introduced negative operator training and, as a result, challenged orderly shutdown of the unit on 
May 7, 2015. The inspectors evaluated the finding in accordance with NRC Manual Chapter 0609, “Significance 
Determination Process,”
and the corresponding Appendix I, “Licensed Operator Requalification Significance Determination Process.” The 
finding was determined to have very low safety significance (Green) because the impact on operator performance was 
not during a reportable event. This finding has no cross-cutting aspect assigned because the cause was not 
representative of current licensee performance. Specifically, the difference in TBV modeling existed since initial 
simulator certification on June 28, 1990. (Section 1R20) 

Inspection Report# : 2015002 (pdf)

Mitigating Systems

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: FIN Finding
Internal Flooding Licensing Basis Commitment Not Met
Green. The inspectors identified a finding because Exelon failed to meet a commitment made during original licensing 
to mitigate an internal flooding event. Specifically, Exelon committed to making changes to the fire water supply 
system to mitigate the impact of 
a pipe rupture in the auxiliary building. The inspectors identified that the commitment actions were not completed and 
no changes to the commitment were identified. The inspectors determined that the failure to perform the modifications 
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to the fire service system, as committed to the NRC in a letter dated November 10, 1972, was a performance 
deficiency that was reasonably within its ability to foresee and correct. Exelon documented the issue in issue report 
2544387, performed an immediate operability evaluation, and developed corrective actions to restore compliance with 
the commitment. 

The inspectors determined that the performance deficiency is associated with the Mitigating Systems cornerstone 
attribute of protection against external factors (internal flood hazard) and is more than minor because it adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the performance deficiency adversely impacted the 
operator’s ability to detect and mitigate a fire service system pipe rupture in the safety related auxiliary building. The 
inspectors utilized IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” to 
determine the significance of the performance deficiency. The inspectors determined the finding to be of very low 
safety significance (Green) because the finding is not a design or qualification deficiency, does not represent a loss of 
system safety function or loss of a single train for greater than its allowed technical specification time, does not result 
in the loss of a high safety-significant maintenance rule train and does not involve the loss of function to mitigate 
internal flooding events. 

The finding is not assigned a cross-cutting aspect because the performance deficiency occurred during original plant 
construction and is not indicative of current plant performance. 

Inspection Report# : 2015003 (pdf)

Significance:  Feb 27, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Identification and Correction of Degraded BWST Level Transmitter Cold Weather Protection 
Equipment
The NRC identified an NCV of Title 10 of the Code of Federal Regulations 
(10 CFR), Part 50, Appendix B, Criterion XVI, “Corrective Action,” for failure to promptly 
identify and correct degraded borated water storage tank (BWST) level transmitter 
instrument line cold weather protection equipment. Specifically, station personnel 
performed periodic maintenance and testing activities to verify the adequacy of cold weather 
protection for the BWST level transmitters prior to the onset of cold weather, but did not 
identify existing uninsulated sections of the instrument lines or degraded heat trace circuit 
continuity. Consequently, on February 15, 2015, the sensing line for BWST level transmitter 
DH-LT-808 froze which challenged the operators’ capability to successfully perform a critical 
design basis manual action. Namely, swapover from the injection to recirculation phase of 
ECCS operation following a LOCA. Immediate actions included entering the applicable 
technical specification (TS) limiting condition of operation (LCO), thawing the frozen 
instrument line, restoring DH-LT-808 to service, and exiting the TS LCO. Exelon entered the 
cold weather protection issue into their corrective action program as issue reports (IR) 
2445164, 2451342, 02452858, and 02454925. 
This finding was more than minor because it was associated with the equipment and human 
performance attributes of the Mitigating Systems cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The team determined 
that the finding was of very low safety significance because it did not affect design or 
qualification, did not represent a loss of system, did not cause at least one train of BWST 
level instrumentation to be inoperable for greater than its TS LCO allowed outage time, and 
did not involve external event mitigation systems. The team assigned a cross-cutting aspect 
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in the area of Human Performance, Procedure Adherence (aspect H.8), because station 
personnel did not follow processes, procedures, and work instructions when performing 
maintenance and operational activities that should have identified degraded BWST level 
instrument cold weather protection equipment associated with missing insulation and loss of 
heat trace circuit continuity. (Section 1R21.2.1.2)
Inspection Report# : 2015007 (pdf)

Barrier Integrity

Significance:  Feb 27, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Deficient Design Control for Verifying Reactor Building Fan Assembly Capability to Perform Design Basis 
Function
The NRC identified an NCV of Title 10 of the CFR, Part 50, Appendix B, Criterion III, 
“Design Control,” for failure to establish and implement adequate design control measures 
to assure that the reactor building (RB) fan assemblies were capable of performing their 
design function to mitigate a design basis loss of coolant accident (LOCA) event. 
Specifically, testing and design calculations used a non-conservative RB ventilation system 
alignment to determine the brake horsepower of the RB fan motors during a LOCA. As a 
result, engineers had not evaluated the capability of the RB fan motors to operate above 
their nameplate full load rating to perform their intended safety function. Additionally, RB fan 
motor electrical overload protection analyses were incorrect. Immediate corrective actions 
included interim calculations which demonstrated that the RB fan assemblies would remain 
capable of performing their safety functions and that the emergency diesel generators were 
capable of supplying the additional electrical load requirements. Exelon entered the issues 
into their corrective action program as IRs 2458932, 2458929, and 2451855. 
This finding was more than minor because it was associated with the design control attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
ensuring the operational capability of the containment barrier to protect the public from 
radionuclide releases caused by accidents or events. Additionally, the finding was similar to 
example 3.j in Appendix E of IMC 0612, in that the engineering calculation error resulted in a 
condition where there was reasonable doubt of the operability of the RB fan assemblies to 
perform their safety function during a design basis LOCA. The team determined the finding 
was of very low safety significance because it: did not affect the reactor coolant system 
(RCS) boundary; did not affect the radiological barrier function of the control room, auxiliary 
building, or spent fuel pool systems or boundaries; and did not represent an actual open 
pathway in containment or involve a reduction in the function of hydrogen igniters. This 
finding was not assigned a cross-cutting aspect because the underlying cause was not 
indicative of current performance in that the non-conservative calculation error occurred in 
1993. (Section 1R21.2.1.1)
Inspection Report# : 2015007 (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 : December 15, 2015
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Three Mile Island 1
4Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Turbine Bypass Valve Simulator Modeling
Green. A self-revealing NCV of 10 CFR Part 55.46(c), “Plant-Referenced Simulators,” was identified for Exelon’s 
failure to ensure that the plant-referenced simulator demonstrated expected plant response to normal, transient, and 
accident conditions to which the simulator has been designed to respond. Specifically, Exelon failed to ensure 
simulator modeling of once through steam generator (OTSG) turbine bypass valve (TBV) operation was consistent 
with the actual plant which introduced negative 
operator training and challenged orderly unit shutdown on May 7, 2015. The licensee documented their corrective 
actions for this issue in TMI issue reports (IR) 02496279 and 2497542, which included software changes to the 
simulator to reflect actual system design, crew remediation, and procedure changes. 

The performance deficiency is more than minor because it is associated with the human performance attribute of the 
Initiating Events cornerstone and affected the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, the 
simulator difference introduced negative operator training and, as a result, challenged orderly shutdown of the unit on 
May 7, 2015. The inspectors evaluated the finding in accordance with NRC Manual Chapter 0609, “Significance 
Determination Process,”
and the corresponding Appendix I, “Licensed Operator Requalification Significance Determination Process.” The 
finding was determined to have very low safety significance (Green) because the impact on operator performance was 
not during a reportable event. This finding has no cross-cutting aspect assigned because the cause was not 
representative of current licensee performance. Specifically, the difference in TBV modeling existed since initial 
simulator certification on June 28, 1990. 

Inspection Report# : 2015002 (pdf)

Mitigating Systems

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Trend Vibration Data for Safety Related River Water Pump
[DRAFT] The inspectors identified a self-revealing finding of very low safety significance (Green) involving a non-
cited violation (NCV) of 10 CFR 50 Appendix B Criterion XVI, “Corrective Action Program,” because Exelon did 
not identify and correct a condition adverse to quality on the ‘B’ nuclear river water pump (NR-P-1B). Specifically, 
Exelon did not evaluate all available data to identify and correct an adverse vibration trend on NR-P-1B which 
resulted in unexpectedly exceeding its in-service test (IST) required action level and being declared inoperable on 
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October 10, 2015. Exelon entered the condition into the CAP under IR 2568763 and emergently replaced the pump, 
engaged the vendor for short and long term design or material changes to correct the vibration issue and created 
process and peer check corrective actions to ensure all vibration data is reviewed timely and trends are addressed 
commensurate with their safety significance. 

The performance deficiency is more than minor because it was associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the elevated vibrations reduced the reliability and capability of NR-P-1B to perform its safety function. 
The inspectors evaluated the finding using Manual Chapter 0609, Attachment 4, Initial Characterization of Findings, 
and Appendix A, The Significance Determination Process for Findings At-Power, Exhibit 2, and the inspectors 
determined this finding to be of very low safety significance (Green) because the degraded condition was not a design 
deficiency that affected system operability; did not represent an actual loss of function of a system; did not represent 
an actual loss of function of a single train or two separate trains for greater than its technical specification allowed 
outage time and did not represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety significant. 

The finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because the 
station did not thoroughly evaluate the elevated vibration data such that the issue was addressed before NR-P-1B 
became inoperable. [P.2] 

Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: FIN Finding
Internal Flooding Licensing Basis Commitment Not Met
Green. The inspectors identified a finding because Exelon failed to meet a commitment made during original licensing 
to mitigate an internal flooding event. Specifically, Exelon committed to making changes to the fire water supply 
system to mitigate the impact of 
a pipe rupture in the auxiliary building. The inspectors identified that the commitment actions were not completed and 
no changes to the commitment were identified. The inspectors determined that the failure to perform the modifications 
to the fire service system, as committed to the NRC in a letter dated November 10, 1972, was a performance 
deficiency that was reasonably within its ability to foresee and correct. Exelon documented the issue in issue report 
2544387, performed an immediate operability evaluation, and developed corrective actions to restore compliance with 
the commitment. 

The inspectors determined that the performance deficiency is associated with the Mitigating Systems cornerstone 
attribute of protection against external factors (internal flood hazard) and is more than minor because it adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the performance deficiency adversely impacted the 
operator’s ability to detect and mitigate a fire service system pipe rupture in the safety related auxiliary building. The 
inspectors utilized IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” to 
determine the significance of the performance deficiency. The inspectors determined the finding to be of very low 
safety significance (Green) because the finding is not a design or qualification deficiency, does not represent a loss of 
system safety function or loss of a single train for greater than its allowed technical specification time, does not result 
in the loss of a high safety-significant maintenance rule train and does not involve the loss of function to mitigate 
internal flooding events. 

The finding is not assigned a cross-cutting aspect because the performance deficiency occurred during original plant 
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construction and is not indicative of current plant performance. 

Inspection Report# : 2015003 (pdf)

Significance:  Feb 27, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Identification and Correction of Degraded BWST Level Transmitter Cold Weather Protection 
Equipment
The NRC identified an NCV of Title 10 of the Code of Federal Regulations 
(10 CFR), Part 50, Appendix B, Criterion XVI, “Corrective Action,” for failure to promptly 
identify and correct degraded borated water storage tank (BWST) level transmitter 
instrument line cold weather protection equipment. Specifically, station personnel 
performed periodic maintenance and testing activities to verify the adequacy of cold weather 
protection for the BWST level transmitters prior to the onset of cold weather, but did not 
identify existing uninsulated sections of the instrument lines or degraded heat trace circuit 
continuity. Consequently, on February 15, 2015, the sensing line for BWST level transmitter 
DH-LT-808 froze which challenged the operators’ capability to successfully perform a critical 
design basis manual action. Namely, swapover from the injection to recirculation phase of 
ECCS operation following a LOCA. Immediate actions included entering the applicable 
technical specification (TS) limiting condition of operation (LCO), thawing the frozen 
instrument line, restoring DH-LT-808 to service, and exiting the TS LCO. Exelon entered the 
cold weather protection issue into their corrective action program as issue reports (IR) 
2445164, 2451342, 02452858, and 02454925. 
This finding was more than minor because it was associated with the equipment and human 
performance attributes of the Mitigating Systems cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The team determined 
that the finding was of very low safety significance because it did not affect design or 
qualification, did not represent a loss of system, did not cause at least one train of BWST 
level instrumentation to be inoperable for greater than its TS LCO allowed outage time, and 
did not involve external event mitigation systems. The team assigned a cross-cutting aspect 
in the area of Human Performance, Procedure Adherence, because station 
personnel did not follow processes, procedures, and work instructions when performing 
maintenance and operational activities that should have identified degraded BWST level 
instrument cold weather protection equipment associated with missing insulation and loss of 
heat trace circuit continuity. [H.8]
Inspection Report# : 2015007 (pdf)

Barrier Integrity

Significance:  Feb 27, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Deficient Design Control for Verifying Reactor Building Fan Assembly Capability to Perform Design Basis 
Function
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The NRC identified an NCV of Title 10 of the CFR, Part 50, Appendix B, Criterion III, 
“Design Control,” for failure to establish and implement adequate design control measures 
to assure that the reactor building (RB) fan assemblies were capable of performing their 
design function to mitigate a design basis loss of coolant accident (LOCA) event. 
Specifically, testing and design calculations used a non-conservative RB ventilation system 
alignment to determine the brake horsepower of the RB fan motors during a LOCA. As a 
result, engineers had not evaluated the capability of the RB fan motors to operate above 
their nameplate full load rating to perform their intended safety function. Additionally, RB fan 
motor electrical overload protection analyses were incorrect. Immediate corrective actions 
included interim calculations which demonstrated that the RB fan assemblies would remain 
capable of performing their safety functions and that the emergency diesel generators were 
capable of supplying the additional electrical load requirements. Exelon entered the issues 
into their corrective action program as IRs 2458932, 2458929, and 2451855. 
This finding was more than minor because it was associated with the design control attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
ensuring the operational capability of the containment barrier to protect the public from 
radionuclide releases caused by accidents or events. Additionally, the finding was similar to 
example 3.j in Appendix E of IMC 0612, in that the engineering calculation error resulted in a 
condition where there was reasonable doubt of the operability of the RB fan assemblies to 
perform their safety function during a design basis LOCA. The team determined the finding 
was of very low safety significance because it: did not affect the reactor coolant system 
(RCS) boundary; did not affect the radiological barrier function of the control room, auxiliary 
building, or spent fuel pool systems or boundaries; and did not represent an actual open 
pathway in containment or involve a reduction in the function of hydrogen igniters. This 
finding was not assigned a cross-cutting aspect because the underlying cause was not 
indicative of current performance in that the non-conservative calculation error occurred in 
1993.
Inspection Report# : 2015007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : March 01, 2016
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Three Mile Island 1
1Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Turbine Bypass Valve Simulator Modeling
Green. A self-revealing NCV of 10 CFR Part 55.46(c), “Plant-Referenced Simulators,” was identified for Exelon’s 
failure to ensure that the plant-referenced simulator demonstrated expected plant response to normal, transient, and 
accident conditions to which the simulator has been designed to respond. Specifically, Exelon failed to ensure 
simulator modeling of once through steam generator (OTSG) turbine bypass valve (TBV) operation was consistent 
with the actual plant which introduced negative 
operator training and challenged orderly unit shutdown on May 7, 2015. The licensee documented their corrective 
actions for this issue in TMI issue reports (IR) 02496279 and 2497542, which included software changes to the 
simulator to reflect actual system design, crew remediation, and procedure changes. 

The performance deficiency is more than minor because it is associated with the human performance attribute of the 
Initiating Events cornerstone and affected the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, the 
simulator difference introduced negative operator training and, as a result, challenged orderly shutdown of the unit on 
May 7, 2015. The inspectors evaluated the finding in accordance with NRC Manual Chapter 0609, “Significance 
Determination Process,”
and the corresponding Appendix I, “Licensed Operator Requalification Significance Determination Process.” The 
finding was determined to have very low safety significance (Green) because the impact on operator performance was 
not during a reportable event. This finding has no cross-cutting aspect assigned because the cause was not 
representative of current licensee performance. Specifically, the difference in TBV modeling existed since initial 
simulator certification on June 28, 1990. 

Inspection Report# : 2015002 (pdf)

Mitigating Systems

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Deficient Design Control of ECCS Level Transmitter Instrument Line Heat Trace Causes Freezing and 
Inoperability
A self-revealing non-cited violation of Title 10 of the Code of Federal Regulations (CFR), Part 50, Appendix B, 
Criterion III, “Design Control,” was identified for failure to establish and implement adequate design control 
measures to assure that the borated water storage tank (BWST) was capable of performing its design function to 
mitigate a design basis loss of coolant accident (LOCA) event. Specifically, a replacement of the safety-grade heat 
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trace and resulting incompatible electrical configuration of the BWST level transmitter DH-LT-809 rendered its 
design incapable to prevent instrument line freezing during cold weather periods, contrary to its safety-function to 
maintain BWST level indication operable in cold weather. Additionally, this adversely impacted the availability of a 
BWST level indication necessary for operators to reliably perform a critical design basis manual action. Exelon 
documented these additional issues in IRs 2609417 and 2611119. Corrective actions included replacement of the 
affected heat trace and a compatible modification to its electrical configuration. 

This performance deficiency was more than minor because it was associated with the design control attributes of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Additionally, the finding was similar to example 2.f in Appendix E of IMC 0612, in that failure to properly maintain 
cold weather protection equipment for the BWST level transmitters resulted in DH-LT-809 becoming inoperable. The 
finding was of very low safety significance (Green) because it did not affect design or qualification, did not represent 
a loss of system, did not cause at least one train of BWST level instrumentation to be inoperable for greater than its 
TS LCO allowed outage time, and did not involve external event mitigation systems. 

The finding had a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because station 
personnel did not follow the heat trace procedure, which did not allow the two types of heat trace to be spliced 
together, and the engineering change process which would have necessitated an additional engineering review based 
on the safety-related application of the heat trace associated with BWST level instrument and its cold weather 
protection equipment (IMC 0310, Aspect H.8). (Section 1R01) 

Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Trend Vibration Data for Safety Related River Water Pump
[DRAFT] The inspectors identified a self-revealing finding of very low safety significance (Green) involving a non-
cited violation (NCV) of 10 CFR 50 Appendix B Criterion XVI, “Corrective Action Program,” because Exelon did 
not identify and correct a condition adverse to quality on the ‘B’ nuclear river water pump (NR-P-1B). Specifically, 
Exelon did not evaluate all available data to identify and correct an adverse vibration trend on NR-P-1B which 
resulted in unexpectedly exceeding its in-service test (IST) required action level and being declared inoperable on 
October 10, 2015. Exelon entered the condition into the CAP under IR 2568763 and emergently replaced the pump, 
engaged the vendor for short and long term design or material changes to correct the vibration issue and created 
process and peer check corrective actions to ensure all vibration data is reviewed timely and trends are addressed 
commensurate with their safety significance. 

The performance deficiency is more than minor because it was associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the elevated vibrations reduced the reliability and capability of NR-P-1B to perform its safety function. 
The inspectors evaluated the finding using Manual Chapter 0609, Attachment 4, Initial Characterization of Findings, 
and Appendix A, The Significance Determination Process for Findings At-Power, Exhibit 2, and the inspectors 
determined this finding to be of very low safety significance (Green) because the degraded condition was not a design 
deficiency that affected system operability; did not represent an actual loss of function of a system; did not represent 
an actual loss of function of a single train or two separate trains for greater than its technical specification allowed 
outage time and did not represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety significant. 
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The finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because the 
station did not thoroughly evaluate the elevated vibration data such that the issue was addressed before NR-P-1B 
became inoperable. [P.2] 

Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: FIN Finding
Internal Flooding Licensing Basis Commitment Not Met
Green. The inspectors identified a finding because Exelon failed to meet a commitment made during original licensing 
to mitigate an internal flooding event. Specifically, Exelon committed to making changes to the fire water supply 
system to mitigate the impact of 
a pipe rupture in the auxiliary building. The inspectors identified that the commitment actions were not completed and 
no changes to the commitment were identified. The inspectors determined that the failure to perform the modifications 
to the fire service system, as committed to the NRC in a letter dated November 10, 1972, was a performance 
deficiency that was reasonably within its ability to foresee and correct. Exelon documented the issue in issue report 
2544387, performed an immediate operability evaluation, and developed corrective actions to restore compliance with 
the commitment. 

The inspectors determined that the performance deficiency is associated with the Mitigating Systems cornerstone 
attribute of protection against external factors (internal flood hazard) and is more than minor because it adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the performance deficiency adversely impacted the 
operator’s ability to detect and mitigate a fire service system pipe rupture in the safety related auxiliary building. The 
inspectors utilized IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” to 
determine the significance of the performance deficiency. The inspectors determined the finding to be of very low 
safety significance (Green) because the finding is not a design or qualification deficiency, does not represent a loss of 
system safety function or loss of a single train for greater than its allowed technical specification time, does not result 
in the loss of a high safety-significant maintenance rule train and does not involve the loss of function to mitigate 
internal flooding events. 

The finding is not assigned a cross-cutting aspect because the performance deficiency occurred during original plant 
construction and is not indicative of current plant performance. 

Inspection Report# : 2015003 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety
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Public Radiation Safety

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

Miscellaneous
Last modified : July 11, 2016
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Three Mile Island 1
2Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Deficient Design Control of ECCS Level Transmitter Instrument Line Heat Trace Causes Freezing and 
Inoperability
A self-revealing non-cited violation of Title 10 of the Code of Federal Regulations (CFR), Part 50, Appendix B, 
Criterion III, “Design Control,” was identified for failure to establish and implement adequate design control 
measures to assure that the borated water storage tank (BWST) was capable of performing its design function to 
mitigate a design basis loss of coolant accident (LOCA) event. Specifically, a replacement of the safety-grade heat 
trace and resulting incompatible electrical configuration of the BWST level transmitter DH-LT-809 rendered its 
design incapable to prevent instrument line freezing during cold weather periods, contrary to its safety-function to 
maintain BWST level indication operable in cold weather. Additionally, this adversely impacted the availability of a 
BWST level indication necessary for operators to reliably perform a critical design basis manual action. Exelon 
documented these additional issues in IRs 2609417 and 2611119. Corrective actions included replacement of the 
affected heat trace and a compatible modification to its electrical configuration. 

This performance deficiency was more than minor because it was associated with the design control attributes of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Additionally, the finding was similar to example 2.f in Appendix E of IMC 0612, in that failure to properly maintain 
cold weather protection equipment for the BWST level transmitters resulted in DH-LT-809 becoming inoperable. The 
finding was of very low safety significance (Green) because it did not affect design or qualification, did not represent 
a loss of system, did not cause at least one train of BWST level instrumentation to be inoperable for greater than its 
TS LCO allowed outage time, and did not involve external event mitigation systems. 

The finding had a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because station 
personnel did not follow the heat trace procedure, which did not allow the two types of heat trace to be spliced 
together. (IMC 0310, Aspect H.8). (Section 1R01) 

Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Trend Vibration Data for Safety Related River Water Pump
The inspectors identified a self-revealing finding of very low safety significance (Green) involving a non-cited 
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violation (NCV) of 10 CFR 50 Appendix B Criterion XVI, “Corrective Action Program,” because Exelon did not 
identify and correct a condition adverse to quality on the ‘B’ nuclear river water pump (NR-P-1B). Specifically, 
Exelon did not evaluate all available data to identify and correct an adverse vibration trend on NR-P-1B which 
resulted in unexpectedly exceeding its in-service test (IST) required action level and being declared inoperable on 
October 10, 2015. Exelon entered the condition into the CAP under IR 2568763 and emergently replaced the pump, 
engaged the vendor for short and long term design or material changes to correct the vibration issue and created 
process and peer check corrective actions to ensure all vibration data is reviewed timely and trends are addressed 
commensurate with their safety significance. 

The performance deficiency is more than minor because it was associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the elevated vibrations reduced the reliability and capability of NR-P-1B to perform its safety function. 
The inspectors evaluated the finding using Manual Chapter 0609, Attachment 4, Initial Characterization of Findings, 
and Appendix A, The Significance Determination Process for Findings At-Power, Exhibit 2, and the inspectors 
determined this finding to be of very low safety significance (Green) because the degraded condition was not a design 
deficiency that affected system operability; did not represent an actual loss of function of a system; did not represent 
an actual loss of function of a single train or two separate trains for greater than its technical specification allowed 
outage time and did not represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety significant. 

The finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because the 
station did not thoroughly evaluate the elevated vibration data such that the issue was addressed before NR-P-1B 
became inoperable. [P.2] 

Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: FIN Finding
Internal Flooding Licensing Basis Commitment Not Met
Green. The inspectors identified a finding because Exelon failed to meet a commitment made during original licensing 
to mitigate an internal flooding event. Specifically, Exelon committed to making changes to the fire water supply 
system to mitigate the impact of 
a pipe rupture in the auxiliary building. The inspectors identified that the commitment actions were not completed and 
no changes to the commitment were identified. The inspectors determined that the failure to perform the modifications 
to the fire service system, as committed to the NRC in a letter dated November 10, 1972, was a performance 
deficiency that was reasonably within its ability to foresee and correct. Exelon documented the issue in issue report 
2544387, performed an immediate operability evaluation, and developed corrective actions to restore compliance with 
the commitment. 

The inspectors determined that the performance deficiency is associated with the Mitigating Systems cornerstone 
attribute of protection against external factors (internal flood hazard) and is more than minor because it adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the performance deficiency adversely impacted the 
operator’s ability to detect and mitigate a fire service system pipe rupture in the safety related auxiliary building. The 
inspectors utilized IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” to 
determine the significance of the performance deficiency. The inspectors determined the finding to be of very low 
safety significance (Green) because the finding is not a design or qualification deficiency, does not represent a loss of 
system safety function or loss of a single train for greater than its allowed technical specification time, does not result 
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in the loss of a high safety-significant maintenance rule train and does not involve the loss of function to mitigate 
internal flooding events. 

The finding is not assigned a cross-cutting aspect because the performance deficiency occurred during original plant 
construction and is not indicative of current plant performance. 

Inspection Report# : 2015003 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : August 29, 2016
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Three Mile Island 1
3Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Emergency Diesel Generator Internal Flooding Risk Not Evaluated 
Green. The inspectors identified an NCV of Title 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion 
III, “Design Control,” in that Exelon did not ensure the availability of the emergency diesel generator (EDG) 
following a seismic event. The inspectors reviewed the TMI licensing basis for internal flooding, associated 
evaluations and conditions reports, and walked down safety-related structures system and components (SSCs). During 
this review the inspectors determined that non-seismic piping failures in the EDG room were not properly evaluated. 
Specifically, the inspectors determined that pressurized fire water pipes in both EDG rooms were not classified as 
safety-related or seismically qualified. The inspectors reviewed Exelon’s evaluation of the potential failure of the pipe, 
as assumed in the TMI design and licensing basis, and determined that operator actions were credited to mitigate the 
pipe failure in order to prevent water from affecting the operation of the EDGs. The inspectors determined that these 
operator actions could not be performed prior to water from the pipe break impacting the operation of the EDGs. 
Following identification of the issue, Exelon entered this issue into their corrective action program and performed an 
analysis on the structural loading on the fire water piping during a safe shutdown earthquake and concluded that the 
piping would not break during the design basis event and, therefore, the EDGs remained operable. The inspectors 
reviewed the analysis and found it reasonable. 

The inspectors determined the failure to adequately evaluate the effects of a pipe failure in the EDG room in 
accordance with the design and licensing basis was a performance deficiency. The performance deficiency is 
considered more than minor because it is associated with the Protection Against External Factors attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Additionally, the performance deficiency is considered more than minor in accordance with Manual Chapter 0612, 
Appendix E - Question 3K, in that there was a reasonable doubt of operability for the EDGs requiring engineering 
calculations and analysis to resolve. 

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,” the inspectors determined the finding to be of very 
low safety significance (Green) because the finding was determined to be a design or qualification deficiency that did 
not result in an inoperability. 

No cross-cutting attribute is assigned to this finding because the performance deficiency was not indicative of 
Exelon’s current performance. Specifically, this issue was last identified and reviewed by Exelon in issue report 
1201424 in 2010. (Section 4OA2.2) 
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Inspection Report# : 2016003 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Deficient Design Control of ECCS Level Transmitter Instrument Line Heat Trace Causes Freezing and 
Inoperability
A self-revealing non-cited violation of Title 10 of the Code of Federal Regulations (CFR), Part 50, Appendix B, 
Criterion III, “Design Control,” was identified for failure to establish and implement adequate design control 
measures to assure that the borated water storage tank (BWST) was capable of performing its design function to 
mitigate a design basis loss of coolant accident (LOCA) event. Specifically, a replacement of the safety-grade heat 
trace and resulting incompatible electrical configuration of the BWST level transmitter DH-LT-809 rendered its 
design incapable to prevent instrument line freezing during cold weather periods, contrary to its safety-function to 
maintain BWST level indication operable in cold weather. Additionally, this adversely impacted the availability of a 
BWST level indication necessary for operators to reliably perform a critical design basis manual action. Exelon 
documented these additional issues in IRs 2609417 and 2611119. Corrective actions included replacement of the 
affected heat trace and a compatible modification to its electrical configuration. 

This performance deficiency was more than minor because it was associated with the design control attributes of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Additionally, the finding was similar to example 2.f in Appendix E of IMC 0612, in that failure to properly maintain 
cold weather protection equipment for the BWST level transmitters resulted in DH-LT-809 becoming inoperable. The 
finding was of very low safety significance (Green) because it did not affect design or qualification, did not represent 
a loss of system, did not cause at least one train of BWST level instrumentation to be inoperable for greater than its 
TS LCO allowed outage time, and did not involve external event mitigation systems. 

The finding had a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because station 
personnel did not follow the heat trace procedure, which did not allow the two types of heat trace to be spliced 
together. (IMC 0310, Aspect H.8). (Section 1R01) 

Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Trend Vibration Data for Safety Related River Water Pump
The inspectors identified a self-revealing finding of very low safety significance (Green) involving a non-cited 
violation (NCV) of 10 CFR 50 Appendix B Criterion XVI, “Corrective Action Program,” because Exelon did not 
identify and correct a condition adverse to quality on the ‘B’ nuclear river water pump (NR-P-1B). Specifically, 
Exelon did not evaluate all available data to identify and correct an adverse vibration trend on NR-P-1B which 
resulted in unexpectedly exceeding its in-service test (IST) required action level and being declared inoperable on 
October 10, 2015. Exelon entered the condition into the CAP under IR 2568763 and emergently replaced the pump, 
engaged the vendor for short and long term design or material changes to correct the vibration issue and created 
process and peer check corrective actions to ensure all vibration data is reviewed timely and trends are addressed 
commensurate with their safety significance. 

The performance deficiency is more than minor because it was associated with the equipment performance attribute of 
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the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the elevated vibrations reduced the reliability and capability of NR-P-1B to perform its safety function. 
The inspectors evaluated the finding using Manual Chapter 0609, Attachment 4, Initial Characterization of Findings, 
and Appendix A, The Significance Determination Process for Findings At-Power, Exhibit 2, and the inspectors 
determined this finding to be of very low safety significance (Green) because the degraded condition was not a design 
deficiency that affected system operability; did not represent an actual loss of function of a system; did not represent 
an actual loss of function of a single train or two separate trains for greater than its technical specification allowed 
outage time and did not represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety significant. 

The finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because the 
station did not thoroughly evaluate the elevated vibration data such that the issue was addressed before NR-P-1B 
became inoperable. [P.2] 

Inspection Report# : 2015004 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
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Three Mile Island 1
4Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Emergency Diesel Generator Internal Flooding Risk Not Evaluated 
Green. The inspectors identified an NCV of Title 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion 
III, “Design Control,” in that Exelon did not ensure the availability of the emergency diesel generator (EDG) 
following a seismic event. The inspectors reviewed the TMI licensing basis for internal flooding, associated 
evaluations and conditions reports, and walked down safety-related structures system and components (SSCs). During 
this review the inspectors determined that non-seismic piping failures in the EDG room were not properly evaluated. 
Specifically, the inspectors determined that pressurized fire water pipes in both EDG rooms were not classified as 
safety-related or seismically qualified. The inspectors reviewed Exelon’s evaluation of the potential failure of the pipe, 
as assumed in the TMI design and licensing basis, and determined that operator actions were credited to mitigate the 
pipe failure in order to prevent water from affecting the operation of the EDGs. The inspectors determined that these 
operator actions could not be performed prior to water from the pipe break impacting the operation of the EDGs. 
Following identification of the issue, Exelon entered this issue into their corrective action program and performed an 
analysis on the structural loading on the fire water piping during a safe shutdown earthquake and concluded that the 
piping would not break during the design basis event and, therefore, the EDGs remained operable. The inspectors 
reviewed the analysis and found it reasonable. 

The inspectors determined the failure to adequately evaluate the effects of a pipe failure in the EDG room in 
accordance with the design and licensing basis was a performance deficiency. The performance deficiency is 
considered more than minor because it is associated with the Protection Against External Factors attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Additionally, the performance deficiency is considered more than minor in accordance with Manual Chapter 0612, 
Appendix E - Question 3K, in that there was a reasonable doubt of operability for the EDGs requiring engineering 
calculations and analysis to resolve. 

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,” the inspectors determined the finding to be of very 
low safety significance (Green) because the finding was determined to be a design or qualification deficiency that did 
not result in an inoperability. 

No cross-cutting attribute is assigned to this finding because the performance deficiency was not indicative of 
Exelon’s current performance. Specifically, this issue was last identified and reviewed by Exelon in issue report 
1201424 in 2010. (Section 4OA2.2) 
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Inspection Report# : 2016003 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Deficient Design Control of ECCS Level Transmitter Instrument Line Heat Trace Causes Freezing and 
Inoperability
A self-revealing non-cited violation of Title 10 of the Code of Federal Regulations (CFR), Part 50, Appendix B, 
Criterion III, “Design Control,” was identified for failure to establish and implement adequate design control 
measures to assure that the borated water storage tank (BWST) was capable of performing its design function to 
mitigate a design basis loss of coolant accident (LOCA) event. Specifically, a replacement of the safety-grade heat 
trace and resulting incompatible electrical configuration of the BWST level transmitter DH-LT-809 rendered its 
design incapable to prevent instrument line freezing during cold weather periods, contrary to its safety-function to 
maintain BWST level indication operable in cold weather. Additionally, this adversely impacted the availability of a 
BWST level indication necessary for operators to reliably perform a critical design basis manual action. Exelon 
documented these additional issues in IRs 2609417 and 2611119. Corrective actions included replacement of the 
affected heat trace and a compatible modification to its electrical configuration. 

This performance deficiency was more than minor because it was associated with the design control attributes of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Additionally, the finding was similar to example 2.f in Appendix E of IMC 0612, in that failure to properly maintain 
cold weather protection equipment for the BWST level transmitters resulted in DH-LT-809 becoming inoperable. The 
finding was of very low safety significance (Green) because it did not affect design or qualification, did not represent 
a loss of system, did not cause at least one train of BWST level instrumentation to be inoperable for greater than its 
TS LCO allowed outage time, and did not involve external event mitigation systems. 

The finding had a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because station 
personnel did not follow the heat trace procedure, which did not allow the two types of heat trace to be spliced 
together. (IMC 0310, Aspect H.8). (Section 1R01) 

Inspection Report# : 2016001 (pdf)
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Public Radiation Safety

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

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Emergency Diesel Generator Internal Flooding Risk Not Evaluated 
Green. The inspectors identified an NCV of Title 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion III, 
"Design Control," in that Exelon did not ensure the availability of the emergency diesel generator (EDG) following a 
seismic event. The inspectors reviewed the TMI licensing basis for internal flooding, associated evaluations and 
conditions reports, and walked down safety-related structures system and components (SSCs). During this review the 
inspectors determined that non-seismic piping failures in the EDG room were not properly evaluated. Specifically, the 
inspectors determined that pressurized fire water pipes in both EDG rooms were not classified as safety-related or 
seismically qualified. The inspectors reviewed Exelon's evaluation of the potential failure of the pipe, as assumed in the 
TMI design and licensing basis, and determined that operator actions were credited to mitigate the pipe failure in order 
to prevent water from affecting the operation of the EDGs. The inspectors determined that these operator actions could 
not be performed prior to water from the pipe break impacting the operation of the EDGs. Following identification of 
the issue, Exelon entered this issue into their corrective action program and performed an analysis on the structural 
loading on the fire water piping during a safe shutdown earthquake and concluded that the piping would not break 
during the design basis event and, therefore, the EDGs remained operable. The inspectors reviewed the analysis and 
found it reasonable. 

The inspectors determined the failure to adequately evaluate the effects of a pipe failure in the EDG room in 
accordance with the design and licensing basis was a performance deficiency. The performance deficiency is 
considered more than minor because it is associated with the Protection Against External Factors attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, 
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and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Additionally, the performance deficiency is considered more than minor in accordance with Manual Chapter 0612, 
Appendix E - Question 3K, in that there was a reasonable doubt of operability for the EDGs requiring engineering 
calculations and analysis to resolve. 

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," the inspectors determined the finding to be of very low 
safety significance (Green) because the finding was determined to be a design or qualification deficiency that did not 
result in an inoperability. 

No cross-cutting attribute is assigned to this finding because the performance deficiency was not indicative of Exelon's 
current performance. Specifically, this issue was last identified and reviewed by Exelon in issue report 1201424 in 
2010. (Section 4OA2.2) 

Inspection Report# : 2016003 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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Initiating Events
Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Emergency Diesel Generator Internal Flooding Risk Not Evaluated 
Green. The inspectors identified an NCV of Title 10 Code of Federal Regulations (CFR) 50, Appendix B, Criterion III, 
"Design Control," in that Exelon did not ensure the availability of the emergency diesel generator (EDG) following a 
seismic event. The inspectors reviewed the TMI licensing basis for internal flooding, associated evaluations and 
conditions reports, and walked down safety-related structures system and components (SSCs). During this review the 
inspectors determined that non-seismic piping failures in the EDG room were not properly evaluated. Specifically, the 
inspectors determined that pressurized fire water pipes in both EDG rooms were not classified as safety-related or 
seismically qualified. The inspectors reviewed Exelon's evaluation of the potential failure of the pipe, as assumed in the 
TMI design and licensing basis, and determined that operator actions were credited to mitigate the pipe failure in order 
to prevent water from affecting the operation of the EDGs. The inspectors determined that these operator actions could 
not be performed prior to water from the pipe break impacting the operation of the EDGs. Following identification of 
the issue, Exelon entered this issue into their corrective action program and performed an analysis on the structural 
loading on the fire water piping during a safe shutdown earthquake and concluded that the piping would not break 
during the design basis event and, therefore, the EDGs remained operable. The inspectors reviewed the analysis and 
found it reasonable. 

The inspectors determined the failure to adequately evaluate the effects of a pipe failure in the EDG room in 
accordance with the design and licensing basis was a performance deficiency. The performance deficiency is 
considered more than minor because it is associated with the Protection Against External Factors attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, 
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and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Additionally, the performance deficiency is considered more than minor in accordance with Manual Chapter 0612, 
Appendix E - Question 3K, in that there was a reasonable doubt of operability for the EDGs requiring engineering 
calculations and analysis to resolve. 

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," the inspectors determined the finding to be of very low 
safety significance (Green) because the finding was determined to be a design or qualification deficiency that did not 
result in an inoperability. 

No cross-cutting attribute is assigned to this finding because the performance deficiency was not indicative of Exelon's 
current performance. Specifically, this issue was last identified and reviewed by Exelon in issue report 1201424 in 
2010. (Section 4OA2.2) 

Inspection Report# : 2016003 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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3Q/2017 – Plant Inspection Findings
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Initiating Events
Mitigating Systems

Significance:  Jul 07, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct Deficiency in Implementing Controls for Pre-Staging of Material in the Reactor Building
The inspectors identified a finding of very low safety significance involving a non� cited violation (NCV) of 10 CFR 
50, Appendix B, Criterion XVI, "Corrective Action Program," because Exelon did not effectively correct a condition 
adverse to quality regarding the implementation of controls for pre-staging of materials in the reactor building. 
Specifically, Exelon did not effectively implement corrective actions regarding the control of pre-staging materials in 
the reactor building during power operations, which resulted in unsecured prohibited material in a location that had the 
potential, during a large break loss of coolant accident (LOCA), to be transported to and impact the emergency core 
cooling system (ECCS) sump. Exelon documented this finding in issue reports 2608560 and 2578255. Corrective 
actions include Exelon to establish a focus team, led by the maintenance manager, to ensure pre-outage loading of the 
reactor building is conducted in accordance with requirements and directly supervised by Exelon personnel. 

The perforrnance deficiency is n ore t11an minor because, if left uncorrected, it has the potential to lead to a more 
significant safety concern. Specifically, without proper controls implemented, materials may be pre-staged in the 
reactor building in a quantity or configuration that may render the ECCS sump inoperable. The inspectors evaluated the 
finding against the Mitigating System Cornerstone using Manual Chapter 0609, Attachment 4, "Initial Characterization 
of Findings," and Appendix A, "The Significance Determination Process for Findings At-Power," Exhibit 2, and 
determined this finding to be of very low safety significance (Green). 

The finding has a cross-cutting aspect in the area of Human Performance, Field Presence, because Exelon senior 
managers did not ensure the oversight of work activities by supplemental personnel [H.2]. (Section 40A2) 
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Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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4Q/2017 – Plant Inspection Findings
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Initiating Events
Mitigating Systems

Significance:  Jul 07, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct Deficiency in Implementing Controls for Pre-Staging of Material in the Reactor Building
The inspectors identified a finding of very low safety significance involving a non� cited violation (NCV) of 10 CFR 
50, Appendix B, Criterion XVI, "Corrective Action Program," because Exelon did not effectively correct a condition 
adverse to quality regarding the implementation of controls for pre-staging of materials in the reactor building. 
Specifically, Exelon did not effectively implement corrective actions regarding the control of pre-staging materials in 
the reactor building during power operations, which resulted in unsecured prohibited material in a location that had the 
potential, during a large break loss of coolant accident (LOCA), to be transported to and impact the emergency core 
cooling system (ECCS) sump. Exelon documented this finding in issue reports 2608560 and 2578255. Corrective 
actions include Exelon to establish a focus team, led by the maintenance manager, to ensure pre-outage loading of the 
reactor building is conducted in accordance with requirements and directly supervised by Exelon personnel. 

The perforrnance deficiency is n ore t11an minor because, if left uncorrected, it has the potential to lead to a more 
significant safety concern. Specifically, without proper controls implemented, materials may be pre-staged in the 
reactor building in a quantity or configuration that may render the ECCS sump inoperable. The inspectors evaluated the 
finding against the Mitigating System Cornerstone using Manual Chapter 0609, Attachment 4, "Initial Characterization 
of Findings," and Appendix A, "The Significance Determination Process for Findings At-Power," Exhibit 2, and 
determined this finding to be of very low safety significance (Green). 

The finding has a cross-cutting aspect in the area of Human Performance, Field Presence, because Exelon senior 
managers did not ensure the oversight of work activities by supplemental personnel [H.2]. (Section 40A2) 
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Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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